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EXECUTIVE SUMMARY 

 

In February 2012, a Semi-Quantitative Evaluation of Access & Coverage (SQUEAC) was carried out by 

ACF in Moyamba District, Sierra Leone.  

In Moyamba District, treatment of acute malnutrition is implemented by the MOHS and supported 

by ACF within the frame of a capacity building program in the community based management of 

acute malnutrition (CMAM). 

The SQUEAC evaluation has been designed to provide an estimation of the CMAM coverage, as well 

as provide a better understanding of the barriers, and boosters to access affecting the program 

 

The evaluation used a simplified version of the standard, 3-stage, and Bayesian beta-to-binomial 

conjugate analysis. Program coverage in Moyamba district was estimated to be: 

 

Point Coverage: 12.1% (5.6% - 24.6%)
1
 

 

Initial assumptions pre-identified Kamajei and Kowa chiefdoms achieving high coverage and Bumpeh 

and Kongbora achieving low coverage. The retrospective test did not confirm the hypothesis. 

Coverage was determined to be low across the entire district, with no identifiable variations across 

its different chiefdoms.  

The main barriers identified were: Distance; Child care difficulties
2
; Availability; Child rejected from 

the program and RUTF availability. 

The recommendations developed after analysis of the available data were: 

• Increase the number of Health facilities providing CMAM service, especially centre and West 

part of the district 

• Improve RUTF supply and avoid shortages 

• Develop prevention intervention and SFP services 

• Continuous efforts in improving early detection and referral with a special emphasis on carer 

behaviour change 

• Improving the quality of care by training health workers and community Volunteers  

 

ACRONYMS 

 

ACF Action Contre la Faim 

CMAM Community Based Management of Acute Malnutrition 

DHMT District Health Management Team 

MAM Moderate Acute Malnutrition 

MOHS Ministry of Health and Sanitation 

MUAC Mid-Upper Arm Circumference 

OTP Outpatient Therapeutic Program 

RUTF Ready to Use Therapeutic Food 

SAM Severe Acute Malnutrition 

SFP Supplementary Feeding Program 

SMART Standardized Monitoring and Assessment of Relief and 

Transition 

SQUEAC Semi-Quantitative Evaluation of Access and Coverage 

UNICEF United Nations Children’s Fund 

W/H Weight for Height 

WFP World Food Program 

                                                           
1
 It has been decided to favour point coverage over period coverage based on the low levels of case finding and relatively 

long length of stays (influenced by RUTF stock outs in particular).Therefore, period coverage would have overestimated 

actual programme coverage. 

 
2
 Other children responsibilities 
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BACKGROUND 

 

Since 2007, the National Nutrition program of the Ministry of Health and Sanitation (MoHS) 

supported by UNICEF has endorsed and implemented CMAM in line with international guidelines. In 

August 2010, the MoHS, supported by UNICEF and WFP, carried out a nutrition survey using SMART 

methodology countrywide which showed a general improvement in malnutrition rates. The Free 

health care program, a presidential initiative launched in 2010 ensures free access to health care for 

children under 5 years of age, as well as pregnant and lactating woman. The package of care 

provided free of charge includes therapeutic treatment for acute malnutrition as per CMAM 

guidelines in 2011. 

 

In Moyamba, CMAM was launched in 2008 initially with the opening of 7 Outpatient Treatment 

Programs (OTP), extended to 15 OTP in 2010. ACF started supporting the MOHS in 2009 through an 

emergency fund for the implementation of CMAM. After 6 months of intervention, ACF renewed the 

support under its own funds. An internal evaluation showed that even after a year of support there 

was still a critical need for building the capacity of health staff, involving the community and 

improving management systems in CMAM particularly the supply chain. An effective collaboration 

between ACF and MOHS enabled ACF to propose a 3 years strategy to durably improve the 

management of acute malnutrition by implementing the national nutrition policy. 

Since February 2011, ACF has supported MOHS health facilities through the District Health 

Management Team (DHMT) to implement the CMAM program in 15 OTP, and 25 additional health 

centres providing SFP or the detection and referral of acute malnourished children less than 5 years 

of age. 

 

The role of ACF is to coach health and management staff as well as provide recommendations to the 

DHMT for the improvement of quality of care. In this context, SQUEAC was expected to provide a 

picture of the CMAM coverage in Moyamba, as well as a better understanding of the barriers and 

positive factors influencing coverage.  
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1. STAGE ONE 

 

The objective of Stage One was to identify areas of low and high coverage and the reasons for 

coverage failure using routine program data or easy-to-collect quantitative and qualitative data.  

 

1.1. Program Admissions (Overall Numbers & Trend over time) 

 

1.1.1. Admissions per OTP: 

 

Figure 1: Number of admission in the different OTP May to December 2011 

 
OTP are located nearby roads or marketplaces that are easy to access from Moyamba, although not 

necessarily easy to access for beneficiaries.  

While this should have improved the supply management of the OTPs, this often requires patients to 

travel significant distances: more than 20 km. 

In the above map we can see that the middle zone of the district, corresponding to Bumpeh and 

Bagruwa chiefdoms, is less covered which is an opportunity for expansion. 
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1.1.2. Admissions over time 

 

Figure 2: Admissions over time 

 

The analysis of the admissions over time showed an unexpected result.  

The hunger gap is known to occur during July and August; while the increase in admissions is visible, 

it is not large as compared to the increase in November. 

This can plausibly be explained by  

- In November a national mass campaign that included house-to-house MUAC detection for the first 

time led many malnourished children to be detected and referred to the centres. 

- The drop of admission may also have been due to shortages of RUTF in some centres 

These factors together suggest that coverage prior to the boost given by the screening in November 

was low – whereas new admission were around 150-200 cases a month, we should have had 

significantly more before and after the November peak. 

 

1.1.3. Analysis of number of admission /OTP 

 

Figure 3: Admission by OTP 
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We would expect the “first opened” OTP (here in dark green) to be more efficient and known by the 

community and therefore have a higher number of admissions.  

The highest number of admission is observed in the north of the District, Bradford / Moyamba / 

Senehun, and is not linked with the number of months the OTP has been running for. This shows 

that being open for a longer time doesn’t impact on awareness as expected; awareness of the 

program is not spread spontaneously. 

 

1.1.4. Admission MUAC 

 

Figure 4: MUAC on admission 

The assumption is:  

- If access to treatment services is good, MUAC on admission is not very low, because patients 

present earlier 

- If access is bad, MUAC is very low, because patients present late; in an advanced state of SAM. 

According to the data collected (May to December, for all the OTP), only 11% of children come with 

a very low MUAC (≤10cm) which would be in favour of a good coverage. 

It is interesting to note that 28% of MUAC at admission are ≥11.5cm (National admission criteria for 

OTP is MUAC < 11.5 cm) 

 

Many beneficiaries are admitted under the criteria of W/H
3
 but few under the criteria of oedema; 

therefore, some questions can be raised: 

- Are there difficulties in identifying the age of the child? 

- Are their errors of admission? 

 

1.2. Program Exits 

 

1.2.1. Defaulters 

 

Health staff in different OTP recorded defaulting patients inconsistently: 

- Patients who presented but did not receive RUTF 

- Patients who failed to present because of RUTF shortage, but came when the supply was delivered 

- Patients actually defaulting by not completing their treatment 

With so many different definition of defaulting, the analysis was extremely difficult. 

                                                           
3
 W/H: Weight for Height reference table according to WHO standards 2006; Sierra Leone CMAM guideline, 2011.  
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The analysis of attendance patterns led the team to study further the availability of RUTF which had 

a huge impact on attendance and recording of defaulters. Actually the RUTF was a key issue 

influencing the attitude of care givers, the strategy of the nurses, the reports and statistics, the RUTF 

request and supply itself, and therefore the coverage in a whole. 

 

1.2.2. RUTF availability: 

 

Analysis of pipeline breaks as reported by health staff. 

The Chart below shows the % of children who did not have RUTF during 3 consecutive weeks in 

orange, compared with the total number of admissions in green. 

 

Figure 5: RUTF availability and admissions 

12 OTP answered the question and we can see that 5 of them couldn’t provide RUTF to more than 

half of the beneficiaries for 3 consecutive weeks. 

It is important to note that almost all beneficiaries did not receive RUTF at least once during the 

treatment. 

The impact of the RUTF shortage has a critical impact on the efficiency of the treatment itself as well 

as on the perception about the program and the management of CMAM. People may know about 

the program but perceive it as unreliable, impacting negatively on the whole program. 

- A child who doesn’t receive his treatment regularly is more likely to fail to respond to the 

treatment, to relapse after being cured, or to develop a complication during the treatment.  

Their length of stay may therefore be prolonged, and the couple mother and child will have to come 

to the OTP (eventually far walking distance) for longer.  

- In addition, shortage of RUTF in an OTP has a negative impact on the perception of the program. 

Mothers will pass on the message that treatment is not available and that it is useless to make the 

effort to attend or to bring their child for detection. 

- When treatment is not followed, nurses do not “capture” data consistently/using the same 

definitions in all OTPs.  

Some discharged patients, and re-admitted them when RUTF was available,  

Some had a waiting list of SAM children in need of treatment,  

Some continued to implement the activity without distributing (anthropometric 

measurement, registration in the cards, systematic treatment, education...) 
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This resulted in inconsistent calculations of SPHERE standards across the district. It is difficult to 

compile and analyse figures when we know the definitions used for calculations were not the same 

in all the centres. 

Surprisingly, patients continue to come even if they don’t receive RUTF, demonstrating the 

willingness of some caretakers to participate in the program. RUTF availability could be used as 

leverage to attract potential defaulters and improve the awareness of and attendance at OTPs. 

 

1.3. Qualitative Data 

 

1.3.1. Causes of Malnutrition in Sierra Leone 

 

There are multiple causes of malnutrition in Sierra Leone, linked with poverty and food insecurity as 

well as poor health status and inadequate dietary intake especially for infants and young children. In 

2012, 11% of infants aged 0-5 months are exclusively breastfed and only 47% initiate of 

breastfeeding within one hour of birth.  

ACF implemented a Nutritional Causal Analysis in Moyamba in 2010 which showed that malnutrition 

is significantly linked with diseases such as fever, diarrhoea, cough or malaria. In addition, a number 

of barriers to accessing health care were identified: distance of health facility, cost of care, untrained 

or insufficient medical staff, and lack of equipment and availability of drugs were all highlighted by 

the survey. 

Moyamba is one of the districts in Sierra Leone with > 70% of households with poor or borderline 

food consumption.  

 

1.3.2. Free Health Care Initiative  

 

Since the launching of the FHC initiative, access to health improves slowly and hopefully will 

continue to steadily improve maternal and child care.  

However, even if the awareness about free care seems to be good, the initiative does not take into 

consideration transport costs to reach often distant health facilities and drugs are not always 

available. Parents and caretakers consult late when the patient is in an advanced stage of sickness 

that may be too severe to treat in community health centres. 

 

1.3.3. Barriers to Access CMAM services 

 

Figures 5: OTP geographic coverage and catchment area 

 
5km catchment area 10km catchment area 

Theses maps show the geographical inequity in coverage. 

� Low coverage in Bumpeh Chiefdom in the west part of the district and the centre where 

Kaiyamba, Bagruwa and kongbora meet 

� High coverage in Kamajei / Kowa chiefdoms east part of the District 
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1.3.4. Awareness about CMAM: 

 

Since MOHS has opened the 7 first OTPs in Moyamba in 2008, other programs are being 

implemented: ACF implements CMAM support in Moyamba (started in 2010) at health facility level; 

CAUSE Canada Sierra Leone implements an IYCF program under UNICEF funding. They work on 

community mobilization, preventative interventions, and awareness at community level through the 

organization of mother-to-mother groups. 

MOHS, CAUSE and ACF have radio programs to inform the communities, and promote awareness. 

Unfortunately, the radio network doesn’t cover the whole district therefore some communities 

don’t have access to the information through this channel.  

 

1.3.5. Care takers activity and field work: 

 

Moyamba is rural area and the economy is predominantly agricultural. Therefore many families rely 

on filed work. According to the season, caretakers have to leave the village early and come back late.  

As a consequence, young children are left behind in the best case with gran parents, but often with 

siblings barely older than themselves. 

 

1.3.6. Health seeking behaviour: 

 

In Moyamba hospital and especially in the Stabilization centre, health staff have to face extremely 

complex cases, many patients arrive in an advanced state of SAM probably due to late presentation.  

The responsibility to bring a child to the health centre is often the mothers who are overloaded of 

work: including house work, several children to take care of, farming activity and sometimes small 

scale business. These multiple responsibilities are likely to limit the time available to carers to take 

every child which is not seriously sick to the health centre, and make it difficult to organize the care 

for other children in the household. An alternative commonly used in Sierra Leone is to consult a 

traditional practitioner for advice and treatment depending on the situation. 

 

1.4. Phase 1 Conclusion  

 

Based on the information collected from routine data, and field visits in the OTPs during the phase 1 

the following hypotheses could be drawn:  

� Low coverage in Bumpeh / Kongbora chiefdoms  

� High coverage in Kamajei / Kowa chiefdoms 

The main barriers identified are:  

• Long Distance to reach the OTP; cost related; proximity from Highway 

• Low awareness about the Program and confidence about the program: the perception of 

the program influenced by treatment availability; errors of admission; rejections after 

referral; awareness being mainly done around the health facilities implementing OTP 

services 

• RUTF availability (figure 5) 

 

Table 1: Criteria for Selection of High & Low Coverage Areas 

  Distance Awareness RUTF 

High Coverage Area Kamajei Short High Fewer 

shortages 

Kowa Short High Fewer 

shortages 

Low Coverage Areas Bumpeh Long Low More shortages  

Kongbora Long Low More shortages 

The 4 chiefdoms: Bumpeh, Kongbora, Kamajei and Kowa were identified as reference to 

retrospectively test the hypothesis.  
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2. STAGE TWO 

 

The objective of Stage2 is to confirm the location of areas of high and low coverage and the reasons 

for coverage failure identified in stage 1 (above). Taking into consideration constraints of access and 

time, as well as availability of staff members, it was decided to retrospectively test the hypothesis 

using data collected during the phase 3 small area survey. 

 

The data for Bumpeh, Kongbora, Kamajei and Kowa were collected in 2 days and 8 villages were 

visited. The teams used a case definition that included both marasmus and kwashiorkor cases, as 

well as children who were in the program but no longer acutely malnourished (recovering cases). 

The teams used an active case-finding methodology aiming to find every case in the village. They 

also relied on pictorial representations to aid identification of the type of children being sought. The 

main findings are included in Table 2: 

 

Table 2: Results of data collection is hypothesis area 

High 

Coverage 

Kamajei 

Kowa 

Total SAM found 5   

SAM in the program 0   

SAM not in the program 5 

Child was rejected by the program 

Carer is ashamed to attend the program 

Difficulty with childcare 

Program site is too far 

Doesn't know about the program 

Low 

Coverage 

Bumpeh 

Kongbora 

Total SAM found 2   

SAM in the program 0   

SAM not in the program 
2 

  

Program site is too far and shortage of Plumpy Nut 

Program site is too far and Mother pregnant; child has 

been staying with his grandmother 

Based on the information collected, coverage was classified against a threshold of 30%
4
. 

A decision rule was calculated using the following formula:  

Decision rule:  

 
Coverage proportion: (p) = 30  

Sample size (n) = 5 High coverage hypothesis 

 (n) = 2 Low coverage hypothesis 

The results of coverage classification are presented in table 3 

  

                                                           
4
 The threshold was set at 30% based on discussions about most likely CMAM coverage in Moyamba. SPHERE minimum 

standard in rural settings is 50% 
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Table 3: coverage classification 

Low Coverage 

Area  

Coverage standard (p) 30% 
Number of cases covered (0) is not 

greater than decision rule (0) 

Decision Rule (d) 

[n x 30/100]   

[2 x 0.3] Coverage is < 30% 

0.6   

d  0   

Cases covered 0   

High Coverage 

Area  

Coverage standard (p)  30% 
Number of cases covered (0) is  

< decision rule (1) 

Decision Rule (d) 
[n x 30/100]   

[5 x 0.3] Coverage is <30% 

d  1   

Cases covered 0   

The retrospective check using data collected during the survey showed that the hypotheses made 

incorrect assumptions about distance and awareness (Table 1).  

The coverage is low across Moyamba. 
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3. STAGE THREE 

 

The objective of Stage 3 was to provide an estimate of overall program coverage using Bayesian 

techniques. To do this, the evaluation relied on the standard Bayesian beta to binomial conjugate 

analysis.  

 

3.1. Developing a Prior 

 

A Prior could be developed based on the perception of the program coverage and the coverage was 

estimated to be around 25%. Due to a lack of consistent data, and the difficulties in developing a 

clear picture of what was happening in the program (e.g.: individual data not available, difficulties 

collecting accurate figures for defaulters) the range was left open from 0-80%, placing a greater 

emphasis on survey data. 

 

Figure 6: Prior (Program Coverage) 

 

 

 

 

 

 

 

 

 

 

α: 2.6 

β: 5.7 

Mode: 25 

 

3.2. Sampling Methodology 

 

3.2.1. Minimum Sample Size 

 

• Number of SAM to include 

To estimate the minimum number of cases (children) needed in the small-area survey (n), the 

following formula was used: 
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Using the α (2.6) and β (5.7) values, the result is  

n Likelihood 

= 0.25 * (1 - 0.25) - (2.6 + 5.7 - 2) 

  (0.13/1.96)2     

        

        

= 0.1875 - 6.3    

  0.004399      

        

= 42.6213 - 6.3    

        

        

n Likelihood 

= 36.3213    = 37 children with  13% precision 

 

• Number of villages to be visited in order to reach the 37 children to be included: 

5
 

 

n = Sample size = 37 children (with 13% precision) 

Average village population/villages  = 204 persons 

Percentage of population Under 5 years = 17.7 % 

SAM prevalence (Z score) = 0.9 % 

SAM prevalence (MUAC) = 2.3 % 

SAM prevalence (MUAC) calibrated = 1.8 % 

   

n villages = 37 = 37 = 

56.9279

8 

  204 * (17.7 / 100) * ( 1.8 / 100 )   

0.64994

4     

57 villages to be visited 

 

• About calibration 

As the SQUEAC survey was implemented during February, and the available data regarding 

malnutrition rates were collected in August, the lean season, there was a need to calibrate the SAM 

rates. 

According to the manual: “It is better to use a low rather than a high estimate of SAM prevalence for 

this sample size calculation. A value mid-way between the point estimate and the lower 95% 

confidence limit for SAM prevalence could be used.”
6
 

  

calculation of low estimation of SAM prevalence (MUAC) 

SAM prevalence according to MUAC: 2.3% (1.3% - 3.8%) 

  2.3 

 

- 
 

 

2.3 - 1.3 
 

= 1.8 

              2     

 

3.2.2. Spatial Representation 

                                                           
5
 The ⌊ and ⌋ symbols mean that you should round down the number between the ⌊ and ⌋ symbols to the nearest whole 

number, SQUEAC Manual, October 2011. 
6
 SQUEAC Manual, October 2011. 
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The map of Moyamba was divided into quadrats (about 20 km each) and the centre of each quadrat 

identified. 

In total 24 quadrats were drawn. 

The 2 closest villages to the centre of each quadrat were selected for visiting. In total, 40 villages 

were visited.  

The survey was carried out from March 16
th

 to 24
th

 by 4 teams of 2 persons (8 persons in total) and 

one deputy nutrition program manager.  

They used an active case finding methodology to ensure they would see all the children in a given 

village as described in stage two. 

 

3.2.3. Small Area Survey Results  

 

Key findings of the surveys can be found in Table 4. Main reasons for non-attendance (based on 

short questionnaires conducted with carers of current (SAM) cases not attending the program) are 

included in Figure 7.  

 

Table 4: Key findings of the surveys 

Type of Cases  Number of Cases 

Number of current (SAM) cases 40 

Number of current (SAM) cases attending the  program 4 

Number of current (SAM) cases not attending the program 36 

Number of recovering cases attending the program  8 

 

• Among the 36 SAM cases NOT in the program: 29 recognized their child as malnourished 

• 25 out of the 29 mothers, who knew their child was malnourished, knew as well where to go 

- all of them would go to a health centre where malnutrition can be detected or treated. 

 

Figure 7: Main reasons for non-attendance: 

 
It is important to note that: “Cost”, “child not recognised as sick”, “RUTF availibility” were 

explanations given by cretakers under “other reason” for non attendance. It was not part of the 

initial questionnaire, but as they were often mentioned, the team decided to measure the 

importance compared to the other usual explanations given for non-attendance. 

 

 

0 2 4 6 8 10

Distance

Child care difficulties

Availibility (Time Busy)

Child rejected

RUTF availibility

Chlid not recognised as sick

Cost

Other children at home

Ashamed to attend

Other

Reasons for not attending the 

program
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• Referral system  

For 17 children out of 24 SAM cases not attending the program and recognized as malnourished, the 

carer knew where to go, AND had been screened BUT didn't adhere to the referral. 

The reasons given were: 

- 4 defaulted after starting treatment 

- 4 were previously rejected  

- 3 were discharged as cured (but relapsed) 

- 2 where the caretaker has to take care of other childdren  

 

This means that a critical effort is needed in terms of quality of care. 

People who attended the program once would rather not attend again (even if their child was 

discharged cured). 

 

3.2.4. Overall Coverage Estimation  

 

• Point Coverage 

Provides a snapshot of program performance and places a strong emphasis on the coverage and 

timeliness of case-finding and recruitment. To calculate point coverage, the numerator and 

denominator were selected from the results of the small-area surveys using the following formula:  

 

 
 

The survey data was used for the denominator (40) and numerator (4) when inputted into the 

BayesSQUEAC Calculator.  

 

 
 

Based on the existing prior and small area survey (likelihood) point coverage was estimated to be  

12.1% (5.6% - 24.6%)
7
 

  

                                                           
7
 Period coverage: 25% (15.7%-38.1%) 
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4. CONCLUSIONS & RECOMMENDATIONS 

 

Since 2008, the CMAM program has treated a considerable number of SAM cases and several NGOs 

support MOHS efforts to propose quality services to prevent, detect and treat malnutrition. 

However, Moyamba district CMAM program coverage is low. The main barriers to access were 

identified as being: 

o Distance 

o Child care difficulties (Other child responsibility) 

o Availability (Time, carer busy with work) 

o Child rejected from the program 

o RUTF availability 

 

Recommendations: 

• Considering the large size of the district, the poor road and public transport network, and 

the geography of the district (extensive swamps) the natural barriers to access are so 

significant that they have to be considered as a priority in planning CMAM. Looking at the 

geographical distribution of the current OTPs, gaps identified should be seen as an 

opportunity to improve coverage by increasing the number of health facilities providing OTP 

services. The non-covered areas should be prioritised, i.e. central and western parts of the 

district, in order to reduce distance and therefore transport costs. 

This measure would also impact the time mothers spent to reach the health facility and 

therefore have a positive impact on their availability and difficulties for the care of other 

children at home. 

• Considering the impact of RUTF shortages, the consequences on defaulting, relapse, and 

perception of the service by the community, improving the supply chain will be a key 

element in improving the coverage.  

• Prevention of SAM through SFP or other type of intervention. 

Looking at the number of MAM cases detected during the survey, it is important to work on 

prevention intervention in order to prevent well-nourished children from becoming 

malnourished or MAM cases to become SAM when the lean season comes in June, July and 

August. 

MOHS has already scaled up the IYCF program aiming to prevent malnutrition by mobilising 

mothers’ groups in the community.  

SFP services are proposed in 45 health facilities in Moyamba. The limited case load for SFP 

admission prevents actual MAM cases from being treated when they are already sick.  

A discussion should be initiated to either improve coverage of SFP service or propose other 

alternative solutions for treatment of MAM cases. 

• Considering the number of carers aware of the status of their child, knowing where to seek 

for treatment and still not following the advice given by community volunteers or health 

workers, the program should continue the efforts to improve early detection and awareness, 

focussing on behaviour change for carers. Therefore, the first recommendation (increasing 

the number of OTP) should have an impact on carer attitudes and practices towards the 

treatment of their children. 

• The program should consider improving the quality of care provided at health facility level 

by training and coaching the health staff as well as community volunteers in order to avoid 

errors of admissions, rejections, and therefore relapses. This would also improve the 

attitude of carers toward referral and their perception of the program. 

• A question raised during the survey was how to work on sensitization and community 

involvement to help mothers who have other children at home to attend OTP, particularly 

the potential role of community support. This concern should be raised with community 

representatives and local authorities to develop the support to mothers and carers. 
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• Considering the difficulty to collect basic routine data, the system should be reviewed taking 

into consideration the needs of program managers: 

o To improve understanding of the program, detect problems as soon as they arise 

and enable prompt reactions to solve them 

o To facilitate SQUEAC /coverage measurement: 

Type of data to collect/frequency/format/where to centralize and compile 

E.g. individual data about the patients: admission, origin, relapses, and defaulters should be 

available when analysing the program. 

 


