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EXECUTIVE SUMMARY 
Concern Worldwide has been supporting the Ministry of Health in expanding the treatment of acute 

malnutrition in the slums of Nairobi since 2008. The program has since expanded from covering six 

sub-counties of Nairobi County to covering eight sub-counties by 2013 with eighty health facilities 

being supported in the implementation of Outpatient Therapeutic Program.  

Concern Worldwide has monitored the access and coverage of the urban nutrition programme since 

February 2010. Initially, the assessments were done at the facility catchment areas using the SLEAC 

methodology. However, in July 2011, the SLEAC methodology was replaced by the SQUEAC 

methodology in that the stakeholders felt that it was necessary to determine the access and 

coverage levels at the district level in addition to the SQUEAC being adopted at the national level by 

the Ministry of Health. Like in the previous two years, this coverage assessment adopted the 

SQUEAC methodology. 

The coverage assessment for Nairobi was facilitated by Coverage Monitoring Network, Valid 

International and Concern Worldwide. Additionally, unlike the past when the barriers, boosters and 

coverage has been determined for all the eight sub-counties combined, this round the assessment 

established the barriers, boosters and coverage specific to each sub-county. The entire participants 

for the coverage assessment were drawn from the ministry of health.  

The table below presents the three major barriers, boosters, recommendations and the overall 

coverage by the sub-counties: 

Sub-County Major Barriers Major Boosters Coverage Conclusion Recommendations 

Dagoretti  Stigma 
 Migration 
 Low 

Awareness 
of OTP 
Services 

 Good 
Accessibility 

 Free Services 
 Continuous 

Supply 

61.2% 
(48.9% - 
72.4%) 

Below SPHERE 
standards of 
70% but above 
Program Target 
of 50% 

Organize for 
sensitization of key 
community figures 
(especially chiefs, 
religious leaders, 
village leaders, and 
community 
members). 

Embakasi  Stigma 
 Poor 

Service 
Delivery 

 Low 
Awareness 
of OTP 
Services 

 Good 
Accessibility 

 Free Services 
 Mother to 

Mother Referral 
 

30.9% 
(21.1% - 
43.0%) 

Below SPHERE 
standards of 
70% and below 
Program Target 
of 50% 

Train the untrained 
community units and 
support the 
functional ones to 
carry out: regular 
systematic screening, 
defaulter-tracing, and 
providing caregivers 
with appropriate 
interventions at the 
household level. 

Kasarani  Poor 
Service 
Delivery 

 Stigma 
 Migration 

 Mother to 
Mother Referral 

 High 
Community 
Awareness of 
IMAM Services 

 Regular Active 

52.1% 
(41.3% - 
62.4%) 

Below SPHERE 
standards of 
70% but above 
Program Target 
of 50% 

Setting performance 
targets and 
community 
mobilizations. 



Case Finding 
and Community 
Screening 

Njiru  Distance 
and 
Competing 
Tasks 

 Stigma 
 Low 

Awareness 
of IMAM 
Services 

 Integration of 
OTP with other 
Child Care 
Programs 

 Continuous 
Supply 

 Good 
compliance with 
the program 

No Data 
– There 
was no 
conflict 
between 
Prior and 
Posterior 
but 
Posterior 
was 25% 

Below SPHERE 
standards of 
70% and below 
Program Target 
of 50% 

Open more OTP sites 
for the community in 
Ruai and Njiru 
division/ integrated 
outreach. 

Kamukunji  Competing 
Tasks 

 Stigma 
 Political 

Unrest 

 High 
Community 
Opportunity on 
OTP 

 Improved Good 
Health Services 

 Short Distance 

66.6% 
(54.7% - 
76.6%) 

Below SPHERE 
standards of 
70% but above 
Program Target 
of 50% 

Establishment of 
flexible appointment 
times for mothers 
with competing tasks.   

Makadara  Low 
Awareness 
on OTP 

 Stigma 
 Low Level 

of 
Community 
Screening 
and 
Mobilizatio
n 

 Positive Health 
Seeking 
Behaviors 

 Constant Supply 
 Nutrition 

Education at 
Facility Level 

34.0% 
(23.9% - 
45.7%) 

Below SPHERE 
standards of 
70% and below 
Program Target 
of 50% 

Sensitize the 
community on 
malnutrition. This 
includes community 
groups, churches, 
TBAs, herbalists, 
chiefs, ECD teachers, 
and CHWs. 

Starehe  Low 
Awareness 
on OTP 

 Stigma 
 Negative 

Health 
Seeking 
Behaviors 

 Short Distance 
 Good Referral 

System 
 Free Services 

51.9% 
(40.2% - 
63.2%) 

Below SPHERE 
standards of 
70% but above 
Program Target 
of 50% 

Sensitization for the 
community, key 
leaders, and CHWs in 
the community units. 

Westlands  Stigma 
 Poor 

Services 
Provision 

 Migration 

 Early Admission 
 Good 

Knowledge of 
the OTP Services 

 Free Services 

49.9% 
(38.4% - 
60.9%) 

Below SPHERE 
standards of 
70% and below 
Program Target 
of 50% 

Capacity build-up of 
Health Workers, 
volunteers, and key 
leaders. 
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2 INTRODUCTION 
 

2.1 CONTEXT  

Concern Worldwide has been monitoring the access and coverage of the urban nutrition 

programmes since February, 2010. Initially, the assessments were being conducted at the individual 

catchment areas using the SLEAC methodology. Further, in 2010 three round of coverage 

assessments were done on quarterly basis and the results compiled across all the participating 

facilities to inform the programme. However, at the end of the 2010 it was decided that frequency of 

the assessments would be reduced to two in order to give the MoH enough time to act on the 

recommendations of the previous assessments. Therefore, from 2011, Concern Worldwide has been 

conducting coverage assessment twice a year. In addition, the methodology has also been revised 

and the SQUEAC methodology was adopted in July, 2011 and this became the first coverage 

assessment in the urban program to be done using the SQUEAC methodology. 

In the past, Concern Worldwide has used the SLEAC methodology to evaluate the programme access 

and coverage and the factors affecting the programme both positively and negatively. However, the 

SLEAC methodology was facility based meaning that this was done at the facility level. In relation to 

this, it was decided that there was need to determine the coverage at the district level and hence 

the adoption of the SQUEAC methodology. Moreover, the SQUEAC methodology has been adopted 

by the Nutrition Technical Forum (NTF) as a programme evaluation methodology. 

In 2012, two rounds of coverage assessment  were scheduled; March 2012 and September 2012. The 

first round of Coverage Assessment was conducted from 12th to 21st March, 2012. For the OTP 

Coverage Assessment, this was exactly seven months after the previous coverage was conducted in 

July, 2011 while for SFP this was the 1st coverage since the implementation of the programme in 

May, 2011. Unlike in the previous coverage assessment which was conducted in six districts, this 

time the coverage assessment was conducted in all the eight districts namely Dagoretti, Westlands, 

Kamukunji, Starehe, Kasarani, Makadara, Njiru and Embakasi. In addition, during the 1st round of 

Coverage Assessment in 2012 , there was a strong participation by the MoH Team who had 

participated throughout the period.  

 

2.2 CMAM PROGRAMS IN NAIROBI 

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

other partners in expanding the treatment and management of acute malnutrition in the Nairobi 

slums since 2008. Initially, the program was covering only three districts but later the program has 

been  expanded to cover eight districts out of the nine districts on Nairobi County. These are 

Dagoretti, Westlands, Kamukunji, Starehe, Kasarani, Makadara, Njiru and Embakasi. In total, there 

are 80 facilities which are supported by Concern Worldwide in the implementation of the OTP 

services across the 8 districts.  

 



3 OBJECTIVES 
 

The following were the objectives of the coverage assessment 

1. To identify the barriers and the boosters which influence the OTP coverage 

2. To determine the OTP program Coverage 

3. To build the capacity of MoH staff on program coverage methodology 

4.  Develop feasible recommendations to improve the coverage and performance of CMAM 

5.  

The above objectives were specific for the 8 districts across the county where Concern Worldwide 

supports the OTP program. This implies that the results were independent and distinct across the 8 

districts. 

4 METHODOLOGY 
 

The Coverage Assessment utilized the SQUEAC methodology which was done in three phases. The 

first phase involved the compilation and analysis of the program data and the qualitative 

information collected from various actors. The second stage involved conducting a small area survey 

while the third stage involved conducting the wide area surveys.  

The SQUEAC methodology was designed to be low resource in terms of financial and human 

resources. The activity was conducted by a total of 24 participants from the MoH, Concern Staff and 

Coverage Monitoring Staffs. The 8 districts within Nairobi were stratified into two namely big 

districts and small districts. This was based on the number of OTP programs in each district where 

the districts which had 10 or more OTP sites were classified as “Big Districts” otherwise they were 

classified as “Small Districts”. The Big Districts included Embakasi, Kasarani, Njiru and Dagoretti while 

the Small Districts included Westlands, Makadara, Starehe and Kamukunji. The Big Districts had 4 

participants each while the small districts had 2 participants each. All the participants were directly 

involved in the running of the OTP sites on routine basis.  

 

 

 

 

 

  



5 Results 
 

5.1 EMBAKASI DISTRICT  

1.1.1 Program Data Analysis 

The routine program data which was analysed included the admissions, MUAC on admission, 

MUAC on defaulting, program performance data which included the defaulters and the in-

program deaths. This data was used to detect any trends which would later be explored and the 

existing trends explained. Additionally, a calendar of seasonal events in Nairobi was developed 

in-order to establish if there was any relationship between the program data and in particular 

the admissions and the defaulters with the seasonal calendar.  

1.1.1.1 Admission Trends 

Figure 1: Admission Trends over Time 

 

 

 

 

 

 

The admission trends shown above shows that the number of admission between the months of 

April 2012 to August 2013 was relatively the same. Thereafter there was a downward trend in 

the admission up to the month of November 2013 when the admission started increasing till 

March 2013. When this was compared with the seasonal calendar it was evident that during the 

months of April through May when the admissions were high, this is when the case of diarrhoea 

and URTI/ARI were also high. During the same period experienced moderately high food prices 

and food insecurity which are also drivers of malnutrition in any given community. The same was 
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witnessed in July and August when the admission were also high. Additionally, between the 

months of September and October, the results show relatively low cases of the drivers of 

malnutrition in the community and at the same time the admission were also relatively low. This 

therefore means that  there was a relationship between the seasonality in Embakasi District and 

the admissions.  

1.1.1.2 Exit Trends 

Figure 2: Exit Trends over Time in Embakasi District 

 

The exit trends above show that the death rate was generally low throughout the period. 

However, the non-response rate was low from April 2012 to January 2013 when the rate 

increased to almost 15% in March 2013. Additionally, the defaulter rates was high in April 2012 

and above the 15% SPHERE threshold, however, there was a low defaulter rate up to October 

2012 when the defaulter rate increased and remained above the 15% SPHERE threshold. The 

high defaulter rate and low cure rate of  75% below the SPHERE standards in this period was 

mainly due to the diminished level of activity at the health facility and community level, more so 

in the slums, in this period. This was as a result of the political situation in this period where for 

most part of the period, the campaigns were on high gear. Activities slowed down as the service 

providers kept off more so at the community level (for instance active case finding and tracing of 

absentees and defaulters) where the CHWs were reluctant to offer their services to some of the 

locations they are supposed to work for fear of attacks due to their political or ethnical 

affiliations. Also, the monetary gains associated with the political campaign kept a good number 

of the CHWs busy with campaign related work. In addition, health seeking behaviour of the 

beneficiaries was also negatively affected as there was a lot of movement within and across the 

slums, with some of the people relocating to their rural homes for fear of election related 

violence, thus resulting in abseentism and inconsistency in attendance. Additionally, the same 

period witnessed an erratic supply of the RUTF hence impacting negatively on the performance 

of the OTP program.  

1.1.1.3 MUAC on Admission 
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Figure 3: MUAC on Admission 

 

A third of the facilities offering OTP services in Embakasi was sampled and then the admission 

that were made using MUAC were tallied from the Month of April 2012 to April 2013. The above 

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

11.0 cm and 11.4 cm. The median MUAC at admission was found 11.0 cm which implied that 

around 50% of the admissions were made with a MUAC of above 11.0 cm while remaining 

admissions were made with a MUAC of less than 11.0 cm. Nevertheless, from the graph it is 

clear that there was a significant number of cases that were admitted with low MUAC and of 

concern being the cases admitted at a MUAC of less than 10. cm which is an indication of late 

critical admission.  
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5.2 DAGORETTI DISTRICT  

1.1.2 Program Data Analysis 

1.1.2.1 Admission Trends 

Figure 4: Admission Trends over Time 

 

 

 

 

 

 

The admission trends shown above show that there was an upward trend in the number of 

admissions between the months of April and July. There after there was a downward trend in 

the admission till the month of January 2013 when the admission again increased up to the 

month of April 2013. A comparison between the admission trends and the seasonal calendar 

indicate that there was a relationship between the two. For instance in the month of April and 

May when most of the admission were made, there was high diarrhoea and URTI/ARI cases in 

the community. Additionally, the field prices and the food prices were also high during this 

period. Further, low admissions were experienced during the month of August through the 

month of March 2013. This was mainly attributed to the increased political temperature in the 

area as the country was heading to a general election. In this period, there was increased 

migration and movement out of the slums to the rural areas for security concerns hence the low 

admissions in the period.  
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1.1.2.2 Exit Trends 

Figure 5: Exit Trends over Time in Embakasi District 

 

The exit trends above show that the death rate was generally low throughout the period. 

However, the non-response rate was low from April 2012 to December 2012 when the rate 

increased to more than 15% till March 2013. Additionally, the defaulter rates were low 

throughout the period and below the 15% SPHERE threshold. The high non-response rate and 

low cure rate of below 75% which was below the SPHERE standards in the period between 

December 2012 and March 2013 was mainly due to the diminished level of activity at the health 

facility and community level, more so in the slums, in this period. This was as a result of the 

political situation in this period where for most part of the period, the campaigns were on high 

gear. Activities slowed down as the service providers kept off more so at the community level 

(for instance active case finding and tracing of absentees and defaulters) where the CHWs were 

reluctant to offer their services to some of the locations they are supposed to work for fear of 

attacks due to their political or ethnical affiliations. Also, the monetary gains associated with the 

political campaign kept a good number of the CHWs busy with campaign related work. In 

addition, health seeking behaviour of the beneficiaries was also negatively affected as there was 

a lot of movement within and across the slums, with some of the people relocating to their rural 

homes for fear of election related violence, thus resulting in absenteeism and inconsistency in 

attendance. Additionally, the same period witnessed an erratic supply of the RUTF hence 

impacting negatively on the performance of the OTP program.  
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5.3 NJIRU DISTRICT 

1.1.3 Program Data Analysis 

1.1.3.1 Admission Trends 

Figure 6: Admission Trends over Time 

 

 

 

 

 

 

The admission trends above depict an upward trend from April 2012 through August 2013. 

Thereafter there was a downward trend up to November 2012 when the trend once again 

started going up till April 2013. The trends above seem to follow the seasonal calendar displayed 

below. For instance the least admission were experienced between September and November 

when the seasonal calendar showed little activities and/or seasons that would have an impact 

on the malnutrition. On the other hand most of the admissions were experienced when on the 

ground there were various seasons that would affect the malnutrition rates either directly or 

indirectly. For instance in the month of April when the admissions were high there was also 

recorded increased diarrhoeal cases in the community, at the same time the fuel and food prices 

were also high.  
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1.1.3.2 Exit Trends 

Figure 7: Exit Trends over Time in Embakasi District 

 

The defaulter rate throughout the period between April 2012 and April 2013 remained below 

the SPHERE threshold of 15%. However, the trend above show an increased non response rate 

and death rate from the month of November 2012 through March 2013. At the same time the 

cure rate dropped significantly from a high 90% to almost 60% even below the 75% 

recommended cure rate by the SPHERE standards. The low cure rate from October 2013 through 

March 2013 in this period was mainly attributed to the diminished level of activity at the health 

facility and community level, more so in the slums, in this period. This was as a result of the 

political situation in this period where for most part of the period, the campaigns were on high 

gear. Activities slowed down as the service providers kept off more so at the community level 

(for instance active case finding and tracing of absentees and defaulters) where the CHWs were 

reluctant to offer their services to some of the locations they are supposed to work for fear of 

attacks due to their political or ethnical affiliations. Also, the monetary gains associated with the 

political campaign kept a good number of the CHWs busy with campaign related work. In 

addition, health seeking behaviour of the beneficiaries was also negatively affected as there was 

a lot of movement within and across the slums, with some of the people relocating to their rural 

homes for fear of election related violence, thus resulting in absenteeism and inconsistency in 

attendance. Additionally, the same period witnessed an erratic supply of the RUTF hence 

impacting negatively on the performance of the OTP program.  
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1.1.3.3 MUAC on Admission 

Figure 8: MUAC on Admission 

 

A third of the facilities offering OTP services in Njiru were sampled and then the admission that 

were made using MUAC were tallied from the Month of April 2012 to April 2013. The above 

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

11.0 cm and 11.4 cm. The median MUAC at admission was found to be 11.0 cm which implied 

that around 50% of the admissions were made with a MUAC of above 11.0 cm while the 

remaining admissions were made with a MUAC of less than 11.0 cm. Nevertheless, from the 

graph it is clear that there was a significant number of cases that were admitted with low MUAC 

and of concern being the cases admitted at a MUAC of less than 10.0 cm which is an indication 

of late critical admission.  

 

  

0

10

20

30

40

50

60

1
1

.4

1
1

.3

1
1

.2

1
1

.1 1
1

1
0

.9

1
0

.8

1
0

.7

1
0

.6

1
0

.5

1
0

.4

1
0

.3

1
0

.2

1
0

.1

1
0

.0

9
.9

9
.8

9
.7

9
.6

9
.5

9
.4

9
.3

9
.2

9
.1

9
.0

8
.9

8
.8

8
.7

8
.6

8
.5

N
o

. o
f 

A
d

m
is

si
o

n
s 

MUAC at Admission 



5.4 KASARANI DISTRICT 

1.1.4 Program Data Analysis 

1.1.4.1 Admission Trends 

Figure 9: Admission Trends over Time 

 

 

 

 

 

 

 

The above figure shows the OTP admission trends in Kasarani from April 2012 to April 2013. The 

average number represents trends while the number of admission represented by the blue 

broken line represents the exact number of admission per month. According to the results, the 

highest admissions were recorded in December 2012 when they were slightly above 100. On the 

other hand the least number of admissions were in the month of May 2012 when they were 

recorded as slightly close to 50. On the trends, the figure shows that there was an upward trend 

in the number of admissions from the month of April 2012 till November 2012 when the 

admission decreased till February 2013 and thereafter has been on the increase. The reduction 

in the admission in this period was mainly attributed to the election period which had a negative 

impact on the program across the Nairobi OTP Sites. This negative impact included decreased 

community activities due to the election fever at the time and also due to fear of pre-election 

violence. Further, a comparison between the admission trends and the local seasons showed 

little or no relationship hence concluding that the program didn’t correspond greatly with the 

local season 
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1.1.4.2 Exit Trends 

Figure 10: Exit Trends over Time in Embakasi District 

 

The results of the exit trend analysis showed an increased defaulter rate from the month of July 

2012 till March 2013. Conversely, the results showed that there was also a decrease in the cure 

rate from the month of July 2012 till March 2013. Additionally, from the month of December 

2012 the defaulter rate remained below the SPHERE standards recommendation of 75% while in 

the same period the defaulter rate remained above the recommended value of 15% by SPHERE. 

This as with other districts in Nairobi was mainly attributed to the diminished level of activity at 

the health facility and community level, more so in the slums, in this period. This was as a result 

of the political situation in this period where for most part of the period, the campaigns were on 

high gear. Activities slowed down as the service providers kept off more so at the community 

level (for instance active case finding and tracing of absentees and defaulters) where the CHWs 

were reluctant to offer their services to some of the locations they are supposed to work for fear 

of attacks due to their political or ethnical affiliations. Also, the monetary gains associated with 

the political campaign kept a good number of the CHWs busy with campaign related work. In 

addition, health seeking behaviour of the beneficiaries was also negatively affected as there was 

a lot of movement within and across the slums, with some of the people relocating to their rural 

homes for fear of election related violence, thus resulting in absenteeism and inconsistency in 

attendance. Additionally, the same period witnessed an erratic supply of the RUTF hence 

impacting negatively on the performance of the OTP program. 
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1.1.4.3 MUAC on Admission 

Figure 11: MUAC on Admission 

 

During the program data analysis a third of the OTP centres in Kasarani were selected and then 

the OTP cards for the period between April 2012 and March 2013 were picked. Thereafter, the 

MUAC at admission was tallied for the cards from the selected OTP centres and the results 

displayed in the above figure. According to the results the median MUAC at admission was 11.0 

which indicate that there was relatively early admission. However, it is also important to note 

that there was also several cases of late critical admission.    
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5.5 KAMUKUNJI DISTRICT 

1.1.5 Program Data Analysis 

1.1.5.1 Admission Trends 

Figure 12: Admission Trends over Time 

 

 

 

 

 

 

 

The above graph shows the admission trends by month from April 2012 through April 2013. 

According to the graph, the highest admissions in throughout the period were experienced in 

the month of April and August 2012 while the least admissions were recorded in the month of 

April 2012 and October 2012. The trends show that there was an upward trend between April 

and June 2012 when a downward trend was noted till the month of November 2012. Thereafter 

there was an upward trend in the admissions till the month of April 2013. A comparison 

between the admissions and the calendar of seasonal events showed a strong relationship.  
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1.1.5.2 Exit Trends 

Figure 13: Exit Trends over Time in Embakasi District 

 

The results of the exit trends show that the cure rate remained above the 75% recommended 

threshold by SPHERE throughout the entire period. However, between the months of April 2012 

and October 2012 the cure rate was above 90% and then between November 2012 and April 

2013 the cure rate was between 75% and 90% which means that in this period the cure rate 

dropped. Additionally, the cure rate was below 15% threshold as recommended by SPHERE 

standards through the period besides March and April 2013 when the defaulter rate was slightly 

higher than the 15%. All the other exit indicators remained low throughout the period. This 

implies that unlike the programs in the other districts of Nairobi which were heavily affected by 

the election period, the program in Kamukunji was affected to a low extent.   
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1.1.5.3 MUAC on Admission 

Figure 14: MUAC on Admission 

 

The MUAC at admission is presented in the figure above. The data was obtained from a third of 

the facilities offering OTP in Kamukunji District. According to the results, over 50% of the 

admissions were made with a MUAC of more than 11.2 cm while remaining admissions were 

made with a MUAC of less than 11.2 cm. The median MUAC at admission was 11.2 cm which is a 

clear indication of early admissions in Kamukunji District. Additionally, the results showed few 

cases of late admissions. This is an indication of a positive performance of the program.  
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5.6 MAKADARA DISTRICT 

1.1.6 Program Data Analysis 

1.1.6.1 Admission Trends 

Figure 15: Admission Trends over Time 

 

 

 

 

 

 

 

According to the above graph the highest admissions were recorded in the month of May 2012 

and August 2012. The least admissions were recorded in the month of December 2012. On the 

general trends of the admissions, the results show that there was an upward trend from the 

month of April to July 2012 and thereafter there was a downward trend till the month of 

November 2012 when the admissions increased through April 2013. A comparison of the 

admissions with the seasonal calendar shows that there was a relationship between the two. For 

instance from the month of November till January, the seasonal calendar shows a lot of factors 

that may contribute to high admissions take place such as increased food prices and food 

insecurity while at the same time we saw an increased number of admission.  
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1.1.6.2 Exit Trends 

Figure 16: Exit Trends over Time in Embakasi District 

 

The above trends analysis shows the exit trends in the OTP program. According to the analysis, 

the average cure rate was constant from April 2012 to July 2012 where the trends started 

declining till the month of October when an increase was registered. Thereafter, there was a 

significant drop in the OTP cure rate in Makadara till February 2013. In the period the least cure 

rate was recorded in the month of January which was 45% and very below the SPHERE threshold 

of 75%. Additionally, since November 2012 the cure rate remained below the recommended 

cure rate by the SPHERE Standard (75%). On the other side, the defaulter rate was also on the 

increase from the month of April 2012 till the month of February 2013. Additionally, from the 

month November 2012 the defaulter rate remained above the recommended 15% by the 

SPHERE. Further, there was also a significant increase in the death rates and the non-response 

rate. The poor performance of the program at this period just like it is the case in the other 

districts was mainly as a result of the political situation in this period where for most part of the 

period, the campaigns were on high gear. Activities slowed down as the service providers kept 

off more so at the community level (for instance active case finding and tracing of absentees and 

defaulters) where the CHWs were reluctant to offer their services to some of the locations they 

are supposed to work for fear of attacks due to their political or ethnical affiliations. Also, the 

monetary gains associated with the political campaign kept a good number of the CHWs busy 

with campaign related work. In addition, health seeking behaviour of the beneficiaries was also 

negatively affected as there was a lot of movement within and across the slums, with some of 

the people relocating to their rural homes for fear of election related violence, thus resulting in 

absenteeism and inconsistency in attendance. Additionally, the same period witnessed an erratic 

supply of the RUTF hence impacting negatively on the performance of the OTP program.  
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1.1.6.3 MUAC on Admission 

Figure 17: MUAC on Admission 

 

The MUAC at admission for Makadara District was analysed and results presented in the figure 

above. According to the results, the median MUAC at admission was found to be 11.0 cm which 

implies that around 50% of the admission made had a MUAC above 11.0cm while remaining 

admissions were made with a MUAC of less than 11.0 cm. however, there were a few cases of 

late critical admissions.  
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5.7 STAREHE DISTRICT 

1.1.7 Program Data Analysis 

1.1.7.1 Admission Trends 

Figure 18: Admission Trends over Time 

 

 

 

 

 

 

 

The results in the above figure show that highest number of admissions was made in the month 

of September while the least number of admissions were made in the month of January 2013. 

On the trend analysis, the results show that there was an upward trend in the admissions 

between the months of April 2012 and August 2012, thereafter there was a downward trend in 

the number of admission till the month of December where an upward trend was registered till 

the month of April 2013. This implies that between the months of October and February 2013 

there were few admissions that the program managed to have. On the comparison between the 

admission trends and the seasonal calendar, the results show that there wasn’t a clear 

relationship between the seasonal events and the number of admissions.  
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1.1.7.2 Exit Trends 

Figure 19: Exit Trends over Time in Embakasi District 

 

The exit trend analysis presented above show that the cure rate remained above the 

recommended 75% from April 2012 through November 2012. Thereafter, the cure rate dropped 

significantly till March 2013 where the cure rate was below the recommended 75%. However, 

this improved in the month of April 2013. On the other side, the defaulter rate remained within 

the recommended 15% throughout the period. However, the non-response rate was pretty high 

between January 2013 and March 2013. The poor performance of the program at this period 

just like it is the case in the other districts was mainly as a result of the political situation in this 

period where for most part of the period, the campaigns were on high gear. Activities slowed 

down as the service providers kept off more so at the community level (for instance active case 

finding and tracing of absentees and defaulters) where the CHWs were reluctant to offer their 

services to some of the locations they are supposed to work for fear of attacks due to their 

political or ethnical affiliations. Also, the monetary gains associated with the political campaign 

kept a good number of the CHWs busy with campaign related work. In addition, health seeking 

behaviour of the beneficiaries was also negatively affected as there was a lot of movement 

within and across the slums, with some of the people relocating to their rural homes for fear of 

election related violence, thus resulting in absenteeism and inconsistency in attendance. 

Additionally, the same period witnessed an erratic supply of the RUTF hence impacting 

negatively on the performance of the OTP program.  
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1.1.7.3 MUAC on Admission 

Figure 20: MUAC on Admission 

 

The MUAC at admission for Starehe District was analysed and results presented in the figure 

above. According to the results, the median MUAC at admission was found to be 11.2 cm which 

implies that around 50% of the admission made had a MUAC above 11.2 cm while remaining 

admissions were made with a MUAC of less than 11.2 cm. This is an indication that the program 

in Starehe had early admission which is positive for the program though there were a few cases 

of late critical admissions.  

  

0

5

10

15

20

25
1

1
.4

1
1

.3

1
1

.2

1
1

.1 1
1

1
0

.9

1
0

.8

1
0

.7

1
0

.6

1
0

.5

1
0

.4

1
0

.3

1
0

.2

1
0

.1

1
0

.0

9
.9

9
.8

9
.7

9
.6

9
.5

9
.4

9
.3

9
.2

9
.1

9
.0

8
.9

8
.8

8
.7

8
.6

8
.5



5.8 WESTLANDS DISTRICT 

1.1.8 Program Data Analysis 

1.1.8.1 Admission Trends 

Figure 21: Admission Trends over Time 

 

 

 

 

 

 

 

The above graph shows that there was an upward trend in the admissions from the month April 

2012 till the month of July 2012 when the admissions started declining up to the month of 

November 2012. Thereafter there were almost a constant number of admissions till February 

2013 when the admissions once again increased. On the comparison between the seasonal 

calendar and the admissions, the results show that there was a relationship between the two. 

For instance, the admissions increased in the month of December 2012 when there were several 

factors which would impact on the admissions which included high food prices and food in 

security. Additionally, in the month of August and November there was few admissions and 

again from the seasonal calendar there were not many events that would impact on an 

increased OTP admissions.  
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1.1.8.2 Exit Trends 

Figure 22: Exit Trends over Time in Embakasi District 

 

The results of the exit trends show that there was a constant cure rate between April and 

October 2012 which was also above the 75% threshold as per the SPHERE standards. However, 

from November 2013 there was a significant drop in the cure rate which by February 2013 it was 

at 40% the lowest for the period. Additionally, the defaulter rate was low since April 2012 till 

November 2012 and even within the thresholds as per the SPHERE Standards. Nevertheless, 

since the month of November 2013 there was an increase defaulter rate till the month of April 

2013. The month of February recorded the highest defaulter rate within the period and was at 

around 50%. The poor performance of the program at this period just like it is the case in the 

other districts was mainly as a result of the political situation in this period where for most part 

of the period, the campaigns were on high gear. Activities slowed down as the service providers 

kept off more so at the community level (for instance active case finding and tracing of 

absentees and defaulters) where the CHWs were reluctant to offer their services to some of the 

locations they are supposed to work for fear of attacks due to their political or ethnical 

affiliations. Also, the monetary gains associated with the political campaign kept a good number 

of the CHWs busy with campaign related work. In addition, health seeking behaviour of the 

beneficiaries was also negatively affected as there was a lot of movement within and across the 

slums, with some of the people relocating to their rural homes for fear of election related 

violence, thus resulting in absenteeism and inconsistency in attendance. Additionally, the same 

period witnessed an erratic supply of the RUTF hence impacting negatively on the performance 

of the OTP program.  
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1.1.8.3 MUAC on Admission 

Figure 23: MUAC on Admission 

 

The MUAC at admission for Westlands District was analysed and results presented in the figure 

above. According to the results, the median MUAC at admission was found to be 11.0 cm which 

implies that around 50% of the admission made had a MUAC above 11.0 cm while remaining 

admissions were made with a MUAC of less than 11.0 cm. This is an indication that the program 

in Westalnds had early admission which is positive for the program though there were a few 

cases of late critical admissions.  
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1.2 WIDE AREA SURVEY 

1.2.1 Sampling 

Using the SQUEAC Calculators based on the averaged prior which had been obtained through 

four methods, the sample size for each district was calculated as below. The four methods which 

were used to calculate the prior were: (1) histogram, (2) concept map, (3) weighted barriers and 

boosters and (4) Unweighted barriers and boosters 

Table 1: Sample Size by District 

  Dagoretti Kasarani Njiru Embakasi Makadara Starehe Westlands Kamukunji 

Averaged Mode 54 51.8 51.5 38.9 45.3 49.4 46.8 56 

Minimum 29 26.8 26.5 13.9 20.3 24.4 21.8 31 

Maximum 79 76.8 76.5 63.9 70.3 74.4 71.8 81 

Alpha 18.8 18.1 18 12.9 15.7 17.3 16.3 19.3 

Beta 16 16.8 17 20.3 19 17.7 18.5 15.2 

Precision 12 12 12 12 12 12 12 12 

Sample Size 33 33 33 33 33 33 33 33 

Children per Block (SAM) 0.3906 0.3937 0.3751 0.3751 0.5115 0.3937 0.372 0.3937 

Number of Blocks 84 84 88 88 65 84 89 84 

Sampling Interval 10 11 7 10 7 6 6 5 

Random Number 2 10 4 8 3 7 4 6 

 

1.2.2 Results of Wide Area Survey 

The data collection took three days in all the eight districts where mass screening of children was 

done in order to obtain the sample size. The study utilized the community strategy where all the 

community units were included in the sampling frame and then each community was stratified 

into blocks of approximately 50-100 households where the Community Health Workers are in 

charge of. Then in each district, 33 blocks were randomly selected and then mass screening of 

children was carried. The following is the results of the wide are survey: 

Table 2: Sample Size Achievement 

  Dagoretti Kasarani Njiru Embakasi Kamukunji Makadara Starehe Westlands 

Total SAM 16 46 31 33 34 37 35 38 

SAM Covered 7 24 8 8 26 9 19 20 

SAM Not Covered 9 22 23 25 8 28 16 18 

Recovering 13 8 8 7 8 9 6 14 

Calculated Sample Size 33 33 33 33 33 33 33 33 

Deficit from Sample 17 -13 2 0 -1 -4 -2 -5 

 

The sample size was achieved in all the districts except Njiru which had a deficit of 2 SAM cases 

and Dagoretti which had a deficit of 17 children.  

 



Table 3: Coverage Results 

District Point Coverage Period Coverage Z-Test 

Dagoretti   61.2% (48.9% - 72.4%) z = -1.18, p = 0.2368 

Kasarani 52.1% (41.3% - 62.4%)   z = -0.02, p = 0.9861 

Njiru 
 

  z = 2.11, p = 0.0352 

Embakasi 30.9% (21.1% - 43.0%)   z = 1.19, p = 0.2324 

Kamukunji 66.6% (54.7% - 76.6%)   z = -1.74, p = 0.0814 

Makadara 34.0% (23.9% - 45.7%)   z = 1.81, p = 0.0697 

Starehe 51.9% (40.2% - 63.2%)   z = -0.4, p = 0.6866 

Westlands 49.9% (38.4% - 60.9%)   z = -0.5, p = 0.6155 

 

The results above show the coverage by districts. The districts discussed amongst themselves 

and based on their understanding of the period they were to choose if to get point coverage of 

period coverage. Among the eight districts only Dagoretti that opted for a period coverage. 

Choosing of period and point coverage was based on MUAC on admission, length of stay and 

case finding. Period coverage was based on a shorter length of stay, early case finding and early 

MUAC on admission. On the other side, point coverage was based on long length of stay, late 

case finding and late MUAC on admission. The period coverage for Dagoretti was 61.2% (48.9%-

72.4% 95 CI), which is below the SPHERE Standards target of 70% in urban areas. However, this 

is above the program target of 50%. . Additionally, Kasarani had a point coverage of 52.1% 

(41.3%-62.4% 95 CI) which is above the 50% program target. However, the results for Njiru were 

not provided since the overlap between the likelihood and prior distributions was significant 

(z=2.11, p=0.0352). The coverage for Embakasi was 30.9% (21.1%-43.0%) and this is below the 

50% target for the program. In Kamukunji, the point coverage was found to be 66.6% (54.7%-

76.6%) which was above the program target of 50%. On the other side, in Makadara District, the 

point coverage was 34.0% (23.9%-45.7%) which was below the program target of 50%. In 

Starehe District, the point coverage was found to be 51.9% (40.2%-63.2%) where this was above 

the 50% program target. Finally, the point coverage in Westlands was 49.9% (38.4%-60.9%) 

which is below the 50% program target. Among the eight districts, only four that managed to 

meet the target of 50% namely Dagoretti, Kasarani, Kamukunji and Starehe District. All the other 

districts did not manage to meet their targets.  

 

 



6 Summary of Barriers, Boosters and Recommendation 

Dagoretti District 

Barriers: 

Barriers Source Method 

1. Migration(Carers move from pace to place (i.e. Upcountry) and 
miss appointments) 

1, 2III, 3 B 

2. Competing  tasks (no time to take baby to all OTP appointments) 2II, 5I B 

3. Stigma (associating OTP with HIV/AIDS, curse, and family 
misfortune) 

2III, 4, 5III,  A, B 

4. OTP services not well understood (especially with community 
leaders; chiefs and religious leaders) 

5III, 6, 7 B 

5. Lack of understanding of malnutrition (especially with caregivers, 
ECDE teacher, and social worker) 

1, 7 B 

6. Lack of CHW motivation (e.g. delays in allowance leading to 
underperformance) 

2III, 3III B 

7. Poverty- causes sharing of RUTFs (therefore child does not 
improve fast) 

2III, 3I B 

8. No systematic screening due to heavy workload on OTP/Health 
Facility staff 

3I E 

9. Defaulter Rate- high defaulter rate affects performance of 
program hence high malnutrition cases leading to death 

2III, 3I B 

10. Distance ( long, hence takes time to reach OTP sites) 2 B 

11. Association of some private hospitals to HIV hence OTP clients not 
comfortable to attend their OTP sites. 

2 B 

12. Poor health seeking behaviour ( can take up to 1 month to take 
children to OTP sites of hospitals) 

4 A 

13. Lack of review meetings between OTP staff, health facility staff, 
and volunteers 

2, 3I B 

14. The wealthy people have not accepted the program (especially in 
areas where they have a private doctor. Their children may be 
malnourished, but they deny it) 

2II, 3 B 

15. Heath Facility Staff do not support/ are not interested in OTP 
program (leading to failure) 

2II B 

16. Misconceptions that Marasmus is worse than Kwashiorkor  4 A 

17. Rejection- carer feels bad when not met criteria and is sent away 2IIII, 3II B 

18. Improper/wrong information given by CHWs to caregivers 3 B 

19. Late Admission (MUAC 10.8) 8  

20. Early Defaulting (MUAC 10.9) 8  

 

  



Boosters:  

Boosters Source Method 

1. People have information about malnutrition 5IIII, 7 B 

2. Clients come early to the hospital (hospital is first priority) 1I, 2II, 4, 
5III 

A, B 

3. Positive impact of the program- Children are getting cured and 
services are free which encourages carers 

1, 2, 3, 5III B 

4. CHWs are active – conduct active case findings and follow up 
during household visits 

1,2,3,4,5 A,B 

5. Short distance to OTP sites (walk/travel less than 30 minutes) 1I, 2III, 5IIII B 

6. No stock outs (supply continuous- children never lack) 1, 2III, 3II B 

7.  CHWs (approximately ¼) trained on OTP hence have knowledge 
to identify, refer and follow up 

2I B 

8. Carers strictly adhere to appointments hence children do not miss 
out of RUTFs and assessments 

1, 2 B 

9. Carers not delayed on OTP day( do not wait for more than an 
hour) 

1IIII, 2III B 

10. OTP services are free- all can access (good quality) 1III, 2III, 4I, 
5III 

A, B 

11. OTP carers refer other mothers/carers to program whenever they 
identify malnourished children 

4 A 

12. Short length of stay in program 8  

13. High cure rate (88.9%) 8  

14. Low defaulter rate (6.7%) 8  

 

Recommendations: 

 Recommendation Rationale Evidence Source 

1) Organize for 
sensitization of key 
community figures 
(especially chiefs, 
religious leaders, 
village leaders, and 
community 
members).  

The key community 
figures and members 
do not know what OTP 
entails. 

 Information about OTP 
not well understood. 

 There is low awareness 
of malnutrition by carers 
(ECD). 

 Stigma. 

 Misconceptions. 

 Late health seeking 
behaviour.  

1, 2, 3, 4,  
5, 6, 7, 8 

2) Attempt systematic 
screening at the 
health facilities and 
hold review meetings 
between CHWs and 
Health Workers.  

Systematic screening 
and review meetings 
between HWs and 
CHWs not done. Lack of 
communication.  

 No systematic screening 
at facility. 

 Lack of review meetings 
between HWs and CHWs. 

2, 3 

3) Refresher courses for 
CHWs. 

CHWs refer children 
who do not meet the 
SAM criteria. When 
carers bring the 
children, they feel bad 
when the child is 
rejected.  

 Wrong/improper 
information given by the 
CHWs to caregivers. 

 Rejected carers feel bad. 

2, 3 



Action Points 
 

Embakasi District: 

Barriers: 

Barriers Source Method 

1. Workload- A lot of patient at the same time. 
Lack of staff. Some mothers are going back 
without attending OTP 

3III B 

2. Defaulter rate- High number of defaulter. 
Sometimes no follow-up. Some mother said 
they are busy +other with alcoholic problem.  

2II, 3III, 7I B 

3. Lack of ownership - If the involved OTP staff are 
not present, no one attends the children 

3III B 

4. Stigma- Plumpy’nut are associated with 
HIV/AIDS and poverty 

1III, 2III, 3II, 4I B 

5. Stock outs- make defaulter number goes up 
(Aug-Oct) 

1IIIII, 2III, 3III B 

6. Motivation (OTP staff and CHW need to be 
motivated) 

2IIIIII, 3IIII B 

7. Queering / Waiting time: mothers queue for 
long time before being attended 

1IIIII, 2IIII, 3III B 

8. Migration- Most mothers travels upcountry for 
holidays, forget to share this information with 
OTP staff 

1IIIII B 

9. Lack of knowledge of OTP by community- lot of 
community figure don’t the existence and how 
OTP programme work 

4II, 5I, 6IIII A, B 

10. Taste of Plumpy’nut- mothers said it is too 
sugary and most children rejected the 
nut(vomiting) 

1IIIII, 2III B 

11. Late admission (admitted with a MUAC less than 
11 cm) 

8 B 

12. Early defaulting (default before reaching the 
Cure criteria)  

8 B 

13. Length of stay in the program (some stay long 
before being cured) due to lack of SFP 

3IIII B 

14. Health Seeking Behaviour, some mothers delay 
taking their children to the facility (go to 
traditional healer instead) 

 B 

15. Sick children been admitted of hospitalized for 
some weeks ready to default 

 B 

16. CHW s level of activity- lack of involvement of  
CHW in OTP programme compare to family 
planning, No home visit for OTP but only for 
other programme (TB, HIV) (lack of screening, 
sensitizations, case findings) 

 B 

17. Attitude of the health workers (discourages the 
mothers from coming for OTP services) 

1IIII, 2III B 



18. Lack of sensitization of the key community 
figures on the program. 

5II B 

19. Mothers are not ready to have their children 
tested for HIV (this makes them default on the 
second week of admission) 

1IIIIIIII, 2IIII, 3III, 
4II 

B 

Boosters: 

Boosters Source Method 

1. Knowledge of malnutrition (most people in the community had a 
knowledge of malnutrition which made it easier to approach 
them) 

5II, 6III, 7II A, B 

2. Distance (short distance from the OTP site) 1IIIIIIII, 2IIII, 
3III 

B 

3. Free treatment (The free treatment offered in public facilities has 
been of importance to mothers and therefore they can bring their 
children without fear of being charged) 

1IIIIIIII, 2IIII B 

4. Knowledge of OTP mothers on how the program works (Most are 
aware of how the program works and ask questions when they do 
not understand) 

1IIIIIIII B 

5. Referral by OTP mothers (mothers able to identify signs of 
malnutrition in other children and refer other mothers to the 
facilities) 

1II, 2IIII, 3III B 

6. Early admission: most mothers are admitted severity gets worse.  8  

7. High percentage of cured/ high cure rate (81.08%) 8  

8. Commitment of caregivers to the program- when busy they send 
their spouses 

1IIIIIII, 2IIII, 
3IIII 

B 

 

Recommendations:   

 Recommendation Rationale Evidence Source 

1) Train the untrained 
community units and 
support the functional 
ones to carry out: 
regular systematic 
screening, defaulter-
tracing, and providing 
caregivers with 
appropriate 
interventions at the 
household level.  

Majority of SAM cases 
were found in areas 
where there is not 
trained community 
units.  

 Defaulter rate is high. 

 Stigma associated 
with Plumpy’nut. 

 Lack of knowledge on 
OTP program. 

 People do not like the 
taste of Plumpy’nut. 

 Late admissions.  

1, 2, 3, 4, 
5,6, 7, 8 

2) Intensive marketing of 
Plumpy’nut as 
treatment (not a food).   

Many clients, caregivers, 
CHWs, and Health 
Workers have not really 
appreciated the role of 
Plumpy’nut in the 
treatment of SAM.  

 Rejection of 
Plumpy’nut because 
of the taste. 

 Reduced length of 
stay in the program. 

 Late health seeking 
behaviour. 

 Early defaulting.  

1, 3, 8 



3) Align service delivery 
(Nutrition services) at 
facility level with 
community level 
activities and 
strengthen data 
collection, summary, 
and reporting systems.  

Health Workers are not 
interested in OTP 
program and caregivers 
are sent away when the 
OTP staff are not 
around. 
Monthly CMES on the 
program. 

 Lack of ownership of 
OTP services. 

 Attitude of Health 
Workers. 

3 

Action Points 
Activity  Target  Schedule  

3 day training CHWs on 
IMAM and HINI and support  
them to implement 
community mobilization, 
awareness creation,  
screening , follow-up and 
defaulter tracing in  4 
facilities  i.e. ( Mwatate, St. 
Raphael's, St. Barkita – 
Utawala & GSU T.S)  These 4 
sites do not have functional 
C.U s linked to them  

2 community units (100 CHWs) – 1 
in Tassia and 1 in Utawala – These 
units are formed but not  yet 
trained on community strategy  
 

August 2013  
 

Initiate  mobile OTP services  Support 4 Hcws  to run 1 post to 
serve Tassia area for 4 days a 
month (1 day weekly) 

August 2013 onwards 

Sensitize community key 
persons on IMAM and role of 
RUTF in treatment  

 Attend Barazas in 4 
divisions in Embakasi 

 Sensitize key persons in the 
community on IMAM and 
sites offering OTP 

July 2013 onwards 

Strengthen client linkage, 
referral, follow-up and 
accurate, timely program 
reporting system through 
constant data reviews and 
updates through CMEs  and 
OJTs 

 Health care 
providers 

 CHEWs 

 CHWs 

Ongoing  

 

  



Kasarani District 

Barriers: 

Barriers Source Method 

1. Long waiting hours for the beneficiaries before they are 
attended too. (due to heavy workload of OTP staff) 

1IIII, 2IIII, 3IIII B, C 

2. Poor Documentation 3I C, E 

3. Screening limited due to lack of equipment during rainy 
season 

2IIII, 3IIII C 

4. Stigma (Associated with HIV, witchcraft, poverty) 1IIII, 3IIII, 4 B 

5. Reproach by health workers 1IIII, 2IIII B, C 

6. Migration 3IIII, 4IIII C 

7. Late seeking behaviour 4, 8 B, C, E 

8. Early defaulting 4, 8 E 

9. Distance (The mothers walk a long distance to the OTP 
site, about 45 minutes or above) 

1I, 2I B 

10. High defaulter rate 8 E 

11. Political instability (esp. in Nov-March 2012) 2, 3, 7 A, C 

12. Traditional Healer only refer Kwash children when their 
treatment fails 

6 B 

13. Heavy workload by OTP staff 3IIII C 

 

Boosters: 

Boosters Source Method 

1. Appreciation of OTP services 
1IIIIIII, 2IIIIIII, 5II, 
6I B, C 

2. Cure rate is high (81.6%) 3IIIIII, 8 B, C 

3. Referral by OTP mothers 1IIIII, 2IIIIII, 4II, 5II B, C 

4. Continuous supply of Plumpy’nut 1IIII, 3IIIIII C 

5. Continuous OTP CME’s 3IIIII  

6. Home visits  1II, 2II C 

7. Well organized referral system 3III C, E 

8. Can identify Kwashiorkor as malnutrition 5I, 6I C 

9. Length of Stay is short 8 E 

10. Early admission (median MUAC 11.2) 8 E 

11. Active case findings by CHWs 2IIIII, 3IIIII B 

12. Good relationship between OTP staff, CHW, and 
community 

1IIII, 2IIII, 3IIII, 4IIII B 

13. Health workers understand their role in OTP   

 

  



Recommendations:  

 Recommendation Rationale Evidence Source 

1) Sensitization of the key 
actors. 

There is a lack of 
information about the 
OTP program and 
services.  

 Lack of information 
and knowledge. 

 Early defaulting. 

 Poor/ lack of health 
seeking behaviour.  

1, 4, 5, 6, 
7, 8 

2) Site Orientation for 
Health Workers such 
that Health Workers 
from other 
Departments can 
easily identify 
malnutrition 

Lack of integration of 
OTP into facility health 
service.  

 Heavy workload. 

 Reproach by Health 
Workers and Staff. 

 Limited screening. 

 Lack of harmonized 
activities in the 
community. 

1, 2, 3 

3) Setting performance 
targets and 
community 
mobilizations.  

Poor performance by 
CHWs. 

 CHWs are 
demotivated. 

 Lack of information. 

 Poor documentation.  

2, 3, 6 

Action Points 
ACTIVITY MATRIX 

ACTIVITY TARGET SCHEDULE 

Sensitization of Key 
actors 

 District Administration   
 Church leaders, village elders 

4th week of  July 2013 

Site orientation  Health care providers. 
 Community health workers. 

 CHEW’s. 
  

   August 2013 

Outreaches   Far to reach villages. 
 ECD centers 
 Day care centers. 

 

Thrice in a month with 
the support of CHW’s 
and CHEW’s 

CME  HCP 
 CHW’s 

Depends on the 
identified gaps in the 
sites. 

Training of 
community units(at 
least 2) 

 CHW’s 
 CHEW’s 

Depends on the 
availability of 
funds(tentative dates 
in the month of  
august)  

Setting Performance 
targets& community 
mobilization. 

 CHEW’s 
 CHW’s 

July 2013 

 

  



Njiru District 

Barriers: 

Barriers Source Method 

1. Distance- Caregivers walk at least 10 km along poor 
road to reach OTP sites (case of RUAI in Njiru 
District) 

1II, 2 B, D 

2. Stigma- associated with HIV/AIDS, FD (?) method 
and poverty 

1II, 2III, 3II B 

3. Religion- Legio Mania and Akorino don’t go to 
health facilities for medical care 

5II B 

4. Parents hiding their children (esp. disabled) 2II B 

5. Lack of motivation for CHWs 2IIII, 3II B 

6. Lack of Sensitization on malnutrition for 
communities, private clinics and ECDs.  

4IIII, 7IIII B 

7. Lack of tools for CHWs (bags, t-shirts for 
identification, umbrella, safari boots, badges and 
stationeries).  Limited screening during wet season. 

2 B 

8. Social problems (ignorance, negligence, drunken 
mothers). Young and single parenthood who go for 
Changaa (local brew) 

1, 3, 5III, 7 B 

9. Workload- Sometimes the caregivers wait for long 
to be attended (too many clients and not enough 
staff) 

1II, 3II B 

10. Failure to link Kwashiorkor with a form of 
malnutrition. The herbalist say Kwashiorkor is 
caused by extra-marital affairs.  

4, 6II, 7, 9 B, D 

11. Sale of Plumpy’nut by caregiver  3II B 

12. Migration (travel out of residence and cannot be 
traced) 

2II, 3II, 7 B 

13. Child refusal to eat 1 D 

14. Rejection- Wrong MUAC measurement by some 
CHWs which make the mothers not to be enrolled in 
the programme. 

3, 7 B 

15. Defaulting (Early at 3 weeks at 11.1 MUAC) 8  

16. Mothers not aware of program 9 D 

 

Boosters: 

Boosters Source Method 

1. Improved child health (leads to reduced SAM cases 
hence appreciation of OTP service) 

1III, 3II, 7II, 2IIIII, 
4 

A, B, D 

2. Good referral system from the community to the health 
facility and back to the community 

2III, 3IIII, 7II A, B, D 

3. RUTF- (no preparation or fuel needed) 1III, 3II B, D 

4. No stock outs 1IIIII, 2III, 3IIIII A, B, D 

5. Good compliance to treatment making the mother feel 
they have food for the child in the house 

1III, 3II, 4I A, B, D 

6. Clear explanation of the USE of the food 1III, 3II, 7II B, C 

7. Good communication with OTP staff and the CHWs 2III, 3IIII, 7II B, D 

8. Awareness of volunteers who do screening 3IIII, 4I, 5II, 7III B 



9. Good Follow-up of OTP clients by staffs to identify 
malnourished children  

2III, 3II, 5I B 

10. Support from MOH in private clinics (pharmaceutical, 
Plumpy’nut, MUAC tapes, Height boards) 

7II B 

11.  OTP is a comprehensive service (i.e. immunizations, FP, 
treatment of illness)  

2III, 3IIII, 7II B 

12. Admission to the program corresponds to the seasonal 
calendar 

8  

13. Good performance of the program (early admission, 
health seeking behaviour, high cure rate (81.5%)) 

8  

 

Recommendations: 

 Recommendation Rationale Evidence Source 

1) Create more 
awareness of the 
program in public 
gatherings (i.e. Chief 
baraza and churches).  

Key actors were not 
aware of the program.  

 Mothers not aware of 
the program. 

 Lack of sensitization 
on malnutrition in the 
community.  

1, 5, 7, 9 

2) Open more OTP sites 
for the community in 
Ruai and Njiru 
division/ integrated 
outreach.  

Mothers are not 
accessing the OTP 
services.  

 Some mothers walk at 
least 10 km to reach 
OTP services.  

 Low Defaulter median 
at 11.1 cm. 

1, 2, 4, 8, 
9 

3) Capacity building of 
more Health Workers 
and CHWs on OTP 
through CME, OJT, and 
refresher courses.  

OTP services are left to 
the nutritionist and a 
few CHWs.  

 Limited screening 
(especially during the 
wet season). 

 Workload. 

 Lack of motivation 
(especially CHWs and 
Health Workers).  

1, 2, 3, 7 

4) Sensitization on 
malnutrition to the 
Health Workers, 
Private Clinics, Day 
care attendants, and 
CHWs.  

Key actors were not able 
to identify malnutrition 
as a disease. They were 
not able to identify signs 
of malnutrition.  

 Failure to link 
Kwashiorkor to 
malnutrition. 

 Poor knowledge of 
malnutrition.  

4, 6, 7, 9 

 

 



 

Action Point 

 

  

ACTIVITY TIME FRAME 

COMMUNITY SENSITIZATION TO CHURCH LEADERS, 
COMMUNITY LEADERS, ATTENDANTS DAY CARE LOCAL 
ADMNISTRATION ON MALNUTRTION 

30TH JULY,2013 

15TH AUGUST, 2013 

REFRESHER TRAINING TO CHEWS & OTP STAFF ON IMAM 26TH _28TH AUGUST, 2013 

TRAINING OF 2 COMMUNITY UNITS 2ND _4TH  SEPTEMBER, 2013 



Kamukunji District 

Barriers: 

Barriers Source Method 

1. Social problems affecting caregivers’ 
commitment (i.e. Negligence, drunkenness, 
ignorance) 

7III, 6II, 5, 4 A,B,C 

2. Stigma (malnutrition associated with HIV, 
chira, poverty, and prostitution, 
Kwashiorkor not well understood) 

4III, 6, 7 A, B, C 

3. Lack of maternal time, mother are very busy 
to bring their children to the clinic 

3,7II A, B, C 

4. Some key actors do not know of OTP 
services (lack of sensitization on IMAM) 

6II, 7II A, B, C 

5. Wrong phone contact- Caregivers give 
wrong phone numbers making it hard to 
follow up 

2,3 B 

6. Traditional Practitioners delayed referrals 
(only refer children to OTP when their 
personal treatment fails) 

6 B 

7. Mothers fear reproach by health workers 
when they bring the malnourished children 
to OTP 

4 A 

8. Political unrest i.e. post-election violence. 
Caregivers went up country-fear 

2,3,7 A, B,C 

9. Quality of service decreases when 
Nutritionist (OTP staff) not present 

1, 2 B 

10. Most children default when still at risk 
(medial MUAC 11.2) 

8  E 

 

Boosters: 

Boosters Source Method 

1. Proper understanding of malnutrition- Care takes 
able to identify malnutrition 

7IIII C, B 

2. Creates awareness and refer cases to OTP- It is done 
better by CHW and volunteer 

5. 6II, 7III A, B, C 

3. Appreciates health improvement from Plumpy’nut 
therapy- Caregivers appreciated the treatment 

4, 5, 6, 7II A, B, C 

4. Good communication network on OTP- 
Communication between beneficiary and health 
worker is good 

4, 5, 6, 7III A, B, C 

5. Short distance to OTP Site- Health facilities/OTP sites 
are located near the community 

4, 5, 6, 7II A, B, C 

6. Systematic Screening- Existence of CWC/Growth 
monitoring- Child health clinic is available and weight 
monitoring is done daily 

1, 2, 3 B 

7. Regular home visit-Done door to door by CHWs 1, 2, 3 B 

8. Trained on IMAM/IYCF- The health workers have 
been trained on IMAM and IYCF. 

2, 3 B 



9. Enough stocks (Plumpy’nut) at all time 1, 2, 3 B 

10. Active follow-up/ defaulter tracing system. It is done 
by CHWs. 

2, 3 B 

11. Good relationship between CHW and community 
members 

1, 4, 5, 6II, 7II A, B, C, E 

12. Community members and key actors aware of 
existing OTP sites 

4, 5, 6, 7III A, B, C 

13. Area chief actively promoting treatment of 
malnourished children- enforcement of child rights 

2, 5, 7II A, B, C 

14. Comprehensive explanation of the treatment 
procedure and importance by health worker 

1 A, B, C 

15. Consistent in keeping appointment by the caregivers. 
Caregivers come when they are given return dates. 

1, 2 B, C 

16. “Referral by referral”-  The beneficiaries send other 
mother who have malnourished children in the 
village 

1 C 

17. Appropriate arrangement when travelling. Increase 
of emergency- Caregivers arranges when to go for 
Plumpy’nut when travelling upcountry or when there 
is an emergency.   

1 C 

18. Early admission for most malnourished children 
(median MUAC 11.2 cm) 

8  

19. High Percentage of cure rate (90%) good 
performance: Length of stay (5 weeks) and low 
defaulter rate (9%) 

8  

20. Health workers in OTP understand well their role in 
CMAM 

  

 

Recommendations:  

 Recommendation Rationale Evidence Source 

1) Create awareness and 
sensitization on OTP 
services to community 
members and key 
community actors. 

Most key community 
members and some 
community members are 
not aware of Kwashiorkor 
as malnutrition, nor of 
existence of OTP clinic 
and services.  

 Kwashiorkor is 
associated with chira, 
HIV, and marital 
problems. 

 Marasmus is associated 
with prostitution and 
bewitchment.  

 Key actors: such as TBA, 
Traditional healers, and 
private clinic staff, are 
not aware of 
malnutrition and of OTP 
services.   

4, 6, 7 

2) Establishment of 
flexible appointment 
times for mothers 
with competing tasks.   

Some mothers miss 
appointments because 
they cannot make it to 
come on stipulated date 
and time; leading to 
defaulters or 
deteriorating child health.  

 Early defaulting when 
MUAC is still low (11.2 
cm). 

 Lack of maternal time 
to bring the 
malnourished child for 
treatment. 

3, 7, 8 



3) Refresher training for 
all CHWs and health 
staff. 

There is a lack of support 
from other staff not 
directly handling OTP 
especially when assigned 
staff is away. 
There is also increasing 
concern of CHWs 
referring cases whose 
MUAC is above 11.5 and 
do not meet SAM criteria. 

 Quality of OTP services 
decreasing when the 
assigned staff is away 
(i.e. carers being told 
that the person 
concerned is absent). 

 Long waiting time due 
to lack of concern from 
other staff. 

1, 2 

4) Positive behaviour 
and attitude change 
among all health 
workers towards OTP 
services. 

Carers fear bringing 
children who are 
malnourished for fear of 
being blamed or 
reproached by health 
care workers. This leads 
to delayed admissions or 
defaulting while the child 
is still at risk. 

 Early defaulting while 
MUAC is low. 

 Mothers complaining of 
reproach by health 
workers when they 
bring their 
malnourished child to 
OTP.  

4, 8 

5) Advanced provision of 
treatment and 
Plumpy’nut refill 
whenever there is a 
warning of expected 
migration or political 
unrest. 

Some carers default when 
they go Upcountry during 
holidays or whenever 
there is unrest. This leads 
to high defaulting rates or 
health deterioration.  

 Early defaulting. 

 Wrong phone contacts. 

2, 3, 8 

Makadara District 

Barriers: 

Barriers Source Method 

1. Rely on herbal treatment for malnutrition (mothers go to 
herbalist before health centre)  

2, 4, 6IIIII CIII, BII, D 

2. Malnutrition not viewed as a serious problem (marasmus and 
kwashiorkor viewed as normal) 

1, 4, 6II, 7I BIIIII, C 

3. Distance( Some OTP mothers have to travels long- expenses, 
they do not have money all the time) 

1, 3, 4, 5 BII, C 

4. Stigma (malnutrition associated with HIV and witch craft)  1IIIII, 2, 4II, 
6III 

AII, BIII, CIII, 
D 

5. Lack of motivation of the CHWs (work for long with less and 
often late payment) 

2III BII, D 

6. Lack of knowledge on malnutrition and its results  4, 6, 7I BII, CII 

7. Unawareness of OTP program ( people do not know about 
objectives)  

1, 4, 6II, 
7IIIIII 

BIIIIIII, CIIIII 

8. Lack of tools (insufficient MUAC tapes, transfer slips for 
inpatient). Lack of identification for CHWs (not recognized by 
the community) 

2II, 3 BII, C 

9. No sensitization meetings for updates 2II, 3II BIIII 

10. People assume that the service is costly- unaware that it is 
free 

5 C 

11. Low response to treatment leading to discouragement. Some 1, 3 BII 



children respond slow to treatment due to underlying 
conditions 

12. Low level of screening activity by CHWs 1II, 4, 6, 7 BIIIIIII 

13. Lack of training on malnutrition for health facility and OTP 
staff (some health workers not trained on CMAM) 

3 B 

14. Lack of SFP program to Support OTP exits 2II, 3I, 4 BIII, C 

15. Inability to do follow up (mothers give wrong contacts or lack 
phones) 

1, 2, 3IIII, 
8II 

BIIII, CII, EII 

16. Rejected cases- referrals form community do not meet criteria 
(mothers are disappointed) 

2, 3, 4 BII, C 

17. Stock out 3 B 

18. Lack of number of OTP sites 3 B 

19. Lack of space and workload for OTP staff 3 B 

 

Boosters: 

Boosters Source Method 

1. Positive health seeking behaviour (people in community go to 
the clinic often) 

4II, 5, 6, 8 BII, CII, E 

2. Good knowledge about malnutrition 1, 4II, 5II, 
6II, 7 

BIIIII, CIIIIII 

3. Presence of SFP program promoting full attendance 4, 7II C, BII 

4. High level of activity of the CHWs (screening, home visits, 
sensitization) 

2IIII, 3III, 4, 
5IIII, 6IIIII 

BIIIIIII, CIIIII 

5. Free treatment (beneficiaries do not have to pay for the 
services) 

4, 7 C, B 

6. Appreciation of the OTP program (marked improvements of 
children) 

1, 2II, 4, 
5II, 8II 

CII, BIIIII, EII 

7. Referral system is effective (presence of slips for CHWs and 
Health facility) 

1, 3III, 4, 
5II, 6, 7III 

BIIIIII, CIIII 

8. Referral done by OTP mothers 1, 2, 4 BII, CII 

9. Presence of support groups (monthly support groups that 
allow mothers to interact) 

2 B 

10. Adequate supply of RUTF (continuous supply no shortage) 1III, 2, 3II A, B, C 

11. Systematic Screening- Active GMP- All children entering the 
health facility are weighed 

1, 3II BIII 

12. Trained staff (staff in OTP trained on IMAM) 3II BII 

13. Nutrition counselling done- Nutrition education and 
counselling done both in the community and health facility  

2III, 3II, 4, 
6 

BIIII, CII 

14. Active District Nutritional Officer (DNO) 3II BII 

15. Experience health workers on OTP and CMAM (5 years) 2II, 3III BIIIII 

16. Quarterly meetings with the health workers on OTP and CHW 2III, 3III BIIIII 

 

  



Recommendations: 

 Recommendation Rationale Evidence Source 

1) Provide/ Need and SFP 
program. 

Active Case Findings 
revealed more MAM 
cases than SAM 

 Lack of continuous 
care. 

2, 3, 4 

2) Sensitize the 
community on 
malnutrition. This 
includes community 
groups, churches, 
TBAs, herbalists, 
chiefs, ECD teachers, 
and CHWs. 

There is low awareness 
among the community 
and key actors. 

 Malnutrition is 
perceived as a less 
serious problem. 

 Lack of knowledge on 
malnutrition and its 
results.  

1, 3, 4, 6, 
7 

3) Advocacy meetings 
with employers.  

Caregivers working in 
industries and do not 
have time to attend 
education sessions/ 
clinics.  

 Busy mothers; unable 
to attend clinics. 

 High defaulter rate.  

2, 3, 8 

4) CMEs for health 
workers.  

Few health workers 
trained on CMAM. 

 Shortage of staff 
trained on CMAM. 

1, 2, 3 

5) Equip CHW with visual 
job aids. 

Community is not able 
to differentiate forms of 
malnutrition. 

 Lack of knowledge on 
malnutrition. 

4, 6, 7 

6) Establish new OTP 
sites. 

There is a high defaulter 
rate/ clients traveling 
over long distance to 
sites.  

 Distance of health 
facility. 

 High defaulter rate.  

1, 3, 4, 5, 
8 

7) Combined outreach 
and active case 
findings in the 
community units.  

There is low coverage 
(children who have not 
been reached).  

 Community is unaware 
of OTP program.  

1, 4, 6, 7 

 

Action Points 
Improving IMAM coverage 

Sensitization of community on 

malnutrition   

Church leaders/TBAs/ 

herbalists/chiefs/village elders 30 participants from all 5 divisions 

ECD teachers  40 from Viwandani and Mukuru divisions 

Newly recruited CHWs 50 CHWs to be senstized by 2 facilitators 

Build capacity of health care 

systems/workers to manage IMAM   

Training of HCWs on IMAM 25 HCWs from high workload facilities 



Open 2 new CMAM sites 15/8-Mater buruburu, 16/8-Cana family health clinic 

Improve uptake of SAM/MAM cases   

Conduct combined child health 

outreaches 4 health workers (nutritionists, nurses) 1CHEW, 4 CHWs 

Conduct regular ACFs 

10 CHWs from particular community unit, 1CHEW, 

1Nutritionist 

 

Starehe District 

Barriers: 

Barriers Source Method 

1. Lack of knowledge of malnutrition (some TBAs, religious leaders, 
and community figures are not aware about CMAM. Do not relate 
kwashiorkor and marasmus to malnutrition) 

3II, 6IIII, 5II B 

2. Malnutrition not perceived as serious problem within community 1IIII, 2IIII, 
4II, 6IIIIII 

A, B 

3. Negative health seeking behaviour ( Most people in the 
community go to herbalists, TBAs when not feeling well instead of 
health facilities) 

2, 5, 7II, 8 B 

4. Lack of knowledge of OTP services ( key community figures and 
some traditional practitioners are not aware of OTP services 
within their attachment area) 

5, 6II, 7IIII B 

5. Low level of CHW activity ( some of the community members are 
not aware about OTP services and malnutrition due to lack of 
sharing of information by CHWs) 

1II, 3II, 5, 
7II 

B 

6. Stigmatization (malnutrition associated with HIV, poverty, 
witchcraft, etc.) 

1IIIIIII, 2, 3II, 
4IIII, 5 

B 

7. Stock Outs (some facilities reported stock outs of Plumpy’nut- esp. 
in October, November, December (2012). There is also stock out 
of some essential drugs esp. in private clinics i.e. Antimalarial, 
Antibiotics, De-wormers) 

1IIIII, 2IIII, 
3IIII, 8II 

B, E 

8. Language Barrier (CHW complained that some people do not know 
Kiswahili or English esp. in Kiamaiko (Somali)).  

2II B 

9. Lack of support from husbands (OTP mothers reported that their 
husbands would not allow them the time to visit health facilities 
even when the children are sick) 

1II, 3 B 

10. Lack of motivation of staff (OTP staff reported that they were 
initially receive a stipend when the program started to motivate 
them that was stopped without communication). Lack of working 
gears (CHWs reported that some regions are so pathetic (esp. in 
rainy season) require gumboots, umbrellas, and a bag to carry 
CMAM tools) 

2III, 3 B 

11. Drunkard carers (some carers are so drunk that the CHW report 
that it is so hard to convince them on the importance of the 
treatment. They abuse the CHWs which demotivates them) 

2II, 3 B 

12. Sharing of RUTFs (some carers take RUTFs as food and not 2III, 3II, 4II B 



treatment as so when given, they share with other children who 
are well) 

13. Lack of refresher training on CMAM (OTP staffs and CHWs need 
refresher training on CMAM so to have current updates).  

2IIII, 3IIII, 5 B 

14. Failure to Relate Malnutrition to Kwashiorkor 2II, 3II, 5II B 

15. Failure of the program to relate to seasonal trends 8 E 

 

Boosters: 

Boosters Source Method 

1. Knowledge of malnutrition (most members in the community are 
aware of malnutrition i.e. OTP mothers, volunteers, community 
figures) 

1IIIIII, 2II, 
7IIIIII 

A, B 

2. Home visit system (OTP staffs and CHWs plan home visit whenever 
it is necessary e.g. defaulters, not improving cases)  

1IIIII, 2IIII, 
3IIII, 8 

B, E 

3. Quality of OTP services (screening is done very well, good 
counselling, and no delay in issuing RUTFs) 

1IIIIII, 2IIII, 
3IIII 

B,E 

4. Good defaulter training system ( established a system of training 
for defaulters: cell phones and home visit) 

2IIII, 3IIII B, E 

5. Good referral system (CHWs have referral slips for remaining 
clients from the community to health facility. Referrals are also 
made from clinicians). (CHW-HF-SC) 

1II, 2II, 3IIII B 

6. Motivation ( CHWs feel appreciated by the community which 
boosts their morale to continue working as volunteers) 

2IIII, 3II B 

7. Workload (OTP staff are comfortable with OTP services and do not 
feel as if it is extra work) 

3III B 

8. Free treatment (beneficiaries are happy and appreciative) 1IIIIIII, 2II, 
7IIII 

A, B 

9. Distance (OTP mothers and community members says OTP sites 
are within their reach) 

1IIIII, 2IIII, 
3IIII, 7IIIII 

B 

1. Perception/Appreciation of the program (OTP staff and OTP 
mothers are so thankful about this program and the fact that their 
children are getting better) 

1IIII, 3IIII B 

2. Screening during Malezi Bora 8 E 

3. Level of CHW activity (CHW are doing a good job on educating the 
community about OTP program and its existence) (screening, 
sensitization, referral) 

2IIII, 3II B, E 

4. Median MUAC at admission (11.2) early diagnosis 2III, 3III, 8 B, E 

5. Stay at the program (cure rate) median of 7 weeks 8 E 

 

  



Recommendations: 

 Recommendation Rationale Evidence Source 

1) Sensitization for the 
community, key 
leaders, and CHWs in 
the community units. 

There is low OTP 
coverage and a general 
lack of knowledge with 
regards to malnutrition 
in the community.  

 Lack of knowledge of 
malnutrition. 

 Lack of knowledge of 
OTP services. 

 Stigma associated with 
malnutrition. 

 Malnutrition is not 
perceived as a serious 
problem in the 
community. 

1, 2, 3, 4, 
5, 6, 7 

2) Conduct refresher 
trainings for both 
CHWs and Health 
Workers. 

Some CHWs and HWs 
lack updated 
information. 

 Lack of refresher 
trainings on CMAM. 

 CHWs not doing active 
screenings. 

 Data analysis. 

1, 2, 3, 5, 
7, 8 

3) Strengthen linkage 
between CHWs and 
CHEWs to improve 
active case findings. 

Low OTP coverage 
(needs to be 
broadened).   

 Lack of knowledge of 
malnutrition. 

 CHWs are not active.  

 Data analysis. 

1, 3, 5, 6,  
7, 8 

 

Action Points 
ACTIVITY TARGET 

SENSITIZE COMMUNITY ON OTP services DO’S,CHIEFS,ASSISTANT CHIEFS,VILLAGE 
ELDERS,RELIGIOUS LEADERS,YOUTH LEADERS 

REFRESHER TRAINING FOR HEALTH WORKERS 
AND CHW’S 

HEALTHWORKERS,CHEWS AND CHW’S 

A MEETING TO STRENGTHEN LINKAGE BETWEEN 
CHW’S AND CHEWS 

CHW’S AND CHEWS 

OPEN A NEW OTP SITE AT UPENDO DISPENSARY CHEW ATTACHED TO THE DISPENSARY 

 

 

  



Westlands District 

Barriers: 

Barriers Source Method 

1. Lack of motivation among health promoters 
who in most cases are volunteers 

2III, 3 B 

2. Stigma- Malnutrition is associated with other 
condition i.e. HIV/AIDS and absolute poverty 

1, 2, 3, 4II, 5, 7 B 

3. Long waiting hours at the OTP clinic due to lack 
of OTP staffs. 

1, 2, 4III, 5, 6 B 

4. Single parenthood- caregiver lack the necessary 
monetary and social support 

3, 7 B 

5. Staff absenteeism heading to closure of clinic 
even on appointment days 

1, 2II, 4, 6 B 

6. Poor knowledge of malnutrition in the 
community can’t differentiate marasmus and 
kwashiorkor.  

6 C 

7. SFP and drug stock outs at HC 2, 3II B 

8. Alcoholic parents 2 B 

9. Lack of training among volunteers, need 
refresher by the OTP 

1, 4II, 6 B 

10. Other health worker do not appreciated 
nutrition as a health service 

3 B 

11. Lack of tools (MUAC tapes) for staff and 
volunteers 

2, 3II B 

12. Working mothers/ caregivers have no time for 
care 

1, 2, 7 B 

13. Cost of service by private clinic 7 C 

14. Migration cause high defaulter rates 1, 2III, 3, 5 B 

15. Poor opinion of OTP by some members of the 
community  

6 B 

16. Long distance to service delivery points 1,2 B 

17. Program not responding for seasonal calendar 
for defaulters 

8  

18. Defaulter rates of less that 15% 8  

19. Median MUAC for defaulting is 11 8  

20. Defaulting at 2 weeks 8  

 

Boosters: 

Boosters Source Method 

1. Good knowledge of malnutrition as a medical 
condition 

4IIII, 5 A 

2. Established referral and following systems 2, 3 B 

3. Community health workers and volunteers 
trained 

2III B 

4. Good client/staff relationship 1, 2III, 3 B 

5. Early referral by herbalists 6 B 

6. Good opinion of the OTP by most people of the 
community 

1, 4, 5, 7 B 

7. Good health seeking behaviour in the 1, 2, 4III, 5, 6 B 



community 

8. Good supply of RUTF 3 B 

9. Good relationship between OTP staff and CHW 
volunteer (good communication between 
actors) 

2, 5 B 

10. Established defaulter tracing system in some 
OTP centres 

2II, 3, 5 B 

11. Some key leaders play role in the OTP activities 
– i.e. Chief assist in defaulter tracing 

5 B 

12. Free treatment 1II, 2III B 

13. Program responds to seasonal calendar for 
admissions 

8  

14. Cure rate of greater than 82% 8  

15. Short stay in the program (2-4 weeks) 8  

16. Early admission of clients (MUAC 11cm ) 8  

 

Recommendations: 

 Recommendation Rationale Evidence Source 

1) Capacity build-up of 
Health Workers, 
volunteers, and key 
leaders. 

Low awareness of the 
OTP program. 

 Poor knowledge. 

 Lack of motivation. 

 Long waiting hours. 

 Lack of OTP tools. 

 Absenteeism and 
closure of clinic.  

1, 2, 3, 4, 
5,  6 

2) Health education 
materials concerning 
SAM.  

Low uptake of OTP 
services and lack of 
knowledge in the 
community.  

 Poor knowledge of 
malnutrition. 

 Stigma: People 
associate malnutrition 
with HIV/ AIDS. 

1, 2, 3, 4, 
5, 6, 7 

3) Established referral 
system and defaulter 
tracing.  

Low admission of 
malnutrition cases, and 
high rate of defaulter 
cases. 

 Defaulter rate more 
than 15%. 

 Program is not 
responding to seasonal 
calendar (trends). 

 Median MUAC for 
defaulting at 11 (some 
cases at 9.5).  

8 

4) Active screening in all 
areas. 

Low coverage.   Nutritional activities 
not appreciated by 
Health Workers.  

 Stigma: Malnutrition 
associated with HIV and 
poverty.  

1, 2, 3, 4, 
5, 7 

5) Increase OTP sites. Few OTP sites. Some 
people are not able to 
access OTP services.  

 Long distance to service 
delivery point.  

 Working mother and 
caregiver.  

1, 2, 7 



Action Points 
ACTIVITY TARGET 

 

Strengthen small private 
facilities to offer OTP services 
 
 

Dam  village (clinicians, nurses &other health workers) 
 
Sodom (clinicians, nurses & other health workers) 
 
Kaptagata  (clinicians, nurses & other health workers) 

Sensitize key/leaders actors in 
the community  i.e. church 
leaders Administration Mosque, 
Imams  
 
 

Kagemi  Division 
 
Karura Division 
 
High ridge 

Conduct outreaches in for of C.U 
that have no public facilities 
 
 

Kibarage 
 
Deapsea 
 
Waruku 

 

Key 
Source: 

1 Beneficiaries (i.e. OTP mother/ caretaker) 

2 Community Volunteers 

3 OTP Staff 

4 Community Group 

5 Key Community Figure (i.e. Area Chief) 

6 Traditional Practitioners (i.e. Religious leader, traditional dentist, TBA, herbalist) 

7 Others (social workers, private clinic, ECDE) 

8 Data Analysis 

9 Small Area Survey 

 

Method: 

A Focus Group Discussion 

B Semi-Structured Interview 

C Simple Interview 

D Case Study 

E Observation 

 
  



7 Appendices  

7.1 SQUEAC Coverage Survey, Nairobi Kenya, Concern WW             

District: ____________ Location:_________________ Village:____________ OTP 

Site:______________ 

Team Number:_____________       

Name of Child 

 

Sex 

M /F 

Age 

Mons. 

MUAC 

 

 

Oed. 

Y/N 

 

Covered 

Y/N 

If in the 

program 

who 

refered 

them ? 

 

Time from 

home to 

OTP site 

(one-way) 

(hrs, min) 

        

        

        

        

        

        

        

        

        

        

        

        

        

        

 

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

OTP:________  

 



7.2 Questionnaire for Care takers with cases not in the program 

 

OTP site:____________  District:______________    Village:________     

Team: _____________       Name of child: ______________  

  

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

on both legs)?  

  � YES              � NO  

 

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

  � YES             � NO (stop)  

If yes, which program(s)? ______________________________________  

 

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

3. WHY DID YOU NOT TAKE YOUR CHILD TO THAT PROGRAMME?  

� too far  (How long to walk? ……..hours)                

� no time / too busy  Specify the activity that make them busy this 

season____________________________________________________ 

� mother sick  

� the mother cannot carry more than one child   

� the mother feels ashamed or shy about coming  

� no other person who can take care of the other siblings  

� the amount of food was too little to justify to come  

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

� the children of the others have been rejected  

� my husband refused  

� necessary to be enrolled at the hospital first  

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



� other reasons: ___________________________________________________ 

 

4. WAS YOUR CHILD PREVIOUSLY ADMITTED TO OTP/SFP  

PROGRAM?  

� YES           � NO (=> stop!)   

If yes, why is he/she stop going?  

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

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

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

� other:___________________________________________  

(Thank the carer) 

 


