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Executive Summary 
Merti district lies in Isiolo County. It is composed of 3 divisions namely Merti, Cherab and Kom 
with an estimated population of 21,8781. A coverage assessment was undertaken in the district 
to using SQUEAC methodology so as to determine the main boosters and barriers to access 
between 26th October and 16th November, 2012. 

Summary of coverage assessment results  

The entire coverage assessment process included On the Job Training of various nutrition 
stakeholders drawn nationally from ACF Kenya, Islamic Relief Kenya, Concern Worldwide, IMC, 
CDC, Ministry of Public Health and Mercy USA.  Findings from the assessment indicated a 
posterior coverage estimate of 46.0% (32.0%-60.7%).This estimate lies below the Sphere 
standard of 50% in rural program areas. The table below indicates a summary of the barriers to 
be overcome in order to enhance program coverage in Merit district. 

Table 1: Barriers identified to negatively affect OTP coverage in Merti district 

BARRIERS RECOMMENDATIONS 
• Sharing of RUTF • Strengthen existing 

Community units 
• Strengthen 

community 
sensitization 

• Increase and 
strengthen 
outreach services 

• Strengthen inter-
program 
integration 
(EPI,FFA, GFD) 

• Improve routine 
program statistics 
reporting 

 

• Sale of RUTF 
• TBAs, THPs and Sheikhs not incorporated into IMAM program 
• Absence of staff in the health facilities 
• Periodic migration leads to defaulter, low case finding & delayed 

admission 
• Opportunity cost from other competing priorities to weekly 

program visits 
• Lack of integration of OTP with other programs (FFA/GFD/EPI) 
• Insufficient resources; logistical constraints for outreach support 
• Lack of incentives for Community Based Volunteers 
• Lack of awareness of OTP program in the community 
• Lack of awareness on the causes of malnutrition in community 
• Malnutrition is not recognized as a disease by the community 
• Most severe cases receive inappropriate treatment         
• Late treatment seeking at Health Facility 
• Stigma associated with malnutrition  
• Health seeking behaviors-health facility becomes secondary 
• Distance from the health facility; if far, defaulting is high 
• Inability to produce routine management statistics 
• Lack of reliable basic information for program implementation 

                                                           
1Kenya bureau of statistics, 2009 census 
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ACRONYMS 
ACF - Action Against Hunger 
CMAM - Community Management of Acute Malnutrition 
CHW -Community Health worker 
CM -Concept Map 
CMN -Coverage Monitoring Network 
CBV -Community based volunteer 
CHW -Community health worker 
DHMT -District Health Management Committee 
DNO    - District Nutrition Officer 
DNTF -District Nutrition Technical Forum 
EPI -Expanded program 
FFA -Food for Asset 
GFD -General Food Distribution 
IMAM -Integrated Management of Acute Malnutrition 
IMC -International Medical Corps 
MUAC -Mid upper arm circumference 
MAM -Moderate acute Malnutrition 
M0PHS-Ministry of Public Health Services 
NFI -Non-food Items 
OTP -Outpatient therapeutic feeding program 
OJT -On job Training 
SAM  - Severe acute malnutrition 
SCUK -Save the children United Kingdom  
SQUEAC - Semi quantitative evaluation of access and coverage 
TBA -Traditional birth attendant 
THP - Traditional health practitioner 
RUTF  - Ready to use therapeutic food 
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1. INTRODUCTION 
 

Merti District is one of the three districts in Isiolo County in the former Eastern Province. The 
district has a population of 21,878 with 4,294 being children under 5 years2. The district has six 
health facilities under the government and one more faith based facility (Catholic mission).  

The IMAM program in Merti district began in June 2006 under SCUK which was implemented 
for only 6 months. Although the ownership by the Ministry of Health (MoH) was minimal at that 
time, the MoH took over the program in January 2007 and has been running the program up to 
date with the support of other partners such as IMC Kenya (January 2011 to July 2012) and 
Action Against Hunger since September 2012 up to date.  

Despite the fact that the IMAM program have been running in the area for a period of time as 
indicated above, no coverage of these have been determined before.  

The need for baseline coverage in the area as well as developing capacity amongst stakeholders 
formed the basis for the assessment in the area. The objectives of including several nutrition 
stakeholders in Kenya during the exercise were to create awareness for coverage monitoring as 
well as to inform nutrition specialists on the methodology used for carrying out coverage 
evaluations and to build capacity in order that the tool can be adopted and used to improve 
nutrition programs. As such, to evaluate access and coverage of the OTP program in Merti 
District, a team of 15 members drawn from various humanitarian organizations led by Brixton 
Health and Valid International used the SQUEAC methodology with the following specific 
objectives: 

• To develop capacity of nutrition stakeholders on undertaking program coverage 
assessments using SQUEAC methodology 

• To determine baseline coverage for OTP in Merti district 
• To identify possible boosters and barriers to OTP coverage in Merti district 
• To develop feasible recommendations to improve the coverage and outcome of OTP  

Assessment methodology  

The Coverage Assessment and on job training was undertaken between 25th October and 
16thNovember 2012. This utilized the SQUEAC Methodology and was done in three stages 
applying the three principles of the methodology namely iteration, triangulation and sampling 
to redundancy. 

Stage 1: Identification of areas of high and low coverage using routine program data; in this 
stage, triangulation of data was done by various sources and methods as highlighted below  

                                                           
2Kenya Bureau of statistics ;2009 census 
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 Sources of data:  quantitative routine program data and qualitative information 
obtained from caregivers, facility in charges, TBAs/THPs, opinion leaders (Sheikh, 
Imam), CHWs/CHVs, program Staff, Teachers, community members, and local 
chemist attendants.  

 Methods: informal group discussions, in depth interviews, key informant 
interviews, simple structured interviews, observation and the semi-structured 
interviews.  

Stage 2: Hypotheses generated and tested using small study.  

Stage 3: Wide area survey conducted with the overall coverage estimated. 

The trainees were taken through these stages through active participation in every stage and 
learning was taking place by action 

 

2. INVESTIGATION PROCESS 
 
2.1 STAGE ONE 

The main objective of this stage was to identify areas of low and high coverage as well as 
reasons for coverage failure using routine program data or easy-to-collect quantitative and 
qualitative data. Various routine program data obtained from program registers was analyzed. 
These included trends in admission, MUAC on admission, non-respondents, recovery, in-
program deaths, defaulting as well as the physical address (villages) of program beneficiaries. 
 
2.1.1 Quantitative data 

Routine program data from all facilities offering OTP services was collected; however, the data 
was unsatisfactory as most of the records were not up to standards (length of stay not 
calculated accurately, recordings indicating that all data entered on the same day, confusion 
regarding admission criteria (e.g. recorded as W/H when MUAC <115mm) no identification of 
defaulters leading to most of the facilities not recording any defaulter for a period of 14 
months). It is therefore important to note that the frequencies presented below should be 
consciously interpreted.  

Program admissions by facility 

The data compilation from each OTP site made it easier to investigate treatment seeking 
behavior trends. Data on MUAC on admission was plotted for all recorded admissions from 
September 2011 to October 2012 as shown in figure below 
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Figure 1: MUAC on admission in Merti District 

The graphical presentation above shows early admission trends (114-111 mm). This is an 
indicator that the program admits cases at early stages of malnutrition that could eventually 
transform to relatively short length of stay and minimal deaths and non-respondents. 

Data on admissions was plotted as indicated below with high admissions being seen in October 
and November which was an emergency period in Isiolo County (drought declared as national 
disaster)3. This indicates that the program responded to the need (there were more admissions 
when there was likely to be more malnourished cases). Inception of BSFP between September 
2011 and March 2012 as a humanitarian intervention against the emergency improved the 
situation thus the gradual decline in admissions between November 2011 and February 2012. 

                                                           
3UNITED NATIONS KENYA HUMANITARIAN UPDATE Vol. 72 June 2011 
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Figure2: Pattern of OTP admissions in Merti District with rainfall and drought seasonal calendar  

M3A3: Raw data smoothed using moving medians of span of 3, followed by moving averages of 
span of 3, indicating seasonality and trend (Sep 2011 to Oct 2012) 

M13A13: Raw data smoothed using moving medians of span of 13, followed by moving 
averages of span of 13, indicating trend only (Sep 2011 to Oct 2012) 

 

Majority of the admitted cases were exited as cured with most defaulters experienced during 
the emergency phase (since registers may not have been reliable this was validated with 
interviews with clinic staff, CHWs, and community members). Further investigations indicate 
that pastoral communities usually migrate in search of water and pasture for their animals 
during drought and this could have resulted to the defaulting trends below.  
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Figure 3: Pattern of Program exits with seasonal calendar of livestock migration and milk availability  

It was also noted that substantial number of cases were exited from the program through 
transfer out to another site and this was confirmed through presence of beneficiary transfer 
cards. The ability to transfer cases between clinics was an adaptation to the IMAM design to 
cater for transhumant pastoralism and it is thus a best practice to be used in all program 
settings where population migration is expected 

 
2.1.2 Qualitative data 

Qualitative data was collected through different methods and triangulating it with different 
sources. The commonly used methods were semi structured interviews (in-depth interview and 
simple structured interviews) with key informants in the community. 
 
Data was further organized using the BBQ (Boosters, Barriers, and Questions) approach. This 
approach was developed during the training (an article of the BBQ method has been prepared 
for publication for Field exchange) and uses three panes to record the information as follows: 
 (1) Boosters, (2) barriers and (3) issues that need more investigation listed as questions.  
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Figure 4: Snapshot of a concept Map used to analyze qualitative data 

Pane acting as a key with symbols indicating the sources was also included (Annex 1).A 
summary discussion on some of the OTP program barriers are indicated in the table below. 
 
Table 2: Barriers leading to non-attendance, defaulting and late treatment seeking behavior 

Barrier Description 
RUTF perceived as food Most respondents attested that RUTF was perceived as food and 

not medicine thus leading to sharing of the commodity and 
selling at the market 
 

Inadequate Community 
mobilization 

Villages far away from the OTP site responded poorly to the 
program. It was confirmed that screening was not done in those 
sites which is associated to distance and lack of incentives to the 
CBVs  
 

Lack of Community 
awareness 

Malnutrition is not recognized as a disease by majority in the 
community thus when the child presents with muscle wasting, 
the care giver starts with home remedies as the CHWs who can 
easily identify malnutrition are facility based. The program has 
extensive awareness to those near OTP site compared to those 
living in far villages 
 

Opportunity cost Reasons for not attending program include; competing activities 
like fetching water and firewood, tending to animals and farms, 
on top of long distances. 
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Staff absenteeism This has greatly negatively hampered beneficiary trust with 

facility staff. Most interviewed respondents have more trust on 
the CHWs as they commonly call them daktari meaning clinician 
 

Inability to produce routine 
management statistics 

There is lack of knowledge on record keeping at the facility level 
as most of the program registers were poorly filled, thus 
unreliable information for program monitoring and evaluation 

 

2.2 STAGE TWO 

In this stage, qualitative data gathered above was analyzed, validated and then used to develop 
formal hypothesis. This was tested using quantitative techniques  
 
2.2.1 Hypothesis formation 

On the first day of qualitative data collection, one of the teams found out that, care givers of 
young children living in villages near IMAM Service delivery points were more aware of the 
IMAM program than care giver of young children living in villages far away from the IMAM 
Service delivery points. This information was collected using informal group discussion with 
caregivers of young children in their home villages; however, this finding was not confirmed by 
information collected by the other teams. In order to triangulate the finding by source and 
method, this finding was placed in the “Questions” section of the BBQ tool for further 
investigation. To confirm this finding, questions were developed and incorporated into semi 
structured interview guides intended to be administered to other sources (i.e. teachers and 
village leaders and elders) on the following day. 
 
On the second day of qualitative data collection, information collected using semi-structured 
interviews with teachers, village leaders, and village elders confirmed the original finding that 
distance was negatively associated with awareness of the IMAM program. The finding had, 
therefore, been confirmed by triangulation by both source and method as indicated below: 
 
 
Table 3: Triangulation by source and method 

Source  Method 

Caregivers of young children Informal Group Discussions 

Village elders Semi structured interviews 

Teachers Semi structured interviews 
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The triangulated information led to the formation of two linked and formal hypotheses: 
 
Hypothesis 1 
Care givers of young children living in villages close (i.e. within 1000 meters) to IMAM service 
delivery point are aware of the IMAM program (i.e. know the program  exists, know that it 
treats malnourished children, identify MUAC tape and its functions as well as identification of 
RUTF which is delivered by the program). 
 
And: 
Hypothesis 2 
Care givers of young children living in villages far (i.e. more than 5 kilometers) from IMAM 
Service delivery points are not aware of the IMAM program (i.e. do not know the program 
exists, do not know that it treats malnourished children, cannot identify and do not know 
functions of MUAC tape, and do not know that the program delivers RUTF). 
 
In order to confirm these hypotheses, a small study was performed by two different teams on 
days three and four of the SQUEAC assessment.  Four villages were purposely sampled; two 
villages were located within 1000 meters to an IMAM Service delivery points and the other two 
located more than 5 kilometers from IMAM Service delivery point. The EPI5 sampling method 
was used to select five households from each of the selected villages.The EPI5 is comprised of 
the following steps4:  
 

1. Selection of the first household: Stand at a central point in the community and choose a 
direction at random (e.g. by spinning a bottle). Count the houses between the central 
point and the edge of the community in that direction. Select one of these houses at 
random using a random number table. If there are no young children (i.e. children aged 
between 6 and 69 months) in this house then select the nearest house with one or more 
eligible children. All principal carers of young children in a selected household should be 
included in the sample. 

2. Selection of subsequent households: Choose a random direction (e.g. by spinning a 
bottle) and select the fifth (EPI5) nearest house in that direction. If there is/ are no 
young children in this house then select the nearest house with one or more young 
children. All principal carers of young children in a selected household should be 
included in the sample. If you reach the edge of the community then return to the 
central point and start again. 

3. Stopping sampling: Sampling stops when you have sampled the required number of 
principal carers or (in the case of the study reported here) there is no more time left for 
further sampling 

 

                                                           
4 A short guide to undertaking surveys using the Simple Spatial Survey Method (S3M) Mark Myatt · Draft v0.30 · 
23rd March 2012 
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 In-depth interview guide regarding IMAM program awareness was developed which was used 
to interview all the caregivers of young children in each of the sampled households. In addition, 
each team was given MUAC tapes and sachets of RUTF (the two types used in Merti) in order to 
test whether informants recognized them, reflecting awareness of the program. The data 
arising from the small study is summarized below: 
 

Table 4: Findings from small study in Merti District 

 
The summary data was analyzed using the simplified LQAS testing procedure with good 
awareness defined as more than 50% of care givers of young children being aware of the 
program. 

 
d= ⌊𝒏𝐱 𝐩/𝟏𝟎𝟎⌋Where d, n and p refer to the following: 
d=decision rule 
n = total number of respondents interviewed 
p = coverage standard set for the area 
 

Table 5:Small study data analysis 

 AWARENESS CLASSIFICATION 
CALCULATION/FINDINGS 

DEDUCTIONS 

Villages 
near IMAM 
site 
 

Coverage standard (p) 50.0% More than 5 respondents were 
aware of the program in the 
near villages. The first 
hypothesis was, therefore, 
confirmed. 

Decision rule (d) =10* (50/100) 
=5 
 

Cases aware of the 
program 

10 

Villages far 
from IMAM 
site 

Coverage standard (p) 50.0% More than 5 respondents were 
not aware of the program in 
the far villages. The second 
hypothesis was, therefore, 
confirmed. 

Decision rule (d) =10* (50/100) = 
5 

Cases not aware of the 
program 

9 

 

Study 
team 

village Perceived 
distance 

Distance 
from IMAM 

service 
delivery 

point (KM) 

No. Of 
respondents 
interviewed 

No. Of 
respondents 

aware of 
program 

No. Of 
respondents 

not aware 
of program 

1 Lakole Near 1 5 5 0 
Mlandarnoor Far 6 5 1 4 

2 Biliqomarara Near 1 5 5 0 
Mataharba Far 13 5 0 5 
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Given the above results, it was concluded that distance is a factor affecting program awareness 
and is likely to be a factor affecting coverage. Coverage therefore is low in villages located far 
from IMAM Service delivery point and high in villages located near IMAM Service delivery point. 
 
 
2.3 STAGE THREE: WIDE AREA SURVEY 
 
 

2.3.1 Developing prior 

The prior was developed from a mode of four 
priors (using triangulation by method) namely; 

 

1. A histogram prior-developed based on 
the belief that coverage could not be 
below <10% as depicted by findings 
(due to presence of some boosters to 
coverage) or very high (>80%) since 
there were some barriers to coverage. 
The mode of the histogram prior was 
35%. 

Figure 5:A snapshot of Histogram prior 
based on belief 

 

2. Weighted Boosters and Barriers-the Boosters and Barriers were valued according to 
the weight they contribute to coverage. The scoring process was participatory 
whereby a booster or barrier was given a score by the participants as shown in the 
table below, with score ranging between 0 and 5; zero being the least score and 5, 
the highest in that order.  Thereafter, the boosters were added to the minimum 
coverage (0.0%) while the barriers were deducted from the maximum coverage 
(100.0%), and then the mean value of the two calculated. 
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Table 6: Weighted Boosters and Barriers 

BOOSTERS Value (%) BARRIERS 

Awareness of OTP program is high in villages 
with Health services delivery points facility 

1.0 5.0  Sharing of RUTF 

Community screening is being done by OTP 
program staff 

5.0 5.0 Sale of RUTF 

The program is satisfactory and effective 1.0 1.0 TBAs, THPs and 
Sheikhs not 
incorporated into 
IMAM program 

Rare RUTF stock outs 5.0 5.0 Absence of staff in 
the health facilities 

There exist some defaulter tracing 
mechanism 

5.0 3.0 Periodic migration 
leads to defaulter, 
low case finding & 
delayed admission 

Regular supervision/OJT is conducted at 
health facility 

1.0 3.0 Opportunity cost 
from other 
competing 
priorities to weekly 
program visits 

SAM ration cards are transferrable  5.0 3.0 Lack of integration 
of OTP with other 
programs 
(FFA/GFD/EPI) 

Key massages are given to clients in some 
H/Facilities 

2.0 2.0 Insufficient 
resources; logistical 
constrain for 
outreach support 

Existence of outreach site in hard to reach 
areas 

5.0 2.0 Lack of incentives 
for Community 
Based Volunteers 

Short Length Of Stay (LOS) 3.0 4.0 Lack of awareness 
of OTP program in 
the community 

Facility based CHWs are given incentives 5.0 2.0 Lack of awareness 
on the causes of 
malnutrition in 
community 

Chemist attendants (in town setting) refers 
malnutrition cases to program sites  

5.0 1.0 Malnutrition is not 
recognized as a 
disease by the 
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community 

  
2.0 Most severe cases 

receive 
inappropriate 
treatment         

  
2.0 Late treatment 

seeking at Health 
Facility 

  
1.0 Stigma associated 

with malnutrition  

  
1.0 Health seeking 

behaviors-health 
facility becomes 
secondary 

  
3.0 Distance from the 

health facility; if far, 
defaulting is high 

  
5.0 In ability to 

produce routine 
management 
statistics 

  
5.0 Lack of reliable 

basic information 
for program 
implementation 

 TOTAL 43.0% 55.0% 
 

Booster values ADDED to minimum coverage 
(0.0%) 

43.0% 

 

45.0% 

 

Barrier values 
SUBTRACTED from 
maximum 
coverage (100.0%) 

 MEAN               44.0% 
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3. Unweighted Boosters and Barriers-mere counting of the boosters and barriers then 

getting the median of booster values added to minimum coverage and barrier values 
subtracted from the maximum coverage. 
 

        Count value: Boosters-12 and         Barriers-19 
MEAN= (Boosters added to minimum coverage) + (Barriers subtracted from maximum 
coverage) divided by 2 
 

MEAN= (12+0.0%) + (100%-19) 
       _______________________                     = 46.5% 
                                      2 
 

4. Concept maps developed by four groups-counts of positive and negative links  
Concept Map 1-43.5%; Concept Map 2-48.0%; Concept Map 3-47.5% 
Concept Map 4-39.0% thus an Average-44.5% 
 

The above four prior modes found by four different methods were not very different from each 
other, thus the mean of the four was obtained and used as the prior mode. 

 
Therefore the prior mode by the four methods was;             

35.0+44.0+46.5+44.5 
--------------------------------=42.5% 
4 

Using Bayesian Coverage Estimate Calculator, 
the prior was believed to be at 42.5% (alpha- 
9.6, beta- 14.0) with uncertainty of ± about 
20.0% as shown below: 

 

Based on MUAC on admission trends 
obtained from routine program data, it was 
established that there is early admission into 
OTP thus short length of stay. This topped up 
by substantial number of recovering children 
in the program (meaning that the program is 
doing good in retention of sick children) 
period coverage estimate was preferred as 
opposed to point coverage estimate. 

Figure 6: Merti Prior Distribution 
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2.3.2: Methodology for wide area survey 
Sampling  

Since there was no reliable map for Merti District and most villages were located in a linear 
position following the flow of river Ewaso Nyiro, systematic stratified spatial sampling of 
villages was done (see Annex 3). This sample was topped up by grazing zones with an attempt 
to locate and case find in migrating pastoral communities. A total of thirty villages were 
systematically selected where wide area survey was conducted.  

Active case finding 

Table 7: Active Case Finding Results 

Severe malnutrition 
in Merti district is 
rare (0.5% in May 
2012 SMART survey) 
and due to lack of 
good local guides for 
adaptive case 
finding, census 

sampling (i.e. door-to-door screening of children 6-59 months) with a household census taken 
in each dwelling to avoid potential ‘hiding’ of sick children was adopted. The results were as 
tabulated above. 

Further investigation on the reasons why the malnourished children were not enrolled in the 
program was done during active case finding and the results are as follows; 

 

Figure 7: Reasons for SAM cases NOT in the program, Merti District 

0 10 20 30 40 50 60 70

Lack of program awareness

Absence of staff from facility

Long distance to the program site

Proportion of cases 

Reasons for not attending OTP program 

Day(s)  All SAM Cases 
(<115mm) 

SAM in 
Program 

SAM Cases 
Not in 
Program 

Recovering 
Cases in the 
program 

Day 1 3 1 2 3 
Day 2 2 1 1 5 
Day 3 8 1 7 0 
TOTAL 13 3 10 8 
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From the Bayesian coverage Estimate Calculator, posterior coverage was established to be 
46.0% (32.0% - 60.7%) as shown below; this estimate is below the sphere standard of 50% in 
rural program areas. It is important to note that the prior and the likelihood graphs are 
overlapping (not conflicting) thus the results of the Bayesian analysis may be used. 

 

 

 

 

 

 

 

 

 

 

Figure8: Posterior Coverage Estimate 

 

 

  



MERTI DISTRICT SQUEAC INVESTIGATION, NOVEMBER 2012 

20 
 

3. RECOMMENDATIONS 
 

Based on the findings above there are several factors that negatively (barriers) and positively 
(boosters) contribute to the coverage results found. To address the identified barriers the 
following recommendations were made with their evidence denoted in legends as shown in the 
tables below. 

 Table 8: Symbols used in the recommendations and logical framework sections

Key/Legend (source of information) 

* Caregivers Ω Facility Data Extraction ∑ Area Chief (Administrative 
leader) 

o Nurse In-charge √ Traditional Healing 
Practitioner  

∏ School Teacher 

Δ Community Health Worker = Pastoralist ∞ Health Facility Observation 
Checklist 

ф Program manager & others Ɯ Village Elder ϒ Chemist Attendant 

∂ Small study     
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Table 9: Recommendations 

RECCOMMENDATION RATIONALE EVIDENCE SOURCE 
Strengthen existing 
Community units 
 

Nonexistence of community based health 
volunteers (CBHV) leading to low program 
awareness and poor defaulter tracing 
mechanisms thus affecting the program 
coverage. 

-Lack of awareness program in the community 
-Difficulty in retaining community health volunteers 
without incentives  
-Lack of awareness on the causes of malnutrition in 
community 
-Some Health facilities lacks active case finding 
mechanism  

* o Δ ∏ 
= Δ  ф 
 
* o Δ ∏ ϒ 
 
Δ 

Strengthen community 
sensitization 

Inadequate community sensitization on issues 
of malnutrition and management reducing 
coverage 

-RUTF not perceived as medicine but food, as 
evident by sharing among family members 
-Late treatment seeking at Health Facility 

* o ϒ∑  ф 
 
O * =Ɯ 

Increase and strengthen 
outreach services 
 

In the hard to reach areas, there is little or no 
program awareness due to distance as evident 
by poor perception of causes of what 
malnutrition is, late treatment seeking and 
defaulting 

-Late treatment seeking at Health Facility 
-Lack of awareness of OTP program in the 
community 
-Lack of awareness on the causes of malnutrition in 
community 
-Periodic migration leads to defaulter, low case 
finding & delayed admission 

O * =Ɯ 
* o Δ ∏ 
 
* o Δ ∏ ϒ 
 
* o Δ ∏ 

Strengthen inter-
program integration 
(EPI,FFA, GFD) 

 

There is poor integration of OTP program with 
other programs like EPI, FFA and GFD since no 
screening or referral of children to the program 
during such activities affecting program 
awareness hence coverage. 

-Lack of integration of OTP with EPI, FFA and GFD  
 

Ω∞ 

Improve routine 
program statistics 
reporting 

 

OTP program data from the registers was quite 
unreliable as evident by failure to indicate 
discharge dates and miscalculated length of 
stay in the program in some health facilities. 

-Inability to produce routine management statistics   
-Lack of reliable basic information for program 
implementation 
 

∞Ω 
Ω 
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The table below indicates a management tool which can be used to design, monitor and evaluate the implementation of the above 
mentioned recommendations.  

Table 10: LOGICAL FRAMEWORK 

ACTIVITY  PURPOSE HOW MONITORING EVALUATION Frequency  
Strengthen existing 
community units 

• CBV  
• CHW   

 

-Improve defaulter tracing 

 
-Early detection  of cases 

 
-Raise awareness on 
malnutrition  

 
-Reduce stigma 

-Identify the specific CBV and 
CHWs 
-Train the CBV on IMAM 
-Refresher training for facility 
CHW’s on IMAM 
-Identify type of and provide 
monthly incentives to CBV (to 
include DSA for OJT, NFI, 
branded items, gum boots, 
coats, umbrellas, etc.). Include 
CBVs in other programs with 
DSA.  

-Database of CHW and CBV’s 
with respective areas of 
operation 
-No. of training of CBV on 
IMAM 
-No. of CBV’s training on IMAM 
-No. of refresher trainings (OJT 
sessions) for  CHW’s on IMAM 
-No. of CBV’s receiving 
incentives on monthly basis 
-No. of CBVs referring cases to 
facility  monthly using the 
referral slips 

-No. of defaulters (reduced) 
-Number of cases (increase over 
historic) 
-Admission MUAC (increases) 
 
-Length of stay (decreases)  
 
-Improved coverage (SQUEAC 
assessment) 

-Monthly 
-Monthly  
 
Monthly or 
Quarterly 
Monthly or 
Quarterly 
Annual 

Strengthen 
community 
sensitization 

-To improve perception of 
RUTF as medicine and not 
food to minimize sharing 
and long length of stay in 
program 
-To improve early 
treatment seeking 

-Giving OTP key messages to 
the caregivers of OTP 
beneficiaries 

 
-Creating awareness of IMAM 
program via barazas, women 
groups 
-Monthly mass screening and 
community sensitization 

-No. of caregivers given OTP 
key messages 
-Monitor sharing at household 
level 
-Early admissions 
-No. of groups/barazas 
sensitized about malnutrition 
and management 
-Number and location of mass-
screenings 
-Numbers of children screened, 
number of cases found 

-Average length of stay in 
program 

 

 
-Increased no. of admissions  

-Monthly  

 

 

 
-Monthly  
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5 Malezi bora week and World breastfeeding week 

Increase and 
strengthen existing 
outreach sites 

-Early detection  of cases 

 
-Raise awareness of 
malnutrition 

 
-Reduce distance to the 
health facility 
Reduce defaulters 

-DHMT and partner (ACF) 
identify hard-to-reach areas 
that require outreach services 

 
-Strengthen the existing 
outreach sites 

-No. of active outreach sites 

 
-No. of new sites formed 

 

-Increased no. of admissions and 
exits (cured) 

 
-No. of defaulters reduced 

-Monthly 
or  
 
 
Quarterly 

Strengthen inter-
program 
integration (EPI, 
FFA, GFD) 

-Early detection  of cases 

 
-Raise awareness of OTP  

 

-Through forums like DNTFs 
and DSG meetings emphasize 
on the importance of program 
integration which may be 
emphasized through rapid U5 
MUAC screening during 
national calendar days5 

-No. of Forums/meetings held 
-No. of referrals done during 
EPI, FFA & GFD activities 
-No. of OTP beneficiaries linked 
to FFA/GFD for protection 
ration 

 

-Increased no. of admissions 
during such activities 
-Reduced cases of therapeutic 
feeds sharing since there is 
protection ration 

-Quarterly  

Improve routine 
program statistics 
reporting 

-For quality reports 

 
-Improve monitoring of 
performance indicators 

 
-Improve reliable basic 
information for program 
implementation 

-Facility staff and CHWs 
refresher training on 
documentation and OJT by 
DHMT and partner (ACF) 

-Records correctly filled and 
tallying with the raw data 

-Tallying of reports with the 
registers and DHIS records 

-Monthly 
and 
Quarterly 
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Annex 1: Triangulation by source(BBQ) 
 

  

# Booster Source # Barrier Source # Questions (confirmed by Small survey) Source  
1 Awareness of OTP program is 

high in villages with Health 
services delivery points facility 

*∑∏
= 

1 Sharing of RUTF (not seen 
as medicine but food) 

* o ϒ∑  
ф 

1 How does migration impact health seeking 
behavior-Barrier 

= 

2 Community screening is being 
done by OTP program staff 

* 
Ɯ∑
∏ 

2 Sale of RUTF (not seen as 
medicine but food) 

* o ϒ∑  
ф 

2 Inquire more information on waiting time at 
the Health Facility (opportunity cost)-Barrier 

* 

3 The program is satisfactory 
and effective 

* o∞ 3 TBAs, Traditional Healing 
Practitioners and Sheikhs 
not incorporated into 
IMAM program 

*√ ϒ 3 Effects of program flexibility to religious & 
cultural events (Ramadan)-No Effect 

* 

4 Rare RUTF stock outs * o  
Δ 

4 Absence of staff in the 
health facilities 

* o 4 How does lack of incentives for CBVs affect 
the program 

= Δ  
ф 

5 There exist some defaulter 
tracing mechanism 

 o 5 Periodic migration leads to 
defaulter, low case finding 
& delayed admission 

* o  Δ∏ 5 Confirm awareness of OTP program in 
villages that had or have had an outreach 
site (awareness high)-Barrier to those 
without or have never had 

∏ϒ
* 

6 Regular supervision/OJT is 
conducted at health facility 

 o Δ 6 Opportunity cost from 
other competing priorities 
to weekly program visits 

* o  

7 OTP (SAM) transferable cards 
to other sites  

o Δ 7 Lack of integration of OTP 
with other programs 
(FFA/GFD/EPI) 

Ω ∞       

8 Key massages are given to 
clients in some H/Facilities 

o Δ∞ 8 Insufficient resources; 
logistical constrain for 
outreach support 

o Δ       

9 Existence of outreach site in 
hard to reach areas 

O∂ 9 Lack of incentives for 
Community Based 
Volunteers 

= Δ  ф       

10 Short Length Of Stay (LOS) o 10 Lack of awareness of OTP 
program in the community 

* o Δ ∏       

11 Facility based CHWs are given 
incentives 

Δ 11 Lack of awareness on the 
causes of malnutrition in 

* o Δ ∏ 
ϒ 
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the community 

12 Chemist attendants (in town 
setting) refers malnutrition 
cases to program sites  

o  ϒ 12 Malnutrition is not 
recognized as a disease by 
the community 

* = Ɯ√ 
ϒ 

   

   13 Most severe cases receive 
inappropriate treatment 

* = Ɯ√ 
ϒ 

   

   14 Late treatment seeking at 
Health Facility 

O * =Ɯ    

   15 Stigma associated with 
malnutrition  

* =Ɯ    

   16 Health seeking behaviors-
health facility becomes 
secondary after others 

Δ* = 
Ɯ√ ϒ 

   

   17 Distance from the health 
facility; if far, defaulting is 
high 

* Δ  ф    

   18 In ability to produce 
routine management 
statistics 

∞Ω    

   19 Lack of reliable basic 
information for program 
implementation 

Ω    

Key/Legend (source of information) 
* Caregivers Ω Facility Data Extraction ∑ Area Chief (Administrative leader) 
o Nurse In-charge √ Traditional Healing Practitioner  ∏ School Teacher 
Δ Community Health Worker = Pastoralist ∞ Health Facility Observation 

Checklist 
ф Program manager & others Ɯ Village Elder ϒ Chemist Attendant 
∂ Small study     
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Annex 2: OTP Admissions by facility from September 2011 to October 2012 
 

 

Annex 3: A snapshot of a hand drawn map of Merti district; map not to scale 

 

 

SEPT'1
1 OCT NOV DEC JAN FEB MAR APR MAY JUN JUL AUG SEP OCT

Catholic Disp 0 0 0 0 0 0 0 0 0 0 5 2 4 2
Malkagalla 0 12 5 11 0 2 4 1 2 12 9 0 2 5
Korobesa 5 10 22 0 4 1 2 1 3 4 1 1 0 5
Merti H/C 4 4 8 6 0 0 4 0 1 0 2 0 0 1
Bulesa 9 8 4 5 1 12 0 3 0 0 4 0 1 5
Bassa 3 6 11 5 2 9 1 0 0 0 1 2 0 3
Biliqo 0 0 0 0 0 0 0 0 0 0 0 0 0 0
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Annex 4: List of participants in the exercise 
 

 NAME ORGANIZATION 
 1. ANDREW PRENTICE  VALID INTERNATIONAL  
 2. BALEGAMIRE SAFARI JOSEPH VALID INTERNATIONAL 
 3. ESTHER OGONDA McOYOO CONCERN WORLD WIDE 
 4. FAITH M. NZIOKA ACTION  AGAINST HUNGER 
 5. FLORENCE MUTWIRI MERTI DISTRICT NUTRITION OFFICER (MOPHS) 
 6. HASSAN ALI AHMED MERCY USA 
 7. IMELDA AWINO ACTION  AGAINST HUNGER 
 8. JACKSON N. CHEGE ISLAMIC RELIEF 
 9. JACQUELINE WAIRIMU MACHARIA ACTION  AGAINST HUNGER 
 10. JOSE LUIS ALVAREZ MORAN CMN COORDINATOR 
 11. KENNEDY MUSUMBA ACTION  AGAINST HUNGER 
 12. KIOKO KIAMBA ACTION  AGAINST HUNGER 
 13. LILIAN MWIKALI KAINDI ACTION  AGAINST HUNGER 
 14. MARK MURAGE GATHII INTERNATIONAL MEDICAL CORPS 
 15. MARK MYATT BRIXTON HEALTH 
 16. MELAKU BEGASHAW TIRUNEH REGIONAL COORDINATOR CMN PROJECT 
 17. MUIREANN BRENNAN CENTER FOR DISEASE CONTROL 
 18. SALIM ATHMAN ABUBAKAR INTERNATIONAL MEDICAL CORPS 
 19. SAMUEL KIRICHU CONCERN WORLD WIDE 
 20. STEPHEN MUSEMBI KIMANZI INTERNATIONAL MEDICAL CORPS 
 21. SOPHIE WOODHEAD CMN PROJECT ASSISTANT 
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