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EXECUTIVE SUMMARY 
 
Introduction 
This investigation was conducted in Sana’a Governorate, Beni Matar, Sanhan and Belad Al-Ros 
Districts in 12 facilities and their corresponding catchment areas. The objective of the survey was to 
assess access and coverage and identify barriers to program’s service uptake of the Outpatient 
Therapeutic Programme (OTP).  
 
The investigation was conducted from December 12, 2012 to December 30, 2012. 
 
Results/Conclusion 
 
 OTP coverage was 34% (prior result). There are three facilities with almost no admission. 

Owing to this and other factors the investigation did not continue to stage two and three. 
However, after addressing the key recommendations outlined below it is recommended to 
continue the investigation after six months. 
 

 The default rate is unacceptably high (58%). Moreover, most of the defaulters have defaulted 
on their first and subsequent second and third visits. This shows the programme has a very 
poor performance. Further, by design there is no strategy to follow up and readmit children. 
Therefore; the programme should put a follow up and defaulter tracing strategy to improve its 
performance and coverage of the programme. The default level and the reasons of default 
have a potential to affect the programmes sustainability in the long run. 
 

 CMAM is an outreach treatment model where by the community directly participate in 
screening and treatment. In this programme community engagement is minimal and this has 
created a lack of ownership. The programme should design a community mobilization strategy 
whereby community volunteers be based within the community and conduct screening and 
follow up. Involving Sheiks and traditional leaders will solve the ownership problem. 
 

 Anti-NGO agitation: There is an anti NGO sentiment. Its sources should be investigated and 
dealt with for the integration of the programme.  
 

 There is a wide spread report of Plumpy’nut causing diarrhoea. This has significantly 
contributed to a high default level. MoH and partners should take this seriously and provide a 
solution. 
 



 Distance is found to be a barrier to accessing the programme. Physical and logistical barriers 
should be overcome by providing services close to where the target population lives. Having 
mobile teams can help boost coverage and address the problem of non-coverage due to 
distance. An interesting observation during the investigation was found in one community 
where there is a newly built health facility in the community but it has not started providing   p 
services. The households from this village have to travel to a faraway facility to receive care 
and treatment for malnutrition. This particular village has a very high caseload and the 
investigations also revealed that children had died (n=2) in the past two months. Father and 
mother Focus Group discussions revealed that child death is common in the village and its 
surrounding vicinity. Therefore, opening outreach programme at this facility will help the 
programme to improve access to care for  this community. In similar fashion, ways should be 
devised to get the program closer to the affected community i.e. Mobile clinics.  
 

 Being a patriarchal society, women are not allowed to travel alone to far away distances. 
Because of this many have defaulted or opted not to attend the programme. Social and 
cultural barriers to access are overcome through understanding the sociocultural milieu in 
which CMAM programmes operate. Reducing socio-cultural barriers also requires that people 
understand the services that are available to them and participate in developing and 
implementing programmes. This is vital in order to ensure that issues of importance to 
potential clients, such as the location of sites and the organization of services at the site, are 
factored into programme design. During the investigation mothers highly and repeatedly 
recommended that the program be tailored towards their situation. For instance, they have 
said that the facilities should find a way for people from the same village to have similar OTP 
days. This is because they can travel together and they can share the cost of travel.  
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1 INTRODUCTION 
 

1.1 CONTEXT  
Yemen is one of the world‘s major humanitarian crises, with more than half of the 
population affected and a third targeted for humanitarian aid. Thirteen million people do 
not have access to safe water and sanitation, 10.5 million are food-insecure of whom 4.9 
million are severely food-insecure., 431,000 are displaced, and 90,000 children do not 
have access to education. At least 100,000 vulnerable migrants pass through Yemen 
annually, and the country hosts over a quarter of a million refugees. Of particular concern 
are also the increasing returnee flows in the south: over 80,000 have returned and need 
assistance. 

Almost 1 million Yemeni girls and boys under 5 are suffering from acute malnutrition, of 
whom more than 250,000 have critical severe acute malnutrition. Even those whose 
acute malnutrition is moderate, if left untreated, will not grow to their full potential. 
Epidemics too are a significant concern, with 170 children having died from measles this 
year. Apart from disease, children continue to be subjected to extreme violence: this 
year, 174 children have been killed and/or maimed, including 49 victims of mines, far 
surpassing the numbers for 20111. 

Forty seven percent of the total populations live on less than $1.25 per day2, 77 under-
fives out of 1000 die annually3, 32% of women are married before reaching age of 18, 
between 2000-2012 the child labor rate was23%, the national Global Acute Malnutrition 
prevalence is estimated to be 15%4.   

WFP’s 2012 Comprehensive Food Security Survey (CFSS) highlights:-  

• The number of severely food insecure people nearly doubled between 2009 and 2011 

                                                           
1 UN Office for the Coordination of Humanitarian Affairs 
2 World Bank Report 2012 
3 source: SOWC 2012 
4 Source: SOWC 2012 



• The poorest people are the most vulnerable 
• Food prices have risen dramatically 
• The quality of diet has fallen sharply 
• Coping strategies have become more widespread and more severe 
• Families have limited the quantity and quality of their diet, and are accumulating debt to do 

so 
• One-quarter of all food is bought using borrowed money 
• Malnutrition rates are soaring 
• Civil unrest is exacerbating food insecurity 
• Water shortages and qat cultivation and consumption are limiting agricultural potential 

 

The key drivers of crisis identified by UNOCHA are volatile food and commodity prices, increasing cost 
of living, unemployment and decreases in remittances. These reduce access to food, basic services and 
livelihoods for millions of Yemenis in urban and rural areas. Government capacity to provide social 
services remains at very low levels in many parts of the country where humanitarian needs are also 
high. 

CMAM PROGRAM IN BENI MATAR, BELAD AL-ROOS AND SANHAN 
DISTRICTS OF SANA’A GOVERNORATE 

To address some of the above identified issues, International Medical corps in coordination with 
relevant Government offices is implementing a Health and Nutrition interventions in Beni Matar, Belad 
Al-Roos and Sanhan districts of Sana’a Governorate. Based on the 2012 Comprehensive Food Security 
Survey (CFSS) Sana’a Governorate is one of those Governorates which have experienced higher rates of 
food insecurity than they did in 2009. Accordingly, 45.4% of the population are severely food insecure 
and 23.7% are affected moderately (this makes 69.1% of the total population is affected). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
Figure 1:- Percentage of food insecure households, by governorate 
 
 



According to the estimates of the Nutrition Cluster in Yemen and to the Nutrition 
Department of MOPHP in Sana’a, the prevalence of Moderate Acute Malnutrition is 10.3% 
and the prevalence of Severe Acute Malnutrition is 4.5% in Sana’a Governorate5 (MOPHP 
2011). IMC intervenes in the treatment of moderately and severely acute malnourished 
children and pregnant and lactating women. The investigation concentrates on severely 
acutely malnourished children. The programs objective is to cover 60% of the total SAM 
caseload. The estimates are presented below:- 

 
Table 1:-Calculation of Beneficiaries: SAM Under Fives  

Governorate District  Children 6-59 months* 
Total 4.5 %   

SAM 
60% 

Sana’a Belad 
Al-

Roos 

36,977 6655 449 269 

Sana’a Beni 
Matar 

 

118,306 21295 1437 862 

Sana’a Sanhan 
 

95,105 17118 1155 693 

  
The CMAM program is owned and managed by the Ministry of Population and Health; 
International Medical Corps (IMC) supports the program by managing the Community 
Mobilization component of the program as well as ensuring continuous supply of routine 
drugs and therapeutic food. Therapeutic Food commodities are distributed by IMC to the 
District Health officer warehouses to be stored and kept and then transported to the 
respective health facilities. Moreover, IMC is involved in supportive supervision, monitoring 
and evaluation of the existing program. 

The geographical distribution covers Sanhan District, Belad Al-Roos district and  Bani Matar 
District of Sana’a Governorate. The distribution of the population under each catchement 
area are presented in Table 2 Below.  

 

 

 

 

 

      

                                              

                                                           
5 MOPHP 2011 



Table 2:- Distribution of facilities and case load by geographical area for IMC nutrition 
intervention in Sana’a Governorate 

 

2 . OBJECTIVES 
 

The overall objective of the investigation was to strengthen routine programme monitoring 
and increase programme coverage. 
 
More specifically, the coverage exercise aimed to: 

Geographical areas where IMC is  implementing OFDA program 2012-2013 
Name of 

District in 
Sana'a 

Governorate  

Name of Health 
centres in district  

 CATCHMENT 
POPULATION 

 

Sanhan 
District                    

POP 95,105 

1)Gahyman health 
centre 

 6,900  

2)Artel health centre  5,779 
3)Bahran health 
centre 

 7,850 

4)Wadi Al-Jabar  8,570 
   

Belad Al-Roos 
district        

POP 36,977 

5)Walan health 
centre 

 11,551  

6)Khedar Health 
centre  

 6,734 

7)Saadan Health 
centre  

 5,400 

 
Bani Matar 

District                          
POP 118,306 

8)Wagash health 
centre  

 30,000  

9)Masyab health 
centre  

 13000 

10)KHadraN health 
centre  

 6,750 

 



1. Develop specific recommendations based on investigation outcomes to improve 
acceptance and coverage of the nutrition programme; 

2. Enhance capacities of key IMC and MoH technical staff in Yemen  to undertake 
coverage investigation using SQUEAC methodology; 

3. Identifying barriers to accessing CMAM servicesEstimating the overall coverage of 
OTP programme in Sana’a IMC supported CMAM programme 

4. Provide concrete recommendations to IMC’s Yemen CMAM programme based on 
the investigations findings to improve access to the CMAM services and increase 
programme coverage in the project areas; 
  



 
 

 

3 METHODOLOGY 
 
SQEAC is Semi-quantitative method. It uses the Bayesian method and Bayesian probability 
theories, rather than the usual frequentist6 method to generate coverage value. 

A Bayesian approach is ‘the explicit use of external evidence in the design, monitoring, 
analysis, interpretation and reporting of a scientific investigation’ 

A Bayesian approach is: 

• more flexible in adapting to each unique situation 
• more efficient in using all available evidence 
• more useful in providing relevant quantitative summaries than traditional 

methods 
 

Broadly speaking, there are two views on Bayesian probability that interpret 
the probability concept in different ways. According to the objectivist view, the rules of 
Bayesian statistics can be justified by requirements of rationality and consistency and 
interpreted as an extension of logic7. According to the subjectivist view, probability 
quantifies a "personal belief"8. SQEAC uses the second approach. 

Classical statistics, often called frequentist statistics, does not handle uncertainty well. It 
deals with the frequency of events, and measures probability based upon what would be 
observed if enough tests were completed. Bayesian statistics, on the other hand, measures 
probabilities based only on the data observed, and use subjective probabilities where there 
is no data. A subjective probability is one based not on facts but on a person’s beliefs.   

SQEAC extensively applies the Bayesian theories at every level. To do this it depends on in-
depth analysis of barriers and boosters to coverage by: 

• Concept mapping 
• Mapping of coverage using small area surveys : 
• Uses a ‘risk mapping’ approach 
• Estimation of overall coverage using Bayesian techniques 

The SQUEAC investigation is based on the principle of triangulation. This means that data 
need to be collected and validated by different sources and different methods. The exercise 
ends when there is redundancy; i.e. no new information is gained from further investigation 

                                                           
6 Frequentist approach; It deals with the frequency of events, and measures probability based upon what would be 
observed if enough tests were completed. 
7 Cox, Richard T. Algebra of Probable Inference, The Johns Hopkins University Press, 2001 
8de Finetti, B. (1974) Theory of probability (2 vols.), J. Wiley & Sons, Inc., New York  



using different sources or methods. SQUEAC achieves its efficiency by using a three stages 
approach: the development of the Prior, the development of the Likelihood and the 
generation of the Posterior. The first two stages aim to identify potential barriers and 
provide two individual estimations of coverage. During the Prior building process, existing 
routine data which have previously been collected and compiled are combined with 
qualitative data to produce a coverage “picture” after the Bayesian thinking. Building the 
Prior provides a projection of coverage levels for both the entire target area and also 
specific areas suspected of relatively high or low coverage within the programme’s target 
zone. The Likelihood is built with data collected during a wide area field survey in randomly 
selected villages. The Active Case Finding (ACF) method is used to identify severely 
malnourished children as well as children enrolled in the programme who are still 
malnourished or almost completely rehabilitated. During the wide area survey, additional 
qualitative data are collected in order to explain why some severely malnourished children 
are not enrolled in the OTP. The last stage, the generation of the Posterior, combines the 
two initial stages and provides the overall coverage estimation, including Credibility 
Intervals (C.I), by taking into account the “strength” of each component of the equation. The 
Posterior is calculated using the Bayesian calculator9. 

 

  

                                                           
9 For the detailed methodology refer Semi-Quantitative Evaluation of Access and Coverage 
(SQUEAC)/ Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) 
Technical Reference (http://www.fantaproject.org/publications/squeac-sleac.shtml) 



 

 

 

4 RESULTS 
4.1.  PROGRAMME DATA 

One of the data that are used to evaluate the program is routine program data. The 
following routine program data were considered and analysed based on SQUEAC 
methodological framework:- 

• Admissions overtime; 
• Standard program performance monitoring data; 
• Distribution of MUAC admissions 
• Default, proportion of exists who defaulted during treatment 

 

 

 

4.1.1.  ADMISSION 
 
Figure 1 shows admissions to the program overtime for the period January-December 2012. 
The pattern of admissions shows an abrupt increase in admission immediately after the 
start of IMC’s support to the program followed by a drastic decrease. This shows IMC’s 
support helped in increasing the number of children admitted to the program but the 
periodic nature of community mobilization results in peaks during screening period followed 



by a drastic decrease in admission. In the section where we explain the default pattern we 
will see whether this increase in admission is a positive for the program. The peak in 
admission and the start of IMC program coincide with the hunger gap or drought season. 
Generally, IMC’s intervention helped to admit more children but retaining the children in 
the program and thus curing them is a problem which offset this gain 
. 

 

Table 3 Seasonal calendar of key activities and events 

Event Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

School Year             

Migration to West Coast             

Migration to South Coast             

Planting             

Harvest             

Floods             

Storms             

Drought             

Average low temperature 
below 9ºC (Sana’a) 
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Figure 1:-Admissions for 2012  

Admissions



 

4.1.2. STANDARD MONITORING DATA 
Figure 2 shows standard program monitoring data for the period January - December 2012. 

 

 

The reported defaulting rate is unacceptable by any standards. High defaulting rate is 
indicative of coverage and program failure. Defaulter investigations during the SQUEAC 
investigation showed that there is no defaulter tracing at all. Therefore, the program is a 
high default and a very low coverage program. To conclude, the reported defaulting rate 
(58%) is far above the internationally accepted coverage levels (<15%). It is worthy to note 
in that the number of defaulted rate drastically increased after IMC starts its support for the 
program. This shows the gains in coverage due to IMC intervention has been lost, as most of 
the children who were admitted have defaulted. Moreover, data on length of stay before 
defaulting shows most defaults happen immediately after the first visit. 
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Figure 2:-Standard Program Monitoring Data for the 
Period January to December 2012  
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Figure 3:-Plot of defaulters over time 



The data is typical of a very poor performing program. Summary of the data are: 

Table 4 Program performance indicator calculation for the entire programme 

Exits  

 

588   

Cured 236 40% 

Deaths 

 

2 0.3% 

Transfer 9 1.5% 

Non-response 2 0.3% 

Defaulted 339 58% 

 

In contrast, low rates of mortality and non-response are usually associated with good 
program coverage. The observed mortality and non-response rates are exceptionally low. 
This may be explained in the high default rate. As we do not fully know what happen to the 
defaulted cases this results should be interpreted with caution. 
 

4.1.3. DISTRIBUTION OF MUAC AT ADMISSION 
Figure 3 below shows the MUAC at admission for 219 admissions between July and 
December 2012. The figure indicates a very long tail with MUAC on admission. This is an 
indicator of late care seeking behavior attributed to a number of factors including long 
distance to facilities in accompanied limited outreach services.  
 
The median admission of MUAC is 106mm MUAC (indicated by red arrow on figure 3 
below); which is very low it indicates late detection and poor health seeking behavior for the 
majority of admission. Had it been the case that most admission were admitted closer to 
the programme admission criteria we would have seen many children admitted near the 
programme admission criteria. But here most are admitted well below the admission 



criteria.

 
 
To investigate late/early admission MUAC on admission data were collected for the last six 
months and plotted. The plot depicts a very large number of admissions close to the 
program admission criteria (MUAC=115), and yet there is a significant number of children 
who were admitted well below the admission criteria. The graph is not the ideal distribution 
for a well running CMAM program. In conclusion, the distribution of MUAC on admission is 
indicative of problems with continuous case-finding and recruitment and low program 
coverage. Part of this may be explained in light of the phase of the program. During startup 
stage cases that have been SAM for some time may have very low MUAC.  

 

4.1.4. CARE PROVIDERS INTERVIEWS 
Semi-structured interviews with care providers of severely malnourished children were one 
of the qualitative data collected. These interviews took the form of case-histories. The 
intention of these interviews was to investigate local terminologies and aetiologies for SAM. 
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Many critical law MUAC admissions 



 
 
 
 
 
Questions about local aetiology of SAM revealed that the:  
 
Name of SAM: SAM is known as Musabbiah, Yerhem and Ta'eb 
 
Signs and symptoms:  they described the symptoms of Malnutrition as Wasting, delay in 
growth and walking and delay in growth of teeth. 
 

Treatment seeking:  Households go to clinics when children get sick. But they said clinics 
work 4 hours per day and that does not coincide with the time they want to visit. If the 
closest Centre is closed they will go to sana’a city to get help. Home remedies for SAM are 
honey, rice, Gee, or artificial products  
Regular screening: Children are admitted to the program through Community Health 
Workers CHWss. They know that the program starts with measurements of children then 
deciding who will need RUTF and who will not. All admitted children access the program 
through CHWs. 



 
 
Knowledge about the program: Mothers recognize MUAC and RUTF but they think that it 
can be used for healthy kids too and its composition is vitamins.  Some adults eat it with 
their kids. In all interviews, not only with careres but at all level there is a consistent answer 
that RUTF causes diarrhea. 
 
 In Bait Zaher (Wagash Clinic) they heard about the programme from the routine 

CHWs Campaign (no other source).  
 
 In Bani matar (Hadan Centre) 

 
Nurse in charge informed the mother that nutritional food increases kid's activity and 
strengthen his bone 
The Health worker told mother that the plumpy’nut is food and it is not nutritional 
treatment 
The Mother said she was not told how to use the plumpy’nut 
 
Perception about the program 

Bait Zaher (Wagash Clinik) 
 

• Mother's heard the programme may kill their children but during the routine 
campaigns of IMC during screening they heard and were convinced it is not true. The 
stigma began because of a mother who was speaking against the programme. 

 
Bani matar (Hadan Centre) 
 

• Mother says she now tells others to go to the program as she thinks it is beneficial 



Knowledge of uncovered children: they know other children with the same condition but 
they have said the children are not coming to community centers for the reason that 
mother's did not know about the services, unavailability of the nutrition program in their 
village (for far away villages) and poverty hinders families from traveling far (lack of 
transportation or inability to pay for their travel).  
 
Knowledge about malnutrition: discussions revealed a complete knowledge in some 
communities, a partial knowledge in others and a total misunderstanding of malnutrition in 
others. For instance, mothers in Artal said they know malnourished children and they know 
it is treatable but they did not know that it can cause death and they did not perceive the 
services as too important. Mothers of sick children in Bait Zaher (Wagash clinic) said they 
did not know their children are malnourished until they were screened. In other interviews, 
mothers believed that the child is created thin by the creator and there is nothing bad with 
that. Many others say malnutrition happened for poor people and it is a disease of the poor. 
This response is given to enumerators in many interviews. Others say it happens to careless 
households. One mother said if a pregnant mother is weak the child will get malnourished. 
 
Program acceptance and challenges: In Matnah village mothers expressed their disapproval 
of the program. The reason is most of the time the Clinic is closed. In the same village 
another group of mothers said the medicine is not effective and it is not worth to visit the 
clinic. In Bait Al Ja’daby village mothers said that they have traveled to Sana’a due to 
diarrhea that is caused by RUTF. The Physician in Sana’a asked the mothers to stop giving  
plumpy’nut to their children as it causes diarrhea. And yet, another group of mothers from 
the same village said RUTF causes diarrhea at the beginning of treatment but the child gets 
well after some time and the diarrhea stops. 
 
Bait Zaher (Wagash Clinik) 
They say the village is far. The cars leave the village early in the morning and they are unable 
to travel  and each travel will cost 5 dollars. They organize one car to share costs but still 
they cannot go as they faile to get all their neighbours to travel in the mourning due to 
other commitements at home why???? , they are people do not know the protocol of 
service 
In general, it is too far it makes us tired was their response. 
 
Bani matar (Hadan Centre) 
Children hate the plumpy nut due to its taste. 
 
Bani matar (Hadan Centre) 
Mother is afraid that it may cause death 
One day beneficiary come and the center was closed and this discourage them to go and get 
the treatment again. 

Distance 

Bait Zaher (Wagash Clinic) 
Long distance to walk (four hours). There are more villages further away. 

Recommendations:  



Bait Zaher (Wagash Clinic) 
The program should be implemented from a nearby center (a school can be a very good 
contact point);  
Enhance the flavor of the plumpy’nut 
 

Knowledge of other defaulters 

Bani matar (Hadan Centre) 
Mother did not know other defaulter 

  
Signs and symptoms of malnutrition: In almost all interviews malnutrition is exclusively 
associated with children who are thin weak, lazy and very slow.  Kwashiorkor is not 
explained as malnutrition.  
 
Knowledge of defaulters or other malnourished children: Mother's report other sick or 
malnourished children who did not show up to the program due to distance. 
 
Follow up:  Mothers reported they will come back after a month. They cannot afford to 
come before the next month as the only way is to use transportation which they cannot 
afford (17th July Hospital). In the same hospital, careers that are near the facility reported 
they will come for each visit as distance are not a problem. Similarly, careers in Bani Matar 
reported distance is not an issue for them and they will visit the facility. Still others said they 
will not follow up as the plumy’nut’s taste is not good to their children taste or it is better if 
it is given to a poor people. Those who said they will come and follow up they said the 
changes in their children condition is their primary reason to revisit the programme. Some 
other reasons for not following up are: 

• Because it causes diarrhea 
• Because children hate the taste of plumy’nut 
• Others said it is poor people program and they are not poor. So, they are not going 

to follow up 
• Some said the health workers attitude is bad, or they do not perceive he/she 

diagnosed very well (they refuse or accept children by just looking) and due to this 
mothers prefer to give traditional food (Shabeeza or wheat) or take the kids to other 
facilities. This problem was reported in many facilities (four facilities). 

  
 
Quality of care: Mothers said they are well treated in 17th July Hospital and they believe 
they are well taken care off. In contrast, In Artel clinic they have negative attitude towards 
some of the health workers for the fact that the health workers are aggressive, their 
children are not receiving proper diagnosis (everything will be decided just by looking) and 
they do not give proper teaching on use and consumption of RUTF. In 26 September 
Hospital mothers say they are not treated well and their children are not examined 
properly. They say the nurses have too much to do to properly examine their children. In the 
rest of the facilities these challenges did not come up but shorter working time are reflected 
during the interview. The responses for the rest of the facilities:- 



 
BAIT AL J A"ADABY 
There is no complaint about the health workers 
 
Bait Zaher (Wagash Clinic) 
They appreciate the program (have positive perception). But they do not know the protocol. 
Further investigation confirms that they were told to feed the child when he feels hungry, 
and they should wash hands when they do so. 
Screening:  
Bait Zaher (Wagash Clinic) 
The malnourished child was identified by community volunteers during screening  
 
Bani matar (Hadan Centre) 
The child was identified by Nurse in charge when mother went to clinic for another 
treatment. He was sick because off loss of appetite, ear puss and getting infection 
(inflammation around chest and URI). 

4.1.5. KEY INFORMANT INTERVIEW WITH COMMUNITY LEADERS 
(SHEIKS) INTERVIEWS AND HEALTH WORKERS 
Key informant interviews were conducted with Community leaders (10) and Focus Group 
discussions with Community Health Workers (in 6 catchment areas with 12 Community 
Health Workers). The purpose of these interviews was to investigate the interface between 
community level health practitioners and the program and between the community and the 
program. 

Interviews with health personnel revealed the following information: 

The Key informants are Mosque Sheik and teacher 
 
Knowledge about programme 
First key informant 
They do not know it specifically but they know mobilizers 
But the Sheik knows the nutrition activity at their village because the volunteers informed 
him 
The Sheik heard about the program 5 months ago (during a campaign) 
He said he saw CHWs measuring children and distributing foods 
They measured all children in the village (says the Sheik) 
Children who are weak (wasted) are included in the programme 
The name of the RUTF is nutrition chocolate 
They know the programme is for free 
 
Second key informant 
Leader is aware of CMAM programme. He is told by volunteer and his son 
He heard about the program four months ago 
Father says the program is about targeting malnourished children 



He says targeting criteria is for under five children 
He says admission happens after measuring using MUAC 
Treatment includes wheat, oil, sachet, sugar Chocolate 
He says OTP is available all week days except Friday 
 
 
Case finding 
 It is done by measuring MUAC 
 
Role of Community mobilization 
 
Sheik said during campaign he sensitized community to participate 
Sheik says he knows many children who are malnourished. He thinks doing the treatment at 
village level will address the challenge of non-coverage 
We do not know the names of volunteers and we do not know them (but they come) 
They have said they come before two months 
He said that they do measuring of children 
Leader says when they come two months ago they promised us medicines and other 
services. But when we go to the facility they refused us. They told us the message is wrong. 
Feedback 
No feedback for leaders from community volunteers 
 
Perception about the programme 
Sheik thinks the work is good 
 
 
Barrier 
Lack of knowledge 
Lack of cooperation from the facility 
Community says malnutrition is for 'poor'.  
Communities have doubts about plumpy’nut 
 
Recommendation/improvement 
 
Continuous visit to the village rather than periodic visit 
We want training about the program 
Organization service delivery should be brought to them as they are very far away (distant 
villages) 
Volunteers should have a continuous contact with leaders 
More teaching is required for the sheiks to help the volunteers 
Make the language which is in the Plumpy’nut sachet in Arabic 
 
Message 
They appreciate the program and want it to continue 
Community leaders asked the programme to do something about the diarrhea that is 
caused by plumpy’nut  
 



 

4.1.6. FOCUS GROUP DISCUSSION WITH COMMUNITY HEALTH 
WORKERS 

Focus group discussion at Wadi Al Ajbar (4 volunteers) 
 
Role 
Volunteers have worked for 4 months 
Their main activities are measuring MUAC and referring, Educating communities about 
Exclusive Breast Feeding EBF, hygiene and good nutrition 
They rotate from facility to facility (they are not attached to a fixed catchment area) 
Case finding is done by going house to house visit 
Covering the catchment area of a single facility takes 6-7 days 
All under 6-59 month children are screened during door to door visit 
 
Explanation to mothers 

• Volunteers encourage households to visit facility when they are referred (they 
explain to them the use of visiting). They will tell them to go to Wadi Al Ajbar health 
facility 

• Volunteers say there are many stigmas associated with malnutrition and the 
program: they say there is a negative impression about the programme itself, some 
people do not want to believe their child is malnourished (they say we have provided 
everything and how can s/he be malnourished) 

 
Referral and follow up 

• Volunteers give referral slips to mothers of malnourished children 
• When asked what is the reason of giving referral slips they responded that it is to 

allow them access the program (entitlement card) 
• For questions how do they do follow up they answered they will come to facility and 

check whether the mother is in the program already 
 
Defaulter 

• Volunteers said they are aware of defaulted children 
• The reason for default, according to them, is the idea that plumpy’nut cause 

diarrhea, fathers stopped mothers and child refusal to eat and there is a stigma and 
hate towards foreign organizations (by leaders) 

• Volunteers believe that doing defaulter  tracing and revisiting will encourage them to 
return to the program 

• Volunteers said they have never been requested to visit defaulted children 
Communications 

• Volunteers report to IMC and have meetings with Nurse in charges but they say they 
report to IMC than facility. In other words they are more attached to IMC than the 
facility 

• Volunteers have never been given feedback on cured, defaulted, exit and non-
responder children from the nurse in charge  

• Volunteers do not revisit beneficiaries (they do not know the outcome of their visit) 



• Volunteers do not effectively communicate with village leaders about the program  
Improvements 

• Advocacy is very important (TV, Radio) as the awareness level is very low 
• Volunteer want ID card from MoH (formal recognition) 
• They want to be permanent employees 
• They requested to have more training 

 
Key informant interview with volunteer at Meyseb 
 
Activities 
Started to work less than 7 months 
Visiting homes 
Concentrating nutritional screening for 6-59 months 
Community ask her many questions which she does not have answers for 
Targeting is for 6-59 children and screening them using MUAC 
A quarter of an hour per child is required to complete assessing and sentisizing a single 
household 
 
Communication 
The basic message she delivers to careers is to feed the child good and diversified nutrition 
Mothers will be told that for those malnourished children the use of RUTF will be explained 
(it helps him grow; it will improve his memory...) 
 
Refusals 
Yes volunteer know a refused household. Father's prevent mother from accessing the 
program. The reason for this is 'the program is for the poor people and we are not poor to 
take it' 
 
Local etiology about the program and SAM 
Name of Plumpy'nut told to the community: sweet wheat (Tahynah) 
Mothers also name it Tahyna and cans ("Hoqaq") and "Karatis” 
 
Taboos/stigma 
Questions not to ask: "Do not ever mention the name malnourished” they do not want to 
have a malnourished child or associate themselves with such 
 
Defaulter 

• Recommendation from volunteer to solve the problem of default is If households 
share transportation cost, that will decrease the cost for them 

• Solution for default is using a mobile clinic to delivery services 
• Knowledge of a defaulted child: She knows defaulter. The reason is that fathers are 

not interested at all, the facility is far from their home  and losing referral card 
• Advising households will decrease default 
• Some of the fathers prevent them from going 
• The nurse in charge do not inform her about defaulter, cure, and other 

performances of the programme 
• She do not have any connection with OTP staff 



• Totally, there is no feed back 
• Communication with the referred children happens only during the second screening 

and that is informally 
• When asked about number of cured or defaulted she says she do not know (no 

communication with health staff) 
 
Causes of malnutrition 

• Poor Practices contributing to poor nutrition 
• Poor hygiene 
• Eating with animals 
• Animal dungs are beside the community 

 
Referral and follow up 

• Volunteer gives a referral slip. The reason for giving the slip is to confirm that they 
will get the benefit 

• Volunteer said she ask the mother when revisiting the household during the second 
screening  whether they went to the facility and received the services 

• Screening takes place each three months 
 
Community perception about the programme 

• Some like it and very few say it has a bad test (the RUTF) 
 
Awareness and CM 

• She did not do that but they announce using microphone (the hospital director) 
 
Any recommendation from her 
She says Involving Sheiks will improve program performance 
 
 
Satisfaction 
She enjoys doing her work 
 
Challenges 

• Mother's do not want their child to be seen by volunteers. They will show the child 
after considerable discussions 

• Father's refusal to let the mothers go and she wastes a lot of time to convince him 
• More messages for MoH and IMC 
• Start Mobile clinics to address far away villages 
• We need more Cars 
• Mother were unhappy when they go to facility and did not get medicine and 

plumy’nut (1 time), previous visit  
 
Alaros village key informant discussion with volunteer (2) 
 
Role 
Volunteer worked for 7 months as a volunteer 



Providing education in community gatherings and conducting house to house screening 
 
Explanation to households 

• Introducing the purpose of the visit to household, assessing the child according to 
MUAC and explaining his condition to mother if he/she is found to be malnourished 

• Volunteer tells mothers that plumpy’nut cures child and improves memory 
• Mothers call the plumpy’nut as chocolate or sesame 
• Volunteer explain the disease as wasted or frequently exposed to disease; weak 

(delayed growth) 
 
Refusals 

• One mother has refused because the transportation cost is expensive 
 
Taboo/Stigma 

• Avoid talking about malnutrition amongst community as there is a high level of 
stigma associated with it 

• In the community malnutrition is associated with poverty and those who did not 
complete their vaccination episode 

 
REFERRAL AND FOLLOW UP 

• Volunteer give mothers a referral slip 
• Volunteer says referral slip is given to mothers to get them accepted at facility 
• Volunteer says she do follow up the child by checking registers at facility level and by 

making a phone call 
Default 

• Volunteer says she knows mothers who stopped coming 
• The reason for defaulting is cost of transport and facility being closed when mother 

arrives late (short working hours at facility) 
• Volunteer says comparing the defaulted child with those did attend and get 

improvement will encourage mother's to return to the programme 
• Volunteer says father's preventing mother's is unusual except for those fathers who 

work out of the country 
• Volunteer says she has never been asked to do a follow up (by Nurse in Charge) 
• Those defaulted live very far 

 
 
 
COMMUNICATIONS  

• Clinic staff did never told volunteer how many children are being treated/how many 
have been cured/how many have defaulted 

• Volunteer says she do not have communication with Nurse in charge but she 
frequently meets with health facility manager 

• Contact with children that she had referred is limited to those who are very near to 
the facility or living place of volunteer\volunteer knows defaulted families. Far off 
households asked for the discontinuation of the programme 



• Programme was very difficult to implement at the beginning but when they see 
changes they start to accept the programme 

• Volunteer has talked about the programme for religious leaders 
• Volunteer says speaking to key persons will help the program to be accepted (Sheiks 

and religious leaders) 
 

Recommendations 
• Continuous health education will help the program to improve 
• Key persons like sheiks and religious leaders and educated persons should be 

involved 
• Volunteer recommends provision of mobile clinics for households 

 
Satisfaction about being a CHW 

• Volunteer like the job she is doing 
 
Challenges for the programme are 

• Transportation (distance) 
• Difficulty to convince the community about services  
• Lack of cooperation in some villages, 
• Children are very irritated when they see volunteers 
• hygiene is very poor,  

 

5 4.1.7. FOCUS GROUP DISCUSSION WITH CARER OF 
DEFAULTERS 

 
Reason of default 

• Communities were not properly sensitized on how to follow up treatment 
• When CHWs refer children they do not communicate proper messages 
• OTP days were not properly communicated causing mothers to default 
• Fathers are too busy and they prohibit mothers to go alone 
• Referred mothers do not know the exact location of the facilities 
• Health facility is too far from their village 
• Families cannot afford the cost of transportation 
• Mother is too busy with other children 
• Waiting time is too long 

 
Proposed solution by the community 

• Provision of transportation for households 
• Mothers proposed the programme should come to them 

                (“You have 100 volunteers but we are 60 why they do not present the services”) 
• There should be an evening duty 
• Assign single OTP day for persons from one village so that they can travel together 

(father's suggestion) 



(Culturally it is not permissible for women to travel alone and they need company of 
their men but men have other business to attend. This explains bullet number two 
too) 

 
Results of defaulter investigation (Ghyman health facility of defaulters) 
 
Reason of default 

• Wrong sensitization from CHWs.  Mothers were told to go and collect food once (so 
they fail to go for second time).  

• Four years ago they used to receive blanket food distribution. They consider they are 
going to accept all benefits but they were disappointed by the smallness  of RUTF 

• Long waiting time at facility caused community to dislike the programme. 
• Households think health workers are doing their best but there is a shortage of staff 
• Households said facility is too far for them. They say they have to travel one and half 

hour to get there (two way 3 hours).  Moreover; they cannot afford to go there using 
transport 

• Households said the sachets of plumpy’nut should be in Arabic and English than 
being exclusively English (this issue is raised across all interviews and FGDs). This is 
because most medical items have both language but this one does not. This is 
making them to doubt the product as they do not know what it is saying 

• Most mothers say the test of the plumpy’nut is not good for children as they refused 
to eat it. But, a case in point about this is that healthy children like it whereas sick 
once refuse it. Moreover, they say earlier they used to have a different type of RUTF 
which was more likable by children. 

• Mothers are too busy due to many commitments (high opportunity cost) 
• There is high fertility rate. Mothers are advised not to carry children and travel long 

distances when pregnant. This is hindering them to go. At the same time fathers are 
not willing to do it  themselves 

• There is a lack of knowledge from the community about the inclusion criteria for 
SAM cases. They think those above 2 years are not entitled to be covered by the 
programme (It is a programme of the under two years) 

• Poor record keeping: Some mother's say they were considered as defaulters when 
they visit the facility (This is a misunderstanding about the programme from the 
health worker side. For instance, health workers did not feel A for absent for those 
defaulted once. They automatically consider them as defaults) 

Recommendation 
• Mother's say the program should find a way to be provided closer (physically) 
• Outreach should be at the village level 

 
Bait Zaher (Wagash Clinic) results from interviews with defaulter 
 

• First mother have said she do not have enough money to pay for her travel 
• She says distance is too far for the child 
• The test of the plumy nut is not acceptable 
• Mother knows households who stopped because of cold, poverty, lack of 

transportation and test of plumpy’nut 



• Mother say bringing the program closer to their village will help them to continue 
attending 

 
Bait Zaher (Wagash Clinik) interview with defaulted child mother  
 

• Distance is the issue 
• She do not have money to travel to the facility 
• Test of the plumpy’nut is not liked by children. Mother says she want to continue the 

program but the child take the medicine at hospital but refused to take it when they 
go back to home 

 
Beth Mahdam village (Yahya facility) interview with defaulted child mother 
 

• The child visited the programme on 21 October; second visit was on fifth of 
November. But she did not go to the second visit 

• Reasons for defaulting are  mother's do not think it is a medicine, the distance is far 
away from her village and the last reason is when the father is away the mother 
cannot travel alone 

 
Key informant interview with Nurse in Charge at facility about defaulters 

• They say 70% of admitted do not show up at facility after referral 
• Almost all cases are referred by volunteers 
• Most mothers do not bring the child for treatment during OTP days but they send 

other children to collect plumpy’nut 
 
Recommendation 

• Mother's want a clinic or  mobile team closer because they are very far away 
• There should be community sensitization at Mosques to encourage community to 

travel to the facility for treatments 
 
 
Key informant interview with mother of defaulters at Beth Sadan 
 

• The Clinic is nearby (15 minutes away from home)       
• Mother said she stopped treatment because the child was dying from diarrhea     
• In this village the fathers don’t stop the mothers going to the health facility because 

it is a nearby  
• Mother said they want another food alternative to the current plumpy’nut                                   

 
 
Key informant interview with mother of defaulters at Sadaan facility Althola village                                                                                                                                                                                                                                                                  
 

• The village is nearby distance wise (15 minutes away) 
• The plumpy’nut causes vomiting and that is why she stopped continue treatment 

 
 



6 4.1.8. KEY INFORMANT INTERVIEW WITH NURSE IN CHARGE 
Teams conducted key informant interviews with Nurse in Charges using structured 
questionnaire. The findings are summarized below:  
 
Quality of service 
 
Bahran clinic 

• The health facility provides nurses,  convenient store and room for nutrition program 
• OTP nurse has been trained on CMAM protocol. But the service started after four 

months of training 
• Community is highly supportive of the program, this motivates the health worker 

 
17th July Hospital Sanhan 

• Staff are satisfied by the things they are doing 
• Staff had received training and refresher training 
• Staff said they are supported by IMC, government and community 

 
 
Recommendation from health staff 
 
26 September Hospital (Matna) this in Bani Matar 

• to continue supplies without break 
• Volunteer support should continue and volunteers should be supplied with IEC 

materials 
• The hospital management should help us by expanding space and the service (many 

people are coming and the place they have cannot accommodate that) 
• They need extra support (more nurses) when there is higher caseload 
• We need defaulter investigation to be done  
• Close and Supportive supervision from IMC is required 
• They require financial incentives 
• They require refresher training 
• They strongly recommended to use media for awareness raising 
• Decentralization of the services to access for away villages 

 
Satisfaction 
I'm very satisfied, especially when I see children get better 
 
Training 

• IMC trained all staffs on CMAM protocols. Some are trained as far back as 2010.  
 
Community support 

• Nurses said the community is supportive of the program 
 
Challenges 

• High number of patients (Masib clinic) 



• Shorter time per day (Masib) 
• Difficulty in completing paperwork accurately and keeping it up to date (Masib) 
• Shortage of health facility staff (Masib) 

Follow up of defaulted and absentee cases 
• Nurse try to readmit those defaulted children near the facility but they did not do 

anything for far away children 
Causes of default 

• Lack of community awareness about the use of the program and the risks of not 
complying 

• Poor health education services 
• Distance far away to facility for a number of beneficiaries 

Referral to Stabilization centers 

No case was referred to SC at one of the facilities. But for the rest of facilities they do 
referral of children to SC. Referrals are given a referral slip, the health worker follows what 
happens to the child, but when the child is referred back from the SC s/he is not given a 
counter referral slip. 
 

Recommendation to avoid default and increase retention 

• Give beneficiaries money for transportation 
• Expansion  of services should be done by implementing the program in other 

facilities 
• Carry out outreach activities 
• Awareness about malnutrition and its causes should be done using media outlets like 

TV and Radio 
• Training volunteers from the same villages 
• Through the activation of the role of local councils and community leader we can 

improve our performance 
• We should be engaged in more campaigns 

 

Causes of malnutrition 

• Negligence, having many children per mother and competing demands on mother 
(high opportunity cost) 

• Diseases, lack of diversified food, poor economic situation, the lack of awareness in 
the community health 

• Reluctance of mothers to take children to OTP program when they are sick (poor 
health seeking behavior) 

• Carelessness 
• Poor community awareness about malnutrition and its causes 
• Not to eat food regularly 
• Lack of eating diversified food 



• Poor hygiene 
• Using artificial formula milk 

 
Aetiology of SAM and awareness about malnutrition 

• The community called  a malnourished child Mosabeh 
• The community associates malnutrition with thinness 
• Previously they thought it is only lack of food but now they are aware it is a disease 

(26 September Hospital  and Bani Matar) clinics 
Ways of communication 

• We inform the community about the disease and causes 
• The program interacts with community through community mobilizers 
• Health worker doing awareness raising at community level 
• House to House visit by volunteers 
• Screening at the center when they visit for other illnesses or vaccinations 

 

Referral from CHW 

• Most admitted children are referred by volunteers 
• The Nurse in charge said she received cases from other centers (17th July Hospital 

Sanhan) 
 

 

Wrong referrals 

• There are a number of cases who are referred by volunteers  who do not meet the 
program admission criteria; 

• When there is wrong referrals from volunteers health worker advises mothers that 
the child is in good health and is not in need of nutritional support; 

• But most facilities reported wrongly referred children are given plumpy’nut for one 
time. This caused others that the visit and treatment is a one-time visit treatment 

 

Communication of OTP nurse in charge with CHW 

• Some of the facility nurses reported  that there is no communication at all, other 
responded there is an informal communication and still others say the 
communication has depth 

• Community volunteer and health worker meet at health facility (26 September 
Hospital (Matna) this in Bani Matar) 

• Volunteers come to the health facility (Masib). Communication happens during 
campaigns but there is no regular meeting or information sharing on a regular basis. 

 



Nurse in charge’s awareness about community mobilization 

• She does not seem to have full information about community mobilization. She did 
not correctly explain what it is, what their role is and how they related to her (17th 
July Hospital Sanhan) 

• Nurse said she received children from community mobilizer (17th July Hospital 
Sanhan) 

• Community volunteers report to the hospital everyday (17th July Hospital Sanhan) 
• The nurse has a very good understanding of CHWs, their role and their interaction 

with her (26 September Hospital (Matna) this in Bani Matar) 
 

Common diseases 

Respiratory infections 
Diarrhea 
Malnutrition 
Varies according to the seasons of the year 

Referral slips 

• All beneficiaries referred by volunteers come with referral slips 
• Referral slips will be given for families when referred to SC 

 

 

 

Volunteers follow up 

• Some volunteers check whether referred children are actually admitted 



• Health workers do not report the number of admitted children to volunteers and 
volunteers will not check whether all referred children are actually admitted to the 
program 

• A nurse reported that she has asked volunteers to trace defaulted children who have 
been referred by them previously. Due to this the nurse knows a defaulter who is 
readmitted into the program. This is reported only in one facility and for the rest of 
facilities there is no formal communication to get defaulted children back into the 
program or confirm those screened children have actually get admitted. But there is 
a referral slip that makes doing this easy If properly followed up. 

 

Barriers to program 

• Mothers are prevented from going to the health facility by fathers 
• Congestion and long waits  
• Ignorance  
• Distance 

 

RUTF guide 

• Message about washing hands before eating food 
• Open RUTF bag by clean tool 
• Provide therapeutic food before giving other foods 
• Give the child a large amount of clean water 
• Determine the amount of therapeutic food per day 
• Telling the career the date of the next visit 
• Monitoring the child while he eats the RUTF 

 
 
 

4.1.9. INFORMAL GROUP DISCUSSIONS HELD IN THE COMMUNITY 
 

Understanding of malnutrition 
• Malnutrition is exclusively understood as loss of weight.  Kwashiorkor or its 

symptoms are rarely mentioned as malnutrition in all FGDs may not be considered as 
malnutrition (Catchment area of  July 17th hospital) 

 

 

Health seeking behavior 



• Fathers say they will directly go to Hospital if child is sick (17th July Hospital Sanhan). 
This finding is consistent in all interviews 

• Cost of treatment is considered too expensive and this affects treatment seeking 
behavior. This finding was observed not only in informal group discussions but across 
all interviews in the community. 

 

Perception about CMAM Programme 

• They are aware of the nutrition program (7th July Hospital Sanhan) 
• Fathers correctly understood classification of malnutrition into moderate and severe 

(7th July Hospital Sanhan) 
• They recognized the plumpy’nut as a food and can be used for the healthy kids (7th 

July Hospital Sanhan) 
• Fathers know a malnourished child who is not in the program, the reasons of non-

coverage are two: 
o The first cause is that the program is not a Yemeni program. This shows there 

is a suspicion about any non-Yemeni program 
o The second  reason is that since the writing on plumpy’nut sachet is in 

English, they have doubts about its effectiveness as they do not know what it 
really say 

 
• There is a positive perception about the program but with some doubt. 
• when the mothers are rejected by the program because of wrong referrals or self-

perceived referral; their reaction is strongly negative 
• During the interview at Wagash people say malnutrition is treatable at Wagash 

hospital only 
• People say the plumy’nut is vitamin 
• They say it is a child’s food 
• But in half of the discussion they understood it helps the child live longer 

 
 
Stigma 

• In all FGDs with members of community there is complaint that the plumpy’nut 
cause diarrhea and vomiting 

• But they say it causes the diarrhea when they took it first time 
 
Community mobilization 

• Some know volunteers and others do not know (17th July Hospital Sanhan) 
• They have said they saw volunteers screen children five months ago (Wagash) 
• People say screening is done by diagnosis and it is done by Community Volunteers 

(Wagash) 
 

 



 

Knowledge about defaulters 

• They know defaulted families. they think the reason for the default is doubt about 
the program and lack of awareness (17th July Hospital Sanhan and Wagash) 

• In all Wagash and 17 July hospital they say the reason of default is for the fact that it 
causes diarrhea 

 

Barriers to access the programme 

• Lack of father’s permission (Wagash) 
• The fact that the RUTF is not culturally acceptable (we are not familiar with this 

programme) 
• All other communities in 7 facilities say cost of travel is the main barrier to go to the 

programme and take services 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 



 

5. ANALYSIS 
 

5.1.  CONCEPT MAP FOR THE ENTIRE PROGRAMME 
The qualitative data were collected following an iterative method whereby an investigation 
at earlier stage will be investigated in an in depth manner to disprove or confirm it. 
Moreover, triangulations by source and method as well as redundancy of findings were used 
to arrive at a credible conclusion. 

Right at the first stage of the investigation i.e. programme data compilation and analysis 
(which is quantitative data), defaulting was singled out as the single most important 
drawback of the programme in all the visited facilities. In the past one year, fifty eight per 
cent children have defaulted. Defaulting is non-coverage of malnourished children whom 
the programme correctly admits but failed to retain. Moreover, most of the defaulters have 
defaulted right after the first visit in most instances or the subsequent second or third visit. 
There is little default at the final weeks of treatment episode. 

Early defaulting is a signal that the children’s nutritional condition may further deteriorate 
and risk of death increases. Default has many consequences which may make the 
programme unsustainable and unacceptable, if the careers bad mouth the programme. 
Negative opinion will spread like fire and it will be difficult to recruit children and get them 
admitted to the programme. 

Based on health worker interviews using structured questionnaires, defaulter investigation 
of 20 defaulted children, Focus Group Discussions lay people and volunteers and in depth 
interviews with key community figures, a concept map was developed with the SQUEAC 
team. 

The concept map is provided below. The odds against non-coverage and default are 
summarized in this concept map. 

Despite having a very motivated and well-coordinated Community Health Volunteers the 
program does not have a proper strategy to follow up once the children are absent or 
defaulted. As defaulters were not traced throughout the program’s life time it was taken as 
normal. This is leading to more defaulting.  
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Distance is a major barrier that prevents households from accessing the programme or to 
default. Additionally, cost of transport is unaffordable to most beneficiaries that are far 
away from the health centres. 

 

Mothers need to be with their husbands during travel. In turn, fathers may have other 
priorities that will cause mothers to default. 

In almost all discussions, interviews and in-depth studies it was highlighted that there is a 
stigma about families of the malnourished child. If a child is malnourished it reflects upon 
the families either as poor, unable to feed themselves or careless. Mothers do not want to 
be seen as careless or a non-provider. This made them not to go to the health facility at all 
or default after initial visits-when faced with stigma.  

As the programme is supported by an international humanitarian organization there is a 
level of mistrust about its purpose. Specifically, since the writings on the plumpy’nut are in 
English households doubt as they do not know what it is saying. Most recommended that it 
should have an Arabic writing. 

There is a nearly universal thinking that plumpy’nut causes diarrhoea. This is a strong barrier 
to access the services as most were convinced of this problem. Practically, defaulted 
households mention that their child was sick of diarrhoea. This households has had spread 
the message across communities which has resulted in other parents not wanting their 
children to be in the program.  

The problem of follow up was exacerbated by the fact that Community Health workers are 
not living with the community. As the volunteers are not living with the community they do 
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Village of defaulted childeren 

Figure 4:- Distance from home location to 
facility for defaulters 



not have a means to continuously follow up defaulters. This results in a poor communication 
between volunteers and community. 

The community mobilization model being used follows a vertical model where the 
Community Health Workers (paid once) directly travel to villages and conduct a house to 
house screening. There is limited or no contact with the community or traditional leaders. 
Being a patriarchal and hierarchical society, leaders are feeling excluded. Due to this internal 
social dynamics many will opt defaulting and non-attendance. Similarly, this may be the 
main culprit to a very poor community ownership of the programme. The principle of 
CMAM is a situation where acutely malnourished children are identified through screening 
of the affected population by community or self-referral. As the community is not properly 
engaged they consider the program as a non-community programme.   

Similarly, Community Health Workers are linked to IMC and top management at facility 
level. This resulted in a very poor communication between OTP nurses and volunteers. 
Discussions with seven facilities revealed that there is no formal feed-back to the volunteers 
about defaulters, cures, non-responders and absentees. On the flip side, Community Health 
Workers has never done an enquiry whether those that were referred by them have actually 
admitted to the programme, how many get cured and how many are absentees or 
defaulters. 

All the above confounding factors are interplaying and affecting the programme and sick 
children. Late treatment and poor outcomes have been directly found during program data 
analysis. 

The aforementioned physical and logistical barriers combined with centralized programme 
model are affecting the impact the programme should have. 

 

5.2. MIND MAPPING EXERCISE  
During the qualitative data phase, which lasted for some days and saw the survey teams 
visiting several villages across the entire target district, a Mind Map approach was used to 
review, discuss and analyse the results gathered. A Mind Map is a tool designed to facilitate 
the presentation and analysis of quantitative and/or qualitative data and the relationships 
between them. Potential barriers to access, as well as information suggesting high or low 
coverage are grouped thematically. It was thus possible to challenge, correct, verify and 
refine the team’s preconceptions regarding the causes of low or high coverage on a rolling 
basis allowing the subjects covered during qualitative data collection to be adapted to 
confirm the new understandings gained.  



During this investigation, the report was compiled by the participants of the investigation 
process.  The ability to produce the investigation report using the Xmind software is part of 
the training activities.   

5.3. DATA RANKING  
Attributes appearing in the MindMap are likely to push the coverage “up” or “down”.  The 
various elements don’t have the same impact on coverage and a “weight” is given to each 
one.  The exercise starts by listing all positive and all negative elements affecting the 
coverage.  Later on ranking scores were given for each attribute, generally 5 points for the 
higher score and 1 point for the lower score.  The sum was done for each column. The result 
is presented below:- 

 

Table 5 Data Ranking and scoring 

Positives Score Score Negatives  
Program related 
knowledge  

5 5 Plumpy’nut causing 
diarrhoea  

Awareness about 
malnutrition 

3 5 Default  

Continuous supply 3 5 Distance and cost of 
transportation  

Quality of care  2 4.5 Hate plumpy’nut due 
to taste  

Health seeking behaviour 2 4 Program performance 
indicators  

Follow up  1 4 Program not ours 
(Lack of ownership) 

  4 Weak community 
mobilization 

  4 Quality of care  
  3 Lack of Awareness 

about malnutrition  
  3 Cultural barrier 
  2 Lack of knowledge 

about the program  
  2 Stigma  
    
    
Total 16 47.5  
 =16+0=16 =100-47.5=52.5  
Prior mode (coverage) 34%   
Alpha 10.1 18.8 Beta 

 



 

 

 

5.4. THE PRIOR 
The Prior is the expression of beliefs about coverage based on qualitative data (or 
quantitative data transformed into qualitative data) provided by the MindMap exercise.  As 
there are no references for likely range of coverage (lower and upper), 0% and 100% are 
taken as initially values where positives attributes will be added and negatives will be 
subtracted from.  The mode is calculated as the mid-point between the “built-up” and “built-
down” results. Based on the ranking and scoring in section 5.3. The Prior is 34%. The graph 
of the mode or the prior is presented below:- 

 

 

 
 



5.5. STAGE TWO AND STAGE THREE 
Following the conclusion of the Prior the teams considered whether it is important to go 
ahead to next steps and generate an overall coverage level for the entire programme area. 
After substantial discussion we have agreed to stop the process and repeat a SQUEAC after 
six months. The main reasons that justified this are:- 

1. Of the 12 facilities 3 do not have any admissions. This means that the programme is 
not reasonably homogeneous across all coverage areas.  Therefore, there is no point 
doing a wide area coverage survey where there is no coverage at all in the three 
facilities under the support of IMC; 

2. A simple investigation of the programme data showed that there is a problem of 
retaining the admitted children. In light of this fact, the teams agreed that this 
should be addressed as we already know that 58% of the admitted children were 
defaulted and non-covered. Right from this, one can argue that coverage is below 
50% and we should more concentrate on the recommendation. 

3. As we do the SQUEAC coverage investigation, Community Health Workers were 
conducting screening. If we opt to continue to the third stage we will find these 
screened children and consider them covered; but what will practically happen is 
they will default after their first visit. We will inflate the coverage level by design, 
meaning by the way we have conducted the coverage investigation.  

Therefore, the investigation has stopped at this stage. 



 

 

 

 

 

6. SUMMARY ARECCOMENDATION 
 

 The SQUEAC investigation reported here found the coverage of SAM program to be 
very low (i.e. 34%). The result is generated using the prior alone and chances are 
very high that the coverage level can be even lower. Further, three out of the 12 
facilities did not admit any children. The catchment areas of these facilities may have 
a zero coverage level.  

 The default rate is unacceptably high (58%). Moreover, most of the defaulters have 
defaulted on their first and subsequent second and third visits. This shows the 
programme has a very poor performance. Further, by design there is no strategy to 
follow up and readmit children. Therefore; the programme should put a follow up 
and defaulter tracing strategy to improve its performance and coverage of the 
programme. The default level and the reasons of default have a potential to affect 
the programmes sustainability in the long run. 

 CMAM is an outreach treatment model where by the community directly participate 
in screening and treatment. In this programme community engagement is minimal 
and this has created a lack of ownership. The programme should design a 
community mobilization strategy whereby community volunteers be based within 
the community and conduct screening and follow up. Involving Sheiks and traditional 
leaders will solve the ownership problem. 

 Anti-NGO agitation: There is an anti NGO sentiment. Its sources should be 
investigated and dealt with for the integration of the programme.  



 There is a wide spread report of Plumpy’nut causing diarrhea. This has significantly 
contributed for a high default level. MoH and partners should take this seriously and 
provide a solution. 
 Distance is found to be a barrier to accessing the programme. Physical and 
logistical barriers should be overcome by providing services close to where the 
target population lives. Having mobile teams can help boost coverage and address 
the problem of non-coverage due to distance. An interesting observation during the 
investigation was found in one community where there is a newly built health facility 
in the community but it has not started providing   p services. The households from 
this village have to travel to a faraway facility to receive care and treatment for 
malnutrition. This particular village has a very high caseload and the investigations 
also revealed that children had died (n=2) in the past two months. Father and 
mother Focus Group discussions revealed that child death is common in the village 
and its surrounding vicinity. Therefore, opening outreach programme at this facility 
will help the programme to improve access to care for this community. In similar 
fashion, ways should be devised to get the program closer to the affected 
community i.e. Mobile clinics

  
  Being a patriarchal society, women are not allowed to travel alone to far away 

distances. Because of this many have defaulted or opted not to attend the 
programme. Social and cultural barriers to access are overcome through 
understanding the sociocultural milieu in which CMAM programmes operate. 
Reducing socio-cultural barriers also requires that people understand the services 
that are available to them and participate in developing and implementing 
programmes. This is vital in order to ensure that issues of importance to potential 



clients, such as the location of sites and the organization of services at the site, are 
factored into programme design. During the investigation mothers highly and 
repeatedly recommend that the program tailored towards their situation. For 
instance, they have said that the facilities should find a way for people of the same 
village have similar OTP days. This is because they can travel together and they can 
share the cost of travel.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 ANNEX 1:- MIND MAP

 

 

 

 

 

 



 

Annex 2:- Guides used for development of priori 
SQUEAC -Qualitative work – Topics for discussion during Yemen Sanan SQEAC coverage survey 

 

Lay people 

 

The discussion should flow naturally and leads/interesting points should be followed/explored as 
they come up.  The question list should not be rigidly adhered to. This is just a guide as to the kind of 
topics which are important and the type of questions which could be asked. The direction the 
discussion takes will depend on what is said by the participants.  It is always important to probe and 
ask follow up questions. 

 

 

UNDERSTANDING OF MALNUTRITION 

1. What are the common health problems that children experience here? 
2. Which are the most frequent? Rank. 
3. Are any more frequent at certain times of the year? When? Why? 
4. Which are the most serious? Rank. Why? 

If malnutrition mentioned ask: 

5. What symptoms do these children have? 
6. What terms do you commonly use to describe this condition? 
7. Which children get this condition? Why? 

HEALTH SEEKING BEHAVIOUR 

8. What do you do when your child has this (insert name of most common illnesses) 
problem? 
a. Probe fully for different illnesses 

If clinic/hospital mentioned: 

9. Which? How far is it? Why do you go there? 
10. Is there any alternative/anything else you might do/anyone you might ask for advice 

nearer home? 
 

11. What factors determine which treatment / approach you use for a particular illness? 
Probe on: 

a. Cost 
b. Access 
c. Father permission 
d. Habit/familiarity 



If malnutrition not already mentioned ask/show pictures: 

12. Have you seen children like this (those who have lost weight/become very thin or whose 
feet/legs/hands have started to swell? 

13. What do you call this condition? 
14. When do you see this condition? 
15. Which children get this condition? Why? 
16. What do you do when your children get this condition? Why? 

AWARENESS OF CMAM SERVICE 

17. Do you know of a place where this condition can be treated? 
18. How did you hear about it? 

a. Who told you? 
b. When? 
c. What do you know about it? 

19. What are children given for this condition? 
If people think the RUTF is a food ask: 

a. What sort of food is it? 
b. What do you call it? 
c. Who can eat it? 
d. What foods do you give your children to make them healthy/strong? 

20. Do you know children receiving this treatment? 
21. Do you know children who have this problem but who are not going for this treatment? 

Why? 
PERCEPTIONS OF CMAM 

22. What are people saying about this service? 
23. What do you think of this service? 
If people say it is good ask: 

a. What is good about it? 
24. How are children identified for treatment? 

a. Have you seen anyone doing this in your community? 
If people know the volunteer/have seen the MUAC ask: 

b. How often does the volunteer measure children?  

25. Do you know of children who have been to the clinic and have not been given the 
treatment? 
a. If yes, why not? 
b. What were they told? 
c. How did they feel? 

26. Do you know of any children who have stopped going for treatment? 
a. Why is this? 
b. What would encourage them to return? 

 

If carers of beneficiaries are in the group ask separately as a case study: 

27. Tell me about your experience of the service? 
28. What have you said to other people about it? 



If carers of defaulters are in the group ask separately as a case study: 

29. Why did you stop going? 
a. After how many weeks? 
b. What have you said to other people? 
c. How is your child’s health now? 
d. What would encourage you to take your child back to the clinic? 

 

30. What messages do you want us to pass to the people organising the CMAM service? 



Village/religious leaders and key community figures 

 

KNOWLEDGE OF CMAM 

1. Are you aware of any nutrition service at your local clinic? 
2. Who told you about it? 
3. When did you hear about it? 
4. What do you know about it? 

a. Target children? 
b. Admission criteria? 
c. Treatment given? 
d. Free treatment? 
e. OTP day? 
f. Identification of children? 

ROLE / SENSITISATION 

5. Have you told others about the service? How? When? 
a. Usual channels/message dissemination? 

BARRIERS 

6. Are you aware of any children who need treatment but are unable to access services? 
a. What stops them coming? (distance/family/beliefs/other) 
b. How could we reach these children/encourage them to attend? 

KNOWLEDGE OF CASES 

7. Do you know any children receiving treatment? 
a. What can you tell me about them? 

8. Do you know any children who have defaulted/stopped coming? 
a. Why is that? 
b. How can we encourage them to return for treatment? 
c. What do other key community figures think of it? 
d. If I wanted to find all malnourished children with the same problem in your 

community 
i. what would be a better question to ask 

ii. what questions should I avoid asking 
iii. who do you think would be best to identify such children your settlement 
iv. What do people in this area say/think of families with such children? (Probe 

if there is any stigma of malnutrition in the area/settlement? 
 

COMMUNICATIONS 

9. Do you know who the volunteer is for this service? 
a. When did you last see them? 
b. What do they do? (frequency and organisation of activities) 

10. Have you had any feedback from the volunteer/clinic staff/MoH officials about the 
service? 
a. Do you know what the results are? 

PERCEPTIONS OF CMAM 



11. What are people saying about CMAM? 
12. What do you think of the service? 

IMPROVEMENTS 

13. How can we improve the service? 
14. Do you have any messages for those running the service? 

 



OTP Staff 

 

CMAM INVOLVEMENT AND CHALLENGES 

1. How long have you been working on CMAM? 
a. Are all staff in the clinic involved/trained on CMAM? 

2. Who trained you on CMAM? 
a. Have you had refresher training? 
b. Is there any additional training you feel you need? 

3. What contact/support have you had with the focal people/Ministry to help you in your job? 
4. What difficulties, if any, do you have on the CMAM day? 

a. High number of patients 
b. Time 
c. Completing paperwork accurately and keeping up to date 

CALENDAR 

5. What are the main childhood diseases you see in the clinic? 
a. Which is the most common? Rank. 
b. What time of year do they occur? 

6. What do you think are the causes of malnutrition here? 
REFERRAL 

7. How do children usually come to the clinic for CMAM? 
a. Referred by volunteer 
b. Heard about it from other beneficiary 
c. Heard about it from other person in the village 
d. Heard about it at the clinic 
e. Heard via the radio/town crier etc. 
f. Other source 
g. Rank in order 

REFERRAL AND FOLLOW UP 

8. Do children who are referred by the volunteer come with a referral slip/paper? 
a. What do you do with the referral slips? 

9. Does the volunteer check that children they have referred actually present at the clinic? 
a. Do you report back to volunteers on the number of children you have seen that are 

referred by them? 
10. Have you had any wrong referrals from the volunteer? 

a. How many? 
b. What was the problem? 
c. What did you do? 
d. Did you report back to the volunteer? 

11. How do you refer patients to the stabilisation centre? 
a. Do you give them a slip? 
b. How do you know if they have arrived at the SC? 
c. Do you know what happens to them? 
d. When patients are referred back do they come with any paperwork? 

REJECTION 

12. How many healthy children have presented at the CMAM clinic? 



a. How many every week? 
b. Why do you think these mothers come with healthy children? 

13. What do you say to mothers of healthy children? 
a. What words do you use? 
b. What explanation do you give? 
c. How do mothers react? 

DEFAULTING 

14. How many children are absent for more than 1 week during the course of treatment? 
a. Why do you think this is? 

15. How many children default? 
a. Why do you think this is? 
b. Is there a pattern 

16. What do you do when a child has not turned up for treatment? Probe for: 
a.  Absentees 
b. Defaulters  

17. Do you think husbands of mothers whose children are malnourished would stop/have 
stopped them from taking the child to the OTP site? 

18. How could we encourage children to return for treatment? 
19. What barriers prevent mothers from bringing their children to the OTP? 
20. If I wanted to find children with the same problem in your community 

a. what would be what be a better question to ask 
b. what questions should I avoid asking 
c. who do you think would be best to identify such children your settlement 

21. Is there any stigma associated with malnutrition in this area? 
COMMUNICATIONS 

22. How often do you see the volunteers? 
23. How do you communicate with the volunteers? 
24. Do you ask volunteers to follow up on absentees / defaulters? 

a. Why/why not? 
b. How do they report back? 
c. Have any children returned? 

IMPROVEMENTS 

25. What improvements could be made to CMAM? 
a. More information/training 
b. 2nd day for CMAM 
c. Contact with Ministry staff/focal people 

26. What messages do you want us to pass to the people organising CMAM? 
 



Volunteers 

 

ROLE 

1. How long have you been a volunteer? 
2. What are your main activities? 
3. How often do you do these activities? 
4. What are do you cover for case finding? 

a. How long does it take you? 
5. How do you decide which children to measure? 

EXPLANATION 

6. What do you tell the mother when you identify a case? 
a. Do any mothers refuse to go to the clinic? Why? 

7. What do you say about the new treatment? 
8. What name do you call the treatment? 

a. What do the mothers call it? 
b. If I wanted to find children with the same problem in your community 

i. what would be a better question to ask? 
ii. what questions should I avoid asking 

iii. who do you think would be best to identify such children your settlement 
9. Is there any stigma associated with malnutrition in this area/settlement? 

REFERRAL AND FOLLOW UP 

10. Do you give the mother a referral slip/paper when you refer the child to the clinic? 
a. Why/why not? 
b. How do you know if the child actually went to the clinic? 

11. Are you aware of any children who have stopped coming? 
a. Why is that? 
b. How can we encourage them to return? 
c. Do you think husbands of mothers whose children are malnourished would stop 

them from taking the child to the OTP site?  
12. Are you ever asked to follow up on cases who are absent / have defaulted? 

a. How does the nurse communicate with you? 
b. How do you report back? 

COMMUNICATIONS  

13. How often are you in contact with clinic staff? 
14. Have clinic staff told you how many children are being treated/how many have been 

cured/how many have defaulted? 
15. Have you had any further contact with children you have referred? 

a. Do you know how many were cured? 
b. Do you know if any defaulted? Why? 

16. What have mothers said to you about CMAM? 
a. What are people saying/thinking about CMAM? 

17. Have you talked with village / religious leaders or other people about CMAM since it 
started? 
a. Why/why not? How? On what occasion? 

IMPROVEMENTS 



18. How do you think CMAM could be improved? 
19. What would help you in your job as a volunteer? 

a. Do you enjoy being a volunteer? 
b. What difficulties, if any, do you have doing your job as a volunteer? 

20. Is there anything else you want to say/any messages for those running the service? 



BENEFICIARIES 
 
UNDERSTANDING OF MALNUTRITION 

1. When did you first notice that your child was unwell? 
a. What was wrong with them? 
b. What symptoms did they have? 
c. What did you do to help the child get better? 
d. If malnutrition is not mentioned- What do you think causes malnutrition? 

OUTREACH 
2. How did you first hear about the service? 

a. Who told you? 
b. Have you heard about it from any other source since? 
c. Who is telling people about it in your settlement? 

3. What did you hear about it? 
4. What made you come? 

TIME 
5. How long has your child been attending the clinic? 
6. How long do you think is the treatment for? 

EXPLANATION FROM NURSE 
7. What did the clinic staff tell you about your child’s condition? 
8. What were you told about the treatment? 
9. What do the staff call the treatment? 

a. What do you call the treatment? 
b. What are some of the negative things being said about this treatment/programme 

in the community 
OTHER CASES/CASE REFERRAL 

10. Do you know of other children who have the same problem but are not attending the 
clinic? 
a. If yes, why not? 

11. Have you told anyone else to bring their child to the clinic? 
a. Why/why not? 
b. If I wanted to find children with the same problem in your community 

i. what would be what be a better question to ask 
ii. what questions should I avoid asking 

iii. who do you think would be best to identify such children your settlement 
12. Is there any stigma associated with malnutrition in your settlement? 

DISTANCE 
13. How far is it from your home to the clinic? 

a. How do you get here? Walk/transport? 
b. How long does it take? 
c. Determine the farthest distance travelled  

14. Do you have any other reason to come to this clinic/this place? e.g. how far is their 
market 

STANDARD OF SERVICE 
15. What do you think of the service? 

a. What are the strengths/good things?  
b. What are the weaknesses? 
c. What could be improved? 

16. How long do you usually wait before the nurse sees you? 
17. How much time do you spend with the nurse? 



a. How does the staff treat you? 
b. Have you ever been scolded? Why? 

18. How do you normally give RUTF to the children? 
a. Can you explain what the OTP staff tells on how you should give the RUTF to the 

child? 
b. How many times and sachets in a day 
c. Have there been any shortages the OTP site on any week? (Probe for the exact 

dates) 
d. Have you ever not received the full amount / or received something else instead? 

ABSENCE/DEFAULTING 
19. How easy is it for you to come every week? 

a. What makes it difficult for you to come/what stops you from coming sometimes? 
20. Do you think husbands of mothers whose children are malnourished would stop/have 

stopped them from taking the child to the OTP site? 
21. Do you know of any children who have stopped coming? 

a. Why is that? 
b. How can we encourage these children to return and continue the treatment?  

PERCEPTION OF CMAM/FEEDBACK 
22. What are people saying about the service in your settlement? 
23. Have you any messages you want us to give to the people running the service? 
24.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ANNEX 3:- DISTANCE FROM BENIFICIERY HOME TO FACILITY FOR 
DEFAULTED CHILDEREN 

Distance for Defaulted childeren 
Village name Distance (km) one way Distance in hours Two way distance (Km) 

Al heduuer 1 15min 2 
Sahar 1.5 45min 3 
Beit al gaki 2 1hr 4 
Alhamami 10 2.5hr 20 
Hijrat garwan 7 2hrs 14 
Gheman 0.25 5-10 min 0.5 
Joob 1 1 hr 2 
Gareenah     0 
AL-Lajam     0 
Serwah   3 hr 0 
khieran   2hr 0 
AL-Khadra     0 
AL-Dhary     0 
Ananah     0 
Kharabat al sanaf 5 1218 10 
Ja'laln 10 475 20 
Dhalman 5 971 10 
Beit al hagash 3   6 
Moheib     0 
Beit al Kainaey     0 
Thalba 4 233 8 
Masiab 1   2 
Beit Habes 10 458 20 
Bahran 15 888 30 
Al aroos 25   50 
Radman     0 
Saleba     0 
Beit Al Dheel     0 
Beit atef     0 
Al Dhofeer 25   50 
Beit saad 4 1163 8 
Rashaan 7 355 14 
Halal 12 696 24 
Village name     0 
Soleet 10 1.5hr 20 
Beit al Taweel 18 1hr 36 
Bete al Ja'adabi 5 30min 10 
Bet Zahar 25 far 50 
Al Oshah 45   90 
Beit seyoul     0 



Kasheh 5 30min 10 
Wagesh 0.5 15min 1 
Lakamah 5 45min 10 
Norahman 5 45min 10 
Wadi al bir 15 4hrs 30 
Wadi al jar 25 5hrs 50 
Jaraf 20 4.15hrs 40 
Al-Ob'as 15 2hrs 30 
Beit al Otmy 20 4.15hrs 40 
Buga 10 1.3 20 
Tewaleb 13 1.45hr 26 
Sha'aban 8 1.15hrs 16 
Al matara   45min 0 
Al Mawra 10 45min 20 
Al-Quser 4 30 8 
Al lahaf 1 15min 2 
Al wathan 8 1.3 16 
sa'adan 25 5hrs 50 
Guzahan 3 15min 6 
      0 
Saladan 0.5 10min 1 
Delala 10 1hr 20 

Median distance for defaulted childeren is 14 km 
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