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Executive Summary 

Concern Worldwide started supporting the Ministry of Public Health and Sanitation (MoPHS) 

and other partners in expanding the treatment services for severe acute malnutrition in Kisumu 

East District since 2008. At that time, Concern Worldwide was covering 12 facilities but the 

programme has since expanded to cover 20. Besides supporting the MoPHS and other partners in 

offering treatment services for severe acute malnutrition, in 2010, a supplementary feeding 

programme was in started in these facilities. In this regard Concern Worldwide has been 

conducting coverage assessments since the beginning of 2010. The objectives of the coverage 

assessment were: To assess Out-Patient Therapeutic Programme (OTP) Coverage, to determine 

the factors that affect service uptake and programme impact, and; to make recommendations 

based on the findings. 

 

The coverage assessment was done using the Semi-Quantitative Evaluation of Access and 

Coverage (SQUEAC) Methodology. This methodology was designed for routine monitoring of 

coverage in IMAM programs. The methodology was designed to be low resource and was 

primarily designed for use in integrated treatment programmes run through ministries of health 

where resources (both financial and human) are generally limited.  

 

The coverage assessment showed that coverage of the OTP programme in Kisumu East District 

was 49.0% (39.2%-58.8%) which had improved from 45.5% (37.0%-54.4%) in the previous 

coverage done in February 2012. The following were the boosters to the program: High Program 

Awareness in Urban Areas, Annual Health Events such as Malezi Bora, Awareness of 

Malnutrition, Regular Active Case Finding, On the Job Training, Formation of Mother to Mother 

Support Groups, Short Length of Stay, Health Talk, Provision of IEC Materials, and Good 

Documentation while the following were the barriers to the program: Distance, Stigma, Late 

Admission, Staff Attitude, Cultural Beliefs, Ignorance, Migration, Stock outs, Nurses Strike, 

High Defaulter Rate, Insufficient Motivation, Under staffing, Prioritization of Tasks / Competing 

Tasks, Low commitment of CHWs during ACF, and Poor health seeking behaviors 
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1.0 Introduction  

1.1 Background  

Kisumu East District is one of the districts in Kisumu County in the former Nyanza Province. 

The district covers an estimated area of 559 Square Kilometers and has a population of 473,649 

where 237,973 are female and 235,676 are males. In addition, the under-5 population is 

estimated at 94,729 out of which approximately 2.8% are severely malnourished. Out of the total 

population in Kisumu East District, 83,485 (17.5%) live in the rural areas which means that the 

district is peri-urban.  

Concern Worldwide has been supporting the Ministry of Public Health and Sanitation (MoPHS) 

and other partners in the treatment of severe acute malnutrition in Kisumu East District since 

2008 through the Out-Patient Therapeutic Program (OTP). In 2008, Concern was covering 12 

facilities but the program has since expanded to cover 20 facilities. To estimate the coverage of 

OTP in the district, Concern has been conducting coverage assessments since the beginning of 

2010. Initially, it was planned that quarterly coverage assessments were to be done and this was 

the case in 2010 where the assessments were conducted in April, July and October/November. 

However, due to the short period of implementing the recommendation of any assessment it was 

decided that from 2011 the assessments will be done bi-annually. Previously, Concern 

worldwide conducted coverage assessments per facility using the Simplified LQAS Evaluation 

of Access and Coverage (SLEAC) methodology, but currently, SQUEAC methodology is being 

applied to investigate the barriers and the boosters to the OTP program and to estimate the 

overall coverage of the program.  

The coverage assessment was conducted from 28
th

 January, 2013 to 14
th

 February, 2013. The 

assessment was led by the Concern’s Assistant Project Manager – Survey and Surveillance. The 

participants were from the Ministry of Health as well as other OTP health staff working in the 

Faith Based Facilities and other Private Facilities which are supported by Concern Worldwide.   

1.2 Objectives of the Coverage Assessment  

The following were the objectives of the coverage assessment: 

1. To determine the barriers to the OTP program 

2. To determine the boosters to the OTP program 

3. To estimate the coverage of the OTP program 
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2.0 STAGE 1 

The main objective of this stage was to identify probable areas of low and high coverage as well 

as reasons for coverage failure. This was done using the routine programme data which included 

the admissions, exits (defaulters, non-responses, cured and in-program deaths), Mid-Upper Arm 

Circumference (MUAC) on admission, length of stay and the physical address (villages) of the 

beneficiaries. In addition, qualitative and quantitative data collected from the community and the 

health facilities was also collected with the basic aim of triangulating the information.  

2.1 Quantitative Data 

In this category the quantitative data which was used was the routine program data collected 

from all the facilities in Kisumu East District that offer the OTP services. The data collected 

included the MUAC on admission, the number of admission by month for twelve months 

preceding the assessment, length of stay, exit data (in-program death, defaulters, and non-

responses) for the twelve months preceding the assessment. In addition, the physical location of 

the beneficiaries was mapped to give a spatial distribution of the beneficiaries.     

 

2.1.1 MUAC on Admission  

The figure below presents the distribution of MUAC on admission for all the facilities in Kisumu 

East District. The admissions are recorded from the month of January 2012 to December 2012. 

  
Figure 1: MUAC on Admission 

 
The above graph implies that majority of the cases were admitted at early stages with a MUAC 

of between 111 mm and 114 mm. The median MUAC at admission was established to be 111 
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mm which implied that 50% of the admission were made with a MUAC of above 111 mm while 

the other 50% of the admissions were made with a MUAC of less than 111 cm. nevertheless, 

from the graph it is clear that there was a significant number of cases that were admitted with 

low MUAC and of concern being the cases admitted at a MUAC of less than 105 mm which is 

an indication of late critical admission. A close look at the data showed that most of the late 

critical admissions were done during the month of December and according to the health staff, 

these coincided with the month that the nurses had gone on strike. It was established that most of 

these admissions were in private facilities which had not been affected by the nurses’ strike. 

Whilst, the late admission were associated with health workers strike, late admissions into the 

program has a negative impact to the program through prolonging the length of stay which may 

lead to defaulting and in-program deaths.  

 

2.1.2 Admission Trends 
 

Figure 2: Admissions by Months 

 
 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

Dry Season 

Rainy Season Diarrhoea Fever 
High Food 

Prices Short Rains 

Nurses Strike 

  Diarrhoea   Floods 

 

The above figure presents the trend of admission from January 2012 to December 2012. In 

addition, a trend line using the moving average of span 3 was used to smoothen the curve. 

According to the figure, March, April and May recorded the highest number of admission in the 

year in that order while December recorded the least number of admission. When the admissions 

are compared with the seasonal calendar, it is evident that during the diarrhoea episodes there 

were high admissions. In addition, during the rainy and the dry seasons, admissions were also 

high which would be attributed to illnesses related to both cases. The results also showed that 

during the nurses’ strike in the months of November and December there were few admission.  

 

On the exits which included the cured, defaulters, in-program deaths and relapses, the results are 

presented in the figure below: 
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2.1.3 Exits Trends 
 

Figure 3: Exits vs Months 

 
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

 
Planting     Weeding   Harvesting Planting Weeding   Floods 

 

The defaulter rates were generally high throughout the year with the highest rates being in the 

months of March, May, July and October which were found to be even higher than the SPHERE 

standards of 15%. Due to the peri-urban status of the district, it was confirmed by the seasonal 

calendar that the high defaulters’ rates were during the seasons of planting, weeding and 

harvesting. It was also noted that during these seasons, there were high death rates among the 

children admitted in the program with March and May registering death rates of as high as 8%.  

2.2 Qualitative Data - Barriers  

The qualitative data was collected through various methods and from different sources. The 

importance of this was to enable the finding to be triangulated by source and also by method. 

Among the sources of the information for the qualitative data were OTP beneficiaries, 

community members both males and female, community opinion leaders who included the local 

administrators, spiritual leaders, traditional health practitioners (THPs) and traditional birth 

attendants (TBA). In addition, health staffs, community health workers were also targeted as 

source of qualitative data. The following methods were used to collect the data; semi structured 

interviews, informal group discussions, key informants interview, observations, in-depth 

interviews and simple structured interviews.  

The qualitative information was then organized using the Boosters, Barriers and Questions 

(BBQ) approach. These approaches helped identify the program boosters and barriers and 

thereafter determining questions and areas which required further investigations. After 

identifying the questions which required further investigations, the teams would go to the field to 
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investigate more in order of finding the answers to the questions identified by the BBQ approach. 

Finally, the organized data was then analyzed using the concept map as shown below: 
 

Figure 4: Section of the Draft OTP Concept Map 

 
 

Based on analysis of the qualitative data collected, the following barriers and boosters to non-

attendance, defaulting and late treatment behaviors were identified.  
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2.2.1 Barriers to the OTP Program 
 

Distance and Relocation 

Source: Caregivers of Defaulters, CHWs, Caregiver of Beneficiaries, Health Workers, 

Community Members and DNO.  

 

There was a common agreement that distance was a great barrier to the OTP program and in 

particular in the rural areas of Nyahera, Chiga, Rabuor and Nyalunya. In some places like 

Nyahera, it was found that some catchment areas were as far as three hours walk from the health 

facility and this had a negative impact on the program.  

 

Relocation of caregivers from one area to another was also found to impact on the program 

negatively. Relocation was found to have a direct relationship with the defaulting from the 

program. In addition, there was also a concern that some of the caregivers of the beneficiaries 

would even relocate to areas where the OTP program is not being implemented and thus would 

prove futile to continue the service.  

 

The assessment also found out that there were many cases of malnourished children present in 

the community who do not necessary reside in those areas but are visitors/or families that have 

relocated to those areas from neighboring areas where the OTP program is not being 

implemented. For instance during a small area survey in Wachara village attached to Nyahera 

Facility, the team found one SAM case which had a MUAC of 9.1 cm but upon an in-depth 

interview with the caregiver, it was found that the mother had relocated to that area one week 

before from Kombewa in Kisumu West District.  

 

The mother revealed that the child health condition started becoming bad approximately 

two months before then and the child was taken to Kombewa Health Facility only  to be 

issued with malaria drugs. One week later the condition of the child was not improving 

and thus the mother decided to take the child back to the facility and was once again 

given malaria drugs. This continued up to the fourth week and since then the mother 

decided to stop taking the child to the facility. The childs’ condition  forcing the mother 

to take it to her mother’s home in Wachara where the Coverage Team met her. Soon after 

arriving at the Village, one of the villagers convinced that the child had been bewitched 

since the hospital could not treat her advised the mother to take the child to the witch 

doctor. The coverage team met the caregiver on the verge of taking the child to the 

witchdoctor and took the MUAC of child only to find it at 9.2 cm. Soon after this the child 

was taken to Nyahera Sub-district hospital where it was first admitted for in-patient care. 

 

The above case was one of the cases found during the small area survey and also during the wide 

area survey where a caregiver would relocate from one district and join Kisumu East District and 

this greatly impacted on the program coverage. During the wide area survey, caregiver of active 

SAM cases who were found were asked why their children were not in the program and 14% of 

them reported that it was due to distance while 10% of them said that they were new in those 

areas. This is presented in the figure below: 
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Figure 5: Proportion of Caregivers with Active SAM cases who are out of Program due to 

Distance and Relocation 

 
 

Stigma 

Source: Caregivers of Beneficiaries, Community Members, CHWs, Caregivers of Defaulter, 

Opinion Leaders 

 

Stigma was noted to be a barrier which impacted on the OTP program negatively. It was noted 

that there were two different kinds of stigma that existed in the community. Stigma associated 

with malnutrition and stigma associated  with HIV/AIDs.  The former, established that there 

existed caregivers in the community who failed to take their children to the program for fear of 

being viewed as careless. In addition, some members of the community reported that caregivers 

who had malnourished children in the community were mostly considered irresponsible since 

they could not adhere to the appropriate practices. This was the case throughout the district.  

 

On the other hand, there was a general feeling among the respondents that some caregivers of 

malnourished children would also fail to go to the OTP program due to the fear that they would 

be tested for HIV/AIDs. With the high prevalence of HIV/AIDs in Kisumu which stands at 15%
1
 

this was found to negatively influence the program coverage. Moreover, the association of 

HIV/AIDs with “thinness” and the presentation of SAM again with “wasting” proved to be a 

critical barrier to the program. This was also confirmed by the CHWs and the Opinion Leaders 

who were interviewed.  

 

Late Admission 

Source: Program Data, Health Staff 

 

Whilst Figure 1 shows that most of the admissions were made with a MUAC of greater than 11.0 

cm, it is also evident from the figure that there were many admissions which were made with a 

MUAC of less than 10.5 cm. This was an indication of late admission in the program which have 

                                                 
1
 Kenya Aids Indicator Survey, 2009 
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a negative impact on the coverage of the program. It was also confirmed by the health staff that 

there existed many late admission in the community which was associated with stigma in the 

community. In addition, late admission was also associated with long distances in specific 

facilities of Nyahera, Nyalunya, Rabuor and Chiga.  

 

 

Staff Attitude 

Source: Community Members, Defaulters, Caregivers of Beneficiaries, Health Workers and 

Opinion Leaders 

 

It was noted during the assessment that the staff attitude towards the caregivers of the 

beneficiaries was negative. Some of the defaulters interviewed during the assessment revealed 

that the reason for them defaulting was due to negative attitude from the health workers. On the 

other hand, the caregivers of the beneficiaries who were in the program at the time of assessment 

also complained about the negative attitude of the health workers. While discussing with the 

health workers, they confirmed that some of them had a negative attitude though they associated 

this to various reasons including shortage of staff and poor working conditions. Further, the 

community members also revealed that they knew of some malnourished children who have not 

been taken to the program and associated this to the harsh treatment beneficiaries have received 

from the health staff and in particular from the public health facilities. The attitude of health 

staffs in the public facilities was found to be negative while that of the staffs from the private 

facilities was found to be generally positive. According to the community members it was better 

for them to take a malnourished child to a private clinic rather than to a public facility and this 

was compounded by the fact that treatment for malnutrition was free across the facilities. This 

probably explains why the admission were found to be more in the private clinics when 

compared with the public clinics as displayed in the figure below:  

 
Figure 6: Admission by Facility 
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Cultural Beliefs 

Source: Community Members, CHWs, Opinion Leaders, Health Staff, Defaulters and DNO 

 

Cultural beliefs remain to be a challenge to the program coverage in Kisumu. This assessment 

just like the previous ones found that malnutrition in Kisumu is sometimes associated to “chira” 

which is a belief in the Luo Community. “Chira” is myth attached to children who present with 

signs and symptoms of malnutrition. Luo call it “Chira” but based on health staffs’ 

understanding it is malnutrition. According to the Luo culture, “Chira” can be caused by the 

following; 

 Infidelity  

 Lactating mothers being engaged in a fight 

 Witch craft 

 The child being looked with a bad eye 

 A lactating mother coming from a funeral and breastfeeding her child without taking a 

bath first e.t.c. (the list is endless) 

The superstitions around “chira” made caregivers of such children fail to bring them to the 

facility for medication but rather prefer to use the traditional methods or spiritual methods.  

 

High Defaulter Rate 

Source: Program Data 

 

The program data revealed that there were high defaulter rates for theOTP program. In particular, 

the months of March, May, July and October recorded high defaulter rates which were above the 

recommended SPHERE standard. The high defaulter rates throughout the year were related to 

the competing tasks by the caregivers of the beneficiaries, nurses’ strike (February and 

November/December) and poor commitment of the caregivers of the beneficiaries. In addition, 

the stock out of supplies was also mentioned by the defaulters interviewed as the cause for 

defaulting.  

 

Low Commitment of CHWs during Active Case Findings 

Source: Health Staff and Observation 

 

Whilst the regular active case finding was found to take place in Kisumu East District, the 

assessment established that there was low level of commitment during the ACF. This was 

attributed to insufficient motivation to the CHWs.   

 

2.3 Qualitative Data - Boosters  

High Program Awareness in Urban Area 

Source: Health Staff, Community Members and Opinion Leaders 

 

There was general understanding of the OTP program in the area. An informal group discussion 

with both males and females revealed that the community members were able to identify the 

OTP program in the area. The community members mentioned the facilities which the OTP 

program was being implemented and were even able to describe the RUTF. Some members 
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would describe RUTF as a substance in a packet that looks like Colgate or chocolate. In addition, 

a key informant interview with the community opinion leaders who included the chiefs, village 

elders, spiritual leaders and the traditional birth attendants showed that they were aware of the 

existence of the OTP program. The interviewed members of the community reported that the 

program was beneficial and important since it helped the children who were malnourished to 

gain weight.  

 

Awareness of Malnutrition 

Source: Community Members, Caregivers of Children 6-59 months, Opinion Leaders 

 

There was a general understanding of malnutrition in the community. The interviewed members 

of the community were able to correctly describe the major signs and causes of malnutrition. 

According to the respondents, the major causes of malnutrition were, hunger, sickness and 

inadequate diet (lack of balanced diet). On the signs of malnutrition, the members of the 

community in the informal group discussion mentioned; thin arms, swollen body (stomach, legs, 

hands and face), sickling all the time , brown hair and diarrhoea. The members of the community 

also confirmed that there were such cases in the community which were verified by the health 

workers who were conducting the informal group discussion. Nevertheless, there were a few 

members of the community who associated malnutrition with "chira".  

 

Annual Health Events  

Source: Health Staff, DNO, CHWs 

 

The interviewed health staff as well as the community health workers confirmed that annual 

health events such as malezi bora and world breastfeeding week had a positive impact on the 

program. It was also noted through the admission trends that there were more admissions during 

the period when there were annual health events.  

 

Regular Case Finding 

Source: Health Staff, DNO and CHWs 

 

There was a general agreement among the health staff, DNO and CHWs interviewed that the 

regular active case finding conducted boosted the program. Though the active case finding was 

not optimal, it was realized that it was important in identifying the cases from the community 

which the CHWs visited for the active case finding. Nevertheless, there was a concern on the 

commitment of the CHWs during the active case finding and the commitment was recorded as a 

barrier.  

 

On-the-Job Training and Mother to Mother Support Groups  

Source: Health Staff and DNO 

 

The on-the-job training which is facilitated by Concern Worldwide was mentioned as a booster 

to the program. The health workers noted that it had improved their service delivery skill as well 

as their reporting and documentation skills. The documentation in Kisumu East district was 

found to be good and this plays a critical role in improving the program.  
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In addition, the health talks facilitated by the health workers was found to impact positively on 

the program and particularly through increasing the awareness of malnutrition as well as the 

program. During an interview with caregiver of beneficiaries in the community, it was found that 

some passed the information learnt at the health facility to their neighbors in the community and 

this worked positively for the program.  

 

The establishment of the Mother to Mother Support Groups by the health facilities was found to 

boost the program awareness in the community as well as the awareness of malnutrition. In 

addition, it was also noted that the mother to mother support was critical in the reduction of the 

stigma in the community
2
.  

 

3.0 STAGE 2: SMALL AREA SURVEY AND HYPOTHESES TESTING 

Using the information that was gathered in stage 1, four hypotheses were generated. In stage 2, 

small area surveys were done where the hypotheses which were set were tested. During the small 

area surveys, quantitative data was collected. The following were the hypotheses which were 

formulated:  

1. Caregivers of children 6 – 59 months who live near (approximately within 20 minutes’ 

walk) a health facility were aware of the IMAM program 

2. Caregivers of children 6 – 59 months who live far (approximately over 20 minutes’ walk) 

from a health facility were not aware of the IMAM program 

3. Program awareness was high in the urban area 

4. Program awareness was low in the rural areas 

 

Villages to be included in the small area surveys were selected purposively. For the first two 

hypotheses, one village near a health facility was selected while another village far from a health 

facility was selected. In the third and fourth hypotheses, one village in an urban area was selected 

while another village in a rural area was selected. The sample size for each village was 10 

caregivers with children 6 – 59 months and this sample size was what was purposively arrived at.  

An in-depth interview with the sampled caregivers was conducted with the caregiver of the 

selected household. In addition, each team was given a MUAC tape and a sachet of Plumpynut in 

order to test whether the respondents would identify them.  

 

 

                                                 
2
 Needs more supporting evidence 
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Hypothesis 1: 
Caregivers of children 6 – 59 months who live near (approximately within 20 minutes’ walk) a 

health facility were aware of the IMAM program 
 

Table 1: Finding for First Hypothesis 

Village Time Take to SDP Perceived Distance n Aware Not Aware 

Ragumo 10 Minutes Near 10 4 6 

Kaloleni < 10 Minutes Near 10 9 1 

Total   20 13 7 

The data was analyzed using the LQAS method as in described in the equation below. Good 

awareness was defined as over 50% being aware of the IMAM program. 

 
Equation 1: LQAS 

 
 

Where  

d – Decision rule 

n – Total number of respondents interviewed 

p – Coverage standard set for the area 

 

 

Using the above we obtain: 

 

 

 
Since 13 caregivers were aware of the program and this was greater than 10 then the first 

hypothesis was confirmed.  

Hypothesis 2: 
Caregivers of children 6 – 59 months who live far (approximately over 20 minutes’ walk) from a 

health facility were not aware of the IMAM program 
 

Table 2: Finding for Second Hypothesis 

Village Time Take to SDP Perceived Distance n Aware Not Aware 

Angola  Far 10 2 8 

Manyatta B  Far 10 8 2 

Total   20 10 10 

 

Using equation 1, d is 10 and since the number of caregivers who were not aware of the program 

was 10 then, we confirm the hypothesis that caregivers of children who live far from the health 

facilities were not aware of the IMAM program.  
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Hypothesis 3: 
Program awareness was high in the urban area 

 
Table 3: Finding for Third Hypothesis 

Village Geographic Area n Aware Not Aware 

Kaloleni Urban  10 9 1 

Manyatta Urban 10 8 2 

Total  20 17 3 

 

Using equation 1, d is 10 and since the number of the caregivers with children 6 – 59 months 

who live in urban areas who were aware of the program were 17, then we confirm the hypothesis 

that program awareness was high in the urban areas.  

Hypothesis 4: 
Program awareness was low in the rural areas 
 

Table 4: Finding for Fourth Hypothesis 

Village Geographic Area n Aware Not Aware 

Ragumo Rural 10 1 9 

Angola Rural 10 4 6 

Total  20 5 15 

 

Using equation 1, d is 10 and since the number of caregivers who do not know about the 

program in the rural areas was 15 which is greater than 10, then we confirm the hypothesis that 

program awareness is low in rural areas.  
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4.0 STAGE 3: WIDE AREA SURVEY 

4.1 Developing the Prior 

The prior distribution was developed using two priors namely; the weighted boosters and barriers 

and the un-weighted boosters and barriers which are described below. 

 

1. Weighted Booster and Barriers:  

The boosters and the barriers were ranked based on their contribution to the program. 

This was done with the help of the program implementers who included the health staff, 

DNO, Concern Worldwide Nutrition Staff and other partners in the OTP program. The 

booster and barrier that was perceived to contribute highly to the program was given a 

score of 5% and then the barriers and the boosters which were perceived to have a low 

contribution to the program were given 1%. Other barriers and boosters were given a 

score of between 1% and 4% based on their impact on the program. Thereafter, the total 

contribution of the barriers and the boosters was computed by adding the scores given to 

each barrier and booster. Moreover, the total booster contribution was added to 10% 

being the least expected coverage in Kisumu (based on previous coverage assessments in 

the same area) and the overall barriers contribution was subtracted from 90% being the 

highest expected coverage in Kisumu (based on previous coverage assessments in the 

same area) and then the two were averaged. The exact weights of the barriers and the 

boosters are presented in the two tables below:  
 

Table 5: Weighted Boosters and Barriers 

Booster  Weights (%) Barriers Weights (%) 

1. High Program Awareness in Urban 

Areas 

4% 1. Distance 2% 

2. Annual Health Events such as 

Malezi Bora 

2% 2. Stigma 3% 

3. Awareness of Malnutrition 5% 3. Late Admission 3% 

4. Regular Active Case Finding 2% 4. Staff Attitude 1% 

5. On the Job Training 2% 5. Cultural Beliefs 2% 

6. Formation of Mother to Mother 

Support Groups 

2% 6. Ignorance 2% 

7. Short Length of Stay 1% 7. Migration 1% 

8. Health Talk 3% 8. Stock outs 1% 

9. Provision of IEC Materials 2% 9. Nurses Strike 1% 

10. Good Documentation 2% 10. High Defaulter Rate 3% 

  11. Insufficient Motivation 3% 

  12. Under staffing 1% 

  13. Prioritization of Tasks / 

Competing Tasks 

5% 

  14. Low commitment of 

CHWs during ACF 

3% 

  15. Poor health seeking 

behaviors 

1% 

TOTAL 25%  32% 
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Prior weighted= ((10%+25%) + (90%-32%))/2=46.5% 

 

2. Un-weighted Booster and Barriers:  

In this case, the mare counting of the barriers and the boosters was done and then the total 

number of barriers was subtracted from 90% (the highest expected coverage for Kisumu 

based on previous experiences) and the total boosters were added to 10% (the least 

expected coverage based on previous experiences) and then the two were averaged. This 

resulted to the following:  

 

Prior un-weighted = ((10%+10%) + (90%-15%))/2=47.5% 

 

Therefore, the prior mode for the two methods was: 

Prior Averaged = (46.5%+47.5%)/2 = 47.0% 

 

Using the Bayesian Coverage Estimate Calculator, the prior distribution was believed to be 

47.0% (α=14.6 and β=16.5). This is presented in the figure below: 
 

Table 6: Prior Distribution for Kisumu East District 
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4.2 Methodology for Wide Area Survey 

4.2.1 Sample Size 

The following formula was used to calculate the required sample size for the wide area survey: 

 

 
 

 

Using α as 14.6, β as 16.5 and a precision of 10%, then sample size required for Kisumu East 

District SQUEAC was determined to be 67 SAM cases. In addition, the required number of 

villages where the 67 SAM cases would be found was determined using the following formula: 

 

n villages=  

 

Average Village Population = 1,200
3
 

Under 5 Proportion = 17%
4
 

Prevalence of SAM = 2.8%
5
 

 

Using the above information, the number of villages to be sampled in Kisumu East District for 

the OTP coverage will be 12 with each village was expected to have a minimum of 6 SAM 

cases. 

 

4.2.2 Sampling Technique 

Due to the lack of a reliable map, the stratification of the district was used. The stratification was 

done based on the facilities that were participating in the assessment. In total there were 12 

health facilities which participated in this assessment. Based on the number of villages to include 

in the assessment, 12 villages were randomly selected with one village being randomly selected 

from the list of the catchment areas in any given facility. 

 

The sampling of the villages to be included in the assessment was done based on the 

geographical location of the strata i.e. either urban or rural. 

 

4.2.2.1 Urban Villages 

In the urban areas, due to the high number of households (approximately 1200
6
) per village, 

segmentation of the villages was done. The selected villages were segmented into 

blocks/segments of approximately 150-200 households and then one segment selected randomly. 

                                                 
3
 Kenya National Bureau of Statistics, 2009 Census 

4
 Kenya Demographic Health Survey, 2008/09 

5
 Concern Worldwide, Surveillance Report - 2012 

6
 Kenya Population Census, 2009 
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In the selected segment, mass screening of children was carried out in order to obtain the 

required sample size per village. In case, the required number of cases was not found, another 

segment would be selected randomly and mass screening of children would be done.  

4.2.2.2 Rural Villages 

In the rural areas, active and adaptive case findings was conducted 

4.3 Results from the Wide Area Survey 

The table below presents the results of the wide area survey.  
 

Table 7: Results of the Wide Area Survey 

 Village SAM Cases Not Covered Covered 

Nyahera 7 3 4 

Lumumba 4 1 3 

OLPS 7 4 3 

Simba Opepo 4 1 3 

Nyamasaria 4 2 2 

Airport 7 6 1 

Nyalunya 7 5 2 

Rabuor 6 4 2 

Chiga 6 3 3 

KMET Obunga 6 2 4 

KUAP Magadi 6 2 4 

KUAP Pandipieri 4 1 3 

  68 34 34 

 

The results of the wide area survey showed that 68 SAM cases were identified in the villages 

sampled for the survey. Out of the 68 SAM cases found, 34 of them were in the program with the 

rest 34 being uncovered.  

 

Among those who were not in the program, a questionnaire was applied to help investigate the 

reasons for non-coverage. The results are presented in the figure below: 
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Figure 7: Reasons for Non-Coverage 

 
 

According to the above figure competing tasks was identified as the greatest barrier to the OTP 

program in Kisumu East District. This confirms the qualitative information which was collected 

during stage 1. Other barriers identified during the wide area survey were distance and refusal by 

the husband. Other reasons included health workers attitude and relocation.  

 

On malnutrition and program awareness which were identified as booster in stage 1; among the 

caregiver of children 6-59 months who had children that severely wasted, 71% of them knew that 

their children were malnourished while 62% were aware that there is a program that deals with 

malnutrition in the area and this confirms that malnutrition and program awareness were boosters 

to the program. The results are presented below: 
 

Figure 8: Malnutrition and Program Awareness 
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The Bayesian coverage estimate calculator was used to establish the point posterior coverage. 

The posterior coverage was found to be 49.0% (39.2% - 58.8%) as shown in the figure below; 

this estimate is below the SPHERE standard of 50%. It is also worth noting that the likelihood 

graphs and the prior are overlapping (not conflicting) and thus the results of the Bayesian 

analysis may be used. It is also important to note that there was a slight improvement from last 

year (45.5% (37.0%-54.4%) though the improvement was insignificant since the credible 

intervals were overlapping.  

 
Figure 9: Posterior Coverage Estimate 

 



 

 

5.0 RECOMMENDATION 

5.1 Short Term Recommendation 
Based on the above finding, the following action points were proposed to help improve the coverage. The following are the short term 

recommendations 

Barriers Action Point Rationale Monitoring Evaluation Frequency 

Late Admission 

and High 

Defaulter Rates 

 Intensify ACF 

 Strengthening the 

Existing Defaulter 

Tracing Mechanism 

 

 To lower the 

cases of late 

admission 

 Improve early 

detection of 

SAM cases 

 To lower the 

defaulter rate 

 Monthly 

database 

 Community 

health workers 

reports 

 No of SAM cases 

admitted with a 

MUAC of less 

than 10 

 Defaulter rate 

 Quarterly 

 

Stigma, Low 

Male 

Involvement, 

Poor Health 

Seeking 

Behavior, 

Cultural Beliefs, 

Competing Tasks 

 Intensify community 

sensitization 

 Beef up on the health 

talks 

 Involvement of THP in 

the referral of PLWs 

and children under five 

to health facilities for 

HINI services 

 Lower stigma 

 Improve health 

seeking 

behaviors 

 Increase male 

involvement 

 Community 

health workers 

report 

 Health talk 

report 

 Partner 

(KMET) 

quarterly 

report  

 No of male clients 

received in the 

facility 

 No of health talks 

attendance per 

month 

 Monthly 

 

Distance  Outreaches   To lower 

defaulters 

 To reduce late 

admissions 

 Increase access 

 Monthly 

database 

 No of outreaches 

conducted 

 

 Quarterly 

 

Low commitment 

of CHWs during 

ACF 

 Involvement of health 

staffs in ACF 

 Setting targets for the 

CHWs while doing 

ACF 

 Early detection 

of SAM cases 

 Lower the 

defaulter rates 

 Community 

health workers 

report 

 Monthly 

database 

 Number of SAM 

cases admitted 

with MUAC less 

than 10 cm 

 No of defaulters 

traced 

 Monthly 

 



 

 

5.2 Long Term Recommendation 
 

The following are proposed as long term recommendations. 

 

1. The Ministry and the partners to strengthen the existing community unit and establish 

community units in the areas where they are not existing 

2. Increasing staff. This is particular to Nyahera Sub-District Hospital where the entire 

MCH department is run by only one health staff 

3. Strengthen the outreach services and make them at least once per month 

4. Integrating HINI services in all the outreaches conducted 

 

 

  



 

 

Appendix 

Data Collection Tools 
Health Center Catchment:  ________________                            Date:____________ 

 

Planning for Informal Discussions on  

OTP access and coverage  

 

 
 

1. Based on analysis so far identify key topic areas you need to gather information on 

during focus group discussions: 

 

 

 

 

 

 

 

 

 

 

2. What is a logical order in which to discuss these topics? Remember start from the general 

and move to the more specific 

 

 

 

 

 

 

 

 

 

 

 

 

3. Draft an open-ended questionnaire that can help you start discussion on your first key 

topic? What follow-up questions can you use to get more information from respondents 

on this topic? 

 

 

 

 

 

 



 

 

 

 

 

 

Discussion Guide 

 

Target Group: ______________________________ 

 

Introduction/opening: Explain who you are and why you are there, what information you want 

and how it will be used.  

 

Have everyone introduced themselves and assay a few words, like how many children they have, 

which village they are from 

 

 

Key Topic One:______________________________________________________ 

 

Follow-up Question/probing questions:    1. 

            2.  

                       3.  

                       4.  

 

Key Topic Two:______________________________________________________ 

 

Follow-up Question/probing questions:    1. 

            2.  

                       3.  

                       4.  

Key Topic Three:______________________________________________________ 

 

Follow-up Question/probing questions:    1. 

            2.  

                       3.  

                       4.  

Key Topic Four: ______________________________________________________ 

 

Follow-up Question/probing questions:    1. 

            2.  

                       3.  

                       4.  

Key Topic Five: ______________________________________________________ 

 

Follow-up Question/probing questions:    1. 

            2.  

                       3.  

                       4.  



 

 

 

 

SQUEAC Coverage Survey, Kisumu Kenya, Concern WW            Date _______ 

District: _________Location:___________Village:________OTP Site:______________ 

Team Number:_____________       

Name of 
Child 

 

Sex 
M /F 

Age 
Mons. 

MUAC 
 

 
Oed. 
Y/N 

 

Covere
d 

Y/N 

If in the program who 
refered them ? 

 
Time from 
home to 
SFP site 

(one-way) 
(hrs, min) 

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

        

 
Total # of Children Screened:__________________     # SAM:________ # in OTP:________  



 

 

Questionnaire for Caretakers with cases not in the Program 

 
OTPP Site: ____________ District: ______________    Village: ________     

Team: _____________       Name of child: ______________  

  

1. DO YOU THINK YOUR CHILD IS MALNOURISHED (sick, thin, have oedema  

on both legs)?  

  � YES              � NO  

 

2. ARE YOU AWARE OF A PROGRAM WHICH CAN HELP malnourished children?  

  � YES             � NO (stop)  

If yes, which program(s)? ______________________________________  

 

*********If answer to 1 OR 2 is NO-stop********** 

3. 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 make them busy this 

season____________________________________________________ 

� mother 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 to come  

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

� the children of the others have been rejected  

� my husband refused  

� necessary to be enrolled at the hospital first  

� carer does not think program can help her child (prefers traditional healer, etc.)  

� other reasons: ___________________________________________________ 

 

4. WAS YOUR CHILD PREVIOUSLY ADMITTED TO OTP/SFP  

PROGRAM?  

� YES           � NO (=> stop!)   

If yes, why is he/she stop going?  

� default  when?.................Why?..................  

� discharged by the programme   (when?........)  

� because it was not recovering  (when?........)  

� other:___________________________________________  

(Thank the carer) 

 

 

 


