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EXECUTIVE SUMMARY 
South Darfur State is experiencing high rates of acute malnutrition in a context of on-going 
conflict. World Vision is implementing an integrated community-based management of acute 
malnutrition (CMAM) program in South Darfur with the aim of improving access to acceptable 
quality prevention, care and treatment of acute malnutrition for nutritionally vulnerable 
groups. Nutrition activities first started in 2005 with 3 OTPs in Mershing. They have been 
extended since July 2012, reaching 6 OTPs and 9 SFCs in Nyala and Mershing to date. The 
program also includes a community mobilization component, with 16 outreach workers. 

The current phase of the project, funded by CHF and World Vision Germany, has been in place 
since April 2012. As part of the monitoring plan, a coverage assessment was planned after a 
one year implementation period. The assessment was carried out using the Semi-Quantitative 
Evaluation of Access and Coverage (SQUEAC) methodology. 

Findings from the assessment indicated a point coverage estimate of 43.4% (33.0% - 
54.4%). This estimate lies below the Sphere standard of 90% in camps setting. Coverage 
across the program area was found to be patchy, with lower coverage in areas showing poor 
awareness on malnutrition and poor case-finding activities. It is also important to note that 
the assessment was conducted at a time when the security situation in South Darfur was 
deteriorating, resulting in an increasing trend of new arrivals in IDP camps and highlighting 
the need for the program to be able to react quickly to the needs as they arise. The key 
barriers identified were: i) misuse of admission criteria and lack of measurement monitoring 
(MUAC not systematic) leading to SAM children being treated in SFP ii) high opportunity 
costs: limited availability of the carers involved in daily or seasonal work outside the camps, 
preventing them from attending the services iii) lack of awareness about malnutrition iv) not 
optimal community mobilization system.  

The table below indicates a summary of the barriers to be overcome and recommendations in 
order to enhance program coverage. 

Barrier Recommendation 
MUAC not systematic ▪ Promote adequate application of 

admission and discharge criteria 

▪ Strengthen existing outreach 
activities 

▪ Promote passive case finding 
strategies and referrals 

▪ Clarify understanding  of the 
program target in both IDP and 
host community 

▪ Improve welcoming conditions at 
OTP sites 

▪ Ensure availability of RUTF at 
OTP site 

IDP movements/ daily work 
Poor awareness on malnutrition (linked with low education 
level/ illiteracy) 
Low coverage of outreach activities 
Lack of collaboration between outreach workers and sheiks 
Security situation 
Welcoming conditions at OTP site  
RUTF shortage 
Lack of regular update about the context (new IDPs arrivals) 
High rate of defaulters, defaulting early 
Stigma/ shame 
Eligibility criteria not clear for residents/ host community 
Mother not able to go to OTP site (sick, newborn, other 
children) 
Long lengths of stay (Mershing, Duma) 
Rejection of children referred 
Poor follow-up of defaulters/ unknown death 
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1 INTRODUCTION 

1.1 CONTEXT 

South Darfur State is experiencing high rates of acute malnutrition in a context of on-going 
conflict between government forces and armed rebel groups. The conflict in Darfur has 
resulted in massive population displacements, losses of lives and assets, leaving the 
population dependent on humanitarian assistance. The crisis has exacerbated existing 
problems concerning food security, resource use and marginalization, creating room for a 
deteriorated nutrition situation. Nutrition surveys conducted in 2012 by World Vision and 
State Ministry of Health in partnership with UNICEF and other NGOs in selected locations of 
South Darfur showed GAM rate range from a low of 9.6% (Derage, post-harvest) to a high of 
22.7% (Mershing, hunger gap) and SAM rate between 1.2% and 3.9%. 

1.2 CMAM PROGRAMMES IN THE AREA 

World Vision is implementing an integrated community-based management of acute 
malnutrition (CMAM) program in South Darfur with the aim of improving access to acceptable 
quality prevention, care and treatment of acute malnutrition for nutritionally vulnerable 
groups. Nutrition activities first started in 2005 with 3 OTPs in Mershing. They have been 
extended since July 2012, reaching 6 OTPs and 9 SFCs in Nyala and Mershing to date 
(Table 1). The program is being implemented in partnership with State Ministry of Health, 
UNICEF and WFP, and integrated into existing Primary Health Care services. The current 
phase of the project, funded by CHF and World Vision Germany, has been implemented since 
April 2012. The program also includes a community mobilization component, with 16 
outreach workers. 

As part of the monitoring plan, a coverage assessment was planned after a one year 
implementation period. The assessment has been carried out using the Semi-Quantitative 
Evaluation of Access and Coverage (SQUEAC1) methodology. 

Table 1: Current WV supported CMAM sites in South Darfur 

Name of  OTP Name of SFC Locality Support Health Clinics SC 

1. Otash  1. Otash clinic 
Nyala 
North 

Otash (WV supported) Referred to 
Nyala 
Teaching 
hospital 
(MoH) 

2. Otash – Sector 8 

2. Derage  3. Derage Derage (SMOH & Turkish) 

3. Old Sereif  4. Old Sereif 
Nyala  Genina (WV supported) 

5. New Sereif 

4. Duma 6. Duma 

Mershing 

Duma (WV supported) 

Mershing 
(WV) 

5. Mershing  7. Althanawia Mershing A (WV supported) 

8. Hashaba Mershing B (WV supported) 

6. Manawashi  9. Manawashi Manawashi (WV supported) 

                                                           
1
 M Myatt et al 2012 Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling 

Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
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2 OBJECTIVES 
The overall objective of the SQUEAC assessment was to evaluate access and coverage of World 
Vision Outpatient Therapeutic Feeding (OTP) program in South Darfur. 

2.1 SPECIFIC OBJECTIVES 

 To develop capacity of nutrition stakeholders to undertake CMAM program coverage 
assessments using SQUEAC methodology 

 To estimate the overall coverage of World Vision OTP program 
 To identify factors affecting access to CMAM services in all the targeted areas; 
 To provide specific recommendations based on survey outcomes to improve quality 

and coverage of CMAM services 
 To produce and share a report presenting the results of the coverage assessment 

2.2 EXPECTED OUTCOMES/ RESULTS 

 Improved capacity of World Vision staff & SMoH to undertake a SQUEAC evaluation 
and to integrate it as a monitoring tool to improve nutrition programs 

 Provide recommendations on staff competency to conduct coverage surveys 
(competent to conduct SQUEAC) 

 Improved understanding of the factors affecting coverage 
 Develop practical action plan that will be implemented in a short term (1-3 months) 

and medium term (3 – 6 months)  
 SQUEAC survey draft report within 10 days of survey completion for immediate 

implementation of the short term recommendations and final report in 30 days after 
completing the report. 

3 METHODOLOGY 

3.1 THE SQUEAC APPROACH 

The SQUEAC tool was developed to provide an efficient and accurate method for identifying 
existing barriers to service access and evaluating coverage of nutrition programs. The 
approach used a mixture of quantitative data collected from routine monitoring activities, 
small studies, and small area surveys as well as qualitative data collected from informal group 
discussions and interviews with a variety of informants. The information was collected 
iteratively, applying the principles of triangulation and sampling to redundancy. This means 
that data was collected and validated by different sources and different methods. The exercise 
ended when there was redundancy; i.e. no new information coming to light. 

The stages used in SQUEAC method are as follows: 
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Stage 1 identified areas of low and high coverage as well as reasons for coverage failure using 
routine program data, individual data collected from registration books/ beneficiary record 
cards, and qualitative data. The following data were considered: 

 Routine program data: 
- Admissions overtime 
- Exits overtime 
- Number of children screened by outreach workers overtime 

 Easy-to collect data: 
- MUAC on admission 
- Length of stay for discharges cured and defaulters 
- Home location of admissions and defaulters 
- Home location and number of outreach workers 

For this part, the investigation focused on data since September 2012 in order to avoid 
potential bias linked to the opening of new OTP sites in July 2012. 

 Qualitative data:  
Information about awareness on malnutrition, pathways to care, as well as program 
awareness, perceptions and opinions of the program and reasons for coverage failure 
were collected through informal group discussions, simple structured interviews, in-depth 
interviews and observations held at the OTP sites, clinics and in the community. 
Qualitative data were obtained from program staff, outreach workers, carers of SAM 
children, traditional healers, sheikhs, imams, traditional birth attendants, and lay 
informants. 

Throughout the investigation 
process, information was iteratively 
gathered, organized and up-dated 
using the “BBQ” tool (i.e. approach 
using three panes to record 
“Boosters, Barriers, Questions” – see 
Photo 1). New findings were up-
dated and discussed during daily 
debriefing sessions with the 
investigation team. The BBQ tool 
proved useful during the 
investigation to make sense of large 
quantities of data from many and 
disparate sources, and to plan 
further data collection on pending 
questions. 

 

Stage 2 confirmed the location of areas of high and low coverage and the reasons for coverage 
failure identified in stage 1 using small area surveys and small studies. 

Stage 3: Bayesian techniques were used to estimate overall program coverage with a wide 
area survey. This was done through the following three steps:  

Photo 1: BBQ tool used during the investigation 
(Boosters, Barriers, Questions) 
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 Development of the Prior: 
Quantitative and qualitative data collected during stage 1 and 2 were compiled and 
combined to produce a coverage picture, providing a statistical representation of the 
team’s belief regarding program coverage (the Prior). 

 Development of the Likelihood: 
To complement the Prior information, new data on coverage were collected during a wide 
area survey covering the entire program catchment areas. 14 sectors and haras were 
selected using systematic stratified spatial sampling. The active and adaptive case finding 
method was used to identify severely malnourished children as well as children enrolled 
in the program who were still malnourished or recovering. Sample size requirements 
were calculated using the following formula: 

[(mode x (1-mode) / (precision/1,96)²] - (priorprior

 
        Average sector/hara population x (% of population 6-59 months/100) x (SAM prevalence/100) 
 

mode: mode of the prior expressed in proportion 

prioretprior shape parameters of the prior 
precision: desired precision expressed in proportion 
 

 Generation of the Posterior 
The Prior and the Likelihood were combined using BayesSQUEAC software to provide the 
overall coverage estimation with a 95% credible interval. 

3.2 TARGET AREA 

The target area defined for the coverage assessment included each OTP catchment areas.  
Attempts to elaborate the list of sectors and quarters for each OTP proved to be difficult, due 
to: 
- the lists of sectors used by the community was not always matching with the lists used by 

NGOs for food distributions 
- OTP catchments areas were not clear and well defined for program staff, particularly for 

urban or mixed areas (Old Sereif, Derage).  
The list of each OTP catchment area is presented in annex 3. After discussion with program 
staff, it was decided not to include New Sereif in the target area for the assessment. The 
rationale was that there is no OTP service in the camp (only SFC). This should be considered 
for future program planning since the distance to the nearest OTP (Old Sereif) does not 
ensure effective referral. 

3.3 SQUEAC IMPLEMENTATION AND TRAINING 

The coverage assessment was carried out from 21th April to 14th May 2013, with the technical 
support of a regional coverage advisor from the Coverage Monitoring Network (CMN). The 
investigation team was composed of five WV nutrition staff including the program officer, two 
participants from WV Monitoring& Evaluation department and two participants from MoH 
(see list in annex 1). The trainees were taken through the different stages using an on-the-job 
training approach, actively participating in every stage, with a combination of field work and 
classroom sessions. Recommendations on staff competency to conduct SQUEAC assessment 
are presented in annex 1. 

N sectors/ haras= 
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4 RESULTS 

4.1 STAGE 1 

The main objective of this stage was to identify potential differences in coverage within the 
program area (high versus low coverage areas) as well as reasons for coverage success/ 
failure using routine program data, easy-to collect quantitative and qualitative data. 

4.1.1 Review of program data 

Program admissions 

In order to analyze admissions trends and seasonality, admissions data from April 2008 to 
date were plotted and compared with the seasonal calendar: Figure 1 shows admissions 
trends since 2008, and Figure 2 shows admissions overtime compared to the seasonal 
calendars for the past 12 months.  

The program has admitted 2491 children since April 2008. The number of admissions has 
gradually increased, with a sharp increase since the extension of the program with the 
opening of 3 new OTP sites in July 2012. 

Figure 1: Admissions in OTP, April 2008 – March 2013 

 

According to the results of previous nutrition surveys conducted in the area, malnutrition 
rates tend to increase between May and September (hunger gap period). The expected rise in 
cases is clearly reflected in admission trends: admissions experience a gradual increase 
starting in April, and peak in July and August. When compared with morbidity data, this 
increase is also matching with the seasonal calendar of childhood diseases. This suggests that 
the OTP program is responding to the seasonal increase in SAM cases. 
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Figure 2: Admissions in OTP and seasonal calendar, April 2012 – March 2013 

 

When looking at the distribution of admissions according to admission criteria, it was found 
that most admissions were done using W/H z-score criteria, and that MUAC was not 
systematically recorded in registration books. Further investigation revealed that depending 
on the OTP team, MUAC was not always considered as an independent admission criteria: in 
some cases, children with MUAC < 115 mm were admitted in OTP only if they also met W/H 
criteria <-3 z-score, and they were admitted in SFP if W/H was > - 3 z-score.  

Available data on MUAC at admission was plotted for children admitted with MUAC<115mm 
between September 2012 and March 2013. The shape of the distribution presented in Figure 
3 shows a digit preference, with rounded values over-represented, which suggests inaccuracy 
in measurements. The absence of MUAC records for all admissions and inaccuracies in 
measurements does not allow concluding whether children are admitted at early stage of 
their malnutrition episode, but the problems identified regarding recruitment procedures 
indicate that the program is likely to have a large number of children treated in the wrong 
program, resulting in poor coverage. It was also not very clear whether MUAC was 
systematically checked during follow-up visits in SFP, which can lead to children deteriorating 
without being referred to the appropriate service. 
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Figure 3: MUAC on admission, September 2012 to March 2013 

 
 
Defaulters 

Program performance is measured by the program outcome data according to Sphere 
standards. Outcome data presented in figure 4 shows that the program has achieved irregular 
discharge outcomes during the past 12 months, with high defaulter rates during most of the 
period (i.e. above 15% of total exits)2. Information from group discussions and interviews 
with program staff, community leaders and carers showed that “opportunity costs” are closely 
linked to this issue of defaulting: daily or seasonal population movements for agricultural 
activities or other income sources have been reported to be very frequent, involving women 
and preventing them from attending CMAM services.  
 

Figure 4: Exits trends, April 2012 to March 2013 

 
 
The investigation also analyzed the timing of defaulting, by plotting on tally-sheets the 
number of defaulters according to the number of visits recorded. The results are presented in 
Figure 5. 70% of the defaulting occurred between admission and the third visit, thus at an 
early stage of the treatment. The high number of early defaulters may result in a high number 

                                                           
2
 Defaulters are children that should be in the program but are not in the program. This means that high defaulting 

rates are associated with low program coverage. 
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of still vulnerable children in the communities, some of whom may be still current SAM cases 
or may be dying (“hidden deaths”).  
 

Figure 5: Number of visits before defaulting, September 2012 to March 2013 

 
 
In order to better understand the reasons for defaulting, defaulter tracing was carried out by 
the investigation team. Defaulter tracing proved to be difficult due to wrong addresses given 
by caretakers. In most cases, sheikhs did not know about the names given by defaulters. 
Discussions with program staff and community informants revealed that mothers coming 
from outside the camps were often giving wrong addresses because they believed that the 
program was only for IDPs and they fear being rejected. 
Two cases of defaulters who died were found during this exercise, which confirms the risk of 
poor outcome for early defaulters. Other cases found were due to the mother not being able to 
go to the OTP site because of daily job opportunities, migration for farming or sickness. 
 
Length of stay 

The length of stay for the cases discharged as cured was also analyzed (see Figure 6). The 
median length of stay was 7 weeks, which is considered as acceptable in a CMAM program. 
However, we can see from the data that 40% of the children stayed in the program for more 
than 8 weeks. Examination of the registration books revealed that these long durations of the 
treatment episodes were often linked to lack of continuity of care, with many absences and/ 
or readmission after defaulting. This highlights the impact of poor adherence to the CMAM 
treatment protocol on treatment outcomes, keeping in mind that long duration treatments 
might contribute to high level of defaulting, thus poor coverage. 

More detailed analysis of the duration of treatment by OTP revealed great discrepancies 
between the different OTPs: while the median length of stay was found to be quite short in 
some OTPs (6 weeks in Derage and Old Sereif), in others OTPs it was found to be much longer 
(10 weeks in Mershing and Duma). Further discussions with OTP teams revealed that it was 
probably due to different discharge procedures3 being applied. 
 

                                                           
3
 In some OTPs, the child would not be discharged until he would reach a MUAC>125 mm, while in others OTP MUAC 

was not checked, or the threshold used was 115mm 
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Figure 6: Length of stay for discharged cured cases, September 2012 to March 2013 

 
 

Active case finding activities 

Regarding the community mobilization component, the initial plan when the current project 
started was to rely on a community outreach networks based on volunteers. However, this 
strategy appeared to be unsuccessful due to an eroded spirit of voluntarism in Darfur and to 
legal requirements4. It was thus decided to recruit community outreach workers. Due to 
related costs, it was only possible to hire 16 outreach workers, which is far from enough given 
the population to be covered5. Therefore, screening activities as well as home visits and 
defaulter tracing are not comprehensively done. Plotting of the number of children screened 
overtime revealed an increasing trend until January (figure 11). Since then, screenings have 
gradually declined, suggesting weaknesses in community mobilization activities. Group 
discussions with community leaders and mothers interviewed revealed a very good 
awareness about screening activities. However, most of them reported that frequency has 
decreased compared to past years. 
The investigation also revealed weaknesses in the monitoring of outreach activities: there is 
neither clear planning nor record of areas visited by community outreach workers, resulting 
in some sectors less visited. 

Figure 11: Number of children screened by community outreach workers 
 July 2012 to March 2013 

 

 

                                                           
4
 As per labor law, volunteers should be contracted as project staff after 3 months 

5
 Population for OTP catchment area was estimated to be  141 447 inhabitants at the time of the assessment  
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Admissions and defaulters by home location 

Admissions and defaulters since September 2012 were analyzed according to their 
provenance. (see annex 3). In each camp, we could find admissions coming from all sectors. 
Among 813 admissions records, 116 were coming from villages or quarters outside the OTP 
catchment area (15%), which indicates a good awareness about the program in the 
community. This figure is probably underestimated given the problem identified during the 
investigation of wrong addresses being given by carers from host community. 

The distribution of admissions among the different sectors was found to be patchy, 
particularly in Otash camp, with some sectors reporting very few admissions, especially 
sector 10. Program staff explained this situation by sector 10 being an empty sector with most 
people initially relocated from Kalma camp who had then moved to Nyala town. However, 
further investigation in the sector revealed that there were number of IDPs recently arrived 
and that they were not aware about the program nor screening activities. 

4.1.2 Qualitative data 

Qualitative data was collected through different methods and triangulated with different 
sources. Informal group discussions, semi structured interviews and simple structured 
interviews were held with a variety of key informants : community leaders (sheikhs, imams), 
outreach workers, women unions, lay informants, traditional healers, program staff and 
partners, carers of SAM children, carers of defaulters Data was further organized using the 
BBQ (Boosters, Barriers, Questions) approach. 

The following table summarizes key findings on possible reasons for defaulting and non-
attendance.
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Table 2: Reasons for defaulting and non-attendance 

Awareness on 
malnutrition and 
the program 

Awareness on malnutrition was found to be varying and partially linked to 
education level. Community leaders generally showed a good knowledge about 
malnutrition and the program, including detection with MUAC. However, 
malnutrition signs are not always well recognized as such by mothers, and often 
understood as a condition requesting traditional treatment (“hubal fur”). 
Awareness about the program was found to be particularly low among IDPs 
recently arrived and/ or in areas not visited recently by outreach workers. 

Opportunity 
costs, daily/ 
seasonal 
movements 

Opportunity costs were reported as one of the major reasons for non-attendance 
and defaulting. The allocation of a working day to OTP visits represents a direct 
loss of income for women dependent on daily jobs, and this situation is further 
exacerbated during the rainy season when some IDPs relocate to rural areas for 
farming activities. Situations of SAM cases coming to the OTP site with a sibling as 
a caretaker have been reported, sometimes leading to rejection by OTP staff 
refusing to deal with children. 

Community 
mobilization not 
optimal 

Limited coverage of outreach activities due to the small number of outreach 
workers was reported to be an important barrier by program staff and outreach 
workers themselves, saying they were not able to visit all areas on a monthly basis 
and even not able to do an exhaustive screening in areas they visited. This was 
further corroborated by group discussions with the communities who confirmed 
screening frequency was not regular. Several sheiks also complained that 
outreach workers did not collaborate with them (e.g. informing them about 
screenings or relying on them to disseminate messages to their community). 

Welcoming 
conditions at OTP 
site 

OTP services are well accepted by the mothers, however long waiting times were 
reported by mothers, outreach workers and community leaders as a contributing 
factor associated with non-attendance. During the investigation, the team also 
noticed inadequate welcoming conditions in one OTP site (Derage) where shelters 
were too small and as a result many mothers were waiting outside under the sun. 

RUTF not 
available at OTP 
site 

The 3 OTPs in Nyala area experienced a RUTF stock out during the time of the 
investigation, due to late request to UNICEF. This can lead to defaulting when 
mothers come and wait at the OTP site without receiving the treatment. 
Unavailability of RUTF was also reported as a reason for defaulting in Duma when 
the OTP team – based in Mershing - couldn’t travel there because of the security 
situation. 

Stigma Situations of malnutrition being associated with social stigma were reported, 
which can prevent mothers to go to the OTP site because they feel ashamed, or 
resulting in outreach workers being refused to enter inside the houses to screen 
the children. 

Inadequate 
passive screening 
in clinics 

All the health staff interviewed (in clinics supported by WV or others NGOs) had 
good knowledge about malnutrition and detection methods, however the use of 
MUAC was not found to be systematic to check the nutritional status of the 
children coming for consultation. Medical assistant would rely on weight and age 
and eventually refer the child to CMAM services for further measurements. One 
mother of a child currently in OTP reported she first visited the clinic when the 
child was sick but the child was not referred. 
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On the positive note, the program appeared to be very well known and appreciated by the 
mothers and by the community. Service quality was satisfactory and people from the 
community said they were grateful as CMAM services were very helpful for children, and free 
of charge. This positive perception was confirmed through reported stories of self-referred 
cases following the influence of mothers who had their child cured in the program and spread 
the message in the community. 

Integration with health services was also noted as a very positive point, with a good referral 
system between both services. However, health workers interviewed in Old Sereif MoH clinic 
were not aware about WV OTP nearby and reportedly referred SAM cases to Nyala teaching 
hospital which is further away. 

Regarding community mobilization activities, the strategy adopted by World Vision of 
training and engaging Community Owned Resource Persons for a limited period was found to 
have positive effects, resulting in many people educated on MUAC screening, referral and 
IYCF. Collaboration with women unions was also found to be positive as a way to raise 
awareness in the community. It was also noticed by program staff that among the community 
outreach workers, the women were particularly committed and active. 

Some cases of children referred by community outreach workers but not admitted were 
reported to be a discouraging factor. However, efforts made by OTP staff and outreach 
workers to mitigate the frustration of rejections were noted (e.g. giving a compensation ration 
to the mother or liaising with sheiks to explain why the child was not admitted).  

Referral of severely malnourished children with medical complications from the northern 
area was a difficult challenge often resulting in defaulting due to the long distance to Nyala 
hospital TFC. This was further exacerbated by the mother having to stay at the hospital during 
the admission period leaving behind other siblings at home who still need her care. The 
establishment of a day-care stabilization center in Mershing A clinic in March 2013 was a 
positive factor contributing to improve access to treatment in the northern area. 

4.2 STAGE 2 

The objective of Stage Two was to confirm the locations of areas of high and low coverage as 
well as the reasons for coverage failure identified in Stage One. Qualitative and quantitative 
data gathered above was analyzed, validated and then used to develop formal hypothesis. This 
was tested using quantitative techniques. 

4.2.1 Small area survey 

Based on the information collected and analyzed in Stage One, there were observations of 
high and low coverage as seen in the admissions per home location. Based on this analysis, the 
following hypothesis was developed: 

Coverage is low in sector 10 Otash due to: 

- High population movement (new arrivals) 
- No outreach worker living in the sector, irregular screening activities 
- Low awareness on malnutrition and program 
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Coverage is high in sector 4 Otash due to: 

- Population stable, leaving near OTP site 
- Community outreach worker living in the sector and carrying regular screenings 
- Good awareness about malnutrition and program, linked with better education level 

A small area survey based on a combined active and adaptive case finding method and door-
to-door approach was then used to deny or confirm the hypothesis in each location. Four 
survey teams of two people undertook a one day survey in selected sectors, supervised by the 
nutrition program officer and the CMN coverage advisor. 

The method requires that SAM cases are actively targeted, not just expected to be part of a 
random sample. A “case finding question” was developed to find these children, using local 
words and descriptions commonly used for malnutrition. Initially some groundwork was also 
carried out to identify key informants. The case definition used for the survey was:  children 
aged 6-59 months with MUAC less than 115mm and/or bilateral oedema. All cases found during 
the survey were referred to the appropriate program. 

Based on the information collected, the data was classified against a threshold of 50%, using 
the simplified LQAS testing procedure. The rationale for choosing this threshold was that 
overall coverage was suspected to be far below 90% sphere standard due to important 
barriers identified during stage one (MUAC not systematic, high opportunity costs, high 
defaulting).  

A decision rule (d) was calculated using the formula:  

 
d: decision rule 

n: total number of cases found 
             p: coverage standard set for the areas 

The following results were found, and calculations in order to classify coverage are as follow 
(Table 3). 

Table 3: Small area survey analysis (coverage classification) 

 Calculation/ 
Findings 

Classification Deductions 

Otash  
Sector 10 
(low coverage 
area) 
 

Coverage standard (p) 50.0% Number of cases covered (0) is < decision 
rule (4) 

Coverage is <50% 

The first part of the hypothesis is 
confirmed 

Total SAM cases found 9 
Decision rule (d) =9* (50/100) 

=4.5 
=4 

Cases covered 0 

Otash  
Sector 4 
(high coverage 
area) 

Coverage standard (p) 50.0% Number of cases covered (3) is not > 
decision rule (3) 

Coverage is <50% 

This part of the hypothesis is not 
confirmed 

Total SAM cases found 6 
Decision rule (d) =6* (50/100) 

=3 

Cases covered 3 
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All SAM cases found in sector 10 were new arrivals, some of whom arrived very recently (less 
than one week). This particular situation should be interpreted in the light of the new 
displacements context due to deterioration of the security situation in South Darfur at the 
time of the survey. In sector 4, among the 3 cases not in the program, 2 were currently treated 
in SFP and one was due to competing activities (mother busy, no one to take care for siblings). 

The small area survey confirmed the hypothesis that high population movements and 
inadequate community mobilization were factors affecting negatively coverage. However, 
according to the results, it was not possible to conclude that coverage is higher in sectors with 
a stable population and good community mobilization. 

4.2.2 Small study 

During discussions with program staff and community outreach workers, it was mentioned 
that most admissions were referred by community outreach workers. Since referral source 
was not part of data collected routinely, it was decided to carry out a small study in order to 
confirm the following hypothesis: 

Outreach workers are the main source of referral. 

Data on referral source were collected among all the beneficiaries coming for admission or 
follow-up visit in 2 OTP sites: Old Sereif and Derage. This was done during the day of OTP by 
program staff, by asking to each carer how they were referred to OTP. Findings are presented 
in Table 4. 

Table 4: Findings from small study 

Referral source Old Sereif Derage 

Self-referral 13 23 

Outreach worker 29 15 

Clinic/ hospital 0 1 

Total 42 39 

The data was analyzed using the simplified LQAS testing procedure with “outreach workers 
main source of referral” defined as more than 50% of carers of SAM children interviewed 
being referred by community outreach workers. Calculations are as follow (Table 5). 

Table 5: Small study analysis 

 Calculation/ 
Findings 

Classification Deductions 

Old Sereif 

Threshold (p) 50.0% Number of cases referred by OW (29) is > 
decision rule (21) 

The hypothesis is confirmed in Old Sereif 

Decision rule (d) =42* (50/100) 
=21 

Cases referred by OW 29 

Derage 

Threshold (p) 50.0% Number of cases referred by OW (15) is 
not > decision rule (19) 

The hypothesis is not confirmed in 
Derage 

Decision rule (d) =39* (50/100) 
=19.5 
=19 

Cases referred by OW 15 
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Given the above results, it was concluded that referral from community outreach workers was 
an important source of referral, but not always the main one. This could be explained by 
outreach workers being more or less active (Old Sereif outreach workers are two ladies 
recognized as being very active by program staff and sheikh), and suggests that performance 
of outreach workers is likely to be a factor affecting coverage. It would be relevant to record 
the source of referral for all admissions on OTP cards to better monitor this aspect. 

4.3 STAGE 3: WIDE AREA SURVEY 

The objective of stage 3 was to provide an estimate of overall program coverage using 
Bayesian techniques. This process was broken down into: developing a prior, developing 
likelihood and combining beta prior and binomial likelihood in a beta-binomial conjugate 
analysis to give the posterior. 

4.3.1 Developing a prior 

Any relevant information that was collected during stage one and two was used: the 
qualitative data collected, routine program data, small area survey and small study shaped the 
prior that was needed in to make the conjugate analysis. Prior information about the coverage 
was thus expressed as probability density. The process involved making an informed guess 
about the most likely coverage value, that is, the mode of the probability density. 

All the positive and negative factors identified affecting the coverage were listed, ranked and 
weighted according to their relative contribution to the overall coverage (see Table 6). Each 
factor was ranked using a simple point system (from 1 to 5). All positive factors were added to 
the minimum possible coverage (0%) whilst all negative factors were subtracted from a 
highest possible coverage (100%), and then the mean value of the two was calculated.  The 
investigation team was separated in 3 groups for this exercise. Results of each group were 
then shared, discussed and revised to define the mode of the prior. This exercise resulted in a 
prior mode of 35%. 

The distribution of prior coverage estimate was determined through a beta distribution of the 
belief of perceived coverage estimates. For this, a histogram prior was developed by hand 
with the team. Given the instability of the context with unpredictable number of IDPs arriving 
every day in the camps during the last part of the coverage assessment, it was considered that 
factors affecting coverage identified during stage one might evolve depending on the 
evolution of the situation. Thus, it was decided to build a prior wide enough to reflect the 
degree of uncertainty about the value of the prior mode. The distribution curve was then 
plotted using Bayes SQUEAC calculator6. 

Prior mode (35%) and distribution (α= 3.4; β= 5.5) are presented in Figure 12.  

 

                                                           
6
 The BayesSQUEAC coverage estimate calculator free downloaded available at: http://www.brixtonhealth.com/software.html 

http://www.brixtonhealth.com/software.html
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Table 6: Barriers and boosters to coverage 

BARRIERS BOOSTERS 
Community 

▪ IDP movements/ daily work ▪ Very good awareness about the program 

▪ Illiteracy/ low level of education => poor 
awareness on malnutrition 

▪ Leaders and key people aware about malnutrition, 
causes, MUAC… 

▪ Low coverage of outreach activities ▪ Positive perception about the program 

▪ Lack of collaboration between outreach 
workers and sheiks 

▪ Referral from community (THP, sheiks…) and self-
referral 

▪ High rate of defaulters, defaulting early ▪ Collaboration between outreach workers, OTP 
staff, women groups 

▪ Stigma/ shame  

▪ Eligibility criteria not clear for residents/ host 
community 

 

▪ Mother not able to go to OTP site (sick, 
newborn, other children) 

 

▪ Security situation  

Program 

▪ Welcoming conditions at OTP site (long 
waiting times, crowded, no shade) 

▪ Responding to the needs (admissions and 
seasonal calendar) 

▪ RUTF shortage ▪ Integration of CMAM with health services 

▪ MUAC not systematic ▪ Stabilization centre in Mershing 

▪ Long lengths of stay (Mershing, Duma) ▪ Initiatives to deal with children rejected 

▪ Rejection of children referred  

▪ Poor follow-up of defaulters/ unknown death  

▪ Lack of regular up-date about the context 
(new IDPs arrivals) 
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Figure 12: South Darfur World Vision Program prior distribution 

 

4.3.2 Developing likelihood: wide area survey 

To update the prior information, a wide area survey was conducted in the communities using 
the following methodology. 

Using the modal prior of 35%, alpha prior and beta prior of 3.4 and 5.57, a likelihood sample 
size of 80 SAM children was calculated for a precision of 10%.  

Since there was no map available for each camp, systematic stratified spatial sampling design 
was used. A total of 14 sectors (for the camps) and haras(for Old Sereif) were selected for the 
wide area survey. In each sectors and haras visited by the survey team, SAM cases were 
identified using a combine active and adaptive case-finding and door-to-door approach to 
ensure selected communities were sampled exhaustively.  

70 SAM cases were found during the wide area survey, providing reliable results with a 
precision of 11%. Results are presented in Table 7 below: 

Table 7: Wide area survey results 

Type of cases Number of cases 

Number of current (SAM) cases  70 

Number of current (SAM) cases attending the programme  31 

Number of current (SAM) cases not attending the programme  39 

Number of recovering cases attending the programme 49 

 

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

                                                           
7
 The prior shape parameters reflect the amount of uncertainty about the mode of the prior, linked to the instability of 

the situation at the time of the survey. This results in a large sample size, in order to compensate the poor strength of 
the prior. 
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Figure 13: Barriers to program coverage and uptake / reasons for not attending the program 
obtained during wide area survey 

 
Other: distance=1; went to private drug dispenser and not referred 

The main reasons for not being in the program were the lack of awareness on malnutrition 
(mother didn’t recognize the signs) and admission criteria not correctly used, resulting in 
children in SFP while having a MUAC <115mm. One should note that out of 39 SAM cases not 
covered, 34 were aware about CMAM services. 

4.3.3 Overall coverage estimation 

Point coverage8 was considered to be the most appropriate estimator to be used in the 
context of World Vision South Darfur program9. It was used rather than period coverage 
based on contextual evidence that case-finding and early recruitment were not optimal, due to 
misuse of admission criteria and limited coverage of outreach activities. 

To calculate the likelihood, the numerator and the denominator were selected from the 
results of the wide area survey using the formula: 

No of current SAM cases attending the program 

No of current SAM cases 

Selected data was used as a denominator (70) and numerator (31) when entered into the 
Bayes SQUEAC calculator. 

Based on the existing prior and wide area survey (likelihood) point coverage was estimated 
to be 43.4% (95%CI: 33.0% - 54.4%). Figure 14 shows the graphic presentation of point 
coverage. 

                                                           
8 Point coverage : this estimator uses data for current cases only. Period coverage include recovering cases in the 
program 
9 Point coverage provides a snapshot of program performance and places strong emphasis on the coverage and 

timeliness of case-finding and recruitment. 
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Figure 14: Graph of program coverage estimate, showing prior, likelihood and posterior curves 

 

5 DISCUSSION 
Findings from the assessment indicated a point coverage estimate of 43.4% (33.0% - 
54.4%). This estimate lies below the Sphere standard of 90% in camps setting. It is important 
to note that coverage across the program area was found to be patchy, with lower coverage in 
areas showing poor awareness on malnutrition and poor case-finding activities. It is also 
important to note that the assessment was conducted at a time of deterioration of the security 
situation in South Darfur, resulting in an increasing trend of new arrivals in IDP camps and 
highlighting the need for the program to be able to react quickly to the needs as they arise. 

The coverage assessment revealed a number of addressable barriers as well as boosters to 
program access coverage. The key barriers identified were: i) misuse of admission criteria and 
lack of measurement monitoring (MUAC not systematic) leading to SAM children wrongly 
admitted in SFP or children in SFP deteriorating from moderate to severe without being 
transferred to therapeutic feeding units  ii) high opportunity costs : limited availability of the 
carers involved in daily or seasonal work outside the camps, preventing them from attending 
the services  iii) lack of awareness about malnutrition iv) not optimal community mobilization 
system. Key boosters to the program included good awareness and opinion about the 
program in the community with key informants contributing to referral, integration of 
nutrition and health services, and the opening of a stabilization centre in Mershing facilitating 
referral for complicated cases in the northern area. 

It was found during the assessment that eligibility criteria for the program was not always 
clear for the community and the staff, resulting in caretakers coming from outside the camps 
giving wrong addresses because they thought the program was only for IDPs, making it 
difficult for defaulter tracing. Although villages from the country side are not part of the 
catchment area, it is important to deliver clear messages about eligibility to the community, 
and to keep the program open for host community for better acceptance and impact. 
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6 RECOMMENDATIONS 
The recommendations are presented in two tables below. The first table includes the rationale and evidence as gathered during the investigation, and 
second presents actions to be taken as an action plan with follow-up indicators. 

Table 8: Recommendations 

Recommendation Rationale Evidence 
Promote adequate 
application of 
admission and 
discharge criteria 

Confusion among OTP staff regarding admissions and 
discharge criteria10leads to SAM children enrolled in wrong 
program (SFP) and/ or inadequate length of stay leading to 
defaulting, both resulting in poor coverage 

- Many SAM children with MUAC<115 mm admitted in SFP 
- MUAC not systematically recorded 
- Different practices regarding discharge criteria depending on OTP teams, 

resulting in different length of stay patterns 
Strengthen existing 
outreach activities 

Limited coverage and efficacy of outreach activities and high 
rate of defaulters results in poor coverage 
 

- Limited number of outreach workers, not able to cover their area 
- Boundaries of OTP catchment areas not clear 
- Lack of collaboration with community leaders,  
- Insufficient monitoring of outreach activities by OTP staff, lack of regular up-

dates about new arrivals 
Promote passive case 
finding strategies and 
referrals 

MUAC not systematic during consultations in clinics which 
leads to a number of SAM cases not detected in time 
Large population in catchment areas makes it difficult to 
ensure regular screening and to raise awareness on 
malnutrition through outreach workers alone, which 
negatively affects coverage 

- Medical assistant mainly rely on growth monitoring indicators to assess the 
nutritional status of the children, MUAC not systematic 

- No referral from Old Sereif MoH clinic: investigation revealed they refer SAM 
cases to Nyala hospital, which is more far away 

- Irregular screening, a number of mother don’t know about screening 
- Poor awareness on malnutrition 

Clarify understanding  
of the program target 
in both IDP and host 
community 

Poor communication about target population resulting in 
confusion about eligibility criteria among the community 
and nutrition staff, which can affect treatment seeking thus 
coverage 

- Many caretakers giving wrong addresses because they think program is only 
for IDPs/ those having GFD card and fear being rejected 

Improve welcoming 
conditions at OTP 
sites 

Inadequate welcoming conditions and long waiting times 
discourage caretakers to attend, particularly given the high 
opportunity costs context which results in poor adherence to 
the program 

- Long waiting times/ late starting time reported by mothers, sheikhs and 
outreach workers as a factor limiting participation and uptake to services 

- Shelters too small in OTP sites with high number of beneficiaries, resulting in 
mothers waiting outside under the sun with their child 

Ensure availability of 
RUTF at OTP site 

Unavailability of RUTF is a discouraging factor causing 
defaulting, thus affecting coverage 

- 1 week RUTF stock-out in 3 OTPs during the SQUEAC (late request to UNICEF) 
- No RUTF delivered in Duma when security conditions don’t allow the team to 

travel to the site 

                                                           
10Evidence is currently being collected to inform a recommendation on appropriate MUAC discharge criteria. Current practices should include discharge at MUAC>115 mm when 
clinically well and no oedema and where there is a follow-up such as SFP (NUGAG recommendation).MUAC and WFH z-score as indicators of severe acute malnutrition: a consultation of 
operational agencies and academic specialists to understand the evidence, identify knowledge gaps and to inform operational guidance, ENN, SCUK, ACF, UNHCR, December 2012. 
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Table 9: Actions to be taken: logical framework 

 Processes Process indicators Outcome indicators 
Promote adequate 
application of admission 
and discharge criteria 

Short term: 
 Verify the MUAC of all the children currently enrolled in SFP 

and refer those with MUAC < 115 mm to OTP 
 Monitor and record the MUAC of children enrolled in OTP 

and SFC at each follow-up visit 
 Conduct refresher training for OTP staff to clarify admission 

and discharge criteria, and to improve accuracy of 
measurements 

Medium term: 
 Train OTP staff on SQUEAC monitoring tools (tally sheets on 

MUAC on admission, length of stay) 

 
 MUAC recorded at each visit in 

OTP and SFC 
 Number of staff receiving 

refresher training 
 Monthly monitoring or 

quarterly monitoring of MUAC 
on admission &LoS cured 

 
 Number of SAM children 

referred from SFC to OTP 
 Early treatment seeking: 

admission MUAC increases 
 Short length of stay 

Community mobilization 
Strengthen existing 
outreach activities 

Short term: 
 Clarify with outreach workers their area of intervention 
 Make a list of community leaders within program area, 

including new arrivals 
 Enhance collaboration between outreach workers and 

community leaders through regular visits: updates about 
new arrivals, defaulter tracing, key messages 

 Adapt outreach activities planning to react to the needs/ 
prioritize areas with new arrivals 

 Conduct refresher training for outreach workers on key 
messages to be delivered during screening activities 

 Record and monitor outreach workers activities: 
- Areas visited 
- Visits and meeting with community leaders 
- Number of children screened, number referred, number 

admitted 
- Home visits for defaulters 

Medium term: 
 Increase the number of outreach workers, preferably 

women 
 

 
 List of community leaders for 

each sector/ hara completed 
 Proportion of community/ 

religious leaders who have 
been visited 

 Number of children screened in 
each sector/ hara 

 Number of home visits 
 Number of outreach workers 

 
 Number of children referred 

from community leaders11 
 Number of children referred 

from outreach workers 
 Overall number of admissions 

increased 
 Number of defaulters reduced 

                                                           
11 Information on « source of referral » shouldbe filled either in OTP cards or registration books 
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Promote passive case 
finding strategies and 
referrals 

Short term: 
 Train health care workers on systematic screening with 

MUAC during consultations to improve case detection 
 Strengthen linkages with MoH and NGOs clinics to 

encourage referrals 
Medium term : 
 Identify community key actors (sheiks, religious leaders, 

traditional healers, teachers, women groups) 
 Train community key actors and mothers of SAM/ MAM 

children cured on MUAC and detection of oedema for early 
detection of malnutrition 

 
 Number of children screened in 

health facility 
 Number of key actors and 

mothers trained and equipped 
with MUAC 

 
 

 
 Number of children referred 

through health facility 
 Number of SAM children 

referred from community key 
actors 

 Number of SAM children 
referred from mothers 

 High level of awareness about 
CMAM by mothers 

Clarify understanding  of 
the program target in 
both IDP and host 
community 
 

Short term: 
 Messages about eligibility delivered to the caretakers at OTP 

site (program not only for IDP, open to host community) 
 Visits and meeting with leaders 

 
 Number of groups sensitized 

about eligibility criteria 
 

 
 High level of awareness about 

program by community 
 Number of admissions from 

host community recorded 
 Number of defaulters reduced 

Improve welcoming 
conditions at OTP sites 

Short term: 
 Start OTP sessions earlier to reduce waiting times 
 Consider recruiting additional staff to reduce waiting time 

during admission peaks (new arrivals, hunger gap) 
 Construct additional shelters in crowded CMAM sites to 

provide shade 

 
 Time spent at OTP site reduced 
 Number of new shelters 
 

 

 
 Number of defaulters reduced 
 Early treatment seeking: 

admission MUAC increases 
 

Ensure availability of 
RUTF at OTP site 

Short term: 
 Define a warning level to anticipate requests to UNICEF in 

order to avoid RUTF stock out 
 Train outreach workers on OTP procedures and leave them 

RUTF buffer stock to ensure continuity of OTP services in 
areas prone to staff movements restrictions (Duma, 
Manawashi) 

 
 Number of outreach workers 

trained on basic OTP 
procedures 

 

 
 Number of reported stock outs 

of RUTF 
 No cancellation of OTP session 
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ANNEX 1: EVALUATION TEAM 
 
Name  Organization Current position Competency to 

conduct SQUEAC 
assessment 

Guma Bashar World Vision Nutrition Officer 

Able to conduct a 
SQUEAC assessment 
with remote technical 
support 

Abbas Ibrahim 
Bosh 

World Vision Monitoring and Evaluation Officer 

Wally Eldein 
Haroun 

World Vision Monitoring and Evaluation Officer 

Mohamed Ahmed 
Awad Alkarim 

World Vision Trainee – Public health Officer 

Abdulkarim 
Ibrahim Mohamed 

World Vision Nutrition Supervisor 

Abel to participate in 
all stages  
Autonomous for active 
case finding (stage 2 
and 3) 
Support needed for 
data analysis (stage 1) 

Abdulkarim 
Abdulshafe 

World Vision Psychosocial support Facilitator 

Fatima Adam 
Musa 

World Vision Nutrition Supervisor 

Fatima Ibrahim 
Yahia 

Ministry of Health Nutrition Officer 

Rawda Adam 
Ishag 

Ministry of Health Nutrition Officer 
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ANNEX 2: SCHEDULE OF ACTIVITIES 
 
Date Activity 

25.04 CMN RECO arrival in Nyala 

27.04 Assessment planning 

Data analysis 

28.04 Introduction to SQUEAC methodology 

29.04 Qualitative and quantitative data gathering, BBQ 

New Otash 

Dereig 

Old Sereif 

30.04 Qualitative and quantitative data gathering, BBQ 

Mershing 

Manawashi 

Old Otash 

Dereig 

Old Sereif 

01.05 Qualitative and quantitative data gathering, BBQ 

Duma 

Dereig 

Old Sereif 

02.05 Summarizing information, BBQ 

04.05 SQUEAC methodology (active and adaptive case finding) 

Hypothesis for stage 2 

05.05 Small area survey 

Small study 

06.05 Building the prior 

Wide area survey sampling design and planning 

Recommendations 

CMN RECO travel to Khartum 

07-09.05 &-12-13.05 Wide area survey 

14.05 Data entry 
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ANNEX 3: SPATIAL DISTRIBUTION 
ANALYSIS 
Admissions, Defaulters and Outreach workers by home location 

Site Sector/ village Admissions Defaulters 
Outreach 
workers 

OTASH 

Sector 1 8 5 1 
Sector 2 12 4 1 
Sector 3 3 

 
1 

Sector 4 32 5 1 
Sector 5 11 

 
  

Sector 6 20 1 1 
Sector 7 25 4 1 
Sector 8 24 10   
Sector 9 15 2   
Sector 10 2 

 
  

DEREAG 

Camp center 1 25 4 1 
Camp center 2 14 4   
Camp center 4 2 1   
Camp center 6 Elbsha 5 3   
Dereig area quarter 2 7 1 1 
Dereig area quarter 1 8 2   
Dereig area quarter 4 10 1   
El Khadsia* 5 

 
  

Elneel area* 5 
 

  
Majok*   1   
Fejo* 2 

 
  

Baba*   1   
Eljabl area* 13 

 
  

Railway area* 4 1   
Fetahab* 3 1   
Tiba area* 3     
Almadi area*   1   
Hejer area* 7 

 
  

Klakla* 2 2   
GdElhabob* 1     
Khartumblel* 1     

OLD SEREF 

Eljeer north 92 10   
2 outreach 

workers leaving 
outside the area  

  
  
  

Eljeer south 7   
Elseref* 4   
Alslam west* 23 4 
Alsalam north* 3 1 
Alsalam mid* 2 2 
Entfada* 7   
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Elnahada* 4     
  
  
   
  
  

Almahda* 1 1 
Khartumblel* 1   
Elaza west* 1   
Krari* 3   
Almrabi area*   1 
Almadkhal Domaïa* 1   

MERSHING 

Dabanira (N)/ Sect A 21 
 

1 
Thanawya (N)/ Sect A 15 3 1 
Shawya (S)/ Sect A 27 1   
Umgozin (N)/ Sect B 51 5   
Silow (S)/ Sect C 30 3 1 
Tagai (S)/ Sect C 5 1   
Tonketer (S)/ Sect 
F+D 41 8   
Hashaba (S)/ Sect E 32 2   
Gradecel* 9 7   
Ostari* 1     
Rohal*(=nomad) 1     
Abuhamara* 1     

DUMA 

Duma East 22 6   
Duma West 26 0 1 
Omo 2 1   
Adwa       
Rohal*(=nomad) 1 1   
Krekeer*       

MANAWASHI 

Al Salam 10 0 1 
Koro 19 2   
Almagged 23 1   
Shorta 10     
Madkhal 23 1 1 
Hamada 18     
Mesco (new sector)       
Abuhamara* 1     
Djrouf* 5 1   
Rohal*(=nomad) 1 1   

*villages or quarters located outside the catchment area 
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ANNEX 4: QUESTIONNAIRE FOR CARERS 
OF CASES NOT IN THE PROGRAM 
Survey questionnaire for SAM children NOT in the program بالبرنامج مقبولين والغير حادة تغذية بسوء بصابين اطفال مسح استمارة  

 
Date: التأريخ __________Location: الموقع_______________ OTP Site: المركز _____________________ Team: الفريق ______________   
Case number: الحالة رقم ____      Child’s name:   _____ العمر : Age ___________________________   الطفل اسم

1. WHAT DO YOU THINK IS WRONG WITH YOUR CHILD?   طفلك في خطأ ما شئ كان اذا تعتقد ماذا 
___________________________________________________ 

2. DO YOU THINK YOUR CHILD IS MALNOURISHED?   تغذية؟ بسوء مصاب انه تعتقد هل 
       

3. DO YOU KNOW OF A PROGRAM THAT CAN HELP MALNOURISHED CHILDREN? التغذية؟ بسوء مصابين اطفال يساعد برنامج عن تعرف هل   
    (STOP) 
 If yes, what is the name of the program? البرنامج اسم ما ، نعم االجابة كان اذا _____________________________________________ 

4. WHY YOUR CHILD IS CURRENTLY NOT ENROLLED IN THE PROGRAM?   بالبرنامج مقبول غير حاال الطفل لماذا 
Do NOT prompt 
Ask “Anything else?” Several answers are possible   اخر؟ شئ اي ، اسأل 

Answers Check   Notes   تعليق 

No time/ Too busy (what is the caretakers’s occupation? مشغول/ وقت لدي ليس ال  )ما 

 (_______________ الرعاية؟ معطي مهنة
  

OTP site too far away (how long does it take to walk? يشتغرق كم) جدا بيعيد المركز 

 (_____________ ؟(مشيا
 

There is no one else who can take care of the other siblings  اخر شخص هنالك  ليس: 

  االخرين االخوان برعاية يقوم
 

The child is in SFC 
 

RUTF shortage  نت البلمبى انفقطاع او نقص  
 

The child has been previously rejected (When?  متي)سابقا رفضه تم الطفل 

(بالتقريب ___________approximately) 
 

Has been to the clinic but the child was not referred الي يحول لم لكنه بالعيادة كان الطفل 

  التغذية مركز
(When?  (بالتقريب متى) ___________  approximately) 

 

I do not think the program can help the child (prefer traditional healer, etc.) 
 

Waiting time too long 
 

Mother feels ashamed or shy about coming    المركز الى للذهاب بالخجل تشعر االم 

Mother sick   مريضة االم 
 

Other reasons (specify) :   وضح ؟ اخري اسباب 
 

 
5. WAS YOUR CHILD PREVIOUSLY ADMITTED TO THE PROGRAM?   العالجية التغذية ببرنامج قبوله تم سابقا الطفل هل  
    (→ stop !) 
 If yes, why is he/ she not enrolled anymore ?   يسجل؟ لم لماذا ،  نعم االجابة كان اذا

? When : تخلف    لماذا  Why ________________  متي  ?____________________________________ 
 Condition improved and discharged by the program : متى  ? When  تخريجه وتم تحسنت حالته  ______________ 
 Discharged while he has not recovered : شفاءه قبل تخريجه تم   When ? متي______________ 
 _____________________________________________________ اخري  :  
Thank the caretaker and give a referral slip. Inform the caretaker of the OTP and date to attend واعطيه الرعاية معطي او االم اشكر 

للحضور المركز نشاط تاريخ و بيوم اخطرها. تحويل استمارة  

 


