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EXECUTIVE SUMMARY 
Sudan is one of the largest countries in Africa covering an area of about a million square 

miles and bordering nine countries as well as the Red Sea. The Darfur Region of Sudan 

has faced complex emergencies for a decade causing displacement of two million 

persons, with many living in large IDP camps.  

A semi-quantitative evaluation of access and coverage (SQUEAC) for an outpatient 

therapeutic program (OTP) was conducted in December 2013 in one of these large 

camps. Hamedia IDP camp is near Zalingei, the administrative and political center of 

Central Darfur. Over time, the camp and host community have become intertwined. 

Based on a sector by sector population assessment, there are 71,936 persons in the 

catchment area, of whom 11,510 are children under five. Zalingei is located about 1125 

km southwest from Khartoum. Since 2009, International Medical Corps (IMC) has been 

implementing an OTP in Hamedia camp. 

The objectives of this assessment were to determine the coverage of the OTP, to identify 

barriers and boosters to coverage, and to build the capacity of IMC, SCI, and partner’s 

staff in implementing and integrating coverage assessments into ongoing program 

monitoring systems. SQUEAC methodology was used for the assessment of coverage 

and door to door survey was used to identify malnourished cases in the community.  

Findings from the assessment indicated 75.4% (CI 65.1%-83.5%) period coverage for 

OTP. While this is slightly below SPHERE minimum standards for camp settings (90%), 

the program displayed some clear strengths and good practices. Integration of CMAM 

services in the health facility, strong community mobilization networks, and active 

community participation all contributed positively to achieving this coverage rate. 

Specifically, 2-4 lead mothers and 2 volunteers in each sector were mobilized to 

strengthen OTP and acute malnutrition awareness, including: active case finding and 

follow-up of malnourished children. OTP staff also regularly trace absent OTP children, 

initiating home visits and other follow-ups. There were no defaulters in Hamedia camp. 

Several barriers were discovered that limited coverage, including: caregivers too busy 

with cultivation to bring children to the facility, inadequate community mobilization in 

some sectors, and a catchment area population that exceeded the capacity of one OTP.  

Median MUAC on admission was 112 mm which indicates early case finding and 

admission in the program. Median length of stay for cured children was 7 weeks but 

some children had stayed for more than 12 weeks. There were comparatively high non-

responder rates in some sectors mainly due to selling/sharing of ready-to-use 

therapeutic food (RUTF). 
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The following summary recommendations address prevention of SAM, adherence to 

OTP treatment guidelines, coverage of OTP, and OTP effectiveness: 

1. Expand efforts to sensitise residents to the importance of preventive strategies 

and early identification of SAM children by delivering more sessions and 

initiating focused outreach in underrepresented sectors. 

2. Implement caregiver counselling sessions to ensure that all influential household 

members are aware of the importance of strict adherence to the treatment 

program, especially not sharing or selling RUTF, and strategies for preventing 

relapse (e.g. enhanced dietary diversity and improved IYCF practices). 

3. Engage community leaders in discouraging sale of RUTF in the market – through 

periodic market surveys and direct consultations with the local market 

committee. 

4. Enhance tracking, monitoring, and reporting of community-generated referrals 

to evaluate impact on coverage and outcomes. 

5. Train and support lead mothers in active case finding, providing needed supplies 

(MUAC tape, tracking sheets, and referral cards) and supervision of actions. 

6. Conduct quarterly mass screenings in collaboration with Norwegian Church Aid 

(NCA) to increase coverage of both TSFP and OTP.  

7. Add at least one OTP in Hamedia camp – ideally in the 2nd IMC clinic. 

8. Evaluate establishing a stabilization center in Hamedia camp in the IMC clinic. 

9. Strengthen coordination with local governments and UNICEF to pre-position 

supplies in advance of the rainy season. 
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1. INTRODUCTION 
 

1.1 CONTEXT 

 

Sudan is one of the largest countries in Africa covering an area of about a million square 

miles and bordering nine countries as well as the Red Sea. Sudan’s population is near 40 

million. The Darfur Region is estimated to have a population of about 8 million, with 

more than 2 million displaced. Darfur is comprised of five states (West, Central, South, 

East, and North). The Darfur Region of Sudan has faced complex emergencies for a 

decade causing displacement of two million persons, with many living in large IDP 

camps.  

The population of Central Darfur is estimated at about 660,000 (the majority are Arab 

and Fur Muslim). In the end of 2003, a massive influx of IDPs into Zalingei Township 

took place following attacks in many villages in the locality, not unlike other areas in 

Darfur. IDPs settled in schools and other public institutions, while a few stayed with 

relatives. By early 2004, a significant number of IDPs were removed and relocated to 

Hamedia IDP camp. The residents of Hamedia camp are mainly Fur with minority of 

Tamal, Zagawa and Marsalit tribes.  

Hamedia IDP camp is in the outskirts of Zalingei town, the administrative and political 

center of Central Darfur. Over time, the camp and host community have become 

intertwined, as there are no distinct borders to the camp. Based on a sector by sector 

population assessment, there are 71,936 persons in the catchment area, of whom 

11,510 are children under five. Zalingei is located about 1125 km southwest from 

Khartoum. Zalingei and its vicinity are usually calm and enjoyable, but the situation 

remains unpredictable with sporadic gatherings of militants in nearby areas and 

frequent reports of criminal activity (e.g. carjackings, robberies, etc.). 

1.2 CMAM PROGRAM IN HAMEDIA IDP CAMP 

International Medical Corps (IMC) initiated health activities in Zalingei Locality in 2004 

through five health facilities. An outpatient therapeutic program (OTP) was started in 

Hamedia campin 2009 to treat children under five with severe acute malnutrition 

(SAM). Children with complicated SAM are referred to the stabilization center (SC) in 

Zalingei Hospital managed by the Ministry of Health (MOH). Children under five and 

pregnant or lactating women (PLW) with moderate acute malnutrition  (MAM) are 

referred to Norwegian Church Aid (NCA) for admission into their targeted 

supplementary feeding program (SFP). OTP services are provided 4 days per week. 
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Each Tuesday. OTP staff work in the community to strengthen follow-up of absent and 

defaulted malnourished children.  

Hamedia IDP camp is divided into 8 sectors. Within each sector IMC has identified 2-4 

lead mothers who are responsible for providing nutrition education to PLWs and 

caregivers of children under 2 in their assigned geographic areas. Activities of these 

lead mothers are monitored by one community mobilizer. IMC has a partnenrship with 

a local NGO, Darfur Organization for pre-Disaster and Development (DOPDD) to 

strengthen the community mobilization components of CMAM. DOPDD has recruited 

volunteers in each sector to implement regular screenings, community sensitization 

programs, active case finding, referral of eligible cases, and follow-up on defaulters and 

absentee children.  

IMC’s OTP is delivered from the primary health care center located within Hamedia 

camp. The team is composed of a nutrition supervisor, nutrition assistant, nutrition 

screener, community mobilize, and registrar all working under the direct supervision of 

the head of the clinic. The OTP team are supported by experienced technical staff based 

in the Zalingei area office, including: a Medical Coordinator, Nutrition Coordinator, 

Monitoring and Evaluation Officer, and Area Coordinator. 

 

 

Figure 1 Organogram of Hamedia Nutrition Program 
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2. OBJECTIVES 
 

General Objective:  

 To assess the coverage of  the outpatient therapeutic program (OTP) in Hamedia 

IDP camp, Zalingei Locality, Central Darfur, Sudan 

Specific Objectives: 

 To determine the coverage of OTP in Hamedia IDP camp 

 To identify factors influencing OTP coverage in Hamedia IDP camp (positive and 

negative influencers) 

 To develop actionable recommendations to improve coverage and CMAM 

intervention outcomes 

 To build the capacity of IMC, SCI, and MOH nutrition staff regarding SQUEAC 

assessment methodology and implementation 

Expected Outputs: 

 SQUEAC assessment report of Hamedia IDP camp 

 Participants are able to conduct SQUEAC assessment in other project areas 

independently with limited technical support 
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3. METHODOLOGY 
 

3.1 SEMI-QUANTITATIVE EVALUATION OF ACCESS AND 

COVERAGE (SQUEAC) 

The SQUEAC methodology integrates three core principles: iteration, triangulation and 

sampling to redundancy. By using an active research approach, where information is 

gathered from multiple sources, the SQUEAC methodology assures reliability of results 

and detailed findings on barriers and boosters supporting future program 

improvement. 

Stage 1: Identification of potential areas with high and low coverage:  

Secondary data: The main objective of the first stage was to identify potential 

differences in coverage among sectors (high versus low coverage areas) as well as 

reasons for coverage success/failure using routine program data and qualitative data. 

Various routine program data were obtained from OTP cards and program registers. 

These included admission and defaulter trends, performance indicators such as cure 

rate, defaulter rate, death rate, non-responder rate, MUAC on admission, MUAC on 

defaulter, length of stay for cured, length of stay for defaulter, admission criteria and 

referral. 

 

Qualitative data: Three focus group discussions (FDG) with caregivers and community 

leaders, key informants interviews (KII) with lead mothers and TBAs, as well as 

observations were used to triangulate the secondary data.  

Stage 2: Hypothesis was generated and tested using small area surveys.  

In this stage, the qualitative data gathered from records were validated and then used to 

develop a formal hypothesis. Using the findings of the admission and qualitative 

findings, the team tested the hypothesis of whether distance has affected the coverage 

or not. To test this hypothesis, one sector was selected near to the OTP (<1km) and one 

sector far away (>1km) from the OTP. Three teams were assigned for sector near to 

OTP and three teams for sector far away from OTP.  Door to door screening was done by 

the team in each of the selected sectors.   

 

Stage 3: Wide area survey to determine overall coverage 

The prior coverage rate ( 69%) was developed from a mode of weighted boosters and 

barriers.  
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Since there was no reliable map for Hamedia IDP camp, systematic random sampling of 

sectors was done. Out of 8 sectors, 4 sectors were selected by the systematic random 

sampling method to determine the coverage of OTP. To match the strength of the prior, 

the teams were aiming to find approximately 40 SAM children. 

The teams used door to door survey techniques to find all or nearly all SAM cases in the 

sampled villages to estimate the coverage and confirm the prior. MUAC and oedema of 

children aged 6-59 months were checked and a semi-structured questionnaire-annexed 

to this report-was administered to caretakers of children with SAM who were not in the 

program. Identified SAM cases were categorized as  

i) SAM cases in the OTP program: Child with MUAC <115 mm or bilateral pitting 

oedema and in the OTP program  

ii) SAM cases not in program: Child with MUAC <115 mm or bilateral pitting 

oedema and not in the OTP program  

iii) Recovering cases for OTP: Child with MUAC ≥115 mm or no bilateral pitting 

oedema and in the program to attain discharge criteria 

3.2 DURATION OF ASSESSMENT  

The SQUEAC assessment was undertaken from December 1 through 10, 2013 focused 

on the IMC OTP in Hamedia camp.  Six two-person teams were deployed to cover 8 

sectors of the camp.  

3.3 PARTICIPANTS 

Eight participants from IMC and four from SCI fully participated throughout the SQUEAC 

investigation process. Eight staff from the MOH participated only in the theoretical 

classroom sessions, as they were not permitted to go inside IDP camp due to insecurity. 

Participants list is in annex 2. 
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4. RESULTS 
 

4.1 QUALITY OF THE PROGRAM 

Review of the records and the qualitative information indicated that the program has 

several strength and some barriers. The data was satisfactory and records included 

detailed information on OTP cards and monthly reports for each case admitted to the 

OTP program. Performance indicators, admission, and length of stay are described in 

the following sections.  

4.1.1 PROGRAM PERFORMANCE INDICATORS 

Program performance is measured by the program outcome data and evaluated 

according to Sphere minimum standards. The majority of admitted cases were 

discharged as cured with very few deaths and no defaulters (Figure 2). This is due to 

strong community mobilization, presence of lead mothers, and follow up of absent 

children by OTP staff each week. 

 

Figure 2: Program Performance Indicator Graph of Hamedia camp, Oct 2012-Oct 2013 
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Table 1 highlights that major OTP indicators in Hamedia camp exceed SPHERE 

minimum standards.  

Table 1: Comparison of Performance Indicators with SPHERE minimum Standard 

Performance Indicators OTP (%) SPHERE Minimum Standard 

Cure Rate 92.2 >75 

Defaulter Rate 0 <15 

Death Rate 0.3 <10 

Non-Responder Rate 7.5  

 

4.1.1.1 ADMISSIONS  

Figure 3 suggests that admissions follow the disease and hunger gap season. In 

December, July, and August, admissions are comparatively higher due to hunger gap 

season. Another contributing factor may be the increase in ARI and diarrhoea incidence 

which generally occurs in October, November, March, and April. Admission is 

comparatively low in October and November as this is a harvest period, with caregivers 

labouring in the fields. Smaller winter harvests produce yields in February and March. 

Further, during this period, the yields from the prior year harvest are often adequate to 

meet household food needs. 

 

     Diarrhea     

ARI           
            

Cultivation period    Cultivation period    
            

      High temperatures    

          Ramadan 
 

Figure 3: Admission Trend Compared with Disease & Food insecurity Calendar, Oct’12-Oct’13 
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4.1.1.2  MUAC ON ADMISSION  
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Figure 4: MUAC on admissions for OTP (11.2 – Median) 

Figure 4 shows that the majority of children were admitted in the early stages of 

malnutrition, with MUAC near the MAM threshold. The median MUAC on admission was 

found 112mm. This is an indicator of good community mobilization for early case 

finding and admission. 

4.1.1.3 ADMISSION CRITERIA 

 

Figure 5: Admission Criteria 

Figure 5 shows that most children (52%) were admitted using weight for height 

followed by MUAC and Oedema.  



 
 

16 
 

4.1.1.4 REFERRAL  

 

Figure 6: Referral Criteria 

 Most of the children with SAM were admitted by “self-referral” (Figure 6). Just two 

percent were referred by MOH staff. Data regarding referrals by volunteers and/or lead 

mothers was not gathered. As a result, referral data provides little insight into the 

quality of these interventions. 

4.1.1.5 LENGTH OF STAY FOR CURED CHILDREN  

Figure 7 shows the median length of stay for cured children was found to be 7 weeks.  

This means that the majority of children were cured by 7 weeks, a sign of early 

admission and good community mobilization.  

But at the same time there are also some children who are staying longer in the 

program for more than 12 weeks up to 16 weeks. 
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Figure 7: Length of stay for cured children in OTP (Median – 7) 
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4.1.1.6  OTP-SPECIFIC NON-RESPONDER RATE 

 

Figure 8: Sector Wise Non-Responder 

Non-responder rates varied by sector, with rates highest in sectors 1, 6, and 7 (Figure 

8). The main reason for this is sharing and selling of RUTF. Sectors 6 and 7 are close to 

the main market. 

4.2 BOOSTERS AND BARRIERS 

The qualitative information indicated that malnutrition is known in the community by 

different names such as ‘diseases of rope’, Turloulo, Hubul Tur, Sicknal, and Fale. The 

survey also indicated that there are several key players/actors for decision making 

process regarding health matters and health seeking behaviour. 

 

Table 2: Key actors within Hamedia camp 

 Camp leaders  Sheikha 

 Traditional Birth Attendants (TBAs)  Religious leader 

 Traditional healers  Lead mothers 

 Camp committee  Norwegian Church Aid (NCA) 

 Volunteers  Group of Men 

 Group of Women  Teachers 

 IMC OTP staff 

 Almaamon 

 Immam 

 DOPDD 

 Caregivers of beneficiaries 

 Aqel 

 Quran reader 

 Student Society 

 

Several boosters/facilitators and barriers of the CMAM programs have been identified 

by the qualitative methods. Presence and active participation of peer mother group in 
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nutrition education and screening, presence of active community mobilization, strong 

support from community leaders, dedicated staff friendly with the beneficiaries and 

good recording and follow-up of defaulted children and good awareness about 

malnutrition were among the major boosters of the CMAM program.  However, there 

were some barriers which resulted in non-attendance and dissatisfaction.  
 

Table 3: Community barriers leading to non-attendance/dissatisfaction with CMAM 

services  

Barrier Description 

No enough RUTF in OTP  Sometimes beneficiaries experienced scarcity of RUTF and 

routine medicine, especially in rainy season due to 

interrupted transportation. 

Far distance There is only one OTP for 8 sectors and some sectors were 

far from OTP sites. Climate (heat, dust, wind) discouraged 

caregivers bringing their malnourished children to the OTP. 

Inadequate awareness 

about malnutrition and 

CMAM services 

Some people in the community were not aware of the 

causes of malnutrition or the availability of CMAM services 

and its importance, especially people living far away from 

the OTP site. The majority of women and traditional healers 

were not involved in CMAM related community level 

activities. They were not aware of CMAM services and the 

activities of volunteers working in those areas. 

Alternative health 
services preferred 

Some caregivers still prefer to take their children to 
traditional healers and local religious scholars to cure 
illnesses. They took their malnourished children to 
traditional healers and local religious scholars for 
“treatment”. Traditional healers treat malnourished 
children by burning different parts of body, removing teeth, 
cutting the forehead, etc. Caregivers also refuse to use the 
OTP as they believe that RUTF causes diarrhoea.  

Volunteers lacked tools Some of the volunteers had run out of referral slips and 

lacked MUAC tapes, inhibiting their ability to do screenings. 

Lead mothers not trained 

for screening 

The lead mothers program focuses on education, not active 

case finding.  Mothers are not trained to screen children, 

nor do they have the necessary tools 

Caregivers are also key 

income sources for the 

household 

Some caregivers were busy with income generation 

activities and cultivating crops. As a result, children with 

SAM were not taken to the OTP. 
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4.3 CONCEPT MAP 

All the boosters were written in green cards and barriers in blue cards and their 

relations were linked with coverage. Stronger boosters and barriers were interlinked 

with thicker lines and weaker boosters and barriers were linked with thinner lines by 

the participants. This helped us to understand the strength of boosters and barriers for 

coverage and prioritise the action points to improve the coverage of program (Figure 

10). 

 

Figure10: Concept Map used to analyse qualitative data 
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4.4 FINDINGS OF THE SMALL AREA SURVEY 

In the nearby selected sectors, a total of 3 children with SAM were found, 2 of whom 

were in the program. In the farthest sector, one out of the 4 children with SAM was not 

in the program.   

 

Table 4: Analysis of findings for hypothesis testing of coverage estimation 

Close by Sector (<1km)  Far away Sector (>1km) 

SAM cases in  the program                      2 SAM cases in  the program        3 

SAM cases not in the program       1 SAM cases not in the program    1 

Total cases found                                      3 Total cases found                                   4 

 

Coverage standard 90% 

Decision rule - close by sector 2 Decision rule - far away sector  3  
Out of 3 children more than 2 need to be 
covered by the program for confirmation. 

Out of 4 children, more than 3 children 
need to be covered for confirmation.  

As 2 is not >2; this part of hypothesis was 
not confirmed. Therefore coverage is not 
higher in close by sector. 

As 3 are not > 3; this part of hypothesis 
was confirmed that coverage is less in 
faraway sector. 

   

Given the above results, it was concluded that coverage is relatively low in both faraway 

and nearby sectors, suggesting distance is not a factor affecting coverage. 

 

4.5 WIDE AREA SURVEY AND ESTIMATION OF COVERAGE 

Boosters and barriers were valued according to the weight they contributed to 

coverage. Participants provided weight with scores ranging between 0 and 5 to each 

booster and for each barrier on the basis of their importance for coverage. The average 

of those weights was calculated, as are shown in the table below. Thereafter, the 

boosters were added to the minimum coverage (0%) while the barriers were deducted 

from the maximum coverage (100%) and then the mean value of the two was 

calculated. 
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Table 5: Weighted Boosters and Barriers 

Boosters Weightage Barriers 

Traditional healers aware of CMAM 
program 

2 1 Shortage of RUTF and routine medicines 

Good coordination between 
Norwegian Church Aid (NCA) and IMC 

4 1 No medical doctor at OTP clinic 

Availability of SFP services in the IDP 
camp for MAM children 

4 1 Inadequate defaulter tracing 

Lead mothers conduct awareness 
session to PLW 

3 1 Going to traditional healers 

CMAM services are acceptable for the 
community 

4 4 Inadequate participation of women in 
CMAM activities 

Good communication among lead 
mothers and OTP staffs 

4 1 OTP centre is far away 

Hand washing facility for children 
and care takers before appetite test 

5 3 Inadequate number of volunteers 

OTP staffs are very friendly with 
beneficiaries 

3 1 Very few organizations working in 
nutrition 

Full ration of RUTF is given to 
admitted SAM children 

4 4 Mothers are busy for income generation 
activities 

Lead mothers conduct home visit in 
their sectors 

3 4 Seasonal migration for cultivation 

Community leaders participate in 
awareness raising among 
communities 

1 4 Lead mothers are not doing MUAC 
screening as they do not have MUAC tapes 
and referral slips 

No stigma of malnutrition 5 1 Care takers refuse to take their 
complicated SAM children to SC due to far 
distances and many works at home 

Volunteers used MUAC for screening, 
case finding and referral 

4 1 Decreased ration of WFP resulted in 
increased number of SAM 

OTP centre is accessible 4 2 Inadequate number of OTP sites 
Regular follow up of SAM children by 
nutrition staffs 

4 2 Inadequate information about CMAM  

Lead mothers know the admission 
criteria 

1 1 Lack of food variety 

Key figure know that complicated 
SAM children should be referred to 
hospital 

4 1 Mothers hide their children when father 
not at home 

care takers take their children to OTP 
when children are malnourished 

4 1 No feedback for referral cases 

Good understanding of malnutrition 5 1 No ID cards and uniform for volunteers 
Good relationship between 
community and lead mothers 

5     

 Total 73 35   
Booster added to minimum 
coverage 

73 65 Barriers deducted from maximum 
coverage 

Prior coverage 69   
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Before using a Bayesian Coverage Estimate Calculator to represent prior coverage, the 

team hypothesized and discussed possible minimum and maximum coverage in the 

study area. The team believed that the coverage could not be below 50% or higher than 

90% given identified barriers to coverage.  Using Bayesian Coverage Estimate 

Calculator, the prior was set at 69% with alpha- 27.9 and beta- 13.2 corresponding to 

the histogram prior with precision 10% as shown in Figure 11.  

 

Figure 11: Prior Distribution  

Table 6: Door to door screening Results 

 Recovering 

cases 

SAM in Program SAM not in 

Program 

SAM 30 2 7 

 

During the wide area survey, 39 cases were found (Table 6). The team decided to 

calculate period coverage due to the short length of stay for cured and the strength of 

community mobilization. From the Bayesian Coverage Estimate Calculator (Version 

3.01), the posterior period coverage for OTP was determined at 75.4% with credibility 

interval (CI 65.1%-83.5%) as shown in Figure 12. 
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Figure 12: Posterior Coverage Estimate for OTP 

Estimated coverage for OTP is less than SPHERE minimum standard of 90% for camp 

settings. A house to house survey provided insights into why the SAM children were not 

enrolled in the program (Figure 13). 

 

Figure13: Reasons for SAM cases NOT in the program, Hamedia 
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5. DISCUSSION 
Findings from the assessment indicated 75.4% (CI 65.1%-83.5%) period coverage for 

OTP. While this is slightly below SPHERE minimum standards for camp settings (90%), 

the program displayed some clear strengths and good practices. Integration of CMAM 

services in the health facility, strong community mobilization networks, and active 

community participation all contributed positively to achieving this coverage rate. 

Specifically, 2-4 lead mothers and 2 volunteers in each sector were mobilized to 

strengthen OTP and acute malnutrition awareness, including: active case finding and 

follow-up of malnourished children. OTP staff also regularly trace absent OTP children, 

initiating home visits and other follow-ups. There were no defaulters in Hamedia camp. 

Several barriers were discovered that limited coverage, including: caregivers too busy 

with cultivation to bring children to the facility, inadequate community mobilization in 

some sectors, and a catchment area population that exceeded the capacity of one OTP.  

Median MUAC on admission was 112 mm which indicates early case finding and admission in the 

program. Median length of stay for cured children was 7 weeks but some children had 

stayed for more than 12 weeks. There were comparatively high non-responder rates in 

some sectors mainly due to selling/sharing of ready-to-use therapeutic food (RUTF). 

There was good coordination with Norwegian Church Aid (NCA) and Zalingei Hospital 

of MOH for management of malnutrition. NCA is implementing TSFP for children from 6 

to 59 months old or PLW with MAM. Zalingei Hospital provides inpatient services for 

complicated SAM children.   

IMC has also partnered with local NGO, DOPDD, with 2 volunteers in each sector. These 

trained volunteers implement community-based MUAC screenings, referrals, and follow 

up visits. These activities have contributed for better coverage in Hamedia IDP camp. 

As indicated, coverage is below SPHERE minimum standards for camp settings. To 

improve coverage, actions need to be taken to address the barriers caregivers have to 

bringing children to the OTP. Some community members are not willing to go to the 

OTP even though their children are malnourished, as they have other priorities vital to 

supporting the complete household, e.g. income generation activities and cultivation. 

Traditional healers and religious scholars are providing unhelpful treatments for acute 

malnutrition rather than suggesting caregivers bring their children to the OTP. In some 

sectors, non-responder rates were high due to selling and sharing of RUTF. IMC is 

conducting two health clinics in Hamedia IDP camp but OTP service is provided from 

only one health clinic and people from some sectors had said that the OTP is very far.  
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RECOMMENDATIONS 
Nine distinct recommendations are made on the basis of observations made in the 

community and the findings of the SQUEAC assessment. They highlight several areas 

that would support the general objective of increasing coverage and improving 

outcomes. These should be considered alongside the continuation of strategies that 

have already proven effective in boosting coverage (e.g. follow-up visits). 

Community Awareness and Mobilization: It was found that still some people are 

going to traditional healers, religious scholars, or private pharmacies for the treatment 

of malnourished children. This is due to cultural practices as well as lack of awareness 

of the OTP. Some mothers refused to bring children to the OTP because they believed 

RUTF causes diarrhoea. Some caregivers prioritize overall household chores and 

contributions (e.g. income generation, cultivation, etc.) over the sick. Further, some 

families shared or sold the RUTF rather than following the treatment guidelines. 

1. Expand efforts to sensitise residents to the importance of preventive strategies 

and early identification of SAM children by delivering more sessions and 

initiating focused outreach in underrepresented sectors. 

2. Implement caregiver counselling sessions to ensure that all influential household 

members are aware of the importance of strict adherence to the treatment 

program, especially not sharing or selling RUTF, and strategies for preventing 

relapse (e.g. enhanced dietary diversity and improved IYCF practices). 

3. Engage community leaders in discouraging sale of RUTF in the market – through 

periodic market surveys and direct consultations with the local market 

committee. 

Active case finding and monitoring: Volunteers were found to lack tools required for 

screening (MUAC tape) and materials needed for the clinic to monitor the work of 

volunteers (referral cards). Lead mothers, while providing nutrition education, are not 

integrated into the active case finding program. 

4. Enhance tracking, monitoring, and reporting of community-generated referrals 

to evaluate impact on coverage and outcomes. 

5. Train and support lead mothers in active case finding, providing needed supplies 

(MUAC tape, tracking sheets, and referral cards) and supervision of actions. 

Mass screenings: Some children with SAM were not enrolled in the OTP. Despite OTP 

being offered since 2009, SMART surveys have found the GAM to be critical for the last 

few years.  
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6. Conduct quarterly mass screenings in collaboration with Norwegian Church Aid 

(NCA) to increase coverage of both TSFP and OTP.  

One OTP for 71,000 persons: IMC implements two health clinics for primary health 

care (PHC) and reproductive health (RH) services in Hamedia camp, but only one clinic 

offers OTP. This OTP is far from some sectors.  

7. Add at least one OTP in Hamedia camp – ideally in the 2nd IMC clinic. 

8. Evaluate establishing a stabilization center in Hamedia camp in the IMC clinic. 

RUTF and Routine Medical Supplies for the OTP: It was found that the OTP was 

stocked out of RUTF and routine medicines at times. This was attributed to interrupted 

transportation in rainy season.  

Based on the findings, the following specific actions are recommended to ensure 

adequate supplies of RUTF and routine medicines: 

9. Strengthen coordination with local governments and UNICEF to pre-position 

supplies in advance of the rainy season.  
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ANNEXES 

Annex 1: Sampling Frame 
 

S.N. Name of OTP/SFP Village/Settlement 

1 Hamedia OTP 

Hamedia Camp Sector 1 

Hamedia Camp Sector 2 

Hamedia Camp Sector 3 

Hamedia Camp Sector 4 

Hamedia Camp Sector 5 

Hamedia Camp Sector 6 

Hamedia Camp Sector 7 
Hamedia Camp Sector 8 
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Annex 2 List of Participants 
SN Attendants Position Organization 

1 Abdulmkram Abdalla Adam Nutrition officer  IMC 

2 Zakria Haroun Adam  Data collector  IMC 

3 Mubarak Musa Haroun  Nutrition manager  SCI 

4 Musa Mohammed Fadul Data collector  IMC 

5 Mohammed Arbab Salih Nutrition supervisor MOH 

6 Alaa Ahmed Salih Nutrition supervisor  SCI 

7 Abdalla Abdalla Mohammed Nutrition supervisor  SCI 

8 Nour Alsham Adam 
Mohammed 

Data collector IMC 

9 Khalid Mohammed Adam  Nutrition supervisor  SCI 

10 Haroun Adam Mohammed Data collector  IMC 

11 Adam Ali Ishag Data collector IMC 

12 Haroun Salih Mohammed Nutrition supervisor IMC 

13 Ismail Younis Mohammed Nutrition officer MOH 

14 Rasha Hamad Murad  Nutrition officer  MOH 

15 Nemat Hassan Argon  Nutrition supervisor  MOH 

16 Nemat Fadul Sasi Nutrition supervisor  MOH 

17 Fatima Abdalla  Nutrition assistant  MOH 

18 Jaffar Mohammed  Nutrition assistant  MOH 

19 Abdalla Mustafa Adam  Nutrition assistant  MOH 

20 Adam Issa Abdalla  Data Entry   IMC 
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Annex 3 Qualitative data collection guideline 

COMMUNITY - LAY PEOPLE 

 

The discussion should flow naturally and leads/interesting points should be followed/explored 

as they come up.  The question list should not be rigidly adhered to. This is just a guide as to the 

kind of topics which are important and the type of questions which could be asked. The 

direction the discussion takes will depend on what is said by the participants.  It is always 

important to probe and ask follow up questions. 

UNDERSTANDING OF MALNUTRITION 

1. What are the common health problems that children experience here? 

2. Which are the most frequent? Rank. 

3. Are any more frequent at certain times of the year? When? Why? 

4. Which are the most serious? Rank. Why? 

If malnutrition mentioned ask: 

5. What symptoms do these children have? 

6. What terms do you commonly use to describe this condition? 

7. Which children get this condition? Why? 

HEALTH SEEKING BEHAVIOUR 

8. What do you do when your child has this (insert name of most common illnesses) 

problem? 

a. Probe fully for different illnesses 

9. What factors determine which treatment / approach you use for a particular illness? 

Probe on: 

a. Cost, Access, Father permission, Habit/familiarity 

If clinic/hospital mentioned: 

10. Which? How far is it? Why do you go there? 

11. Is there any alternative/anything else you might do/anyone you might ask for 

advice nearer home? 

If malnutrition not already mentioned ask/show pictures: 

12. Have you seen children like this (those who have lost weight/become very thin or 

whose feet/legs/hands have started to swell? 

13. When do you see this condition? Are there children who have this problem now? 

14. What do you call this condition? 

15. Which children get this condition? Why? 

16. What do you do when your children get this condition? Why? 

AWARENESS OF CMAM SERVICE 
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17. Do you know of a place where this condition can be treated? 

18. How did you hear about it? 

a. Who told you? When? What do you know about it? 

19. What are children given for this condition? 

If people think the RUTF is a food asks: 

a. What sort of food is it? 

b. What do you call it? 

c. Who can eat it? 

d. What foods do you give your children to make them health/strong? 

20. Do you know children receiving this treatment? 

PERCEPTIONS OF CMAM 

21. What do you think /what are people saying about this service? 

If people say it is good ask: 

a. What is good about it? 

22. Have you noticed a change in the children who are being treated? 

23. What improvements would you like to see to the service? 

If people say it isn’t good ask: 

a. What is wrong with it? 

24. What do people not like about the service? 

25. How can we change it? What suggestions do you have? 

AWARENESS OF CHW/VOLUNTEER (CASE FINDER) AND HIS/HER ACTIVITIES 

26. How are children identified for treatment? 

a. What tool is used? 

b. Have you seen anyone doing this in your community? 

If people know the volunteer/have seen the MUAC ask: 

c. When was the last time you saw the volunteer measuring children? How often 

does he do it?  

d. How are children referred to the health centre? 

If not, show the MUAC tape and repeat questions if necessary: 

COVERAGE QUESTION 

27. Do you know children who have this condition but who are not going to the health 

centre for treatment? Why? 

28. Do you know of any children who have stopped going for treatment? 

a. Why is this? What would encourage them to return? 

29. Do you know of children who have been to the clinic and have not been given the 

treatment? 

If yes,  

a. Why not? What were they told? How did they feel? 
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BARRIERS 

30. What factors might prevent children from being able to access treatment? Why? 

How can we overcome these obstacles? 

31. What messages/suggestions would you like us to pass to the people running the 

CMAM service? 
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KEY COMMUNITY FIGURES (LOCAL VILLAGE/RELIGIOUS 

LEADERS)  
 

Open questions about the situation in the village / the health of the children etc. can always be 

asked of the leaders at the start before focusing on the issues of interest. 

 Understanding of malnutrition 

 Health seeking behaviour 

KNOWLEDGE AND UNDERSTANDING OF CMAM 

1. Are you aware of any nutrition service at your local clinic? 

2. Who told you about it? 

3. When did you hear about it? 

4. What do you know about it? 

a. Target children? (ensure both marasmic and kwashiorkor types are identified) 

b. Admission criteria? 

c. Treatment given? 

d. OTP day? 

e. Identification of children? 

ROLE / AWARENESS RAISING 

5. Have you been involved in telling others about the service? How? When? 

PERCEPTIONS OF CMAM 

6. What are people saying about CMAM? 

a. Do you think most people are aware of it? 

b. What do they understand about it? 

7. What do you think of the service? 

a. What do other key community figures think of it? 

BARRIERS/COVERAGE QUESTION 

8. Do you know any children currently receiving treatment in the village? 

a. What can you tell me about them? 

9. Are you aware of any children who need treatment but are unable to access 

services? 

a. What stops them coming? (distance/family/beliefs/other) 

b. How could we reach these children/encourage them to attend? 

10. Do you know any children who have defaulted/stopped coming? 

a. Why is that? How can we encourage them to return for treatment? 

STIGMA 

11. Is there a stigma attached to malnutrition in your village? Are there parents who 

might hide their malnourished children? Why? 
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COMMUNICATIONS 

12. Do you know anyone in the village who identifies children for this service? 

a. When did you last see them? When were they last active? 

b. What do they do? (frequency and organisation of activities = passive or active) 

13. Have you had any feedback from the volunteer/clinic staff/MoH officials about the 

service? 

14. Do you know what the results are (number of children cured)? 

IMPROVEMENTS 

15. How can we improve the service? 

16. Do you have any messages for those who run the service? 
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TRADITIONAL HEALER / OTHER HEALER: TREATMENT AND 

PERCEPTION OF MALNUTRITION 
 

Start the discussion by asking: 

1. What types of illnesses do you treat? Most common? How many patients do you see a 

week? 

2. How do you treat this illness? What do you do if the treatment is not effective? 

If not mentioned show picture of malnourished children and ask: 

3. Do you see children like this in the village? Do you treat this illness? How do you treat 

this illness? How often do you see it and when? What are the causes of this illness? How 

effective is the treatment? 

4. Are you aware of any other treatment for this condition?  

Continue with similar questions asked of key community figures starting with awareness of the 

service 

KNOWLEDGE AND UNDERSTANDING OF CMAM 

1. Are you aware of any nutrition service at your local clinic? 

2. Who told you about it? 

3. When did you hear about it? 

4. What do you know about it? 

a. Target children? (ensure both marasmic and kwashiorkor types are identified) 

b. Admission criteria? 

c. Treatment given? 

d. OTP day? 

e. Identification of children? 
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CARERS OF BENEFICIARIES 
 

Individual case history 

HISTORY OF THE ILLNESS 

1. When did you first notice that your child was unwell? 

a. What was wrong with them? What symptoms did they have? 

b. What was the cause of the problem (probe for illness / food availability)? 

HEALTH SEEKING BEHAVIOUR 

2. What did you do when your child became ill? 

3. Did anyone tell you to go to the health centre (information source)? 

4. How long was it before you went to the health centre? 

INFORMATION SOURCE FOR THE OTP 

5. How did you first hear about the service? 

a. Who told you? 

b. Have you heard about it from any other source since? 

c. Who is telling people about it in your settlement? 

6. What did you hear about it? 

7. What made you come? 

AWARENESS OF/CONTACT WITH CHW/VOLUNTEER (CASE FINDER) 

8. Did your child have his/her arm measured at home (MUAC)? 

a. By whom? How was it done? What did he/she tell you about it? 

b. When was the last time your child was measured at home? 

UNDERSTANDING OF THE SERVICE  

9. What did the clinic staff tell you about your child’s condition? 

10. What were you told about the treatment? (Check understanding of procedures, 

approximate length of treatment, what to do if you need to travel, sharing of RUTF 

etc.?) 

11. What does the staff call the treatment? What do you call the treatment? 

STANDARD OF SERVICE 

12. How long do you usually wait before the nurse sees you? 

13. How much time do you spend with the nurse? 

a. How do the staffs treat you? 

b. Have you ever been scolded? Why? 

14. Have you always received the correct supply of treatment sachets? 

a. Have there been any shortages on any week? 

b. Have you ever not received the full amount / or received something else 

instead? 
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OPINION OF THE SERVICE 

15. What do you think of the service? 

a. What are the strengths/weaknesses? 

b. Difference in the health of your child? 

c. What could be improved? 

ABSENCE/DEFAULTING 

16. How easy is it for you to come every week? 

a. What makes it difficult / stops you from coming sometimes? 

17. Do you know of any children who have stopped coming? 

a. Why is that? 

b. How can we encourage these children to return and continue the treatment? 

COVERAGE QUESTION 

18. Do you know of other children who have the same problem but who are not 

attending the clinic? 

a. If yes, why not? 
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GROUP DISCUSSION WITH CARERS 
 

INFORMATION SOURCE FOR THE OTP 

1. How did you first hear about the service? 

a. Who told you? 

b. Have you heard about it from any other source since? 

c. Who is telling people about it in your settlement? 

2. What did you hear about it? 

3. What made you come? 

AWARENESS OF/CONTACT WITH CHW/VOLUNTEER (CASE FINDER) 

4. Did your child have his/her arm measured at home (MUAC)? 

a. By whom? How was it done? What did he/she tell you about it? 

b. When was the last time your child was measured at home? 

STANDARD OF SERVICE 

5. How long has your child been receiving treatment? 

6. Difference in child’s condition? 

7. Have you had any difficulties in following the treatment/attending every week? (Probe 

for: distance, waiting time, welcome, etc.) 

8. Have you missed a week? Why? 

9. Have you always received the correct supply of treatment sachets? 

a. Have there been any shortages on any week? 

b. Have you ever not received the full amount / or received something else 

instead? 

OPINION OF THE SERVICE 

10. What do you think of the service? 

a. What are the strengths/weaknesses? 

b. What could be improved? 

DISTANCE 

11. How far is it from your home to the clinic? 

a. How do you get here? Walk/transport? 

b. How long does it take? 

c. Determine the farthest distance travelled within the group 

12. Do you have any other reason to come to this clinic/this place? 

COVERAGE QUESTION/DEFAULTING 

13. Do you know of any children who have stopped coming? 

a. Why is that? 

b. How can we encourage these children to return and continue the treatment? 

14. Do you know of other children who have the same problem but who are not attending 

the clinic? 
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a. If yes, why not? 

b. What would encourage them to come? 

CASE REFERRAL 

15. Have you told anyone else to bring their child to the clinic? 

a. Why/why not? 

PERCEPTION OF CMAM 

16. What are people saying about the service in your settlement? 

17. Are the other mothers aware of the service? 

STIGMA 

19. Is there a stigma attached to malnutrition in your village? Are there parents who 

hide their children? For what reason? 

If stigma exists: 

20. How does the stigma affect you personally? In what way? 

FEEDBACK 

18. Have you any messages you want us to give to the people running the service? 
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VOLUNTEERS 
 

ROLE 

1. How long have you been a volunteer? 

2. What are your main activities? 

3. How often do you do these activities? 

4. What area do you cover for case finding? 

a. How long does it take you? 

5. How do you decide which children to measure? 

6. What tools do you have to help you? 

7. Tell me about the last case you identified? When was that? What was the problem? 

EXPLANATION GIVEN TO MOTHERS 

8. What do you tell the mother when you identify a case? 

9. What do you say about the new treatment? 

10. How do you refer to the treatment? 

a. What do the mothers call it? 

REFERRAL AND FOLLOW UP 

11. Do you give the mother a referral slip/paper when you refer the child to the clinic? 

a. Why/why not? 

b. How do you know if the child actually went to the clinic? 

12. Are you aware of any children who have stopped coming? 

a. Why is that? How can we encourage them to return? 

13. Are you ever asked to visit a case that is not improving / has been absent? Tell me 

about the last one you visited. 

REJECTION 

14. Have you referred any children who have been turned away and not given 

treatment? 

a. For what reason? How many were rejected last month? 

b. Did you receive an explanation from the nurse as to why? 

c. How did the mother react? 

d. What was your reaction? 

15. Are you aware of any other children who went spontaneously to the health centre 

and were turned away and not given treatment? Probe: a-d as above. 

COVERAGE QUESTION 

16. Do any mothers refuse to go to the clinic? Why? How can we encourage them to 

bring their children? 

COMMUNICATIONS  

17. When was your last contact with clinic staff? 
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18. Are there regular monthly / 3 monthly meetings with health centre staff? Are CMAM 

issues discussed? 

19. Do you have a monthly written/verbal report to make on your activities (number of 

children identified, number referred, home visits etc.) 

20. How do you usually communicate with the nurse at the health centre (for example 

when a home visit is needed) 

21. Have you received any feedback from clinic staff  

a. Number cured? 

b. Number of defaulters? Reason? 

22. Have you talked with village / religious leaders or other people about CMAM since it 

started? When was your last contact? Topic of discussion? 

23. Have you had any further contact with children you have referred? 

a. Do you know how many were cured? 

b. Do you know if any defaulted? Why? 

24. What have mothers said to you about CMAM? 

a. What are people saying/thinking about CMAM? 

OPINION OF THE OTP 

25. What is your opinion of the OTP? Why? 

26. What is the opinion of the community? 

MOTIVATION 

27. Appreciation of your work by the community? 

28. Appreciation of your work by programme staff? 

29. Do you enjoy your role? Why / why not? 

30. Challenges / difficulties? 

IMPROVEMENTS 

31. What would help you in your job as a volunteer? 

32. How do you think CMAM could be improved? 

33. Any messages for those running the service? 
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OTP STAFF 

 

CMAM INVOLVEMENT AND CHALLENGES 

1. How long have you been working on CMAM? 

a. How many staff are involved/trained on CMAM? 

2. When were you trained on CMAM? 

a. Have you had refresher training? 

b. Is there any additional training you feel you need? 

3. What difficulties, if any, do you have on the CMAM day? 

a. High number of patients 

b. Time 

c. Completing paperwork accurately and keeping up to date 

CALENDAR 

4. What are the main childhood diseases you see in the clinic? 

a. Which is the most common? Rank. 

b. What time of year do they occur? 

5. What do you think are the causes of malnutrition here? 

REFERRAL 

6. How do children usually come to the clinic for CMAM? 

a. Referred by volunteer 

b. Heard about it from other beneficiary 

c. Heard about it from other person in the village 

d. Heard about it at the clinic 

e. Heard via the radio/town crier etc. 

f. Other source 

g. Rank in order 

REFERRAL AND FOLLOW UP 

7. Do children who are referred by the volunteer come with a referral slip/paper? 

a. What do you do with the referral slips? 

8. Is there a system to check that the child referred by the volunteer has actually presented 

at the clinic? System to confirm the number of referrals per volunteer? 

9. How do you refer patients to the stabilisation centre? Paper slip? 

a. How do you know if they have arrived at the SC? 

b. Do you know what happens to them? 

c. When patients are referred back do they come with any paperwork? 

REJECTION 

10. How many healthy children have you rejected who do not correspond to the admission 

criteria? 

a. How many every week? 
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b. Explanation given? What do you actually say/what words do you use? 

c. Why do you think these mothers come with healthy children? 

d. How do mothers react? 

11. Have you had any wrong referrals from the volunteer? 

a. How many? What was the problem? Did you report back to the volunteer? 

DEFAULTING 

12. How many children are absent for more than 1 week during the course of treatment? 

a. Why do you think this is? 

13. How many children default? 

a. Why do you think this is? 

14. Is there a system to follow up on defaulters? How does it work? How could we 

encourage children to return for treatment? 

15. What barriers prevent mothers from bringing their children to the OTP? 

COVERAGE QUESTION 

16. Are you aware of any children with this condition who don’t come to the CS? \Why is 

that? 

COMMUNICATIONS 

17. Are there regular monthly/3 monthly meetings with volunteers? Are CMAM issues 

discussed? How often do you see the volunteers? Last time? 

18. When was the last time you saw someone from the district office? Frequency of contact? 

19. Support from the district? 

OPINION OF THE SERVICE 

20. Does the OTP give good results? 

21. Has the condition of the children improved? 

WORK LOAD 

22. Does the OTP give you more work? 

23. What changes have you had to make to your routine activities? 

IMPROVEMENTS (different order) 

24. Challenges? Problems? Improvements? 

25. What messages do you want us to pass to the people organising CMAM? 
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ADDITIONAL QUESTIONS (adapt according to the audience) 
 

Terminology: 

 Check what terms are used to describe the different types of malnutrition. 

Key people: 

 In your village who are the people who are in close contact with children under 5 and 

can point out their houses (because they are involved in care or preventive/other 

activities). 

Calendars: 

 Ask the community to help you develop seasonal calendars for: 

o The hunger gap  

o Agricultural labour (periods of intense activity) 

o Child illness (ARI, malaria, fever, diarrhoea etc.) 
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Annex 4. Survey Questionnaire for caretakers with SAM cases 

NOT in the programme  
Ward: ___________________  Village: ________________  

Child Name: ______________ Team: ___________ 

DO YOU THINK YOUR CHILD IS MALNOURISHED (sick, thin, have oedema on both legs)? 

 YES     NO 

ARE YOU AWARE ABOUT THE EXISTENCE OF A PROGRAMME WHICH CAN HELP 

MALNOURISHED CHILDREN? 

 YES     NO (stop) 

If yes, which programmes (s)? ______________________________________ 

WHY DID YOU NOT TAKE YOUR CHILD TO THAT PROGRAMME? 

 Too far  (How long to walk? ……..hours)               

 No time / too busy   

Specify the activity that makes them busy this season __________________________ 

 The mother is sick 

 The mother cannot carry more than one child  

 The mother feels ashamed or shy about coming 

  No other person who can take care of the other siblings 

 The amount of food was too little to justify coming 

 The child has been rejected. When? (This week, last month etc)________________ 

 The children of the others have been rejected 

 My husband refused 

 The mother thought it was necessary to be enrolled at the hospital first 

 The mother does not think the programme can help her child (prefers traditional healer, etc.) 

 Other reasons: ___________________________________________________ 

WAS YOUR CHILD PREVIOUSLY ADMITTED TO OTP/SC PROGRAMME? 

 YES     NO (=> stop!)  

If yes, why is he/she not anymore enrolled? 

 Default, When......................Why?.................. 

 Discharged cured by the programme (when? ............) 

 Discharged non-cured (when? .............) 

 Other:___________________________________________ 

(Thank the mother/carer) 


