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Executive Summary 
The coverage of the Outpatient Therapeutic Programs (OTP) component of the Community 
Management of Acute Malnutrition (CMAM) in Mali was assessed using Simplified Lot Quality 
Assurance Sampling Evaluation of Access and Coverage (SLEAC) method. 
 
The overall point coverage in Mali was estimated at 22.3% (95% CI = 16.7%, 27.6%). Coverage in 
each Region was as follows; 
 

Region Point Coverage 
Koulikoro 31.9% (95% CI = 26.9%, 37.1%) 
Kayes 24.5% (95% CI = 18.1%, 30.6%) 
Segou N/A sample size has not been 

reached 
Sikasso 23.5% (95% CI = 18.3%, 28.8%) 
Mopti 12.8% (95% CI = 7.1%, 18.8%) 
Tombouctou 18.8% (95% CI = 13.1%, 22.8%) 
Bamako N/A sample size has not been 

reached 
Overall coverage 22.3% (95% CI = 16.7%, 27.6%) 

 
More importantly, coverage in each Cercle was classified using the algorithm presented in the 
results section. The result of the classification of point coverage per Cercle was mapped here: 

 
Based on a three tier classification of high (>50%), moderate (between 20% and 50%), and low 
(<20%), the survey found 4% (n=2) of the 48 assessed Cercles were with high, 46% (n=22) with 
moderate and 33% (n=16) with a low point coverage levels.  Coverage estimations could not be 
made for 8 of the 48 surveyed Cercles because of a low sample size found during data collection.  
Due to insecurity, Gao and Kidal Regions were not surveyed. 
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ACRONYMS 
 
 
 

CMAM Community Management of Acute Malnutrition 
CHW Community Health worker 
CSCom 
CV 

Centre De Santé Communautaire 
Community Volunteer 

EA Enumeration Area 
EPI Extended Program of Immunization 
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FEWS NET Famine Early Warning Network 
IGD Informal Group Discussion 
KM Kilometer 
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SC Stabilization Center 
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Simplified Lot Quality Assurance Sampling Evaluation of 
Access and Coverage 

SMART Standardized Methods for Assessments in Relief Transitions 
MoH Ministry of Health 
SQUEAC Semi Quantitative Evaluation of Access and Coverage 
WHZ Weight for Height Z score 
WFP World Food Program 
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1. INTRODUCTION 
 

Mali is bordered by Algeria to the north, Niger to the east, Burkina Faso and Ivory Coast to the 

south, Guinea to the south-west, and Senegal and Mauritania to the west. Its size is just over 

1,240,000 square kilometers with a population of 14.5 million. Its capital is Bamako.  

Administratively, Mali consists of nine regions namely: Koulikoro, Kayes, Bamako, Segou, Sikasso, 

Mopti, Gao, Tombouctou and Kidal.  Each Region is in turn divided into Cercles, Arrondissements 

and Communes which are composed of different numbers of villages in descending order to lower 

tier of administration.  Health Districts almost always follow the Cercles administrative division. In 

most cases, the Health District corresponds to the Cercle, with the exception of a few cases where a 

Cercle is divided into several Health Districts. 

A high population growth exerts pressure on the country’s resources. The population, young and 

predominantly rural, is largely engaged in the agricultural sector, which is the mainstay of the 

economy. Poverty affects more than half of the population1. 

Mali is currently experiencing a sustained but fragile recovery from the series of shocks that 

occurred over the past three years - a pastoral crisis in 2010, a drought in 2011 and the political 

and security crisis in 2012 and 2013. According to an analysis carried out in March 2014, more than 

1.5 million people were facing food insecurity in Mali. During the lean season (June to October), this 

number was expected to increase to 1.9 million people, meaning that 40% of people in the North of 

the country will have trouble finding their next meal. The nutrition situation is worrying: this year 

an estimated 496,000 children across the country are believed to be at risk of acute malnutrition2. 

Since 2009, the Ministry of Health Department of Nutrition started to integrate the in-patient and 

out-patient management of severe acute malnutrition into hospitals, Referece health centres 

(CsRef) and Community health centers (CsCom) in all Regions and Cercles. The objective was to 

ensure access to and coverage of malnutrition service by bringing the service closer to the 

community. It benefits families by reducing the opportunity costs of accessing treatment.  

Since 2011, the number of SAM cases admitted and treated in the CMAM programme has increased 

steadily, having undergone a substantial increase in 2013 (2011: 26,267 cases; 2012: 50,354 cases; 

2013: 125,779 cases.)3 This has been made possible mainly due to increasing emergency funds for 

nutrition and a higher number of international NGO partners with the political and nutritional crisis 

in 2012. It must also be noted that improvements in the reporting system of nutritional data since 

2012 allowed to report more cases than in the previous years. 

 

                                                           
1
 FAO situational report, 2014 

2
 WFP situational report 2014 

3
Data was extracted from Unicef Mali and Division of Nutrition database. 
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The challenge now is to ensure continuous provision of quality services in the longer-term. While 

the OTP services may now be in place, it does not necessarily follow that the population are fully 

utilizing these services. It is important to measure and quantify levels of service uptake by the 

target population, to understand the reasons why some areas may have high uptake and others low, 

as lessons can be learned from both scenarios. Where service uptake is low, it is particularly 

important to understand what barriers the population are facing, so that measures can be taken to 

address those barriers, with lessons learned shared and disseminated to other areas. To this effect, 

a coverage survey was conducted in 7 Regions of Mali.  

 

2. OBJECTIVES 
 

The overall objective of the survey was to estimate coverage rates and identify areas of low and 

high coverage of the Outpatient Therapeutic Programs (OTP) component of the Community 

Management of Acute Malnutrition (CMAM) in Mali.  

The specific objectives were: 

1. To Classify the coverage level for each Cercle and estimate coverage level at regional 

and national level when possible 

2. To identify  the factors (barriers) that impact on coverage 

3. To formulate recommendations on how the program can be improved and as a result 

coverage 

4. To strengthen routine program monitoring and increase program coverage in the 

facilities 

Q1 Q2 Q3 Q4

2011 5122 6211 6009 8925

2012 7141 9850 16141 17222

2013 20420 33011 36140 36208
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Figure 1 Total SAM Admissions in Mali for the period 2011-2013 
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3. SURVEY METHODOLOGY AND 

OPERATIONS 
 

The survey was conducted across 7 of 9 regions in Mali, with the exception of the regions of Kidal 

and Gao, where the security condition did not permit data collection. The reporting of the survey is 

done at “Cercle” level, the administrative division into which Regions are divided.4 

The SLEAC method was selected as the most appropriate survey method designed to estimate 

coverage over wide-areas adapted to the national Malian context; it is intended for use in programs 

delivering CMAM services over many services delivery areas such as national or regional programs 

delivering CMAM services in health districts through primary healthcare centers.  

The method classifies program coverage for a service delivery unit, such as a health district. A 

SLEAC survey identifies the category of coverage (e.g., ‘low coverage’ or ‘high coverage’) that 

describes the coverage of the service delivery unit being assessed. The classification method is 

derived from a simplified LQAS classification technique that provides two-tier or three tier 

classifications. In this survey, a three-tier classification method was used in an effort to distinguish 

very high coverage service deliver units from very low coverage service delivery units. 

The advantage of this approach is that relatively small sample sizes (e.g., n = 40) are required to 

make an accurate and reliable classification. SLEAC can also estimate coverage over several service 

delivery units. Data from the individual service delivery units are combined and coverage for wider 

area is estimated from this combined sample. 

3.1. SAMPLING FRAME 
An updated list containing all Enumeration Areas (EAs) of all regions was obtained from the 

Institute of Statistics of Mali (2009 Cartographic Census Frame).  This list was used as a sampling 

frame in order to select EAs. All sampled EAs were selected from this frame based on the design 

proposed for the survey. Finally, a reference map was prepared to facilitate surveying for each EA 

sampled. 

An EA is a locality that consists of either: (1) a village or (2) a part of a village or (3) more than one 

village and hamlets, depending on the total number of habitants. Practically speaking, an EA 

consists of 60 - 100 households. The EA divisions are prepared by the INSTAT (Institute of 

Statistics) to conduct population censuses. The size of an EA is determined by time required for one 

                                                           
4
 The List of the EA obtained from INSTAT was provided at “Cercle” level. Sampling was done at “Cercle” level and 

Mali Health Districts often match with Cercle´s administrative divisions: only a few “Cercles” contain more than 1 
Health District. When possible Health District investigations where conducted but “Cercle” is the level at which 
classification were implemented. 
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single enumerator to conduct census activities in the area in a day’s work. In other words, its size is 

directly correlated to logistical consideration of surveying its population during one day5. 

Two main sampling frame limitations arose during the survey activities. These included the 

following:  

1. Due to population mobility in some zones, EAs delimited for the last census conducted in 2009 

no longer represent the demographic spread. Some gold-mining sites (fr. “orpaillage”) had 

disappeared, while new ones had been created to take their place. Because of this, some EAs 

included in the sampling frame were uninhabited, as these habitants lived in areas that remain 

to be enumerated and updated. 

2. Since 2009 some villages have undergone considerable demographic changes and extensions. In 

certain cases, entirely new neighborhoods were absent from the 2009 EA maps and were 

consequently not considered as part of the EA. 

2.1. SURVEY SAMPLE DESIGN AND SELECTION SCHEME 
A two stage stratified cluster sample design was used to select the sample. Clustered Primary 

Sampling Units (PSUs) in the first stage were Enumeration Areas (EAs) and the second stage 

sampling units were all households in the selected EA with 6 to 59 months old children6. 

First stage sampling: The entire country was stratified by Health District catchment area, where 

possible, or by Cercle where it was not possible to stratify by health district area. Mali is primarily 

divided into 9 Regions. Each region in turn is divided into Cercles. There are a total of 48 Cercles in 

the 7 surveyed Regions (Koulikoro, Kayes, Ségou, Sikasso, Mopti, Tombouctou and Bamako).  

                                                           
5
 Census day: In statistics a census day is a day that the whole country will be counted. EAs are prepared for this 

purpose. A single enumerator will be assigned to one EA and he should complete that in a day. 
6
 The sampling method employed in urban area followed a complete census of households in the selected EA. In 

rural areas a snow ball sampling using active and adaptive case finding was used. Strictly speaking, households 
which met the case definition are the secondary sampling units, both in urban and rural zones, despite the fact 
that a different sampling technique was employed for these two settings. 
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Table 1 Administrative divisions in Mali and the Sampling frame (National to Census 
Enumeration area level) 

Mali 

Region Cercles Districts Communes EAs 

Timbouctou 

Tombouctou, 
Dire, 
Niafunke, 
Goudam, 
Gourma 
Rharous 

5 26 1,097 

Mopti 

Mopti, 
Bandiagara, 
Bankass, 
Djenne, 
Koro, 
Tenenkou, 
Youwarou, 
Douentza 

8 98 3,277 

Bamako 

Communes I, 
II, III, IV, V, 
VI 

6 - 1,555 

Koulikoro 

Koulikoro, 
Banamba, 
Kangaba, 
Diolia, Fana, 
Kati, 
Koulokani, 
Nara 

10 100 3,405 

Kayes 

Kayes, 
Bafoulabe, 
Diema, 
Keneiba, 
Kita, Nioro, 
Yélimané 

8 90 2,920 

Segou 

Segou, 
Baroueli, 
Bla, Macina, 
Niono, San, 
Tominian 

8 75 3,525 

Sikasso 

Bougouni, 
Sikasso, 
Kadiolo, 
Kolondieba, 
Koutiala, 
Yanfolila, 
Yorosso 

10 112 3,568 
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Table 2 List of Cercles (strata) with more than one health district 

Region Cercle Number of health  
Districts within 
the Cercle 

Name of Health districts 

Kayes Bafoulabe 2 Bafoulabe and  
Oussoubidiagna 

Koulikoro 
 

Kati 3 Kati, Kalabankouro and 
Ouellessebougou 

Diola 2 Diola and Fana 
Ségou 
 

Ségou 2 Ségou and Markala 

Sikasso 
 

Sikasso 3 Niena, kignan and Sikasso 
Yanfolila 2 Yanfolila and Selingue 

 

The PSUs used in this survey were census enumeration areas EAs. EAs were selected systematically 

from a complete list of EAs sorted by Cercle. From each Cercle, EA’s were selected using systematic 

random samplings. 

Based on simulated tests7, a target sample size of 40 (n = 40) SAM cases from each area in which 

coverage is to be classified is usually large enough for most SLEAC applications. Initially sample size 

was calculated for each health district but later the sample procedures and the analyses were done 

at Cercle level. Therefore for those Cercles containing several Healht Districs (see table 2) sample 

sizes were bigger. From here after we will refer to Cercles only for more clarity.  For 30 Cercles a 

sample size of 40 (n = 40) cases were taken. For the remaining 18 Cercles, a smaller sample size 

was determined because either the health district population was small and/or the prevalence of 

SAM was low. These sample sizes were taken from the following reference table on SQUEAC-SLEAC 

Technical Reference8 page 118 which can be seen below; 

                                                           
7
 The use of n=40 as the standard sample size for SLEAC surveys was informed by the need to provide accurate and reliable classification of coverage as being above 

or below SPHERE minimum standards using small sample sizes. This sample size was selected after computer based-simulation of the two-class and three-class 
simplified LQAS method. Simulation parameters were:   
Sample size:20,25,30,…,70,75,80 
Coverage proportion: 0%,1%,2%...,98%,99%,100%  
Simulated surveys:1000 simulated surveys for each coverage proportion 
Population size:400 
Thresholds: For two classes 50% SPHERE rural and 70% SPHERE Urabn and Camp/camp;- and  for three classes 20%/505 and 30%/70% 
Based on this a minimum sample size of 40 cases was selected as appropriate sample size for SLEAC surveys. The operating characteristics and probability of 
classification plots for n=40 are steep and there are no gross misclassifications. For detail: Consult page 202 and 203 of Semi-Quantitative Evaluation of Access and Coverage 

(SQUEAC)/ Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference Mark Myatt, Brixton HealthErnest Guevarra, Valid InternationalLionella Fieschi, Valid InternationalAllison Norris, 
Valid InternationalSaul Guerrero, Action Against Hunger UKLilly Schofield, Concern WorldwideDaniel Jones, Valid InternationalEphrem Emru, Valid InternationalKate Sadler, Tufts University October 2012 FHI360 
8
  Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/ Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) Technical 

Reference Mark Myatt, Brixton HealthErnest Guevarra, Valid InternationalLionella Fieschi, Valid InternationalAllison Norris, Valid InternationalSaul Guerrero, Action 
Against Hunger UKLilly Schofield, Concern WorldwideDaniel Jones, Valid InternationalEphrem Emru, Valid InternationalKate Sadler, Tufts University October 2012  
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To decide the number of EAs needed from each Unit, SLEAC uses the target sample size (n) together 

with prevalence and population estimates. This defines the EAs that should be sampled to achieve 

the target sample size. An estimate of the EAs needed in each health district was calculated using 

the following formula: 

nPSU=(
𝑡𝑎𝑟𝑔𝑒𝑡𝑠𝑎𝑚𝑝𝑙𝑒𝑠𝑖𝑧𝑒 (𝑛)

𝑎𝑣𝑒𝑟𝑎𝑔𝑒𝐸𝐴𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛 (𝑎𝑙𝑙𝑎𝑔𝑒𝑠)×
𝑝𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒𝑜𝑓𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛(6−59𝑚𝑜𝑛𝑡ℎ𝑠)

100
×

𝑆𝐴𝑀𝑝𝑟𝑒𝑣𝑎𝑙𝑒𝑛𝑐𝑒

100

) 

 

Various data sources were consulted to estimate the number of SAM cases in a service delivery unit 

at the time of the survey per Cercle. These were: 

 SAM estimates from SMART nutritional surveys; 

 Livelihood profile, timing of the SMART survey and seasonal calendar of each Cercle area; 

 Admissions profile of the past three years (from DN and UNICEF data base). 

 Population projection from the National Institute of statistics of Mali   

SAM prevalence, based on the MUAC estimates from the SMART surveys in the last 3 years was 

found to be very low, as shown in the table below. Sampling using the MUAC prevalence was 

therefore impossible because the sample size would be too high for a realistic implementation of 

the survey. As an alternative option, the WHZ estimates of the 2013 SMART survey or the lower 

confidence interval of the 2013 SMART survey WHZ estimates were used. Because sample size 

estimates were calculated taking into consideration realistic survey logistics, in certain Cercles the 

sample size was still not attained as the prevalence had been overestimated. 
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Table 3: Prevalence estimates by region from National SMART surveys 

Region Sévère 6-59 
mois (SAM by 
MUAC 2011) 

Sévère 6-59 
mois (SAM 
by WHZ 
2011) 

Sévère 6-59 
mois (SAM by 
MUAC 2012) 

Sévère 6-59 
mois (SAM by 
WHZ score 
2012) 

Sévère 6-59 
mois (2013 
WHZ) 

Bamako 0,6 (0,3-1,4) 1,3 (0,6–2,1) 0,1% [0,0- 0,6] 1,4% [0,5- 1,5] 1.60% [1,0- 2,6] 

Kayes 1,4 (0,9-2,3) 2,9 (2,1–4,1) 1,2 % [1,6- 3,8] 2,5 % [1,6- 3,5] 1.20%[0,6- 2,3] 

Koulikoro 1,4 (0,8-2,6) 2,8 (1,7–4,9) 0,9% [0,5- 1,8] 1,8% [1,0- 2,2] 1.10%[1,1- 3,0] 

Mopti 1,1 (0,6-2,1) 2,3 (1,4–3,4) 0,9% [0,6- 1,6] 2,9 % [1,5- 3,0] 1.10%[0,7- 1,8] 

Ségou 0,5 (0,2-1,6) 1,6 (0,9–3,1) 0,7% [0,4- 1,2] 3,8 % [2,4- 4,1] 2.20% [1,5- 3,2] 

Sikasso 1,3 (0,7-2,5) 1,9 (1,0–3,4) 0,4% [0,1- 1,3] 1,3% [0,7- 1,5] 0.70% [0,2- 2,1] 

Tombouctou 1,1 (0,5-2,5) 3,4 (1,0–6,0)     

 

A review of livelihood profiles, of critical events and of seasonal calendars was undertaken. This 

review was carried out as the prevalence estimates by both MUAC and WHZ were done at Regional 

level, as opposed to Cercle level. These estimates do not account for the differences at lower levels 

and are quite misleading. This was proven by examination of Index of dispersion of the results of 

the SMART surveys. 

According to FEWS NET’s national seasonal and critical event calendar, the survey period (May-

June 2014) is a period of hunger gap for northern pastoralist regions (Tombouctou, Gao and Mopti) 

but not in the south. The survey was done in this period and believed to reflect the prevailing 

situation. Therefore, the WHZ results of the SMART survey were used to estimate SAM cases per 

Cercle (2013 SMART survey). For Tombouctou, the latest available data was the 2011 national 

SMART survey.  

The SLEAC survey was carried out during a period toward the end of a time of excess, the end of the 

dry season and start of the hunger season for Southern Regions (Kayes, koulikoro, Segou and 

Sikasso). Here again the WHZ estimates were used. An exception was made for Koulikoro, for which 

the lower confidence interval of the WHZ SAM prevalence was used in order to ensure an 

achievable sample size.  
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Figure 2.  Seasonal Calendar and Critical Events Timeline 

 

The target sample size (n) of SAM cases, together with estimates of the prevalence of SAM in the 

survey area and population data, was used to calculate the number of EAs (nPSU) in each Cercle to 

be sampled: 

nPSU=(
𝑡𝑎𝑟𝑔𝑒𝑡𝑠𝑎𝑚𝑝𝑙𝑒𝑠𝑖𝑧𝑒 (𝑛)

𝑎𝑣𝑒𝑟𝑎𝑔𝑒𝐸𝐴𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛 (𝑎𝑙𝑙𝑎𝑔𝑒𝑠)×
𝑝𝑒𝑟𝑐𝑒𝑛𝑡𝑎𝑔𝑒𝑜𝑓𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛(6−59𝑚𝑜𝑛𝑡ℎ𝑠)

100
×

𝑆𝐴𝑀𝑝𝑟𝑒𝑣𝑎𝑙𝑒𝑛𝑐𝑒

100

) 

Based on this, EAs were selected using a systematic random sampling procedure for each Cercle 

 Step 1: The lists of EAs were sorted by Cercles 

 Step 2: A sampling interval was calculated using the following formula: 

Sampling interval=
𝑛𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝐸𝐴𝑠 𝑖𝑛 𝑡ℎ𝑒 𝑐𝑒𝑟𝑐𝑙𝑒

𝑡𝑜𝑡𝑎𝑙 𝑛𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝐸𝐴𝑠 𝑡𝑜 𝑏𝑒 𝑠𝑎𝑚𝑝𝑙𝑒𝑑 (𝐸𝐴 𝑠𝑎𝑚𝑝𝑙𝑒 𝑠𝑖𝑧𝑒)  
 

 Step 3: A random starting PSU from the top of the list was selected using a random number 

between one and the sampling interval. The random number was generated by computer 

random number generator. 
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Figure 3 Map showing distribution of sampled EAs per Cercle 

 

A total of 1329 EAs were selected from an exhaustive list of 19,941 EAs. Of the 1329 EAs, 59 EAs 

were reserve EAs.  
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Table 4 Distribution of sampled EA and Target sample size by Cercle (Strata)` 

Region Cercle Total 
SAM  

Target 
Sample 

size 
(n) 

Average 
population 

per EA 

Total 
EA per 
Cercle  

Total EAs 
selected 

Kayes Kayes 1517 40 877 696 19 

Bafoulabe 382 66 385 399 92 

Diema 627 40 858 294 25 

Kenieba 574 40 667 346 25 

Kita 1283 40 828 624 20 

Nioro 681 40 849 323 19 

Yelimane 527 40 892 238 13 

Koulikoro Koulikoro 546 40 815 309 24 

Banamba 492 33 799 284 20 

Diola 686 80 420 753 89 

Kangaba 260 33 969 124 17 

Kati 1253 120 461 1254 123 

Kolokani 605 40 818 341 24 

Nara 628 40 853 340 23 

Bamako Commune 1 998 40 1298 308 13 

Commune 2 476 33 1381 138 11 

Commune 3 384 33 1423 108 10 

Commune 4 893 40 1460 245 12 

Commune 5 1234 40 1626 304 11 

Commune 6 1400 40 1304 430 13 

Mopti Mopti 892 40 892 492 36 

Bandiagara 857 40 857 442 22 

Bankass 786 40 786 399 23 

Djenne 592 33 592 417 21 

Douentza 526 33 526 561 27 

Koro 832 33 832 518 30 

Tenenkou 727 33 727 268 22 

Youwarou 706 32 706 180 22 

Ségou Ségou 2310 80 582 906 33 

Barouéli 1063 40 941 258 11 

Bla 1481 40 850 398 12 

Macina 1240 40 807 351 12 

Niono 1908 40 724 602 14 

San 1748 40 810 493 12 

Tominian 1148 40 827 317 12 

Sikasso Sikasso 1059 83 626 912 79 
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Region Cercle Total 
SAM  

Target 
Sample 

size 
(n) 

Average 
population 

per EA 

Total 
EA per 
Cercle  

Total EAs 
selected 

Bougouni 798 32 861 640 118 

Kadiolo 417 29 777 370 27 

Kolondieba 352 26 696 349 27 

Koutiala 1000 33 993 695 24 

Yanfolila 225 45 527 294 36 

Yorosso 368 29 824 308 25 

Gao Gao 1300 40 848 336 11 

Ansongo 779 40 801 196 11 

Bourem 656 40 699 197 13 

Menaka 383 33 766 87 8 

Tombouctou Tombouctou 1269 40 825 178 7 

Diré 1134 40 831 158 7 

Goundam 1530 40 666 266 8 

GourmaRharous 1135 40 597 220 9 

Niafunké 1877 40 790 275 7 

Total  50439 2152 6822 19941 1329 

 

Second stage sampling: For case finding during the second stage two separate methods were 

employed for urban and rural EAs.  

Rural: The SLEAC coverage survey method uses an active case-finding method in which survey 
teams visit communities and, with the assistance of local informants and carers, actively search for 
children meeting the program entry criteria for severe malnutrition. In order for this to work well, 
survey teams need to have a pre-formulated case-finding question framed in the local language and 
consistent with locally held perceptions and beliefs regarding severe malnutrition. Teams also need 
to be able to identify and recruit useful local informants to assist with case-finding. The case-finding 
question and identification of suitable local informants for the coverage survey were identified by a 
rapid and tightly-focused piece of qualitative research with the teams from different regions during 
the training. Furthermore previous coverage surveys carried out in the country in different 
contexts were consulted to make the case finding method robust. The basic case-finding question 
takes the form: 
 
Can you take me to see children who are sick, thin, have swollen legs or feet, or are in a feeding 
program? 
 
If specific local terms for marasmus or kwashiorkor are commonly used and understood then these 
terms are used in addition to “thin” and “swollen legs or feet”. Presence in the feeding program was 
ascertained by asking the caregiver to present RUTF packets. The terms used for this work are 
summarized in the following table. 
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Table 5 French, Bambara, Koulikoro, Segou, Tamashek and Peuhl terms used to formulate 
the case finding question 

 
Senior Division of Nutrition staff as well as survey teams reported that community-based 
volunteers were present in the majority of communities in the program area and requested that 
they be used as local informants for the coverage survey. Because of this, it was decided that 
community-based volunteers, if present, would be used as a key informant. In general, a snow 
balling method was adopted to find cases. Women network was the primary source of information 
in the process, the details of which can be found in Annex 1 of this report. 
 
Urban: In urban and peri-urban districts, house-to-house and door-to-door case-finding was used. 
This was done because it was felt that active and adaptive case-finding would not work well in 
urban districts as there is no perfect information flow or information symmetry in urban 
communities. 
 
In both urban and rural areas, sampling was aided by the use of small-scale maps showing EA 
boundaries provided by the INSTAT. 

 

2.2. SAMPLING ENUMERATION AREAS 
Of the 8 Regions of Mali proposed for doing this coverage survey, 7 were covered; the region of  Gao 

was not included due to deterioration of security conditions on the ground as the survey 

progressed. Therefore, the 43 enumeration areas of Gao were not covered. Similarly, 4 enumeration 

areas in Tombouctou Region and 3 enumeration areas in Mopti Region were dropped due to 

insecurity. Also, two enumeration areas from Kayes Region were dropped due to inaccessibility. 

Reserve clusters were used for the inaccessible areas of Kayes. Finally, where the sample size did 

not reach the target sample size, reserve clusters were used. 

Condition French Bambara Koulikoro Segou Peuhl Tamashek 
Thin maigre Fasale Demisseni 

Fassale 
passalen  Idjekago 

fabou 
Odematous 
(swollen 
child) 

 Qui a 
oedem 

Faritonen 
Sentonen 
Senpunu 

Demisseni mi 
Faritone do  
walima 
Yinafo she tone 

Farifunu 
Senfunu 

Badjo 
(bayama) 

Idjeka tie 
hinka ye 
Go funsu 

Sick Malade Denbana 
bagata 

Demisseni 
Banabagato 

Banabato Bayadalahi
yafaramas
asaralakies
hianjamu 

Idjewir 
tchi com 

Child who 
takes 
plumpy nut 

 Tigadegeni Tigadegeni Tigadeke
ni 

 Idjekago 
diow 
Tigadegeni di 

Malnourish
ed child 

 Gue le ya be 
mi nouor 
Balokognou 
ma tanya 

Demisseni 
mounou behni 
balokognou 
matayenboula 

Bao 
desebana 

lakieldolo Idjeka du go 
nafante 
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Table 5 presents outlines the total number of EAs selected, those EAs surveyed as well as the 

sampling ratio. 

Table 6: Total planned and covered EAs 

Region Total EA Total selected EAs Total EA  
surveyed 

 Sampling 
ratio 

Kayes 1533 195 195 13% 

Bamako 2920 70 70 2% 

Mopti 3277 203 197 6% 

Tombouctou 1097 38 34 3% 

Koulikoro 3405 320 311 9% 

Sikasso 3568 336 334 9% 

Ségou 3325 106 106 3% 

Total 19125 1268 1247 7% 

 

Table 7 Achieved sample size and areas covered and cases found 

Region  Cercle Number of 
EAs surveyed 

Total SAM 
Cases 

Total 
Recovering 
cases 

Total Cases 
found  

Koulikoro Kati 120 47 53 100 
Koulikoro 21 15 22 37 
Banamba 18 14 19 33 
Kangaba 17 14 16 30 
Nara 22 42 19 61 
Kolokani 24 14 12 26 
Diola 60 18 52 70 
Fana 29 15 22 37 

Kayes Kita 20 15 3 18 
Nioro 20 16 9 25 
Bafoulabe 71 60 31 91 
Kaneiba 25 16 9 25 
Diema 20 18 12 30 
Yelimane 19 16 21 37 
Kayes 19 17 9 26 

Segou Bla 12 5 8 13 
Macina 12 14 12 26 
San 12 10 10 20 
Tominan 12 14 6 20 
Segou 33 25 18 43 
Niono 14 13 0 13 
Baroueli 11 5 5 10 

Sikasso Sikasso 78 81 17 98 
Yorosso 25 19 7 26 
Kadiolo 27 22 10 32 
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Region  Cercle Number of 
EAs surveyed 

Total SAM 
Cases 

Total 
Recovering 
cases 

Total Cases 
found  

Kolondieba 27 30 5 35 
Yanfolila 36 36 5 41 
Bougouni 117 135 27 162 
Koutiala 24 31 7 38 

Mopti Youwarou 22 20 5 25 
Bandiagara 22 18 9 27 
Douentza 22 60 8 68 
Djenne 21 23 18 41 

Mopti Koro 29 50 9 59 
Tenenkou 22 20 12 32 
Bankass 23 18 5 23 
Mopti 36 31 35 66 

Tombouctou Tombouctou 6 35 3 38 
Dire 6 22 18 40 
Niafunke 6 38 6 44 
Gourma Rharous 9 20 18 38 
Goundam 7 25 10 35 

Bamako Commune 1 13 1 2 3 
Commune 2 11 2 3 5 
Commune 3 10 5 3 8 
Commune 4 12 5 3 8 
Commune 5 11 0 0 0 
Commune 6 13 3 4 7 

Total  1247 1173 617 1790 
 

Where the sample size was not reached, an analysis was implemented to understand the errors of 

classifying coverage in those Cercles. When gross errors were likely, a classification was not 

provided. This was the case for the Cercle of Bla and Baroueli. Annex 4 provides details of this 

analysis.  

Table 8:  Cercles that fell short of sample size 

Region  Cercle Target 
sample size 

Observed Sample 
Size 

Koulikoro Kolokani 40 26 

Kayes Kita 40 18 

Kayes Nioro 40 25 

Kayes Kenieba 40 25 

Kayes Kayes 40 26 

Segou Bla 40 13 

Segou Macina 40 26 

Segou San 40 20 

Segou Tominan 40 20 
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Segou Niono 40 13 

Segou Baroueli 40 10 

Mopti Bandiagara 40 27 

Bamako CommuneIII 40 8 

Bamako CommuneIV 40 8 

Bamako CommuneII 40 5 

Bamako ComunneV 40 17 

Bamako CommuneI 40 3 

Bamako CommuneVI 40 0 

 

Sample size for Bamako was very low and even 0 in the case of Commune VI.  This was despite the 

fact that a total of 3212 children were measured in Bamako. Of the total 3212 children measured in 

Bamako, only 41 met the case definition. Because of this, it was impossible to classify coverage in 

the Communes of Bamako. 

Overall, the survey teams assessed 34,293 children. 

2.3. FIELD ORGANIZATION 
The survey deployed 30 teams of 2 people per team who worked as data collectors and Team 

leaders. 3 supervisors from the Division of Nutrition of Mali coordinated and led the entire activity 

together with one expert from the Institute of Statistics of Mali and one member of the National 

Division of Health (DNS). 5 Supervisors from UNICEF helped in supervision, coordination and 

implementation of the survey. One coordinator and one co-coordinator from CMN completed the 

assessment.  

A four-day training was given to all participants. The training included practical and theoretical 

sessions including standardization test for MUAC. Most of the surveyors had experience on map 

reading, anthropometric measurements and conducting interviews, as they had also participated in 

SMART assessments. The training also included a field practice to strengthen the concepts 

discussed in the classroom sessions.  

 

2.4. THE COVERAGE THRESHOLDS AND ESTIMATES 
 

The following coverage thresholds were defined: 

Low coverage: Below 20% 

Moderate coverage: Between 20% and 50% 

High coverage: Above 50% 

These standards were used to create decision rules using the rule-of thumb formulae: 
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d1= 𝑛 × 𝑝1 = 𝑛 ×
20

100
  

d2=𝑛 × 𝑝2 = 𝑛 ×
50

100
 

Where n is the sample size achieved by the survey, p1 is the lower coverage threshold (i.e. 20% for 

point coverage), and p2 is the upper coverage threshold (i.e. 50%). Coverage rates were calculated 

for the entire program area at regional level and classified for each Cercle separately.  

Estimates and classifications are presented for point coverage estimators. The point coverage 

estimator provides a snapshot of program performance and places a strong emphasis on the 

coverage and timeliness of case-finding and recruitment. The period coverage estimator includes 

recovering cases. These are children that are still in the program because they have not yet met 

program discharge criteria. If the program has good case-finding and recruitment and short lengths 

of stay then the period coverage estimator is likely to be appropriate and more sensible. If the 

programme has poor case-finding and recruitment and long lengths of stay due to late presentation 

and/or late admission then the point coverage estimator is likely to be appropriate. In national 

surveys, heterogeneity of different regions makes it difficult to select an appropriate coverage 

estimator for the whole country. Since period coverage is inherently biased, it is often 

recommended to use the point coverage estimation. The point coverage estimate was therefore 

chosen as most appropriate coverage estimate for this survey in an effort to elucidate the most 

current state of coverage for incident SAM cases at the moment of the investigation. Using the same 

coverage estimators allows comparability between regions and also other national surveys.   

Coverage estimates: In SLEAC surveys overall coverage level for the entire area is valid only if the 

overall sample size is about 96 (or larger). This sample size is usually sufficient for a 95% 

confidence interval of ±10 percentage points or better. 

Coverage estimates were calculated at regional and national level.  The number of SAM cases will 

vary among service delivery units in the program area. This means that the results from any one 

service delivery unit should be weighted by the number of cases in that service delivery unit. The 

number of cases in each service delivery is unknown but can be estimated as: 

N=population of service delivery unit all ages ×
𝑃𝑒𝑟𝑐𝑒𝑛𝑡 𝑜𝑓 𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛(6−59𝑚𝑜𝑛𝑡ℎ𝑠)

100
×

𝑆𝐴𝑀 𝑝𝑟𝑒𝑣𝑎𝑙𝑒𝑛𝑐𝑒

100
 

The weighting factor for each survey is: 

𝑤 =
𝑁

∑ 𝑁
 

Where: 

N: Estimated number of cases in a surveyed service delivery unit 

∑ 𝑁: The sum of n over all surveyed service delivery unit 

Point coverage is estimated as: 
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𝐶𝑜𝑣𝑒𝑟𝑎𝑔𝑒 = ∑ (𝑤 ×
𝐶

𝑁
) 

Where: 

w.: weighting factor w=N/∑N    for each survey (see above) 

C: number of covered cases found in each survey 

N: number of current cases attending the program plus the number of current cases not 

attending the program found in each survey 

 

2.5. CHALLENGES AND LIMITATIONS 
 

A list of various challenges and limitations confronted throughout survey implementation include 

the following: 

 Available estimates of SAM are at regional level. This data were very difficult to use for 

sampling at lower level. 

 This is a national level survey. It implies as many contexts and cultures. In narrower survey 

context, sensitivity tests will be done to measure the sensitivity of the case finding method. 

In this case, given the large variety of contexts it was impossible to do. Previous tests were 

however consulted. 

 The list of EAs was available at Cercle level and not at Health District level. Coverage 

classification is therefore provided at Cercle level 

Due to the reasons mentioned above, sample size was not reached in some Health Districts. 

3. RESULTS  
 

3.1. GENERAL RESULTS 
 
A total of 34,293 children were measured during the survey. A summary of the total number of 
assessed children by region is presented below: 
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Figure 4: Number of Assessed Children by Region 

 
 

Teams identified a total of 1790 children between the age of 6 to 59 months who were SAM 

cases (MUAC<115 or/and Edematous) or SAM recovering cases. Of these: 874 children were in 

the program at the time of the survey and 916 were cases which were not in the program at the 

time of the survey.  

The table below shows some characteristics of the cases found, although some data are missing 

for each characteristic. 

Table 9 Sample population characteristics (Country Level) 

Characteristics  Characteristics category  Number Percentage 
Gender Total 1617  

    Male 
    Female 

    702 
    915 

    43% 
    57% 

Age Total 1635  
    6 to 23 months 
   24 to 59 months 

    1199 
    436 

    73% 
    27% 

Nutritional Status 
(MUAC Level) 

Total 1761  
<100mm 
≥100mm and <115mm 
≥115mm 

114 
1035 
612 

6% 
59% 
35% 

Oedema Total 64  
Oedema+ 

Oedema++ 

Oedema+++ 

32 
25 
7 

50% 
39% 
11% 

Perceived distance to 
Health facility 

Total 1576  
Near 
Far 
Very far 

564 
619 
393 

36% 
39% 
25% 
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There were slightly more girls than boys and more children in the range of 6 to 23 months old. A 

few edema cases were found. The perceived distance can be seen as a barrier to access since a good 

proportion of the population considers the distance to health facilities to be far or too far.  Only 6% 

of cases had a MUAC <100, this may be an approximation to critical cases, the following table shows 

the MUAC distribution in each region. 

 

Table 10: Profile of covered and non-covered SAM cases 

 

 

 

 

 

 

 

 

 

 

 
Table 11: Profile of covered and non-covered recovering cases 

 

 

 

 

 

 

 

 

 

 

Région MUAC mm, Covered Cases  MUAC mm, Non Covered Cases 

Median Mode Media Mode 

Koulikoro 122 125 111 114 

Kayes 119 122 111 114 

Ségou 119 119 111 113 
Sikasso 115 114 110 114 

Mopti 119 117 110 113 

Tombouctou N/A N/A N/A N/A 

Bamako 122 125 110 114 

Région MUAC mm, Covered Cases  

Median Mode 

Koulikoro 125 125 

Kayes 123 122 

Ségou 122 119 
Sikasso 122 116 

Mopti 125 117 

Tombouctou N/A N/A 

Bamako 128 125 
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3.2. SUMMARY OF OEDEMA CASES 

Table 12 Description of Oedema cases 

Region n Odema+ Oedema++ Odema+++ 

Koulikoro 7 5 2 0 
Kayes 7 6 1 0 
Segou 3 1 0 2 
Sikasso 16 8 5 3 
Mopti 27 12 13 2 
Tombouctou 5 1 4 0 
Total 64 32 25 7 
 

3.3. RESULTS BY REGION: COVERAGE  
Point coverage uses data for current cases (i.e. those children who are still currently SAM) only. It is 

calculated using the following formula 

𝑃𝑂𝐼𝑁𝑇 𝐶𝑂𝑉𝐸𝑅𝐴𝐺𝐸 =
𝑇𝑜𝑡𝑎𝑙 𝑐𝑜𝑣𝑒𝑟𝑒𝑑 𝑐𝑎𝑠𝑒𝑠

𝑇𝑜𝑡𝑎𝑙  𝐶𝑎𝑠𝑒𝑠
 

The point coverage estimator provides a snapshot of program performance and places a strong 

emphasis on the coverage and timeliness of case-finding and recruitment. 

Table 13 Coverage classification Cercle (Point Coverage) 

 

Region Cercle Total 
SAM 
cases 

Number 
of 
covered 
cases  

Lower 
decision 
threshold  

Upper 
decision 
threshold 

Is 
C>d2? 

Coverage 
classification 

n c D1=⌊𝑛 ×
20

100
⌋ D2=⌊𝑛 ×

50

100
⌋   

Koulikoro Kati (DS Kati, Ds 
Kalaboncoro, Ds 
Ouelessebougo) 

47 14 9.4 Yes 23.5 No Moderate 

Koulikoro 15 7 3 Yes 7.5 No Moderate 

Banamba 14 6 2.8 Yes 7 No Moderate 

Kangaba 14 12 2.8 Yes 7 Yes  High  

Nara 42 3 8.4 No 21 No Low 

Kolokani 14 7 2.8 Yes 7 No Moderate 

Diola 18 8 3.6 Yes 9 No Moderate 

Fana 15 0 3 No 7.5 No Low 

Kayes Kita 15 4 3 Yes 7.5 No Moderate 

Nioro 16 1 3.2 No 8 No Low 

Bafoulabe (Ds 60 7 12 No 30 No Low 
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Bafoulabe, Ds 
Oussoubidiagna) 
Kenieba 16 4 3.2 Yes 8 No Moderate 

Diema 18 0 3.6 No 9 No Low 

Yelimane 16 8 3.2 Yes 8 No Moderate 

Kayes 17 6 3.4 Yes 8.5 No Moderate 

Segou Bla 5 0 N/A sample size too small 

Macina 14 7 2.8 Yes 7 No Moderate 

San 10 2 2 No 5 No Low 

Tominan 14 3 2.8 Yes 7 No  moderate 

Segou (Ds Segou, 
Ds Markala) 

25 14 5 Yes 12.5 Yes High 

Niono 13 3 2.6 Yes 6.5 No  moderate 

Baroueli 5 3 N/A sample size too small 

Sikasso Sikasso (Ds 
Sikasso, Ds Niena, 
Ds Kignan) 

81 13 16.2 No 40.5 No Low 

Yorosso 19 8 3.8 Yes 9.5 No Moderate 

Kadiolo 22 4 4.4 No 11 No Low 

Kolondieba 30 9 6 Yes 15 No Moderate 

Yanfolila (Ds 
Yanfolila, Ds 
Selingue) 

36 9 7.2 Yes 18 No Moderate 

Bougouni 135 31 27 Yes 67.5 No Moderate 

Koutiala 31 8 6.2 Yes 15.5 No Moderate 

Mopti Youwarou 20 5 4 Yes 10  no Moderate 

Bandiagara 18 0 3.6 No 9 No Low 

Douentza 60 8 12 No 30 No Low 

Djenne 23 5 4.6 Yes 11.5  no Moderate 

koro 50 7 10 No 25 No Low 

Tenenkou 20 5 4 Yes 10  no Moderate 

Bankass 18 0 3.6 No 9 No Low 

Mopti 31 4 6.2 No 15.5 No Low 

Tombouctou Tombouctou 35 3 7 No 17.5 No Low 

Dire 22 10 4.4 Yes 11 No Moderate 

Niafunke 38 4 7.6 No 19 No Low 

GourmaRharous 20 2 4 No 10 No Low 

Goundam 25 6 5 Yes 12.5 No Moderate 

Bamako Commune 1 1 

N/A sample size too small 

Commune 2 2 
Commune 3 5 
Commune 4 5 
Commune 5 0 
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Commune 6 3 
 

 

 

Table 14: Overall and point coverage estimation by region 9 

Region Point Coverage 
Koulikoro 31.9% (95% CI = 26.9%, 37.1%) 
Kayes 24.5% (95% CI = 18.1%, 30.6%) 
Segou N/A sample size has not been 

reached 
Sikasso 23.5% (95% CI = 18.3%, 28.8%) 
Mopti 12.8% (95% CI = 7.1%, 18.8%) 
Tombouctou 18.8% (95% CI = 13.1%, 22.8%) 
Bamako N/A sample size has not been 

reached 
Overall coverage 22.3% (95% CI = 16.7%, 27.6%) 

 

Despite the fact that in many regions the coverage is heterogeneous, it is still valuable to report on 

the coverage rate at this level in order to give an overview of the coverage75sk rates at a regional 

level.  

                                                           
9
 An aggregate estimate of coverage was calculated for each region and for all the Cercles combined using 

standard weighted estimation of proportions techniques used for a stratified sample as described in the FANTA 
SQUEAC and SLEAC handbook {Myatt:2012, pp 128} 
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3.4. OVERALL BARRIERS 
 

The carers of children who met OTP criteria but were not enrolled in the OTP were interviewed 

about the reasons for their child not being in the programme. 894 carers (all the non covered cases) 

were interviewed. The questionnaire followed a set of questions: first, carers were asked ‘Do you 

think your child is sick’? to which 302 replied that they did not know their child was sick (for the 

carers who did not think that their child was sick no further questions were asked)  

592 of those who considered their child sick were asked ‘Do you think your child is malnourished’?  

to which 316 responded ‘No’. No further questions were asked to this group 

Those who considered their child malnourished (276 carers) were asked ‘Do you know a 

programme which can help your malnourished child?’ Only 138 of the caretakers were aware of 

such programs. When the carer knew both, that the child was malnourished and that there was a 

programme which could have helped (138 carers), the interviewer investigated further the reason 

why the child was not in the programme. In some cases, more than one reason for non-attendance 

was given by the caretaker. 

Reasons are summarized in the following table 

Table 15 Reasons given by carers for non-attendance (National) 

Reasons given by carers for non-
attendance 

Number of 
carers 
interviewed 

Number of  
times 
mentioned 

Demand side Barriers 

Lack of 
awareness 
about 
malnutrition 

Child is not considered as 
sick 

894 302 

Child not recognized as 
malnourished 

592 316 

Lack of awareness of the program 276 138 

Distance 138 31 

Lack of money 10 138 21 

Husband refusal 138 10 

No other person to take care of children 138 6 

Carer busy/ high opportunity costs 138 4 

Alternative Health Practitioners preferred 138 4 

Defaulted due to travel 138 2 

Program organization/quality 

Previous rejection and fear of rejection 138 15 

Child refused RUTF or RUTF did not help 138 9 

RUTF stock out 138 8 

                                                           
10

 Not exclusively related to transport 
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Lack of program information 138 6 

Inter-programme interface problems 
(admissions in the wrong programme) 

138 6 

Other 11  16 

 

The lack of awareness about malnutrition, followed by the lack of awareness of the program are the 

reasons more frequently reported by the caretakers of the SAM children found not to be in the 

program at the moment of the survey. An important proportion from the total number of people 

interviewed did not even consider their child was sick. 316 out of the 592 carers who knew their 

child was sick did not know their child was malnourished and 138 out of the 296 carers who knew 

their child was malnourished did not know where their child could be treated. 

Among those who knew their child was sick/malnourished and who knew where they could find 

the treatment to cure their child (138), major reasons at the community level that were highly 

mentioned by the mothers or other carers were linked to the distance to the health facility (31) and 

the lack of money (21), being this last one sometimes linked to the fees of transport (redundant to 

the previous) but not exclusively to this. At community level, other reasons evoked by carers 

concerned social norms, cultural beliefs and status of women (husband refusal, carer busy, 

alternative health practitioners, etc). 

At program level, various factors related to the organization and quality of the OTP program, which 

account for 44 answers provided and appear to highly influence, directly or indirectly, non-

attendance. These include: non respect of admission and discharge criteria, rejection, RUTF stock-

out and lack of information to the beneficiaries (age of admission, appetite test, expected length of 

stay etc.). 

 

                                                           
11

† Reasons unrelated to program organization such as : Mother sick, Mother ashamed, Security problem, Discharged as non-responder, 

Condition not serious, Prefer traditional doctor 
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The above graph represents the different barriers that refer to both demand and supply after the 
main barriers of awareness are removed.  
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3.5. RELAPSE AND DEFAULT  
 

Non Covered cases 

41 (4.5%) carers of cases not in the OTP reported that their child had already been in the program 

and had been discharged or defaulted or were in SFP at the time of the survey. 

Of the 41 non covered cases who were previously in the program, 31 were defaulters, 4 cured 

discharges and the remaining 6 were in SFP program at the time of the survey.  

For those 31 who defaulted, the reasons of default are shown in the graph below: 

 

 

Covered cases 

88 carers of cases who were in the OTP at the time of the survey (out of 877 cases found in OTP)  

reported that they had attended the program previously many on more than one occasion. The 

readmission rate seems to be high (>10%). 49 of the total readmissions captured by the survey (88) 

reported that their child had already been in the program and had been discharged as cured; 

therefore the rate of cured children that relapsed and went back to the program is 5.6%. There 

were, as said previously, another 4 children that had been discharged as cured and were 

malnourished again. In the other hand, 39 of the readmitted cases (88) reported that their child had 

already been in the program but had defaulted from the program in the past (4.4%). 
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3.6. MEANS OF REFERRAL  
 

Carers of children who were in the program were asked as to how they came to the program or who 
referred them or who gave them information to go to the program. Responses are summarized 
below: 

298  (38.2%) carers of cases in the OTP (out of 780 that reply to the questionnaire) reported that 
they were admitted into the program by health facility workers during visit to health facility 
(opportunistic screening). In some cases, these children were screened during routine vaccination 
activities while in others, during consultation for any other reason (diarrhea, vomits, fever, etc). 
160 and 76 (21% and 10%, respectively) carers of cases in the OTP reported that they were 
screened either by community volunteer or community health worker, respectively. 105 (13%) 
carers of cases in the OTP reported that they went to facility by themselves (self-referrals) 

 

Means of referral Number 

Opportunistic screening 298 

Community volunteer (relais) 160 

Self-referral 105 

Community health worker 
(ASC) 

76 

Vaccination campaign 41 

Peer to peer referral 40 

Missing data (non-response) 24 

Mass screening 21 

NGO referral 13 

Chief of village 1 

Radio 1 

 

As can be seen in the table, referrals come mainly from two groups: almost 40% of children are 
referred by opportunistic screening and another 40% are referred by active community 
mobilization (relais, ASC, mass screening, Health Campaigns, NGO referral etc). Only 20% are 
referred by community themselves (self-referrals, peer referral, chief of village etc) 

 

3.7. RESULTS BY REGION: BARRIERS  
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Barriers to access are shown by region in the next tables 

Table 16: reasons given by carers for non-attendance: Kayes Region 

Kayes Number of children 

Child not recognized as malnourished 41 

Child not recognized as sick 30 

Lack of program knowledge 29 

OTP site too far away 6 

Fear of rejection 3 

RUTF stock out 3 

Mother too busy 1 

Lack of money for transport and services 1 

RUTF did not helped the child 1 

Lack of program information 1 

 

In the Region of Kayes like in all regions apart from the Bamako area, lack of knowledge of 

malnutrition and/or treatment services were identified as leading barriers to access.  

The awareness and perception of malnutrition by caregivers is particularly important because it 

plays a role in health seeking behaviour for SAM treatment. The low level of knowledge on 

malnutrition is often the result of insufficient community mobilisation and poor communication. 

The finding also showed that distance, fear of rejection and RUTF stock out was important barriers 

in accessing OTPs. 

Table 17: Reasons given by carers for non-attendance-Sikasso Region 

Sikasso Number of children 

Child not recognized as malnourished 95 

Child not considered as  sick 72 

Lack of program knowledge 44 

Other12 18 

Lack of money for transport and services 12 

OTP site too far away 6 

Husband refused 5 

RUTF stock out  4 

Child refused to take RUTF 4 

Fear of rejection  3 

Mother ashamed to go to facility 1 

                                                           
12Other includes Mother too busy, mother sick,  unavailability of other supporter to take care of other 

siblings, in TSFP (2) and inability to travel due to pregnancy 
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Security problem 1 

Defaulted due to travel 1 

 

The Region of Sikasso shares the same difficulties that affect coverage in the country: lack of 

knowledge of malnutrition and/or treatment services by the community.  

Inaccessibility (distance, financial) has been indicated as an important barrier. Inaccessibility 

reflects often a more complex situation: Mothers have not often sufficient support from men who 

are not involved enough in child´s health or do not perceive malnutrition as a health issue. The 

women therefore have to manage alone to get to the OTP while they have to fulfill their other 

responsibilities (tending the fields during harvest time, taking care of other family members, 

tending cattle, attending market day and fetching water,…. ). 

RUTF stock out, Child refused to take RUTF, Fear of rejection and husband refusal were also cited as 

reasons for not taking their children to the health facilities. 

Husband refusal can be often link to a lack of awareness of the husband or his fear of financial 

implication that can result if the child is taken to the health center. 

Refusal of RUTF by child often covers two facts:  

Mothers don´t receive the proper guidance in the use of RUTF in the OTP (for example not splitting 

RUTF into several meals during the day and trying to give whole ration in one  or two time).  

Furthermore, the workload is sometimes too heavy to allow mothers to spend too much time to 

provide RUTF and encourage the child to eat. 

 

Table 18 Reasons given by carers for non-attendance-Koulikoro Region 

Koulikoro Number of children 

Child not recognized as malnourished 42 

Child not recognized as sick 36 

OTP site too far away 9 

Lack of program knowledge 9 

Other 4 

Child in SFP 3 

Fear of rejection 2 

Husband refused 2 

Program does not help 2 

Child do not take RUTF (refused) 2 

Lack of money for transport and services 1 

Child defaulted 1 

Discharged as non-responder 1 
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Child condition not too serious 1 

Grandmother prevented her  1 

Thought child should be 9 months to be 
admitted 

1 

 

In Koulikoro Region the highest diversity of reasons was found but the main barriers remain the 

same as the rest of the country: Child not recognized as malnourished, Child not recognized as sick. 

Following on from this, other important though less frequently sited barriers occurred including; 

OTP site too far away, Lack of program knowledge, Fear of rejection and Husband refused. 

Fear of rejection is often a reflect a lack of communication at the interface beneficiary/staff: when 

rejected the reason is not clearly explained to the mother. When missing a distribution day, 

mothers are afraid to go back to health center and have bad welcoming and considered as negligent 

by staff. Rejection is often a result of the lack of flexibility of the health system many mothers are 

rejected when arriving after the hours of operation or on a different day even though they had good 

reasons (sickness, floods…).  

Table 19 Reasons given by carers for non-attendance: Mopti Region 

Mopti Number of children 

Child not recognized as malnourished 82 

Child not recognized as sick 48 

Lack of program knowledge 31 

OTP site too far away 10 

Fear of rejection 6 

Lack of money for transport and services 7 

RUTF stock out 1 

Prefer traditional treatment 1 

Other 5 

It does not cure 2 

 

The main barriers found in the assessment in Mopti area are mostly the same as found in the others 

regions: Child not recognized as malnourished, Child not recognized as sick, Lack of program 

knowledge, OTP site too far away, Fear of rejection, Lack of money for transport and services and 

RUTF stock out. 

 

Table 20: Reasons given by carers for non-attendance: Bamako Region 

Bamako Number of children 
Lack of father permission 4 
In SFP 1 
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Due to its urban context, Bamako shows different figures than the other regions of the country. The 

main barrier found is the lack of father permission which could be linked to the fear to have to face 

expensive costs for the treatment which is the result of the lack of awareness of the program (free 

treatment) by the husband. However, it has to be noted that the number of questionnaire 

completed is particularly low. 

Table 21: Reasons given by carers for non-attendance: Tombouctou Region 

Tombouctou Number of children 

Child not recognized as sick 72 

Child not recognized as malnourished 48 

Lack of program knowledge 5 

 

In Tombouctou (table 21) and Segou Region (table 22) as in all regions but Bamako area, lack of 

knowledge of malnutrition was identified as the principle barrier. The only other barrier found in 

these regions was a lack of knowledge of the programme.    

Table 22: Reasons given by carers for non-attendance-Segou Region 

Segou Number of children 

Child not recognized as sick 38 

Child not recognized as malnourished 8 

Lack of program knowledge 8 

 

4. CONCLUSIONS AND DISCUSSIONS 
 

Classifications based on point coverage estimator classified Mopti and Tombouctou regions 
as low coverage levels, while Kayes, Koulikouro, and Sikasso were classified as moderate 
coverage level areas. The survey found 4% (n=2) of the 48 assessed Cercles were with a high, 
46% (n=22) with a moderate and 33% (n=16) with a low point coverage levels.  Due to sample size 
not being reached, coverage estimation is not available for 8 of the 48 surveyed Cercles.  Due to 
insecurity Gao and Kidal Regions were not surveyedCercle. 
 
The sample size  was exceeded in all the surveyed Regions, except  in Segou and Bamako 
which falls <96 cases for point coverage estimate.  
 

The overall point coverage levels for the entire Mali was estimated at 22.3% (95% CI = 16.7%, 

27.6%), respectively. At regional level, all the estimates fall below the SHPERE minimum standard 

of coverage for selective feeding programs (<50%).  
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Barriers to service access and uptake: The main barriers to coverage were: not recognizing the 

child as sick and malnourished, lack of awareness about the OTP program when they recognize 

their child is malnourished, distance to the OTP sites and financial constraint to pay for transport. 

The 4thmost common reason for non-attendance, mothers being too busy and/or not having anyone 

to care for the other children in the household was also a major theme that emerged from 

responses to the survey. Equally important to mothers being too busy and/or not having anyone to 

care for the other children is the husband’s refusal.  Lack of time and refusal of husband can show 

the status of woman and the low decision making power on uptake of treatment. Barriers related to 

program organization and quality are also important when grouped altogether since they show that 

is an important reason for not attending the program and coverage can be increased by addressing 

these barriers.  To an extent, caregivers will always face steep demands on their time, but by taking 

steps to reduce the opportunity costs of attending OTP this barrier to coverage can be reduced. 

Expanding the number of days when OTP services are offered in a health center can allow mothers 

to combine attending OTP with other errands such as attending market and thereby minimize the 

time costs.   A side benefit of integrating OTP service into everyday care at the health center is that 

it will reduce the number of children attending OTP on any one day. This will in turn reduce waiting 

times and increase the time the health agents can spend to give proper explanations on treatment, 

RUTF etc to each caretaker.  Further efforts to streamline the flow of patients through OTP would 

also reduce waiting times and thus the time costs for mothers. Rations for 2 weeks in recovering 

cases can also help.   

 

Default rates: Of the total 916 SAM cases who were not in the program at the time of the survey 

4.5% were previously in the program. This shows relapse and default rates exist in the program but 

are not serious at this point in time. Of the 41 (4.5%) non-covered cases who were previously in the 

program 31 were defaulters, 4 cured discharges and the remaining six were in SFP program at the 

time of the survey. The reasons for defaulting in order of importance were: OTP site too far away, 

issues associated with RUTF (i.e. vomiting, diahorrea), RUTF stock out, issues related with health 

staff and mother change of location.  

Readmission rate: Eighty nine (10.2%) carers of cases who are currently in the OTP reported that 

they had attended the program previously, many on more than one occasion.  

Discussions with caregivers of defaulters and community members revealed important 

shortcomings in health education and understanding of the program even among previous 

beneficiaries. This indicates a need to strengthen the health education and guidance given to 

caretakers in OTP.  The commonly reported belief that RUTF causes diarrhea is an example of this.  

Further investigation is warranted to determine where these rumors come from and what 

messages around clean water usage are given to OTP mothers.  Conducting case histories for some 

of the children whose caretakers reported diarrhea after the introduction of RUTF would be an 

important next step. In general, ensuring that adequate time for health education and feeding 

instructions is allocated during OTP would address several of the reasons for default identified 

during this survey. Community education about malnutrition and OTP through the existing 
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community volunteers may also mitigate some of the negative perceptions of the program reported 

by mothers.  

Referral mechanism: Two hundred ninety eight (38%) of the children who were attending the 

OTP program were screened at the facility level by Health Centre workers13,   160 (21%) were 

referred by community volunteers at community level, 105 (14%) were self-referred, 76(10%) 

were referred by community health workers at community level, 40 (5%) were referred by another 

member of the community (peer to peer referral), 40 (5%) were referred by vaccination campaign 

team and the remaining were referred by routine mass screening at community level, NGO worker 

referrals and radio announcements. To sum up, 40% of the cases in the program were referred 

from community, 38% at facility level and 20% by the community itself. This indicates the program 

relies equally on both facility and community level screening. Integrating it with vaccination has 

helped admit a great deal of children. Effective CMAM programs include community outreach, 

mobilization, and sensitization activities to help ensure early detection, referral, recruitment of 

cases and the follow-up of cases in the community.  The mix of the referral mechanisms and their 

existence across all regions is indicative of effective program implementation with specific outreach 

activities for community mobilization, case-finding, and referral. 

5. RECOMMENDATIONS 
 

Given the main barriers across the regions are the lack of awareness on malnutrition and lack of 

knowledge of treatment and of the programme, the main recommendations are as follows: 

 Gather further qualitative information regarding the community and attitudes towards 

malnutrition in those areas with low coverage.  SQUEACs in the regions of Tombouctou, 

Eastern Mopti, South Eastern Sikasso and Northern Central Kayes, that will include a 

thorough community mobilization assessment, should be carried out to gather this 

qualitative data. In addition, depending on funding and other constraints, a SQUEAC in a 

high coverage area could be considered in order to give more insight into effective 

boosters.A qualitative research plan should be developed, taking in to account existing and 

upcoming activities, to facilitate this with the objective of identifying existing community 

structures and communication channels. 

 Based on the above information, build a community mobilization strategy and strengthen 

community mobilization activities (raise awareness of communities about recognition of 

malnutrition, causes of malnutrition, existence of free and effective treatment and correct 

information about target groups of the programme). 

                                                           
13

 Communities volunteers based in community’s location are mainly responsible for active screening (relais 
communautaires). Community health workers (ASC = agent sante communautaire) work not only in nutrition but 
also in other child and mother health program of the government.  
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More specific actions for each barrier are: 

Awareness of the Problem of Malnutrition: Three-hundred-sixteen (35.3%) carers of cases not 

in the OTP stated that they did not recognize that their child was malnourished. In most cases, 

severe wasting was recognized but was ascribed to an alternative etiology such as witchcraft. In 

other cases, severe wasting was recognized as a consequence of infection (usually diarrhea, 

vomiting or fever) and not necessarily as a condition that could be treated by a nutrition program.  

One-hundred-thirty-eight (15.4%) carers of cases not in the OTP reported that they had no 

knowledge of the program, even though they knew their child to be malnourished. Further, 302 

(33.8%) carers of cases not in the OTP stated that they did not recognize that their child was sick. 

CMAM aims to begin case-finding and treatment before the prevalence of malnutrition escalates 

and additional medical complications occur. One of the key components of the CMAM model of care 

delivery is increasing the awareness of malnutrition in the community. The essential first step is for 

people to be able to recognize the signs of malnutrition. 

Required Actions 

The following actions are required: 

 A strategy for raising the awareness of the problem of malnutrition (causes, recognition of 

signs and consequences) should be developed and implemented. The strategy could 

include: 

- Better understanding of perception of malnutrition 

- Identification and mobilization ok key leaders to support this strategy, through a 
community assessment to identify existing structures and channels of 
communication  

- Innovative cooperation with traditional healers, religious leaders, wizards, 
marabouts etc. 

- To design a strategy of communication about OTP: formal with radio, informal with 
mothers of cured children and/ or innovative (e.g. theatre, songs, Town criers, 
Mobile phone) 

In a development context, which this national program’s context is, greater weight should be given 

to sustainability, and an opportunistic approach may be a better use of scarce resources. Therefore, 

the approach that is being followed is a sustainable and lasting outreach arrangements. 

 Community mobilization should cover at least four activities: community sensitization, 

case-finding, case follow-up and ongoing sensitization. Although the 4 activities are usually 

being implemented at various levels, the results of the survey show that efforts should be 

further strengthened. Focus should be around the following points: 

 

- How to improve sensitisation: qualitative research should help define messages, 

channels of communication, and other community actors that could be delivering 

the messages. 
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- How to improve case finding: Some options could include continuing promoting and 

funding mass and routine screening, integrating nutritional screening into existing 

community health activities such as advanced strategy for immunization, SIAN days, 

malaria Chimio prophylaxis, etc. Innovative strategies could also be explored, such 

as mothers taking the MUAC themselves, traditional practitioners being trained in 

nutritional screening and being given a MUAC.  Some initiatives are already being 

explored and documenting these initiatives would be important to select and 

reinforce those that give the best results. 

- Activate the involvement of traditional practitioners should be a priority. In isolated, 

rural settings, traditional practitioners are usually far more apparent than 

government trained clinical staff, and they represent an important first line of 

consultation for the families of malnourished children. The cooperation of 

traditional practitioners in the referral of swollen or wasted children can allow the 

program to catch the child before malnutrition and disease are too advanced. 

- How to improve case follow up by CHW: improve communication between the 

health centre and the community through regular monthly meetings between health 

agents and CHW. Exploring using mobile phone for communication between health 

workers and CHW could also be an option. In addition, enough follow-

up/support/supervision of CHW should be given by health workers.  

- Better implication of ASCAO and collectivities (mairies, etc) in community 

mobilization activities should be sought. 

 

 Community sensitisation strategy should be implemented after the consultation of different 

actors in the community. While it is important to improve CW roles, it is also key to 

integrate other members of the community in these tasks: mothers, leaders, traditional 

healers etc. it is important to avoid relying solely on CVs for community based activities.  

Moreover – men should be highly implicated in any community mobilization strategy. 

 

 Key messages that will be disseminated in the community with all different actors should be 

clearly developed in advance of any sensitization activities to ensure coherence and 

understanding. All results from the community assessment should be integrated in to the 

development of these key messages to ensure appropriateness.  

 

 Similarly, this is a national survey comprising different contexts and crisis level. The needs 

of outreach in any given location tend to change over time, from intense activity at the start 

of a programme to a more routine rhythm of activities, from periods with very high 

caseload with rapid onset of crisis to periods of slow onset caseload, making it appropriate 

to think in terms of more than one style of outreach. 

 

 All innovative methods that are tested should be monitored with measurable indicators so 

that the impact of these activities can be appropriately measured. Stories of success and 

failure should be shared with all partners in country so that learning occurs at a national 

level and not just at a Cercle level.  
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Distance to OTP site: 31 out of 138 carers of cases not in the OTP who knew of a program that 

could treat their child stated that they had not attended the program because the nearest OTP site 

was too far from their home. An additional 21 carers of cases not in the OTP who knew of a 

program that could treat their child reported that they had not attended the program because they 

do not have money to pay for transport as the nearest OTP site was too far from their home to walk. 

In planning the location, number and schedule of OTP days, the availability and capacity of existing 

health facilities should be taken into account: specifically 

 The distance people will need to travel to reach the service; ideally, OTP facilities should be 

a maximum of three hours’ walk away (a one-day round trip). 

 The predicted number of target beneficiaries according to nutrition survey findings, 

 The opinions of key community figures on appropriate sites. 

 Areas with the highest malnutrition levels, either according to existing data or local opinion 

where data is lacking. 

 How access to sites may be affected by climate or other factors (e.g. rain affecting roads and 

river crossings). 

 OTP days should be coordinated with local population movements (e.g. market days) in 

order to facilitate higher attendance.  

As the Mali National program is in a developing setting, having the OTP sites integrated into 

existing health facilities to run alongside primary health care services is the best possible entry 

point from many perspectives including the wide distribution of this facilities across the country. 

Such a strategy is similar to the CMAM model to a certain extent, but it is unlikely to result in a 

sufficiently decentralized system of care delivery given the extremely high temperatures from 

November to May (specially, at the end of the dry season) and difficult travelling conditions during 

the rainy season (some areas are reported to completely blocked after the start of the rain, 

especially in Mopti). These challenges are partially being addressed by the extensive use of motor 

bikes in the country. However, the above mentioned barriers that prevented carers to attend the 

program is an example that distance remains as a significant barrier to service uptake. Similarly, 

25% (n=393), 39% (n=619), and 36% (n=564) carers of cases in the OTP perceived the distance to 

the OTP site as very far, far, and near, respectively.  

Required Actions 

The following actions are required: 

 Where possible and where there is a potential for further decentralization, increase the 

geographical spread of OTP sites. The location of sites should be informed primarily by 

considerations of proximity to and access by the beneficiary population. Expected program 

numbers should be a secondary consideration with regard to the location of sites.  
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 In addition to this, given that in Mali, treatment of SAM is already provided at the lowest 

level of the health system (community health center/CsCom), alternative models should be 

explored through decentralizing treatment further in the community, as part of ICCM.  A 

pilot study will shortly be implemented in Mali to compare SAM treatment provided at 

health centres and by Agents de Sante Communautaires (ASC). The study results should 

demonstrate if delivering SAM treatment at ASC site is a viable solution that increases 

coverage of treatment while at the same time maintaining quality standards of treatment 

and if that solution could be adopted in Mali. 

 Decentralisation efforts could also include mobile teams for inaccessible sites. As the option 

of conducting mobile teams is particularly expensive for a country to maintain in non-

emergency contexts, a limited number of extremely inaccessible locations should be 

selected (especially areas also with nomadic populations) and options should be explored to 

start up mobile clinics from the closest health centre. Seasonal variations should also be 

taken in to consideration here so that mobile teams are running when the need for them is 

highest.  

 Options should also be explored for potential community organization for transportation 1 

day/week to travel to the OTP (for example a collection of funds to cover the cost or 

collective contract between a village and a driver). Existing local initiatives should be 

identified; explored and wider replication of the positive experiences should be sought. 

Other barriers to access that are related to program organization: 44 out of 138 (5%) carers of 

cases not in the OTP who knew of a program that could treat their child reported that: 

 They had attended the program but stopped due to RUTF stock out 

 They had not attended the program because they had heard that the program had rejected 

children 

 They had attended the program, many on more than one occasion, and had been told that 

their child was not malnourished and would not be admitted to the program  

 They had attended the program but stopped due to child’s refusal to eat RUTF or RUTF did 

not make any progress to the condition of the child, hence stopped, 

  Lack of program information (age of admission, appetite test, expected length of stay… 

etc.)  

Required Actions 

 Stock out: Stock out was reported in Mopti, Sikasso and Kayes Regions. RUTF stock-outs at 

Health Facility Level are strongly associated with low program coverage. It is important that 

continuous supplies of RUTF from health districts to heath centres are secured to avoid 

stock-outs of RUTF as this is known to be very damaging to program coverage.  Health 

district management teams together with ASACO, local collectivities should find specific 
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solutions adapted to their local context to ensure a smooth flow of stock at all times and to 

all OTPs in their health district.  

 Rejected children: these are children who were not severely malnourished at the time they 

attended the OTP (may be self-referrals not meeting program entry criteria or CV referrals). 

The approach to minimizing the problem of rejected referrals is to give proper advice that 

their child is not malnourished but at risk of developing malnutrition, should receive more 

food, and be brought back to the OTP site should the child's condition worsen or the child 

become ill. Such advice sessions should have a sufficient time to make sure that the carer 

gets the correct message. Carers of rejected children should be given clear advice that they 

should return to the program if their child's condition worsens or the child becomes ill. In 

order to lessen the impact of rejection certain programmes could explore the possibility of 

giving compensation to the mother (e.g. an information pack). In addition however, this may 

be related to an issue of inaccurate measurement by health worker or community health 

workers, or even a lack of respect for protocol. Measurement inaccuracies also cause 

admissions in the wrong programme, which has been shown as being one of the reason for 

non-coverage (programme inter-face problems). Therefore, closer supervision of health 

workers and community health worker regarding measurement should be carried. Poor 

measurements result in poor targeting of the nutrition intervention, that is, inclusion of 

children in the SFP who should be in OTP and/or exclusion of children who do need 

nutrition support. Interface problems existed between the supplementary and therapeutic 

program and these will need to be addressed through continuous routine measurement of 

MUAC of children who are in SFP. Staff need to be informed on the fact that if a child’s 

condition deteriorates into SAM they should transfer them to the OTP program. 

 RUTF refusal: Appetite test should strictly be adhered to. Appetite is assessed by giving the 

child some RUTF to try at the site. A child may refuse to eat RUTF because it is unfamiliar 

and because the child is in a strange environment. In this case, the carer should move to a 

quiet, private area and slowly encourage the child to take the RUTF. This may take some 

time. It is, however, essential that the health worker observes the child eating the RUTF 

before the child can be accepted for outpatient treatment. In case the appetite is positive, it 

is also essential that health workers give enough explanation about how to use the RUTF at 

home (do not mix with family meals or give after family meals, give water while eating, etc).  

A child who continues to refuse to eat should be sent to the SC for inpatient care until 

appetite is re-established. Moreover, ensure close monitoring of appetite test during routine 

supervisions of facilities. Furthermore, an investigation around the perceptions and 

utilization of RUTF should be carried out.  

 Lack of information on the programme: in order for mothers to adhere to treatment, it is 

essential they receive and understand information on treatment. Because health workers 

are often overloaded on the OTP day, information is often insufficient and not clear enough 

for mothers. Communication between health workers and carers of patients in general 

should be improved and health workers should make sure they spend enough time to give 
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clear information to mothers. The main characteristics of the programme should be 

included in the sensitization sessions described in the above section.  

Husband refused and waiting for his permission: 10 out of 138 carers of cases not in the OTP 

who knew of a program that could treat their child reported that they did not have a permission 

from husbands to attend the program. This barrier can be associated to the low decision making 

power of women, but is not the only barrier related to this issue. Some barriers mentioned above, 

such as high opportunity costs, can also be linked to this problem.  

Required Action 

 Community sensitization and mobilization should include fathers. This can be done by 

including traditional doctors, village leaders (which is already in place) and religious 

leaders as well as through cooperation with the education sector, establishing womens 

groups and advocacy. Consider including these stakeholders in the sensitization strategy. 

Community sensitization is an ongoing two-way process between the programme and the 

community. It should be continually reinforced in order to be effective. The process should 

be seen as a constant dialogue, in which communities periodically voice their views and 

suggest alternative courses of action. Regular community contact can help identify new 

barriers to access, and can provide timely, jointly-developed solutions. In addition to 

womens groups, mens groups could also be set up to communicate on child health issues, 

and fathers of cured cases could be identified to share their stories.  

 This cultural barrier was mainly observed in Sikasso and Bamako Regions. Consider 

conducting a dozen of qualitative interviews in selected locations in these regions. The 

intention of these meetings is to assess whether knowledge of SAM program and SAM has 

trickle down from programs and community leaders to the general male population. 

Relapsed, readmitted and Defaulted Cases, Required Actions 

Required actions: 

 Within-community case-finding and referral activities should be strengthened. 

 Within-community follow-up of discharged and defaulting cases should be strengthened. An 

action plan for follow-up should be established by all service provision sites. Defaulters 

undoubtedly lead to low levels of coverage. A simple follow-up strategy can reduce 

defaulting levels dramatically.  

 Programme sites should ensure that sufficient information is given on the discharge of a 

child so that those who are approaching discharge do not default as a result of visible 

improvement in the child’s condition.  

 Community-based volunteers and other referrers should be given clear advice that relapsed 

and defaulting cases should be referred for admission into the program. 
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 Carers should be given clear advice at discharge that relapsed cases are eligible for 

readmission and that they should return to the program should their child relapse. This 

advice should be given as part of a discharge training package. 

 A system of follow-up for defaulting cases should be established as well as follow-up for 

absentees before becoming defaulter. It is possible that many defaulters will no longer meet 

program entry criteria. They should, however be readmitted to OTP as a continuation of the 

same treatment episode so as to avoid giving the impression that default is “punishable” by 

exclusion from the program. 

 There is a need to explore practices with children under one year old regarding IYCF 

particularly in relation to water. Dehydrating diarrhoea is reported by carers of children in 

the program and not in the program to be an important underlying cause of severe 

malnutrition in the program area. It is likely that dehydrating diarrhoea may also be a 

principal underlying cause of relapse as per the responses of the relapsed children carers. 

Therefore, carers should receive a discharge training package and ORS kit. Such a package 

should include practical exercise regarding the use of ORS in treating diarrhoea and the 

importance of early treatment seeking behavior for febrile illnesses as well as sensitization 

activities on the prevention of diarrhea. To underline the importance of ORS, carers should 

be given a discharge pack containing sugar, salt, a measuring spoon, a feeding cup, and 

pictorial instructions for making and administering ORS. It may be more effective to provide 

such training throughout the OTP treatment episode. To assist this, Links with health 

interventions such as Integrated Management of Childhood Illness (IMCI) should be 

strengthen and exploited. A transversal approach is also important here, in particular with 

water/hygiene/sanitation sector 

Discharge criteria: The survey team found that many children with a MUAC level of way above the 

cut-off point stuck in the program. This is true especially for Koulikoro region. Efforts should be 

made to address this issue by ad hoc refresher training and closer supervision of health workers 

regarding discharge criteria. Moreover, consider conducting a couple of SQUEAC surveys to identify 

where these programmatic problems lay. 
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ANNEX 1: CASE FINDING PROCEDURE-

RURAL 
Go directly to the Village leader and introduce yourselves, the program, explain why you are 

there and what you will be doing. Make sure you explain that you want to see all oedematous, 

thin, or sick (can apply the local terms) children and children in the program aged between 

6-59 months of age.  

Ask the leader to provide you with a guide to show you houses with oedematous, thin and sick 

children and children in the program (Specifically, ask for Volunteers and/or a woman who 

knows all the mothers of U5s in the village). 

Ask the guide to take you to houses with oedematous, thin and sick children and children in 

the program. 

Go to the first household identified by the guide or the leader. 

 

When you arrive at an identified household, introduce yourselves, the program, and explain 

why you are there and what you will be doing. Then start assessing the child.  

Is the child between 6-59 months of age? To confirm the age ask for vaccination card and 

calculate the age in months (if no card use calendar of events to calculate the age of the child).   

 

No.  

Thank the carer, ask the mother 

of this child if she knows of any 

children that might be 

oedematous, thin or sick, or in 

the program. 

Then move on. 

 

 

Yes. 

Screen the child for malnutrition ( Use MUAC  < 11.5  for 

screening if the child is not in the programme) 

Check Oedema and take MUAC 

Does the child have bilateral pitting oedema or MUAC < 

11.5 cm or in the program? 

 

 

 

No  

Thank the carer, and ask 

 Yes  
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the mother of this child if 

she knows of any 

children that might be 

oedematous, thin or sick, 

or in the program. 

Then move on. 

 Then fill up the questionnaire. 

 

If the child is not in the programme, refer her/him to the 

nearest OTP site 

Remember 

1) After you have assessed the children in the selected household, always ask the mother if 

she knows of any children that might be oedematous, thin or sick, or in the program. Then 

move on to the selected household. 

2) To ask if any child from the village is currently in hospital or at a health centre. If so, get 

the name of the child and mother and make sure you measure him / her in the health facility. 

3) If a mother with oedematous, thin and sick child is away from the village, go where she is 

and measure the child. 

4) If a mother with a child in a program is away from the village, take the name and age of the 

child 
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ANNEX 2: QUESTIONNAIRE FOR THE 

CARERS OF CHILDREN  WHO ARE NOT 

IN THE PROGRAMME 
QUESTIONNAIRE POUR LES ACCOMPAGNANTS DES  

CAS MAS NON COUVERTS 

District sanitaire : _____________________________ Aire de santé : ___________________________________ 

Village : _________________________________________ SE : ____________________________________________ 

Nom et prénom de la mère : ________________________ Nom et prénom de l’enfant : ________________________ 

Chef d’équipe : __________________________________ Date : __________________ le __ __ ____________ 2014 

1. Est-ce que vous pensez que votre enfant est malade ? 

☐ Oui ; de quelle maladie souffre votre enfant ? ______________________________________________ 
☐ Non  
STOP 

 

2. Est-ce que vous pensez que votre enfant est malnutri ? 

☐ Oui 
☐ Non  
STOP 

 

3. Est-ce que vous savez où on peut soigner les enfants malnutris ? 

☐ Oui ; quel est le nom de ce service/programme ? 
_______________________________________________________ 

☐ Non  
STOP 

 

4. Pourquoi n’avez-vous pas amené votre enfant au CSCom pour bénéficier du traitement ? 

☐ 1. Trop loin ; quelle distance à parcourir à pied ? _____________________ Combien d’heures ? ____________________ 

☐ 2. L’accompagnante n’ai pas le temps / est trop occupé ; spécifier l’activité qui occupe l’accompagnant : 
______________ 

☐ 4. L’accompagnante est malade ☐ 11. Le mari a refusé 

☐ 5. L’enfant a été rejeté auparavant ; quand ? __________ ☐ 12. L’enfant d’autres personnes a été rejeté 

☐ 6. L’accompagnante a honte d’atteindre le programme ☐ 13. Problèmes de sécurité 

☐ 7. L’accompagnante ne peut pas voyager avec plus 
d’un 
       enfant 

☐ 14. Personne d’autre dans la famille qui pourrait 
s’occuper des autres enfants 

☐ 8. La quantité de Plumpy’nut donnée est trop petite 
pour  
        justifier le déplacement 

☐ 15. L’accompagnante ne croit pas que le programme 
peut aider l’enfant (elle préfère médicine 
traditionnelle, etc.) 

☐ 9. Je croyais que mon enfant serait admis à l’hôpital en premier 

☐ 10. Autre raisons : __________________________________________________________________________________ 
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5. Est-ce que votre enfant a déjà bénéficié du traitement de la malnutrition ? A-t-il déjà été inscrit dans le 
programme de la prise en charge de la malnutrition au CSCom (URENI/URENAS/URENAM) ? 

☐ Oui ; pourquoi n’est-il plus inscrit présentement dans le programme de prise en charge ?  ☐ Non  STOP 

☐ 1. Abandon ; quand ? __________________________  Pourquoi ? _______________________________________ 

☐ 2. Enfant déchargé guéri ; quand ? _____ 
 
☐ 3. Enfant déchargé  non guéri ; quand ? _____ 

☐ 4. Autre raison : ____________________________________________________________________________________ 

 

Remercier le parent 

 

Commentaires : 
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ANNEX 3: QUESTIONNAIRE FOR THE 

CARERS OF CHILDREN WHO ARE IN 

THE PROGRAMME 
District sanitaire : _____________________________ Aire de santé : ___________________________________ 

Village : _________________________________________ SE : ____________________________________________ 

Nom et prénom de la mère : ________________________ Nom et prénom de l’enfant : ________________________ 

Chef d’équipe : __________________________________ Date : __________________ le __ __ ____________ 2014 

1. Est-ce c’est la première fois que votre enfant bénéfice de la PCIMA ? 

☐ Oui  Q5      ☐ Non  Q2    

 

2. Combien de fois votre enfant a-t-il bénéficié du traitement de la malnutrition (la PCIMA) ? 

 
 
 
 

 

3 Demander pourquoi l’enfant est retourné : 

A. L’enfant a abandonne et est retourné B. L’enfant a été guéri et a rechuté 

 

4. Quel est la raison pour A ou B en dessus ? 

 
 
 
 

 

5. Avec vous autres d’enfants pris en charge dans le programme PCIMA ? 

☐ Oui ;  
☐ 
Non  

Combien d’enfants ? __________________________________________________________________________   

 

6. Pourquoi vous avez décidé d’amener votre enfant au programme (CSCom) ? 

 
 
 
 
Remercier le parent 

Commentaires : 
 



52 
 

ANNEX 4: ERRORS IN CLASSIFICATION 
 

Many Cercles did not reach the suggested sample size by SLEAC methodology (40) and therefore 

calculations were done in order to understand the risk of classifying the coverage of each Circle 

when the sample size was not met. We look into the chances of making Gross Classification 

Mistakes (i.e. Classifying a Cercle as low covered when it is high or classifying a Cercle as High when 

it is low, or classifying a Circle as High/Low when moderate, biggest misclassification shown). 

When the risk of committing such an error in the classification was bigger than 20%, a classification 

was not provided. When the risk is between 15% and 20% classification should be taken with 

caution.  Gross errors of less than 15% can be considered as an acceptable risk. 

 

Cercle Cas 
Total  
MAS  

Nombre 
de cas 
couverts  

Classification de 
la couverture 

Maximum 
Gross 
classification 
errors 

n c   

Kati (DS Kati, Ds 
Kalaboncoro, Ds 
Ouelessebougo) 

47 14 Modérée 0% 

Koulikoro 15 7 Modérée 15% 

Banamba 14 6 Modérée 13% 

Kangaba 14 12 Elevée  9% 

Nara 42 3 Faible 0% 

Kolokani 14 7 Modérée 13% 

Diola 18 8 Modérée 13% 

Fana 15 0 Faible 0% 

Kita 15 4 Modérée 6% 

Nioro 16 1 Faible 8% 

Bafoulabe (Ds 
Bafoulabe, Ds 
Oussoubidiagna) 

60 7 Faible 0% 

Kenieba 16 4 Modérée 4% 

Diema 18 0 Faible 5% 

Yelimane 16 8 Modérée 8% 

Kayes 17 6 Modérée 7% 

Bla 5 0 >20% 

Macina 14 7 Modérée 9% 

San 10 2 Faible 12% 

Tominan 14 3 Modérée 9% 

Segou (Ds Segou, 25 14 Elevée 2% 
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Ds Markala) 

Niono 13 3  Modérée 10% 

Baroueli 5 3 >20% 

Sikasso (Ds 
Sikasso, Ds Niena, 
Ds Kignan) 

81 13 Faible 0% 

Yorosso 19 8 Modérée 2% 

Kadiolo 22 4 Faible 3% 

Kolondieba 30 9 Modérée 2% 

Yanfolila (Ds 
Yanfolila, Ds 
Selingue) 

36 9 Modérée 0% 

Bougouni 135 31 Modérée 0% 

Koutiala 31 8 Modérée 1% 

Youwarou 20 5 Modérée 2% 

Bandiagara 18 0 Faible 5% 

Douentza 60 8 Faible 0% 

Djenne 23 5 Modérée 2% 

koro 50 7 Faible 0% 

Tenenkou 20 5 Modérée 2% 

Bankass 18 0 Faible 5% 

Mopti 31 4 Faible 1% 

Tombouctou 35 3 Faible 0% 

Dire 22 10 Modérée 2% 

Niafunke 38 4 Faible 0% 

GourmaRharous 20 2 Faible 2% 

Goundam 25 6 Modérée 2% 

Commune 1 1 >20% 
Commune 2 2 >20% 
Commune 3 5 >20% 
Commune 4 5 >20% 
Commune 5 0 >20% 
Commune 6 3 >20% 
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ANNEX 5: DATA COLLECTION TIMINGS  

The following table summarizes the period of time expend in each region to complete the data 

collection.  

 Data Collection Dates 
Koulikoro  21st – 30th of May, 2014 
Kayes 28th of May to 4th of June 2014 
Bamako 4th to 7th of June 2014 
Sikasso 10th to 19th of June 2014 
Ségou 20th to 24th of June 2014 
Mopti 20th to 23rd of June 2014 
Tombouctou 24th to 27th of June 2014 
 

ANNEX 6: DISTANCE  

 

The following tables present the data collected to measure the distance to the OTP. For each SE 

visited distance was estimated with help of local informants: this was done sometimes in km and 

sometimes in minutes (both are presented). Additional, each mother with current SAM cases and 

recovering cases was asked if they found the OTP close by, far or very far away 

Table 2323: Distance between SE and OTP according to key informants 

 

 

 

 

 

 

 

As can be seen from the above table, in the rural settings median SEs varied from 7.5km to 15.5km 

away from the health facility. Those in Ségou walk on average half the distance compared with 

those in Mopti. In Bamako the distances are very small but the time can be longer. 

Région Distance in KM (nSE=243) Distance in Minutes (nSE=319) 

Mean (median) Min-Max Mean (median) Min-Max 

Koulikoro 10.3 (9) 1-40 85 (60) 1-480 

Kayes 14.0 (11) 0-35 75 (40) 5-300 

Ségou 7.5 (7) 0-25 70 (60) 5-200 
Sikasso 10.8 (10 0-65 95 (90) 3-360 

Mopti 15.5 (11) 1-125 105 (90) 5-300 

Tomboucto
u 

N/A N/A N/A N/A 

Bamako 2.7 (3) 2-3 35 (18) 1-300 

TOTAL 11.8 (9) 0-125 85 (60) 1-480 
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Table 24: Mothers subjective distance to OTP 

 

 

 

 

 

The above table demonstrates that a higher proportion of mothers whose children are in the 

programme consider the health facility to be near. A comparatively high proportion of non-covered 

cases perceive the health facility to be very far. Both points demonstrate that perceptions of 

distance may impact on access to the programme. 

 

Table 25: Mothers opinion vs Key informant opinion 

 

 

 

 

 

 

 

The above table shows that the mother’s opinion on distance correlates well with distance in km or 

minutes.  

 

 Covered cases Percent Non Covered Percent 

Near 356 46.1 223 30.1 

Far 300 38.8 294 39.6 

Very Far 117 15.1 225 30.3 
Missing 28  63  

Total 801  805  

 KM Mean 
(median) 

Km Min-Max Min Mean 
(median) 

Min Min-Max 

Near 5.7 (3) 0-45 35 (15) 1-350 

Far 9.7 (8) 1-50 100 (90) 10-480 

Very Far 19.9 (16) 4-125 155 (150) 4-480 
Total 11.8 (9) 0-125 85 (60) 1-480 


