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EXECUTIVE SUMMARY 
 
In Rwanda, Concern Worldwide (CWW) has been implementing a Community based 
Managements of Acute Malnutrition (CMAM) programme in Gisagara district, since 2007. 
Gisagara is one of the three districts where CWW is currently implementing the CMAM 
programme through the integration of MoH run health centres/facilities. At the time of the 
SQUEAC assessment, OTPs were functional in 13 health centres and two hospitals out of the 
total 15 health facilities in the district.  
 

Community based Managements of Acute Malnutrition (CMAM) was adopted in Rwanda as a 

National protocol to treat SAM cases in 2009. Since then the CMAM approach has been 

implemented in all regions through government’s HFs, to treat children with acute 

malnutrition.  
 

The government of Rwanda and the NGOs that are focusing on nutrition and health are making 

considerable efforts to eliminate malnutrition.  The national plan of elimination malnutrition 

includes active screening of children to identify acute malnutrition and refer them for 

treatment.  
 

In Gisagara the coverage assessment conducted to train the team on updated SQUEAC 

methodology as well as to assess the programme quality and to estimate the 

coverage.  The assessment was conducted in November 2012 by CWW nutrition team, 

and the MoH staff, Gisagara.  

Generally, the SQUEAC method uses three stages data collection, Stage one, analysis 

of programme routine data analysis, stage two, conducting a ‘small area survey’ stage 

three conducting a ‘wide area survey’ to estimate the coverage. The wide area survey 

found 29 SAM cases and 12 of them are in programme that estimates the coverage by 

35.2% (CI 24.9%-47.4%).    
 

The programme identified two most important barriers that may have strong negative 

effects on the programme coverage.  First the misconceptions about the ‘national/district 

plan of elimination malnutrition’, second the national health insurance policy (mutuelle).  The 

SQUEAC assessment estimated that about 86% family with malnourished children do not have 

mutuelle.    

To address those barriers and to understand the dynamism of the barriers the programme 

team may need to share these findings with all the programme partners such as the health 

facilities, the district level committee of elimination plan of malnutrition and the local 

authorities.  The programme needs to address these at community level as well as to the 

health facilities to provide accurate information to families with malnourished children and to 

the wider communities. 
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1. INTRODUCTION 

 
1.1 CONTEXT OF GISAGARA DISTRICT 

In recent years, the government of Rwanda and some NGOs are making considerable efforts to 

eliminate of malnutrition.  The National Plan is of Eliminate Malnutrition1, includes active 

participation of all actors at community as well as government authorities. The plan includes 

active screening of children to identify acute malnutrition cases by the community health 

workers (since 2009). Children who are found with to be at risk of acute malnutrition are 

referred to a health facility for further screening and appropriate treatment through the use of 

therapeutic milks (F-100 and F-75), ready-to-use therapeutic foods for severe cases, and a corn-

soy blend for moderate cases. Other sustainable approaches have been initiated, one that 

includes infant and young child feeding, community based nutrition programs, behavior change 

communication, and home food fortification by using micronutrient powders. 

Along with the national plan of elimination malnutrition in 2009, the MoH Rwanda also adopted 
CMAM as its national protocol for treating acute malnutrition2. The CMAM protocol addresses 
the community-based management of acute malnutrition in children from 6-59 months and 
includes community outreach, Outpatient care Programme (OTP), Inpatient Care and 
Supplementary Feeding Programme (SFP). To ensure improved health care services for the 
wider community, the National Policy of Health Insurance (mutuelle)3 was introduced and has 
been implemented since 2004.  Despite the good intention, the ‘mutuelle’ was found to have a 
negative effect on some people and their health care seeking behaviour, particularly within the 
ultra-poor and most vulnerable families.   
 
In Rwanda the prevalence of acute malnutrition is not as high as that of their neighboring 

countries such as DRC, Burundi and Uganda. Three percent of children under the age of 5 years 

are wasted and one percent are severely wasted (RDHS, 2010). But the chronic malnutrition 

remains a significant public health problem in Rwanda. According to the 2010 Rwanda 

Demographic and Health Survey (RDHS) chronic malnutrition or stunting affects 44 percent of 

children under the age of 5 years, among those, 17 percent are severely stunted.  

Concern Worldwide (CWW) has been present in Rwanda since the aftermath of the 1994 
genocide and has been implementing various programmes in different part of the country. At 
the beginning implemented emergency response programmes later evolved on to 
rehabilitation and longer term development programmes. The programme of Community 
based Management of Acute Malnutrition (CMAM) started in 2007 in Gisagara district as a 
pilot project in one health centre. After a successful pilot the CMAM programme was 
integrated into the Expanded Impact of Child Survival Program (EIP)/ KABEHO MWANA and 
                                                           
1
 Rwanda national “Emergency Plan to Eliminate Malnutrition” in children, November 2009 

2 National Protocol for the management of Malnutrition, Ministry of Health, Rwanda, May 2009 
3
 Rwanda National Health Insurance Policy, Ministry of Health 2010 
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expanded into the six districts by 2009. KABEHO MWANA was focusing on community based 
management and treatment of malaria, diarrhoea and pneumonia, CMAM later included.  
 
Gisagara district is located in the Southern part of Rwanda, the district has 13 sectors, 62 cells 
and an estimated population of 247,879.  April. The population of this district is served by 12 
health centers and two referral hospitals.  The majority of households in the Gisagara district 
rely on subsistence agriculture for their livelihoods.  In the latest food security rating Gisagara 
district was rated 2.54 corresponding to roughly 30% of households in the district being food 
insecure. Main crops include beans, banana, cassava, sweet potato, and rice.  There are 2 
planting seasons, September to October and February to March. Harvests generally take place 
in January to February and June to September.  Hunger periods are from October to December 
and March and April. 
 
Gisagara was one of the three districts where CWW is currently implementing the CMAM 
programme through the integration of MoH run health centres/facilities. At the time of the 
SQUEAC assessment, OTPs were functional in 13 health centres and one hospital out of the total 
14 health facilities in the district. The Coverage assessment was conducted in Gisagara district.   
 
In Gisagara, government health facilities are primarily responsible for implementing the 
CMAM programme while CWW and UNICEF provides technical and material support in the  
treatment & management of children suffering from SAM through health facilities.  
 
Trends of GAM & SAM prevalence in Gisagara 
Since Concern Worldwide started implementing the CMAM programme in Gisagara, two 
nutrition surveys have been conducted.  The last survey was conducted in November 2010 by 
Concern worldwide together with MoH.  The survey results showed the prevalence of Severe 
Acute Malnutrition (SAM) among children aged between 6-59 months was 0.3% (C.I. 0.3-0.7) 
and Global Acute Malnutrition (GAM) was 2.8% (C.I. 1.1-3.4) based on the WHO standard 
20054. The prevalence of GAM in Gisagara was found to be higher than Nyamagabe and 
Nyruguru districts. However, compare with the 2008 survey results both the GAM and SAM 
prevalence rates were lower in Gisagara for 2010. 
 
Figure: 1 Nutrition Survey Results, Gisagara, Nyamagabe & Nyaruguru

                                                           
4 Nutrition survey report, Concern Worldwide and  RMoH, November 2010 
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In Gisagara, CMAM programme activities included assessing of the programme coverage. 
Therefore, this coverage assessment and the refresher training on the updated SQUEAC 
assessment methods have been commissioned by the Coverage Monitoring Network (CMN), an 
alliance programme to which CWW is a member of.  
 
The Coverage Monitoring Network (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 OFDA. 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 will mainly 
focus on building skills of field level nutrition professionals in Semi Qualitative Evaluation of 
Access and Coverage (SQUEAC) methodology.  
 
To assess the CMAM (OTP) coverage of Gisagara district, a Semi-Quantitative Evaluation of 
Access and Coverage (SQUEAC) method has been used. The main objective of the SQUEAC 
method is to improve the routine monitoring activities by identifying potential barriers to 
access service. The findings intend to facilitate an optimum coverage of the OTP service.  A 
team of nutrition professionals of MoH and Concern were trained in the u p d ated  SQUEAC 
methodology to build the local capacity and to continue with the coverage monitoring in 
coming months and years. 
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2. PURPOSE OF THE ASSESSMENT 
 

 

The main purpose of this assessment was to provide refresher training on updated SQUEAC 
methodology to Concern staff and the MoH, (district partners) staff through in-house training 
and by conducting the coverage assessment using the updated SQUEAC methods.  
 

2.1 SPECIFIC OBJECTIVES 
 Provide a refresher training to Concern staff and MOH staff on the updates SQUEAC  

methodology  

 Assess the programme routine data quality whilst in the field and during data analysis for 
the SQUEAC assessment in Gisagara district with a view to strengthen the quality of 
programme monitoring and increasing programme coverage. 

 Conduct a complete SQUEAC assessment for Gisagara district in order for the team to be 
trained with the updated SQUEAC methodology.   

 Identify gaps in access to the CMAM services that have not been addressed from the last 
SQUEAC assessment. Identify the key barriers and find solutions to the barriers using 
data gathered from various sources. 

 Produce recommendations based on the assessment to improve access to the CMAM 
services and increase programme coverage in the project areas.  

 Provide technical inputs and assist the team in writing final coverage survey reports for 
Nyamagabe and Nyaruguru, using the recently collected data from these two districts. 

 

2.2 EXPECTED OUTPUT 
 Refresher training on updates SQUEAC methodology 

 Implementation of coverage assessment in Gisagara with hands-on mentoring during 
classroom sessions as well as field data collection 

 Briefing and debriefing of local and international staff 

 Power point presentations for district dissemination of preliminary results 

 Report for Gisagara coverage assessment 
 

 

2.3 DURATION OF THE ASSESSMENT & THE TRAINING  
       

  Nov 2nd to Nov 21st, 2012 (annex 1) 

 
2.4 PARTICIPANTS  
 
A total 16 staff was trained on the updated SQUEAC method to conduct the assessment.  
Seven from Concern Worldwide nine staff of the Ministry of Health, Gisagara district (annex 2). 
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3.   METHODOLOGY 
 
 
The Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)5 tool was developed to 
provide an efficient and accurate method for identifying existing barriers to a c c e s s  service 
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 to provide 
detailed information regarding overall coverage, areas of low and high coverage and the 
principle factors preventing higher coverage in targeted areas. It is hoped this method will be 
sustainable i n  a medium to long-term C M A M  programme t h a t  integrated with MoH 
rather than a short-lived, NGO funded programme. Methods previously available such as the 
Central Systematic Area Sampling (CSAS) create a far larger demand on resources and 
therefore cannot be viably integrated into MoH run programmes in the long-term. The 
SQUEAC method was used to assess the CMAM programme in Gisagara district, a 3 stages 
assessment model was used:  

 

 Stage 1, analysis of qualitative and quantitative data 

 Stage 2, conducting a ‘Small area survey’  

 Stage 3, conducting a ‘Wide area survey’ 
 

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

In addition to the programme routine data qualitative data was collected by the SQUEAC 

assessment teams from 13 OTP sites that are targeted by the CMAM programme in Gisagara 

district.   

The qualitative data was collected by using various methods and from different sources such 

as Key Informant Interviews (KIIs) with Chief du village, Traditional Healers and Agent de 

Sante maternel (ASM)/Traditional Birth Attendants (TBAs). Focus Group Discussions (FGDs) 

were held with staff of Centre de santé (health facilities) and mothers/caretaker of children 

admitted to OTP and to Community Kitchen (for MAM cases) and the Binomes (CHWs) by using 

some open ended questionnaire (annex 3). 

At this stage, programme routine data from August 2011 to August 2012 which have previously 

been collected were compiled and analysed. By analysing of programme routine data, areas 

with high and areas with low coverage in Gisagara catchment areas were identified and a 

hypothesis was developed to conduct a ‘Small area survey, see questionnaires (annex 4).

                                                           
5
  Mark Myatt, Daniel Jones, Ephrem Emru, Saul Guerrero, Lionella Fieschi. SQUEAC & SLEAC: Low resource methods for evaluating 

access and coverage in selective feeding programs.   
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Figure: 2 SQUEAC Mindmap, Gisagara          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mindmapping was used to gather all the 
information that was collected from 
different sources through various 
methods (table 1) as an on-going data 
compiling tool. Each time new 
information and similar information 
found was plotted and later verified 
through the triangulation process.  The 
information gathered from the Mindmap 
was weighed and scored by separating the 
positive and negative elements that 
pushed coverage up or down. The scoring 
was done by the assessment team based 
on weight of each element, they have used 
a scale from 1- 5 to score the positive and 
negative elements. All information from 
the mindmapping was transferred to X-
Mind (annex 5).  

  
The 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). The 
average from all these estimates and upper and lower expected values around coverage 
were then estimated. 
 
The ‘Prior’ was set using the prior’s information to make an informed guess about the most 
likely coverage value and express it as a probability density. Generally the ‘Prior’ was 
calculated using findings from the small area survey and information gathered through 
‘Mindmaps’. However, the ‘Prior’  for Gisagara was set lower than expected to keep the 
sample size (SAM cases to be found by wide area survey) within the limit as the SAM 
prevalence rate in Gisagara and elsewhere in Rwanda are extremely low (1%).  
 
Therefore it was decided to calculate the sample size for the ‘Wide area survey, (3rd Stage) 
assuming that the coverage likely to be higher than the 30% using the probability density 
Alpha prior = 11.4 and Beta prior = 25.3 using BayesianSQUEAC software (see figure & table 
1, below) 
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    Table: 1   Scoring of Mind map & setting the ‘Prior’ by BayesianSQUEAC  

Positive Values Values Negative 

Dealing  of staff  in OTP is very good 4 4 No ‘mutuelle’ (Health insurance) 

Good management of Binomes by 

the health centres   

3 2 Shame for  family with malnourished  

child 

National focus  of IYCF  impacting on 

malnutrition reduction 

2 1 Some mothers/families prefer 

traditional medicine over OTP. 

Good collaboration  among the 

community on CMAM activities 

3 1 Long distance for mothers to come to 

some of the health centres 

Slowly reducing stigma on 

Malnutrition 

1 1 Poor supervision by HC’s staff due to 

lack of transport/airtime 

CMAM is an efficient Rx of 

malnutrition 

4   

Good impact of the programme 4   

Sufficient material supplies 4   

Good knowledge of malnutrition by 

all actors 

3   

Active Binomes (monthly screening) 3   

Total 31 9  

Added to Minimum Coverage (0%) 31+0 100-9 Subtract to the maximum coverage 

(100%) 

 31 91  

 91+31= 78 

     122/2 =61% 

 

Alpha value 11.4 25.3 Beta Value 
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3.2 STAGE 2 ‘SMALL AREA SURVEY’ 
 
By compiling the programme routine data, areas were identified with ‘low’ and ‘high' 
coverage in Gisagara CMAM catchment areas and hypothesis was developed.  To establish 
the hypothesis a   small area survey’ (stage 2) was conducted and the reasons for coverage 
failure in some areas, if any, were identified. A Semi Structured questionnaire was used for 
the mothers of the cases (SAM) that were not in the programme, whom are one of the 
key stakeholders of the programme (annex 4).   
 
For the small area survey the villages were selected purposely, using the programme 
admission data, which indicated areas with high and low admissions (table 2). Sample sizes 
were not calculated in advance for this survey. Six survey teams sampled 7 villages from 71 
villages 4 villages from the highest and 3 villages from the lowest coverage areas. The survey 
sample size was the number of SAM children found by the surveyors.  The data was 
collected using active and adaptive case-finding methods. Questionnaires were developed to 
record the cases (SAM), both current cases and recovering cases and translated in to French 
(annex 4).  A separate questionnaire was used for mothers/caretaker of cases that were not 
attending the programme, to find the reasons for ‘non -attendance to the programme’.   
 
ACTIVE: The method actively searched for cases rather than just expecting cases to be found 

in a sample.  
 
ADAPTIVE: The method used based on information found during case-finding exercises to be 

informed and improve the search for case finding exercise.  
 
Case Definition 
The case definition used by the Rwanda coverage survey, was defined as “a child 
matching the admission criteria of the programme”. The admission criteria of Rwanda 
CMAM programme included children aged between 6 and 59 months with at least one of 
the following criteria: However for case finding, local terms were used. Also a pictorial image 
was used to find cases & RUTF packet was used to find recovering cases.   
 

1. A Mid Upper Arm Circumference (MUAC) of <11.5 cm 
2. <-3 Zscore,  WHO 2005 
3. Bilateral pitting oedema 

 
Local terms for malnutrition in Gisagara   

- Bwaki 
- Gateranya  
- Irungu 
- Inyamaswa 

 
The MUAC of <11.5 cm and the presence of bilateral pitting oedema were considered in the 

case definition. Z-score has not considered identifying cases in this survey due to practical 

reasons.   Z-score is a criterion generally  used  only at  health facility  level and  this 
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measurement  is  not  part  of  the  community based screening to find cases with acute 

malnutrition. 

The overall programme coverage was estimated using BayesianSQUEAC techniques. This 
technique includes estimation of the prior (prediction of coverage before conducting a wide 
area survey) and the likelihood (calculate a small sample size for ‘wide area survey’). 

 
According to the Health & Demographic Survey Rwanda, 2010 the prevalence of GAM and 
SAM are 3% and 1% respectably6, which is very low following the general trend in the 
region.  To keep the sample size within the limit the prior was underestimated, therefore the 
prior was set to achieve 30% coverage.    

 
3.3 STAGE 3  
Wide Area Survey (SQUEAC Likelihood survey)  
 
The wide-area survey covered entire programme catchment areas.  A two-stage sampling 
procedure was used:  
 
Estimation of Sample Size 
Sample size requirements were calculated (using simulation with the BayesianSQUEAC 
calculator) to provide a coverage estimate with a 95% credible interval of about ±10%.  The 
minimum sample size required was calculated to be n = 46 current and/or recovering SAM 
cases. See below formula for sample estimation: 
 
 
             Mode x (1- mode) 
N =                                      - (α +β -2) 
             (Precision ÷ 1.96) 2 
  
             0.3 X (1-0.3) 
N =                             - (11.4 +25.3 -2)  
             (0.1 ÷ 1.96)2 
 
 0.21 ÷ 0.002603 = 80.6736-34.7 = 45.97 
 
Therefore, the sample size was estimated to find 46 cases (SAM) using the wide area survey. 
 
Sample area: 

 Covering the areas of health centres that were covered by CMAM services 

 Proportion of population living within the catchment of the CMAM service areas/OTP 
sites  

To select the sectors to be included for wide area survey by using Quadrat stratified 
systematic random sampling method:  

                                                           
6 Rwanda Demographic and Health Survey, 2010, National Institute of Statistics of Rwanda, Ministry of Finance and Economic Planning  
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A map (annex 6) of the locality showing all 13 OTP sites in Gisagara divided into equal sizes 
of a quadrant; each quadrant was 5cm by 5cm and was laid on the map that yielded 76 
squares (figure 3).  
 
OTP sites in each square (Quadrant) were listed in order to ensure a spatial representation of 
a sampling area.  Sampling location of all 13 OTP sites in Gisagara were selected 
systematically to find 46 SAM cases.  
 
To estimate the number of villages to be visited, proportion of the population living in survey 
area, percent’s of U5 population, prevalence of SAM among children U5 years old in the 
survey area (Rwanda DHS results, 2010) was used. It was calculated that 57 villages will be 
required to find 46 current or recovering SAM cases.  
 
Finally, active and adaptive case finding methods were used to find cases. This method 
allowed inclusion of all, or nearly all, current and recovering SAM cases in sampled villages. 
 
       Figure: 3 Map of Gisagara with Quadrant 
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4. RESULTS  
 
   

4.1 Stage 1 PROGRAMME ROUTINE DATA & CONTEXTUAL DATA 
 

4.1 Stage 1 
 
Data collection: 
Quantitative and qualitative data was collected from routine programme data and from 
different informants using different method in line with SQUEAC guidelines: 
 
4.1.1 Programme Routine data analysis (from cards & register books): 

 
Admission data: 

 Admission trends and disease calendar  

 Admissions on MUAC (status of MUAC) 

 Number of admission from various Health Centres 

 Referral information 

 Distance mothers/caretakers walk to reach to OTP 

 Number of family have ‘mutuelle’ (health insurance)    
 
Programme performance indicators: 

 Cured 

 Defaulted 

 Died 

 Non responded 
 Transferred cases to inpatient care 
 Length of stay in the programme. before cured discharged  

 
Defaulter data: 

 Defaulter trend and labour calendar 
 MUAC status at the time of defaulted 
 # of weeks stayed in the programme before defaulted 
 Reason for defaulting 

 
Programme Routine data analysis 
For SQUEAC assessment, programme routine data are used as one of the main sources of 
information to estimate and understand the dynamism of programme coverage and class 
of services it provides to the beneficiaries. The programme’s routine data  that are 
accessible and directly related to programme’s  outcomes was analysed 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 a relatively low or high coverage.  
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The routine data were segregated and analysed to understand the trends of admission and 
defaulters, comparing with the context and seasonal variation of the targeted area. The 
programme performance data i.e. cured discharge, deaths, and defaulters were compared to 
international standards (SPHERE) to ascertain the quality of services provided by the CMAM 
programme.   
 

Admission data 
 
Admissions data: Trends of diseases and hunger gap 
As indicated in the figure below (figure 4), the programme admissions follow the disease and 
hunger gap period. According to the disease and hunger gap calendar, high caseloads would 
be expected from the month of November to January then again in April & May as shown in 
the figure below. The assessment was carried out in November and many children were 
found with red MUAC and some with oedema. 
 
  Figure: 4 Pattern of Admission & Diseases and hunger gap Calendar 

 

     Figure: 3 Pattern of Admission & Diseases and hunger gap Calendar 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
MUAC at the time of admission in OTP 

At the time of the admission to the OTP children’s MUAC are measured and recorded. These 
data were collected from OTP cards covering the period from August 2011 to Aug 2012.  This 
data permits to assess of the timeliness of treatment seeking behaviours as well as how pro-
active are the Community Health Workers/Binoms on early screening, detecting and 
referring of cases to the CMAM programme (figure: 5). Four hundred and twenty seven 
cards were analysed, 299 children were admitted with MUAC of <11.5 cm while 128 were 
admitted with various grades of nutritional oedema (figure: 6).  
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    Figure: 5 Admission based on MUAC <11.5cm  

 
 

 
Status at the time of admission 

The nutritional status of children at the time of admission to OTP shows 70% of the children 
were admitted with MUAC of <11.5cm, while 30% of the children were admitted with 
nutritional oedema, 4% of them with oedema grade +++.  

 
                  Figure: 6 Admission based on Nutrition Status 
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Distance mothers/caretakers walk to reach the OTP 

Figure below shows time mothers/caretakers walk to reach to the nearest OTP site.  The 
highest percentage of the mothers/caretakers (32%) walked between 30-60 minutes to 
reach to the nearest OTP sites, while about 12% of them walked more than 2 hours to reach 
at the nearest OTP site.  
 

           Figure: 7 Distance mothers/care takers walk to reach to OTP 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Health Insurance 
Rwanda National Health Insurance Policy (Mutuelle) encourages that every family should 
have health insurance to receive health care from the government health facilities7. The 
below graph showing that about 86% families with children severe acute malnutrition 
(SAM) do not have health insurance means do not have access of medicines, such as 
routine antibiotic which is part of the OTP treatment protocol.  
 

            Figure: 8 Children admitted with health insurance Gisagara District 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

                                                           
7
   According to the policy the indigent Category 1&2, the government should pay the mutulle for them, but in practise that is not yet 

materialised.   
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Sources of referral to OTP in Gisagara 

From 453 admissions, 411 cards were found where sources of referral were recorded. 
About 60% were found to be referred by the CVs/, while the second highest (30%) was 
referred by the MoH staff (figure: 9).  
 
                             Figure: 9 Referred to Gisagara OTP by different sources 

 
 

Area with high and low admission based on population under five years of age 
Areas with high  and low coverage was calculated based on the number of SAM cases admitted 
to OTP, from the 453 OTP cards and the average U-5 population living in the area. The table 
below shows the areas with high or low admission, Kibayi was found to have the highest and 
Gikore with the lowest admission, Table: 2 
 

    Table: 2 Area with High and Low coverage, by OTP records 

OTP sites  Admission Estimated 6-59 

months  

 

% admitted Low/High 

Musha 55     2941 1.9  

Gishubi 30     3300  0.9  

Gikore (KANSI) 7     1974   0.4 Lowest 

Kibayi (MUKINDO) 75     3525  2.1 Highest 

Kigembe  (NYANZA) 40     3842  1.0  

Kansi 22     2162  1.0  

Kirarambogo (MUGANZA) 31     3915  0.8  

Mugombwa 31     3012  1.0  

Kibilizi 36     3617  1.0  

Gisagara (NDORA) 20     2771  0.7  

Save 38     3710  1.0  

Gakoma (MAMBA) 46     4547 1.0  

Gikonko 22     2787  0.8  
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Programme performance indicators 

The programme performance indicators that were set are based on SPHERE standards8. The 
performance indicators are the number of children exit from OTP (number of exit cured, 
defaulter, and death etc.)  Percentages were used to assess the effectiveness over one year 
compared with the standard of SPHERE.  The graph below indicates the performance of the 
programme compared with the SPHERE standards (figure 10).   
 
        Indicators  OTP SPHERE 
 Cured 94% > 75% 
 Defaulter 4% <15% 
 Death 2% <10% 
   Non responders 1%  
 Transferred 13%  
 
  Figure: 10 Programme Performance Indicators 
 
 

 

 

 

 

 

 
 
 
 
Length of Stay (LoS) 
Length of Stay is an important performance indicator to assess the average period needed to 
cure a child.  The median length of stay in the programme was 7 weeks. It seems that once 
children are in the programme, they get adequate care why the length of stay in that 
programme are not too long (figure 11).  
 
 
 
 
 
 
 
 
 

                                                           
8
 The Sphere Project Humanitarian Charter and Minimum Standards in Disaster Response, 2004 
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        Figure: 11 LoS in the programme before cured discharged  
 
 

 

 

 

 

 

 
 
 
 
Defaulters’ data 

 Defaulter & labour demand calendar 

 MUAC status at the time of defaulted 

 Number of weeks stayed in the programme before defaulted 

 Reasons for defaulting 
 

Analysis of defaulter’s data: Labour demand trends 
Defaulters are classified as uncured cases. The number of defaulters was examined to 
determine if it is worryingly high and if it follows the seasonal context over time. The graph 
indicated that the defaulter rate is high at the time of the first cultivation season of the year 
(February to April).  However, the overall rate of the defaulters are very low (3%) based on 
SPHERE minimum standards (see below figure 12) 
 
   Figure: 12 Trends of Defaulter & Labour demand period  
 
 
 
 

    Figure: 11 OTP Defaulter and Labour demand calendar   
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When defaulted 
Information from the 17 defaulted OTP cards found that the majority of the children defaulted 
from OPT after attending the programme for a period of 4-8weeks; 11 (70%) children which are 
worrisome (Figure: 13).   
 
           Figure: 13 Number of weeks spent in OTP before defaulting.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reasons for Defaulting 
Based on the performance indicators the defaulter rate found was very low (3%). However, the 
reasons for default have been recorded and the primary reasons of defaulting from August 
2011 to August 2012 was found that some mothers came from Burundi with malnourished 
child to work at the farm of other people (38%) in Gisagara. When their work completed they 
returned to Burundi without waiting for recovery of the child. See graph below; 
 
         Figure: 14 Reasons for the defaulting 
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Nutritional Status at the time of Defaulted 
Based on the OTP records 40 children were defaulted from August 2011 to August 2012. 
However, information available from 16 cards showed that most children defaulted when their 
MUAC was >11.5 cm (the cut-off for admission in OTP).  No children were found to be defaulted 
with oedema, figure below: 
 
          Figure: 15 Children Nutritional Status at the time of Defaulted 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
4.1.2. QUALITATIVE DATA COLLECTION AND FINDINGS 

 Key Informants Interviews (KIIs) 

 Seasonal calendar (Fit to Context and Seasonality) 

 Semi Structure Interview (SSIs) 

 Focus Group Discussion (FGDs) 
 

The qualitative data collection 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 collector to collect data from communities on their perception, care 

seeking behavior and common practices of treating malnutrition etc. The data collectors were 

trained on how to interview, by avoiding leading questions and instead rely on the 

informants’ responses to generic open questions. The data collected from this was reviewed 

and then checked with data gathered in subsequent groups. 

The  aim  of  collecting  qualitative  data  is  to  allow  more  detailed  development  of  the  
coverage hypotheses and in-depth analysis of the existing information & routine programme 
data described in the previous section. This data also provides vital information concerning 
the underlying causes of low or high coverage, including key barriers and accessibility of the 
services. Qualitative data was collected using the following methods and sources:   
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FINDINGS FROM THE KEY INFORMANTS INTERVIEW (KII)  
 

The KII method was used with relatively homogeneous group of key informants that are 
members of the general public i.e. Village Leaders (Chief du village), Traditional Birth 
Attendants (TBAs), and Traditional Healers who are not necessarily directly targeted by the 
programme. 
 

Chief du Village (village Leaders) 
Of all the village chiefs who were interviewed, only about 40% of them knew about the OTP 
and the treatment of SAM cases. On the other hand most of them know about Community 
Kitchen (CK) programme (similar to PD hearth). All the CK are based at village level therefore 
they are familiar with it.  They also know who the model parents are at their community, and 
their responsibilities. Nevertheless, they all have a good knowledge on malnutrition and found 
to know the right causes of malnutrition.  They can recognise malnutrition cases but in most 
cases they refer them to the nearest CK or to the Binoms (CHWs). They also mentioned since 
the declaration of ‘national plan of elimination malnutrition’, there are misconceptions 
developed about families with malnourished children.  Some families tent to hide their children 
from public, if they are malnourished and secretly take them to the traditional healer.    
 

Traditional Healers 
The information gathered by this assessment team revealed that most of the Traditional 
Healers do not know about the CMAM and the CK programme.  Most of them found to have 
not known the correct causes of malnutrition.  However, they know the rates of malnutrition 
are decreasing from their communities.  It was also found that when a family seek their help for 
treatment of malnutrition, they do treat and keep the child under treatment until their 
condition deteriorates.  
 
Agent de Sante maternel (ASM)
In Rwandan context the ASM (known as TBAs) are selected by the communities and trained by 
the health facilities that run by MoH, unlike other communities that they are known by number 
of deliveries they have performed.  Rwanda National Community Health Policy encourages, all 
deliveries to take place at health facilities.  The roles of ASM’s are not to assist in deliveries; it is 
to provide education to pregnant mothers to practice healthy eating and healthy behaviours 
during pregnancy.  They also motivate pregnant women to attend health facilities for antenatal 
cares as well as for deliveries.  
 
All ASM’s were found to have a good knowledge of malnutrition and about CMAM programme, 
which include the CHWs. They also mentioned that many families prefer tradition medicine 
instead of OTP/SC as results some children develop complications and can cause death due to 
incorrect treatment.  
 
Findings from OTP Staff  

The FGDs took place in 4 OTP centres with MoH staff that are responsible for the management 
of OTP and the community outreach.  
 

All of the OTP staff that attended FGDs knew the admission and discharge criteria as well as the 
treatment protocols of OTP accurately. While their knowledge of managing OTP is good but 
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their efficiency is not adequate due to lack of means. For example, they have no means to 
supervise or communicate to the community health workers/Binoms for not having 
transport/airtime. Many families (about 80%) who admitted to OTP do not have ‘mutuelle’ so 
they can’t give them antibiotics; therefore their recovery is slow and can cause defaulting.  
They also mentioned that there are families who do not bring their children to OTP as they are 
ashamed of exposing their malnourished child to public. Since the declaration of national plan 
of elimination malnutrition the tendency of under reporting on malnutrition are observed by 
the district/local authorities.   
 
To improve qualities of the programme they advised: 

 To provide them with transportation to supervise the work of CVs.   

 To provide them with some airtime so they can keep in touch with CV as well as other 
health partners to ensure effective coverage and good quality services to CMAM 
programme.   
 

Findings from the OTP mothers 
In two health centres two group of OTP mothers/caretakers participated in FGDs.  Most mothers 
mentioned that their children were in programme between three and eight weeks and they are 
getting good treatment and their children are gaining weight.  The mothers/caretakers know the 
CHWs in their areas and some of them were referred by the CHWs. Most mothers were able to 
mention the causes of malnutrition and some of the signs of malnutrition correctly. 
They have mentioned that this programme helped them to bring back good health to their 
children. They also mentioned that there are some mothers/families that are hiding their 
malnourished children as they are ashamed of malnutrition status of their children which has been 
confirmed by the staff of Health facilities. 
 

Findings from Community Health Workers 

The Community health structure is well developed in Rwanda. Each village has at least two 

Community Health Workers (CHWs), generally one female and one male, they are known as 

‘Binoms’ The Binoms are selected by the community members, a CHW coordinator is also 

selected for each sector. All Bimons are trained on basic elements of CMAM programme as well 

as how to screen children using MUAC bends.  The Binoms visits regularly (once a month) all 

the households in the village screening all children 6 to 59 months old by measure their MUAC 

and check for nutritional oedema. The findings of the screening are recorded and acute 

malnutrition cases are referred to the HFs. 

The FGDs conducted with two groups of CHWs as part of the assessment. They all know the 

admission criteria correctly and causes of malnutrition.  In almost all villages they conduct 

MUAC screening once a month.   They said they are getting very good support from the health 

facilities and they have very good relation with them. When asked if CMAM programme causes 

any extra burden to them, they said they are grateful that the community selected them and 

Concern trained them on CMAM approach and how to conduct screening of malnutrition.  
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The problems they mentioned:  

 They said some communities have misconception about malnutrition, so they hide their 

malnourished children when they see Binoms (CHWs) are coming to their village for 

screening.  

 Some family refuse to report to OTP after referred by Binoms (CHWs)  as they do not have 

mutuelle (health insurance)  

 Some family prefer traditional medicine as there are wrong believe that their child may 

have poisoned by the neighbor and they need traditional medicine not OTP treatment.  

 Also there are careless mothers.  

 
Seasonal calendar 
Seasonal Calendar: in order to get a broader picture of programme performance against context, 
a seasonal calendar was developed including agricultural labour, disease, food availability and 
meteorological changes. Admissions and defaulters 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 by the SQUEAC assessment team, the 
health facility staff, and the OTP mothers to compare and to better understand the context. 
 
Semi Structure Interview (SSI)  
SSI was used for small and wide area surveys for the mothers/caretaker of the current SAM 
cases that were not attending the programme.  The questions are included knowledge of 
mother’s on malnutrition and the programme that can treat malnutrition. It is also include the 
reasons, why they are not attending the programme (Annex 4).   
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4.2 STAGE: 2 ‘SMALL AREA SURVEY’  
A small area survey was carried out to confirm or deny the hypothesis about programme coverage that 

arises from the analysis of program data and anecdotal data. The programme data were used from OTP 
admission record, from August 2011 to August 2012 comparing with the U 5 population figure 
of Gisagara districts.  
 

4.2.1 Findings of Small Area Survey 

For this survey one OTP site with high coverage and one site with low coverage were selected 
to conduct a one day survey by the 7 assessment teams covering 7 villages. 
 
The results of the ‘Small area survey’ revealed that the hypotheses of Low and High coverage 
areas are incomparable. Therefore, the hypothesis was rejected. See table below with the 
results of the Small Area Survey (table 3).  
 
Table: 3 Area with High low and No coverage by OTP Cards 

OTP sites  

  

Village 

 # 
Case 
found 

# of cases 
in the 
prog. 

# of 
case not  

in the 
prog. 

Recovering 
cases 

Coverage 
High/Low 
based on Prog. 
Routine data 

Results 
from 
survey 

Kibaya 
Makwaza  0    0       0    0    High No 

Gatunda   0    0       0    0    High No  

 

 Bukamba   1    0       1    0    High Low 

  Rusumba   0     0       0    0    High  No  

Gikore            Murehe       0     0       0    0    Low                  No 
                        Gikore   2     0       2    0                             Low  High 

                        Kaburanjwiri         1         0       1    0     Low   Low 

Total    4           0    4         0     

 
 
Based on the above data of the ‘Small area survey’ the point coverage is estimated, using the 
formula below: 
 
  # of current (SAM) case areas in the prog.         0 
                                                                            =              /100 = 0% 

        # of current (SAM) cases found            4
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4.3 STAGE -3 ‘WIDE AREA SURVEY’ 

The wide area survey (Likelihood survey) was carried out in 57 villages to estimate the 
programme‘s likely coverage (see the methodology above, section: 3.3). Number of cases 
(SAM) found during the survey, number of cases found in the programme and number of cases 
found not in the programme were recorded. The reasons for the current cases (SAM) that were 
not in the programme were also identified using a questionnaire (see graph 13).  

 
4.3.1 COVERAGE ESTIMATION 
The data that was used from the Wide area survey to estimate the coverage by using the 
software of BayesianSQUEAC.   
 
Point Coverage 
To estimate the ‘Point’ coverage, data from the Wide area Survey was used.  Estimation was 

made, using the BaysienSQUEAC software.  ‘Coverage’ as denominator 29 (# of cases found) 

and numerator 12, (# of cases are in the programme) was inserted to SQUEACBaysein 

calculator (use survey data) while same Alpha and Beta values has been (α 11.4 -β 25.3) 

used from the pre-set ‘Prior’ which was set to estimate the sample size for the ‘Wide area 

survey’. The ‘Point’ coverage is estimated:  35.2% (Credible Interval 24.9%-47.4%) figure 

below: 

                          Figure: 16 Point coverage, CMAM programme Gisagara, Rwanda 
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4.3.2 THE BARRIER AFFECTING THE COVERAGE 

Findings from the ‘Wide Area survey’ (reasons of SAM cases are not attending the programme) 
Findings of the ‘Wide area survey’ out of 33 SAM cases, 19 SAM cases were found not 
attending the OTP. A questionnaire was used to find out the reasons from the 
mothers/caretakers of SAM cases that were not attending the OTP, as well as their 
perceptions about the OTP. 
 
Among the 19 mothers/caretakers of children with severe acute malnutrition only 11 
mothers were aware about the conditions of their children and knew which programme 
their children could be managed in.  Among them more than 40% of mothers were waiting 
to be screened and referred by the ‘Bimons’. However, nearly half of the mothers with SAM 
cases have no knowledge of malnutrition. The graph below shows the other reasons that the 
mothers have mentioned for not attending the programme.  
 
Figure: 18 Reasons ‘not attending the programme’ 

 
 
The other barriers identified in stage 1 & stage 2 

 
1. Declaration of District Plan of elimination of Malnutrition (DPM) stigmatise families 

with malnourished children 

2. Tendency of the Local Authorities to under reporting of malnutrition cases for their 
district.   Therefore the families with malnourished children discouraged the access to 
services for treatment of acute malnutrition. 

3. Many mothers (42%) with malnourished children were found to have no 
information/knowledge on OTP services at health facilities. 

4. Poor monitoring and poor use of programme routine data by staff to detect problems 
on coverage/admission, defaulters etc.  

5. Nutrition teams both in the CWW and the Health Facilities are engaged in multiple 
activities which prevent them from spending adequate time using the CMAM 
programme to ensure a quality of services and a good coverage. 

0 2 4 6 8 10

Mother has no knowledge of Malnutrition

Mother was waiting for the referal by the Binomes

Mother has no knowledge of OTP

Believe child was poisoned by neghbors

Rejection by OTP a month ago

Referd to PD Herath

# of mothers 

Reasoans for not attending the Programme, Gisagara, Rwanda November 2012 
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5. DISCUSSION 

 
5.1 PROGRAMME ROUTINE DATA FROM OTP CARDS & REGISTERS 
 
All programme routine data were mainly collected from the 453 selected OTP cards from 
August 2011 to August 2012.   Data on programme performance indicators were collected 
from the programme data base.  A few issues are highlighted below that occurred during the 
routine data analysis. 
 
Admission data 

The programme admission data suggests that the coverage in Gikore OTP sites is low and is 

high in Kibayi OTP site but the data from the small area survey suggested the opposite. 

However, the numbers of villages sampled are very few therefore these findings are not very 

reliable. Nonetheless, the programme admission data is a good indicator of areas with high 

or low admission.  Therefore time to time checking areas with high and low admissions can 

identify the reasons earlier to act on. 

 

Referral information 
While gathering data from the OTP cards, information on referral was found in 411 cards out 
of 453 cards. More than half cases (60%) were found to be referred by the community 
health workers. The programme needs to continue to keep the community health workers 
motivated on regular screening and timely referral.  All sources of referral should be marked 
in OTP cards and register for further uses.  
 

Performance indicators 
 

Defaulter information  

During the period of August 2011 to August 2012, 40 children were marked as defaulters. 

The data/information on defaulters was found only from the 50% of the defaulters cases.  

Also, no data was available to see if they were followed up and if so, for how long before 

marking them as defaulters. The programme needs to identify the reasons and recognise the 

peak time of defaulters to have some necessary steps in place to reduce the number of 

defaulters from the programme. 

 
Transfer data 
Looking at the transferred data, 13% of cases were referred to SC/ hospital care from OTP. It 
will be interesting to analyse those transfer cards to see when and why they were 
transferred to SC/hospital.  This analysis will help to understand if in the first place, the cases 
were wrongly admitted in OTP or the care of OTP is not adequate for late referral etc.   
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5.2 CONTEXTUAL DATA 
 
Contextual information 
The information gathered from the communities through FGDs, KIIs and SSIs, 
misconceptions about ‘national/district plan of elimination malnutrition’ was a most 
important barrier identified that influence poor coverage. Misinformation and unintended 
egative effects of national health insurance policy on poor families were also identified as 
another important barrier on coverage.  These two main issues need to be addressed at 
community level as well as to the district authorities and to the health facilities to provide 
accurate information to the families with malnutrition children as well as to the wider 
communities.  
 
The Binoms (CHWs) 
Community outreach is one of the key components of the CMAM approach, where Binoms 
(CHWs) are a major player. Regular supervision of Binoms (CHWs) work at community level is 
an important part of outreach activities to ensure timely screening and referral. The wide 
area survey found among the mothers/caretakers that were not in programme, more than 
40% of them are waiting to be screened and referred by the Binoms (CHWs).  
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6. CONCLUSION  
 
The Gisagara programme has been treating children with acute malnutrition since 2007. The 
programme routine data shows that the programme has admitted and has successfully 
treated a high number of SAM cases. The CMAM programme care has been fully integrated 
into the national health facilities for long term sustainability of treating the acute 
malnutrition cases with some technical support from CWW and material support from 
UNICEF.   
 

The performance indicators (cured, death, non-responders and defaulters) are all well above 
their corresponding SPHERE standards. The programme needs to continue maintaining these 
standards as well as try to increase the coverage, hence the programme effectiveness.  On 
the other hand, some gaps were identified on defaulters record as to why mothers defaulted 
and if they were followed up properly before marking them as defaulters. 
 

The communities’ awareness and acceptance of the programme was found to be in need of 
further strengthening. The misconceptions and stigma about malnutrition were found to be 
the main barriers to access services in Gisagara. To eliminate these barriers, sensitisation of 
the communities by conducting regular meetings with communities and involving the 
communities for early case findings and for early referral are important.  
 

The effective implementation of the national policy of community health 2008 can improve 
the community outreach activities hence the early case finding and improve the coverage.   
 

Data collected in Stage 2 and Stage 3, through Small and Wide Area surveys of SQUEAC 
suggested that coverage below 50% to compare with rural area coverage is not meeting the 
SPHERE standard.   
 

The difference between point coverage was 35.2% (CI 24.9%-47.4%). As expected the 
coverage achieved is higher than the original estimation (30%). However, the coverage 
found to be lower than the international expected coverage for rural area, >50%. 
Nonetheless, in Gisagara the SAM prevalence rate very low of and very few cases found (29 
active cases) by Wide area survey.  
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7.   RECOMMENDATIONS 
 
RECOMMENDATIONS 
The SQUEAC assessment for the Gisagara district facilitated to identify some of the 

elements that pushing the coverage up and barriers that pushing the coverage down. Taking 

accounts of those positive and negative elements a few recommendations were made and 

action plans developed to act on to push the coverage upwards and minimize the elements 

that push coverage downwards. The nutrition team in Gisagara, CWW, and MoH needs to to 

share these with all the programme partners such as the district level committee of 

elimination plan of malnutrition and the local authorities. They also need ensure that the 

recommendations are implemented before the next coverage survey for Gisagara and other 

CMAM programmes, if applicable. 

 

SPECIFIC RECOMMENDATIONS 

1) Sensitization of the Community Health Workers (Bimons), through monthly meetings 
and the local authorities by organising community level meeting. 
 

2) Presenting results of coverage assessment to HFs, sectors, district administration, and 
the DPM (district plan for elimination of Malnutrition Committee)  
 

3)  Organize and conduct Quarterly meeting with HCs staff, OTP and Community in-charges 
including the Titular (the head of health facility), to discuss on issues that arise and find 
solutions. 
   

4) Conduct meeting with the DPM every 6 months to discuss issues on misconception and 
how to eliminate the stigma and misconception on malnutrition. 
 

5) CWW staff needs to revise the programme monitoring tools and use them for quality 
assurance of the CMAM services provided by the health facilities.  
 

6) Programme performance indicators, admission and defaulter data should be recorded 
accurately, analyse and discuss in monthly CWW nutrition team meetings. Gaps should 
be identified as well as solutions, which should be followed through.  
 

7) The CWW team at Kigali level needs to discuss on the ‘mutuelle’ issues and find some 
way to address these issues.  These issues can be discussed with UNICEF as they have a 
mandate to ensure minimum health care for children in a country where they have 
presence as well as other health partners.  
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ACTION PLAN 
Following are some key actions that need to take place in order to eliminate or reduce the 
effect of the key barriers to improve the coverage. 
 

 Action Plan from SQUEAC assessment- Gisagara Nov 2012 

Issues Time -
frame 

Responsible  Person 
 

Resources 
Needed 

Sensitization of Community Health Workers, 
(Binoms), discuss this in a monthly meetings of 
Binoms,  that many cases were found  at the 
communities that were not screened and referred 

Starting, 
Jan 2013 
 

1. CWW Nut. Manager 
2. Nutrition Officers 
3. MoH Commt. In 

charge 
 

 Time, 
Transport  
 

Meeting with Local Authorities (suggested every 
quarter), brought the issue of misconception and 
stigma, explain the situation through the secretary 
executive of the sectors. 
 
 

 Jan 2013 
 

1. CWW Nut. Manager 
2. Nutrition Officers 
3. MOH Commt. In 

charge 

Time, 
Transport 

Presents the results of Coverage survey to  all 
sectors administrations, DPM (district plan for 
elimination of Malnutrition) & HCs 

Dec 2012/ 
Jan 2013 

1. CWW Nut. Manager 
2. Nutrition Officers 
3. MoH Commt. In 

charge 
 

Time, 
Transport 

Develop agenda with the MOH staff including 
Tituliar (In charge of HCs) for each HCs ensuring 
strengthening continues screening and referral. 

Dec 2012/ 
Jan 2013 
 

1. CWW Nut. Manager 
2. Nutrition Officers 
3. MoH Commt. In 

charge 

  
Time, 
Transport 

 OTP in charge of HC needs to focus on their job 
(discussion will take place with Titulaire) 

Jan 2013 1. CWW Nut. Manager 
2. Nutrition officers 
3. MoH OTP In charge 

Time, 
Transport 

Quarterly meeting about the performance of the 
programme with Tituliar, OTP in charge & 
Community in charge. 

 On-going 
starting, 
Jan 2013 

1. CWW Nut. Manager 
2. Nutrition Officers 

Time, 
Transport 
Per diem     

Every 6 months meeting with the DPM, to discuss 
about communities perceptions on DMP and the 
performance of the CMAM programme  

On-going 
starting, 
Jan 2013 

1. CWW Nut. Manager 
2. Nutrition Officers 
3. MoH Commt. In 

charge 

Time, 
Transport 
Per diem     

In CWW nutrition team monthly meeting’s agenda 
should include the CMAM programme issues i.e.  
qualities, gaps, solutions, action plan etc. 

On-going 
starting,  
Jan 2013 

CWW Nutrition Team  Time  

Regular analysis of the programme routine data by 
CWW Nutrition staff.  Identify problems earlier to 
act upon (checking admission & defaulter data, 
identify anomalies etc.). 
 

On-going- 
starting, 
Jan 2013 

CWW Nutrition Team  Time  

Reviewing the supervision checklist, implementing it 
to ensure service qualities are monitored.  Also it 
use to provide regular feedback to the HCs’ staff as 
well as CWW’s own staff 

On-going- 
starting, 
Jan 2013 

 CWW Nutrition Team Time  
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ANNEXES 

 
ANNEX- 1 

SCHEDULE: GISAGARA SQUEAC ASSESSMENT 8th -20th November 2012  

Time Activity Facilitator 

Day 1 Thursday 8th 11-

12 

Opening Session 

 Introductions 

 Discuss the agenda 

 Overview of the SQUEAC methodology 

Lovely/Pascal 

Day 2 Friday 9th 

November 2012 

In-class training  

 Plotting Routine Program Data 

 Collection of Contextual Data 

 Triangulate by Source and Method 

 Develop/adopt of Interview Guide  

 Spatial heterogeneity 

Lovely/Pascal 

Day 3 Saturday  10th 

November 2012 

Field Exercise  

 Interviews with health centre staff, CHWs, Local 
authorities, ASM, Caretakers and Traditional healers 

(Visit 5 health centre 3 Kibilizi and 2 in Gakoma) 

Team  

Day 4 Monday 12th 

November 2012 

In-class follow-up 

 Identification of Potential Barriers 

 Introduction to Mind Map 

 Treatment Seeking Behaviour Exercise 

 Mapping Coverage 

Pascal Lovely 

Day 5  Tuesday 13th 

Nov 2012 

Field Exercise  

 Conducting Small Area Surveys active case finding. 

 Team 

Day 6  Wednesday 

14th Nov-2012 

Field Exercise  

 Conducting Small Area Surveys active case finding. 

Team 

Day 7 Thursday 15th 

Nov-2012 

Class room presentation 

 Build PRIOR Based on beliefs positive and negative 
points. 

 Calculate LIKELIHOOD wide area survey Point and 
Period coverage 

 Build POSTERIOR. 

 Presentation of preliminary Result  

Pascal/Lovely 

Day 8 to 10 Friday to  

Monday 16th 19th Nov 

 Conducting Wide Area Surveys active case finding. Team  

Day 11  Tuesday 20th 
Nov. 2012 

Coverage estimation and debriefing. Pascal/Lovely 
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ANNEX- 2 

 

PARTICIPANTS SQUEAC ASSESSMENT, GISAGARA DISTRICT, NOV-2012 

 Name   Title Organization 

1 Léonard  Rekeraho Nutrition Supervisor MoH-Gisagara District 

2 Emmanuel Musilikare  M&E  Nyaruguru District 

3 Silvestre Hategekimana  M&E  Nyamagabe District 

4 Uwumukiza Gaspard M&E Gisagara District 

5 Buhiga Theogene Nutrition superviser MoH Gakoma Hospital 

Gisagara 

6 Uwayambaza Chantal Nutrition in Charge 

Gisagara H.C 

MoH Gisagara District 

7 Uwibambe Christine Nutrition in Charge 

Kirarabogo H.C 

MoH Gisagara District 

8 Ngendahayo Justin CHW superviser Kibilizi 

Hospital 

MoH Gisagara District 

9 Shirimpaka Herbert Nutrition in charge Musha 

H.C 

MoH Gisagara District 

10 Pascal Nkuru Nutrition Manager CWW - Rwanda  

11 Florence Mukantwali Nutrition Worker CWW-Nyaruguru District 

12 Jean-Claude Rutajoga Nutrition Worker CWW-Nyaruguru District 

13 Aphrodis Barandemera Nutrition Worker CWW-Nyaruguru District 

14 Damien Ntawiyanga Agri-nut Officer CWW-Huye District 

15 Léon Bienvenu Nutrition Officer WR-Nyamagabe District 

16 Berthe Mukanyiligira Nutrition Officer CWW-Gisagara District 
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ANNEX- 3 

Concern Worldwide, Gisagara, November 2012  

Guiding questions KIIs & FGDs, with community Key Informants: 

KIIs 

1. Questionnaire:  For Traditional Healer  
       (Key Informant Interview (KII), one from each Boma) 

     Appreciation of the programme: 

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. How do you treat them? 

 

2.  Questionnaire: For Traditional Birth Attendant (KII, one from each Boma) 

1. Do you know prog called OTP (RUTF)? 
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/CV? 
6. If yes, how many did you refer? 

 

3. Questionnaire:  For Payam/Boma Chief -(KII,  one from each Payam/Boma) 

1. Do you know the programme, OT P? 
2. If yes, who inform you?  
3. What is your role in the programme?  
4. Is there any child in the programme from your village? 

 
Appreciation of the prog: 

1. Do you have any malnourished children in your village that refuse to go the programme?  

2. What are the causes of malnutrition in your village? 

3. How do you collaborate with the community volunteers? 

4. Is there stigma for malnutrition in your community?  

5. Did you refer any cases to the programme?  
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FGDs 

4. Questionnaire:  Community Volunteers – Focus Group discussion  
(CVs one   group with 12 to 15 participants)  

How CMAM works:  

1. What are the Admission criteria for OTP program  
2. Who are the beneficiaries of the prog?  
3. What are the causes of Malnutrition?  
4. Do you have enough material/supplies for the work?  
5. Do you do sensitisation with community?  
6. When is the last time you did the screening  
7. Are there many cases of malnutrition in your village?  
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  
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 (Save the Children) FGD  
(12 to 15 participants) 

How CMAM works:  

1. What are the Admission criteria for OTP program  
2. Who are the beneficiaries of the prog?  
3. What are the causes of Malnutrition?  
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. Do you get feedback on your work/report from the manager?  
8. Are there any children who refused to go to OTP? 
9. 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  
3. Does the OTP programme cause workload for you?  
4. Any suggestion to improve the programme/your wo 

 
Dev. a Seasonal calendar with them 
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6. FGD with OTP/SC mothers in two OTP centres:  
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 thinness and Oedema?  

 
                 Dev. a Seasonal calendar with them 
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Annex- 4 

X- MIND – GISAGARA NOVEMBER, 2012

 

 

 
1. #of Binomes enough  

1.1 Trained on nutrition and IYCF  

1.2 Binomes are active  
 
2. CMAM prog. accepted by MoH  

2.1 Beneficiries accepte the programme  

2.1.1 Knowledge on causes of malnutrition  

2.3 Good knowledge of the programme by mothers in OTP  

2.4 mothers get health education in OTP sessions  

2.5 Good collaboration between L.A, Binomes and H.C staff  

2.6 No stigma  
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2.7 Cured children  

2.8 Mothers do not attend the programme  

2.8.1 Some mothers don't know the programme  
 
3. Designated MoH staff for CMAM  

3.1 Admission criteria known by HC staff  

3.2 OTP is not an overwork  

3.3 Screening supervision done by HC staff in community  
 
3.4 Follow up of children in OTP by Binomes  

3.5 No mutuel de sante  

3.6 No means for MoH staff for supervision and communication   

4. National strategy to eliminate malnutrition  

4.1 DPEM  
 
4.1.1 CBNP  

4.2 Local authorities don't like to report malnourished cases because of bad performance  

5. CMAM approach in all districts  
 
6. Good community mobilization  

6.1 associations of HIV and AIDS  

6.2 Some mothers are shamed themselves  

6.3 Wrong perception on oedem  

7. Skilled CWR staff but not sufficient  
 
8. Programme data  

8.1 Lack of some data  

8.2 Poor data analysis  
 
9. OTP Performance  

9.1 Coverage  
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10. None implication of all staff in nutrition service  
 
10.1 Staff motivation  
 
11. Programme materials  

11.1 Availability of programme materials   

A1. Traditional healers treat malnutrition for some period (one week)  

A2. Communication between community key person  

A3. Due to traditional medicine more children become inpatient  

A4. Mothers refer to traditional healers  
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ANNEX - 5 

Fiche de collecte des données pour l’enquête de couverture SQUEAC -  Concern Worldwide      

Cellule :   __________/secteur_________        Village : ________________ Équipe no : ________   PTA________________ 

Nom et Prénom 

de l’enfant 

 

Sexe 

M /F 
Age Mois 

PB 

(R, J, V) 

Oedème 

(+,++, 

+++) 

Cas 

O/N 

 

Enfants dans programme 

Dans quel 

programme? 

PTA, PAM 

Cuisine 

Commun., 

CSt 

Qui l’a référé 

au 

programme? 

Distance  

entre 

maison et 

PTA 

(hrs/min) 

L’enfant a 

été visité à 

la maison? 

Si oui 

Par qui? 

          

          

          

          

          

          

          

          

          

          

          

          

          

 

Nb d’enfants mesurés durant la journée d’enquête : _______  

Nb d’enfants modérément malnourris : _______ Nb d’enfants sévèrement malnourris : ______ Nb 

d’enfants en PTA : _____ 

Nb d’enfants dans PAM : ______   Nb d’enfants en Cuisines Communautaires:   ______          Nb 

d’enfants en CSt : _____ 

Nb d’enfants dans FARN/CC : ______ 
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ANNEX: 6 

MAP OF GISAGARA 

 

 

 

 

 

 

 


