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Acronyms used in this report 
The following acronyms are used in this report: 

ARI  

 
Acute respiratory infection 

CHW  

 
Community Health Worker 

CMAM  
 

Community-based management of (severe) Acute Malnutrition 

 
 
HA  

Health Assistant 

 

FGD Focus Group Discussion  

 
MUAC  

 
Mid Upper Arm Circumference 

MAM Moderate Acute Malnutrition (moderate wasting) 

 
OTP Outpatient Therapeutic Program 

RUTF Ready to use Therapeutic Food 

 

SAM Severe Acute Malnutrition (severe wasting) 

 

SQUEAC Semi-Quantitative Evaluation of Access and Coverage 
 

TBA Traditional Birth Attendant (community midwife) 
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EXECUTIVE SUMMARY 
 

The SQUEAC investigation reported here found the SAM program to be well designed and 
well run but it fails to reach the greatest possible coverage by making services accessible to 
the highest possible proportion of a population in need due to problems associated with 
scale. Specifically, geographically isolated populations were not covered, despite a very high 
program performance in several indicators. 
 
Due to significant variations or patchiness in program coverage (as indicated by a small area 
survey) overall estimates were found to be misleading and generating such values are not 
appropriate at this stage. Rather recommendations are generated to boost coverage across 
the entire program area.  
 
The program should continue operation and be expanded into distant villages by employing 
more staff and opening more mobile feeding distribution areas. Consideration should be 
given to expanding the program to treat roll out more health and food security program. 
  

Conclusions 
 The prior density had a range of 33% to 61% with the mode located at 47% (i.e. the 

mid-point between 33% and 61%); 

 Majority of admissions are self-referrals which shows the program is accepted by the 
wider community, the community structure is suitable for CMAM treatment and the 
community owns the program. This is an indicator that the program is sustainably 
integrated with the community. This is a very big achievement; 

 As explained above, the bulk of admission comes through self-referrals and peer to 
peer referral. However, CHWs are not conducting case finding and they do not have 
a proper strategy for continuously identifying cases aside from facilitating those who 
come forward for the next mobile team visit. Moreover, all interviewed CHWs (6) 
reported that they will decide to measure and admit children by seeing at them than 
doing a house to house case finding. 
 

 Nearly universally there is a very high awareness about the program and a positive 
perception about its services; 

 However, in most interviews and focus group discussions households stressed the 
need for accompanying food distribution programs for adults like General food 
Distribution 

 The program, within the limits of its resources and outreach, has managed to treat 
malnourished children before the prevalence of malnutrition escalates and 
additional medical complications occur; 

 Findings show that the program was well run with very good outcomes in terms of 
recovery, rates of weight gain, lengths of stay, defaulting, and mortality. The 
program achieved very high cure rate (>90%) and very low defaulter and death rates 
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(4% and less than 1%, respectively). Hence, the program’s standard of service is of 
high quality. This has positively affected the program by creating a virtuous cycle.  

 The number of CHWs and mobile teams and the size of the catchment area they are 
expected to cover mismatches, CHWs and mobile teams being too few to cover the 
entire program area. Therfore, a scale up of the services to all communities should 
get priority to effectively treat all cases. Most CHW catchment areas are large, in 
terms of both numbers of households and area; this may hamper exhaustive case-
finding. When IMC scale down the program 5 months ago it did so by decreasing 
workers but with more sites. These changes created workload which affects 
coverage and quality of service; 

  Default rate is very low but for those defaulted children due to migration, follow up 
is weak and there is no defaulter tracing strategy to do so. 

 Distance is a very critical barrier to access the program and to provide services. In all 
interviews, it is recommended that the services should be further decentralized and 
OTP workers should be increased. 

 Conflict and competition amongst clans prohibit parts of the community from 
accessing the program. For instance, if the program’s nutrition center is situated in 
area of a rival clan the clan do not travel and access the program due to 
understandable reasons, 

 OTP workers lack motivation due to lack opportunity of promotion and 
encouragement. This was stressed during an interview with OTP staff. Program 
should devise a way to address this. 

 The programs admission overtime does not seem to respond or follow the expected 
seasonal fluctuation of caseload based on analysis of disease and critical events 
calendar. 

 There is a stigmatization of those who are in the programme by the well off in the 
community; 

 The program is almost exclusively managed by mobile teams with absence of other 
health services. Interviewed households stressed the need to have other similar 
health services alongside nutritional services; 

 Herbalists come in the first line of the path to care. This is partially affecting 
coverage. 
 

Recommendation 
 Increase the number of nutrition centers and workers to  plausibly cover all areas of 

the region; 
 Devise a case finding strategy to admit more children. The case definitions prepared 

at stage two in this investigation can help address this; 

 Increase awareness amongst parts of the community to address the issue of stigma; 

 Train herbalists as screeners and volunteers to divert children who are being treated 
with them to the programme; 

 Advocate for initiation of general food distribution as well as the opening of more 
static clinics to provide more maternal and child care services1; 

                                                           
1
 This was a recommendation from community in repeated discussions. 
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 Increased supervision of field officers and CHWs working in these areas (i.e. by the 
CMAM supervisors). 

 The program lack resources to motivate staff and to facilitate program activities (e.g. 
cars for supervisors, tables, chairs). Address this issues to increase standard of 
service 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

7 
 

 
 

CONTENTS 
1. INTRODUCTION ............................................................................................................................... 8 

1.1 CONTEXT ................................................................................................................................. 8 

2. Objectives of the study ................................................................................................................... 9 

3. Methodology and theoretical background ..................................................................................... 9 

4. Results of the SQUEAC investigation ............................................................................................ 11 

Stage 1: Building the Prior ................................................................................................................ 11 

4.1.1. Analysis of admission data overtime ............................................................................ 11 

4.1.2. Standard program monitoring data .............................................................................. 14 

4.1.3. MUAC on admission data .............................................................................................. 15 

4.1.4. Length of stay in treatment .......................................................................................... 16 

4.1.5. Findings from Key informant interviews, Focus group discussions, in-depth interviews 

and defaulter investigation ........................................................................................................... 17 

4.1.6. SCORING THE PRIOR COVERAGE PROPORTION ............................................................ 21 

5. Stage 2: Hypothesis testing ........................................................................................................... 25 

6. conclusion ..................................................................................................................................... 29 

7. recomMendation .......................................................................................................................... 30 

Appendix 1: Case-finding procedure .......................................................................................... 32 

Appendix 2: Survey questionnaire (Stage 2) ............................................................................ 34 

 

 

 

 

 

 

 



 

8 
 

 

1. INTRODUCTION 
 

1.1 CONTEXT  

Sanaag is a remote eastern region of Somaliland, which is bordered by approximately 
380 kilometers of Red Sea coastline to the north and locates the border between 
Somaliland and eastern regions of Somalia. 

The region is divided into three districts: Erigavo, Badhan and Ceel AF weyne (El 
Afweyne), with the towns of Erigavo as the regional capital and Badhan and El Afweyne 
as the district capitals. It is approximately located 800km away from Somaliland’s 
capital Hargiessa. 

The region has a very little presence of local and international development and other 
necessary organizations. 

 The Sanaag Regions of Northwest Somalia (Somaliland) is a drought prone livelihood 
zone. It has been affected by recurrent drought in the past two decades. Moreover, the 
2011 Horn of Africa drought has seriously affected the region by depleting assets of 
households. Based on November 2012 FEWS NET outlook for the first quarter of 2013, 
in most part of Somaliland rains have improved rangeland conditions and relieved 
severe water and pasture scarcities. Exceptions exist for parts of Somaliland because it 
still have poor pasture and water availability including parts of pastoral zones in 
Sanaag, Awdal, and Sool. Moreover, poor precipitation in East Golis and on the Sool 
Plateau of Sanaag Region as well as in localized areas of the Nugal Valley of Sool and 
Nugal Regions have also been reported. This indicates that the drought condition and 
challenges for households to meet their food and non-food consumption will continue 
in 2013. 

The region is characterized by a very weak health system and structure. IMC runs a 
nutrition programme in parts of Sanaag and Sool. The area has three static primary 
health care units and the rest of nutritional activities are conducted using mobile 
teams. 

Despite insecurity in some areas IMC managed to run a nutrition program using mobile 
nutrition teams in Sanaag and Sool since June 2011. Rains, lack of stabilization center in 
Sool, bad roads, geography and type of settlement (seasonal migration) put a limit for 
optimal functioning of the nutrition programme. 
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2. OBJECTIVES OF THE STUDY 
 

The overall objective of the investigation was to strengthen routine programme monitoring 
and increase programme coverage and impact in the programme area by providing 
important recommendations. 
 
More specifically, the coverage exercise aimed to: 

1. Enhance capacities of key IMC technical staff in Somaliland  to undertake coverage 
survey using SQUEAC methodology; 

2. Identify barriers to access to the OTP and in some instances MAM TSFP services 
using data gathered from those SAM cases found with acute malnutrition and not 
admitted in the programme at the time of the survey as well as qualitative data ; 

3. Estimate the overall coverage of OTP programme in Sanaag IMC run CMAM  
Programme 

4.  Give specific recommendations to Somaliland OTP programme based on the survey 
findings to improve access to the CMAM services and increase programme coverage 
in the project areas; 

3. METHODOLOGY AND 

THEORETICAL BACKGROUND  
 

SQEAC is a Semi-quantitative method. It uses the Bayesian method and Bayesian probability 

theories, rather than the usual frequentist 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’. 

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 logic2. According to the subjectivist view, probability 
quantifies a "personal belief"3. 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 

                                                           
2
 Cox, Richard T. Algebra of Probable Inference, The Johns Hopkins University Press, 2001 

3
de Finetti, B. (1974) Theory of probability (2 vols.), J. Wiley & Sons, Inc., New York  
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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.   

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 
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 and Adaptive Case Finding 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 will be 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 calculator.  
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4. RESULTS OF THE SQUEAC 

INVESTIGATION 

Stage 1: Building the Prior 

4.1.1. Analysis of admission data overtime 

The pattern of admissions for a year in the programme shows a steady decline from a high base 

in January. After February Admissions remained below the 100 mark, showing a continuous 

admission. This is a result of a continuous community mobilization in the program area. The 

slight pick between October and November is due to expansion of the program into more areas 

in Sanaag Region.  

 

 

 

 

 

 

 

 

 

 

 

 

 

The case load for severe acutely malnourished children is not static; it follows a seasonal 

pattern (it varies from season to season). Accordingly, the pattern of admissions varies with 

the incidence of SAM in the program’s catchment area overtime. Making sense of the plot 

of admissions over time in such settings requires information about the expected incidence 
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Figure 1:- Patterns of admission overtime and disease calendar (January-December 2012) 
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of SAM4. This can be determined using seasonal calendars of human diseases associated 

with SAM in children (e.g., diarrhoea, fever, and acute respiratory tract infection) and food 

availability. To understand the incidence and case load of disease and critical activities 

calendar data was collected per month. (Figure 1 above). November, December, January, 

February and March are months of high disease prevalence in all surveyed regions. Data 

were collected from community, OTP staff and health dispensaries. Increased disease 

prevalence coincides with the traditional hunger gap; livestock migration period and the 

regions dry season (see Figure 2 below). The main reason of collecting this data is to check 

whether the program responds to changes to its environment. When we configure the 

admission trend with disease and critical events calendar we can see that the program did 

not respond to changes on the communities’ situation (seasonal variation of SAM and 

migratory patterns) and caseload fluctuation.  

As can be seen from the Figure 2 below, in times of seasonal migration (January, February 

and March) and main dry season, where we should expect an increase in admission, we see 

a sharp decrease instead. 

 

 

 

 

 

 

 

 

                                                           
4
 The data in Figure 1 was smoothed by running medians of two consecutive values followed by running 

averages of two. This is done to hide irregular noises of the time series data so to uncover other components of 

the random variable by hiding the random noises  
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Figure 2:- Critical events calendar for Sanaag Region of Somaliland configured with 
admission trend (2012) 

 

 

Similarly, admissions per facility were plotted to see the trend of admission. Yube and Yufle 

account for 87 per cent of the total admissions (32 and 55% respectively). Both facilities 

show a similar pattern where admissions were very high on January but decreased 

drastically afterwards.5 Biyo udud and Uurwein started operation on July, 2012. The 

admissions for this mobile team catchment area are very few as it is a start up stage. 

 

 

                                                           
5
 September was not included as data was not available for that period 
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4.1.2. Standard program monitoring data 

The data are consistent with a well-performing therapeutic feeding program. Summary 
statistics are: 
 

Table 1 Standard program monitoring data 

  January February March April May June July August October November December 

Cured 100.0 91.3 98.0 100.0 90.7 91.1 98.4 93.4 88.9 95.1 95.4 

            

Defaulted 0.0 8.7 2.0 0.0 9.3 8.9 1.6 6.6 5.6 3.5 2.6 

Deaths 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.6 0.1 0.2 

 

High defaulting rates are indicative of coverage failure. However, we can see from Table 1 
above that for the entirety of the year defaulted rate is below 9% and this is an indicator of 
good coverage and retention.  The observed aggregate defaulting rate (4%) is well within 
international standards for therapeutic feeding programs. 
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Figure 3:-Admission overtime by mobile team 
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A low rate of mortality is usually associated with good program coverage. The observed 
mortality rate is exceptionally low. As indicated in the next section this is due to the ability 
of the program to find and recruit cases in a Timely manner (see Figure 4 below)6. 
 

 

 

 

 

 

 

Figure 4:- Standard monitoring indicators overtime  

 

 

 

4.1.3. MUAC on admission data 

Figure 3 shows the MUAC at admission for 1170 admissions between January 2012 and 
December 2012. This is all admissions for the period excluding 59 cases admitted with 
bilateral pitting oedema. 
 

                                                           
6
 No data for September 
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seen from the figure, 
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This observed distribution of MUAC at admission is consistent with timely case-finding and 
recruitment by the program and/or timely recognition of SAM and timely treatment seeking 
by carers. An interview with program staff and CHWs confirms this finding. Further, median 
MUAC lies on the interval between 15-12 cm MUAC, indicating early detection and 
admission. Eighty seven percent of admissions happened above the cut of point (11.5cm), 
with few admissions below that. Program uses WFH and MUAC for admission. Hence most 
were able to be admitted above the international cut-off point (>11.5). 
Late admissions are direct coverage failures; - because they would have been non-covered 
SAM cases for a considerable period of time before admission. They also affect efficacy and 
coverage. Late admission is associated with the need for inpatient care, longer treatment, 
defaulting, and poor treatment outcomes (e.g., death). Due to the programmes ability to 
detect cases at early stage programme performance indicators are very high which translate 
itself into a very high efficacy. Moreover, early admission will imply short stay in treatment 
as shown in the next section. 

4.1.4. Length of stay in treatment 
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Examining the time from admission to discharge provides useful information about program 
coverage. The analysis is truncated to discharges as cure and as non-responders. Moreover, 
discharges in the last months are taken to clearly see the evolution of change in the quality 
of service delivery at this stage of the programs life.  
 

 
 
 

As shown in Figure 6 above, all children are discharged before the standard 8 weeks. The 
median length of stay in the program is 4 weeks. Higher coverage programs tend to have a 
median duration of treatment episodes of less than or equal to about 8 weeks. This finding 
relates with the other findings and it is an indication of a well-run program as short 
treatment episodes are due to early admissions and case detection. Moreover, Adherence 
to CMAM treatment protocol by program staff and beneficiaries are the contributing factors 
towards short treatment episode. Further, this helped the program to be a patient cohort 
dominated by uncomplicated SAM cases (few SAM in SC). 
 
 
 

4.1.5. Findings from Key informant interviews, Focus group 

discussions, in-depth interviews and defaulter investigation  

 

Table 3 Results of qualitative study 
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Figure 6:- Length of stay in CMAM programme for discharged/Cured 
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Method Source Numbe
r of 
data 
point 

Coverage boosters (number of 
mention) 

Barriers to coverage 
(number of mention) 

nt 
intervie
ws 

leaders ws  Positive perception 
about the program (3) 

 Leaders are involved in 
sensitization (strong 
use of 
stakeholders)(5), 

 knowledge of cases, 

 Interface with 
programme and 
volunteers (4) 
 

bad roads(2), 

 Distance between 
home and OTP  (2), 

 Doubt about RUTF 
(community 
prejudice against 
the programme 
that it is unsafe) 
(1), 

 Default due to 
migration (1),  

 Social barrier to 
treatment access 
(Rich people 
stigmatized the 
malnourished (3), 

 The outreach 
strategy does not 
cover all the 
community, 

 Lack of GFD and 
other foods for 
adults (2), 

 lack of other 
treatments (2), 

 Mismatch between 
nutrition centre 
and  population 
size(3),  

 no feedback for 
leaders (1) 

Key 
informa
nt 
intervie
w 

OTP staff 4  Good service, 

 Strong direct outreach 

 Regular trainings and 
refreshers,  

 Continuous 
communication and 
feedback to CHWs, 

 High self-referral, 

 Cultural virtues 

 Strong program 
support to volunteers 

 Low self-esteem 
and lack of 
motivation for 
health workers and 
CHWs 

 No follow up and 
absence of a 
method to trace 
defaulted children 
during migration 

 Poor referral 
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Method Source Numbe
r of 
data 
point 

Coverage boosters (number of 
mention) 

Barriers to coverage 
(number of mention) 

system SC-OTP-
Volunteers (from 
SC side),  

 Lack of room 
dedicated to SAM 
children, 

 Work load, 

 Physical barriers to 
access some 
villages,  

 lack of 
transportation,  

 Shortage of basic 
materials (chair, 
table) 

 Distance between 
home and OTP 
distribution area 

 Rejection by OTP 
staff due to wrong 
referrals, 

 Default due to 
seasonal 
migration, 

 Due to distance 
mothers will come 
without their 
children, 

 Clan barriers (the 
distribution site 
may be in a rival 
clan area and the 
people fear to 
travel there and 
get the services) 

Focus 
group 
discussi
on 

Laypeopl
e 

6  Identification 
of malnutrition 
as a disease (4),  

 High awareness 
of signs and 
symptoms of 
malnutrition in 

 health 
seeking 
behaviour 
does not fit 
programme 
strategy 
(first line is 
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Method Source Numbe
r of 
data 
point 

Coverage boosters (number of 
mention) 

Barriers to coverage 
(number of mention) 

parts of the 
community(4),  

 High awareness 
of programme 

 Good 
knowledge of 
outreach 
system 

 positive 
perception 
about the 
program (2), 

 Strong direct 
outreach 

 CHWs work 
with 
community (2) 

herbalist) 

  due to high 
cost of 
treatment 
and 
distance 
(2), 

 Absence of 
other 
health 
services (4). 

 Physical 
barriers 
(mountains 
and river 
during 
rains) 

 Distance 
between 
home and 
OTP 

 High 
opportunity 
cost 

In 
depth 
intervie
ws 

Communi
ty Health 
Worker 
(CHWs) 

6  Active volunteers, 

 Good programme 
understanding 

 CHWs uses MUAC 

 CHWs have long 
experience 

 Direct contact with 
program and 
community,  

 Continuous feedback 
about progress of 
children in the 
program, 

 Good perception 
about program,   

 few defaulters,  

 positive attitude of 
community towards 

Social barriers to 
treatment access (Stigma 
in the community 
regarding malnourished 
children (It is associated 
with poverty and the 
better offs look down the 
HHs of the malnourished),   

 weak case finding 
method (3), 

  lack of protection 
ration  affects the 
program(4),  

 some CHWs do not 
give referral slips 
(2), 

 poor appetite test 
and default due to 
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Method Source Numbe
r of 
data 
point 

Coverage boosters (number of 
mention) 

Barriers to coverage 
(number of mention) 

the program,  

 Good follow up of 
defaulters and 
absentees 

 Some CHWs give 
referral slips(3),  

 GOOD EXPLANATION 
(4) 

it, 

  families would like 
to have a General 
food distribution 
than RUTF (5), 

 Seasonal migration 
causes default, 

 Outreach does not 
cover far away 
areas 

 Beneficia
ries 

  Direct contact with 
outreach and 
programme 

 Strong involvement of 
stakeholders (leaders 
sensitize community) 

 proper messages are 
communicated by 
nurses and CHWs,  

 positive perception 
about the program, 

  good awareness of 
malnutrition  

 positive perception 
about the programme, 

 good standard of 
service 

 Distance hinders 
some communities 
to access the 
program,   

 Workload on the 
health workers due 
to many patients, 

 reports of faraway 
uncovered places, 

 outreach does not 
cover all villages, 

 prefer money than 
RUTF as they are 
very poor and this 
does not solve 
their problem 
sustainably 

 

 

 

4.1.6. SCORING THE PRIOR COVERAGE PROPORTION 

 

SQUEAC applies the method of the Bayesian technique (Beta-Binomial Conjugate Analysis) 
to estimate program coverage with the prior probability density (the prior) constructed 
using routine data and qualitative data (summarized above). 
 
The first step in expressing the prior information as a probability density is to make an 
informed guess about the most likely coverage value (the mode of the probability density) 



 

22 
 

given the prior information. One way to do this is to use positive findings to ‘build up’ from 
zero (i.e., the lowest possible) coverage and to use negative findings to ‘knock down’ from 
100% (i.e., highest possible) coverage. 
 

To estimate the Prior coverage negative and positive factors that affect coverage were given 
weight. The weight was assigned after a thorough investigation of the data found from the 
field and routine programme data. 
 
Table 4 below presents the prior information from the previous section grouped into positive 
and negative findings. 
 

Table 4 Estimation of prior coverage level 

Booster (positive factors) Scores/wei
ghts 

Barrier (Negative factors) Scores/
weights 

Performance indicator exceeding 
thresholds by SPHERE (incl. 
Cure/Defaulter/Death/N-
Responders) 

5 Admissions overtime (admission does not 
respond for seasons) 

5 

Awareness about malnutrition and 
its causes (community definition 
of SAM is consistent with 
program’s case definition) 

5 Physical barriers (mountains, inaccessibility 
due to roads, large distance between home 
and mobile distribution site and movement of 
pastoralists ) 

5 

Good  standard of service 5 Shame/stigma about malnutrition 5 

High number of self-referral
 and peer to peer referral 

5 High opportunity cost 5 

Understanding of programme 
(Community members, CHWs and 
mothers of cases all understood 
and accepted the program’s 
admission criteria) 

4 Poor case finding strategy 5 

Strong direct outreach 4 Inter-clan conflicts and power dynamics 5 

Admissions 
(over 
time) 

2 Lack of other food security programmes 2 

Early detection and admission as 
well as shorter and acceptable 
treatment episode 

3 Weak health system (literally no health 
facilities beside OTP services) 

2 

  Lack of motivation for OTP staff and CHWs 1 

  Unmanageable proportion of mobile team and 
population size 

1 

  Poor interface with SC 1 

  Health seeking behaviour does not fit 
programme strategy 

1 

  Community prejudice against the programme 1 

Total 33 Total 39 

Added to minimum coverage (0%) 33 Subtracted from maximum coverage (100%) 61 

Prior coverage level 47% 
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Booster (positive factors) Scores/wei
ghts 

Barrier (Negative factors) Scores/
weights 

Probable lower value 33% 

Probable higher value 61% 

Prior α 17 

Prior β 18.8 

 

Using the mode of prior and the minimum and maximum probable values the shape 

parameters7 are developed. This is done using SQUEAC Coverage Estimate Calculator by 

allowing the specification of the prior as a curve that matches the shape of a histogram prior 

without the need to calculate the α Prior and β Prior shape parameters. The shape 

parameters generated by the calculator are 18.8 (αPrior) and 17.6 (βPrior). This shape 

parameters were developed because the conjugate analysis used in SQUEAC requires the 

distribution of the prior to be summarized by this two shape parameters (Prior α and Prior 

β). 

Using this shape parameters SQUEAC calculator gives the following density distribution for 

prior.  

                                                           
7
 In probability theory and statistics, the beta distribution is a family of continuous probability distributions 

defined on the interval [0, 1] parameterized by two positive shape parameters, denoted by α and β, that appear as 

exponents of the random variable and control the shape of the distribution. Source: Wikipedia. 
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Figure 5: Prior density 
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5. STAGE 2: HYPOTHESIS TESTING 
 

Stage two was conducted to confirm the location of areas of high and low coverage and the 

reasons for coverage failure identified in Stage 1 above. Moreover, this stage will be used to 

confirm or deny whether coverage is patchy or it is homogenous. This in turn will help to 

make the decisions whether it is important to go to the third stage to develop headline 

coverage for the entire program (If there is no significant peachiness). 

The teams systematically chosen four villages, each pair representing areas where we 

expect a very high level of coverage and areas with a very low coverage based on the data 

collected at stage 1. 

Severe cases were identified in the community using an active case-finding method. The 

active case-finding method required the teams to approach key informants such as clan 

leaders, Community Volunteers (CVs) and mothers/carers. The key informants assisted the 

teams in identifying children described as thin (Caato), sick (Bukan), and oedematous 

(Barrar) and enrolled in the OTP (Bukaan Dhiiqe (taking Fluid Biscuit)). 

Table 5:- Case definition 

Case definition name Somali language translation 

Sick child Bukan 

Thin child Caato 

Oedematous or swollen child Barrar 

Local name of RUTF Bukaan Dhiiqe (Fluid Biscuit) 

 

Each team was provided with a sample of RUTF to show to the carers. Local terms were 

used in defining and identifying cases and children in the programme. The teams also 

requested to see the RUTF if a child was said to be in the programme (see Appendix 1 for 

case-finding procedures). When the team was directed to children described as thin, sick, 

having oedema or in the programme, they checked the age of the children and proceeded 

with screening by assessing for bilateral pitting oedema and measuring Mid Upper Arm 

Circumference (MUAC). Carers of children identified as OTP/SC cases were asked questions; 

a different questionnaire being used, depending on whether their child was in the 

programme or not (see Appendix 2 for the list of questions). The children who were not in 

the programme were referred to the nearest OTP/SC site and given the date to attend. 

The children’s main carers were then asked if they knew of other children in the village who 

were thin, sick, had oedema, or were in the OTP/SC. The teams continued this process until 
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all children considered to fit the case-finding criteria had been visited in the village. Every 

effort was made to find all children fitting the criteria. 

In the selected four villages the teams employed a snowball sampling methodology and ask 

each person:- 

 “Please show us home of a very sick child ( bukaan), a thin child ( caato), an oedematous 

child (Barar) and a child who takes plumpy’nut (bukaan dhiiqe)?” 

To make identification of cases easy teams use visual demonstration pictures for wasted 

children and a sachet of RUTF.  

Table 6:- Gudmo village (expected high coverage) 

Number of active cases 2 

Number of active cases in the programme 2 

Number of recovering cases in the 
programme 

2 

 

Using the data presented in this table: 

Point coverage: 

Numerator=SAM cases in program=2 

Denominator=SAM cases=2  

Checking this against the 50% Sphere standard using simplified LQAS: 

    
           

 
   = 

 

 
  =1 

Since the numerator (2) is greater than 6, the point coverage in the surveyed area is 

classified as being above 50%. This is as expected in the prior building in stage 1. 

Period coverage: 

Numerator= SAM cases in program + Recovering cases =2+2=4 

Denominator= SAM cases in program + Recovering cases + SAM cases not in program= 

                       =2+2+0=4  

Checking this against the 50% Sphere standard using simplified LQAS: 

    
           

 
     

 

 
   =2 
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Since the numerator (4) is greater than 2 (the decision rule), the period coverage in the 

surveyed area is classified as being above 50%. This is as expected in the prior building in 

stage 1. 

                         Table 7:- Raqas village (expected very low coverage) 

Number of active cases 3 

Number of active cases in the programme 0 

Number of recovering cases in the 
programme 

1 

 

Using the data presented in this table: 

Point coverage: 

Numerator=SAM cases in program=0 

Denominator=SAM cases=3 

Checking this against the 50% Sphere standard using simplified LQAS to get the decision 

rule: 

    
           

 
   = 

 

 
  =     =1 

Since the numerator (0) is not greater than 1, the point coverage in the surveyed area is 

classified as being below 50%. This is as expected in the prior building in stage 1. 

Period coverage: 

Numerator= SAM cases in program + Recovering cases =0+1=1 

Denominator= SAM cases in program + Recovering cases + SAM cases not in program= 

                       =0+1+3=4  

Checking this against the 50% Sphere standard using simplified LQAS: 

    
           

 
     

 

 
   =2 

Since the numerator (1) is not greater than 2 (the decision rules), the period coverage in 

the surveyed area is classified as being below 50%. This is as expected in the prior building 

in stage 1. 
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Similarly, 2 other villages yielded the same result (for good coverage areas coverage falling 

above the 50% threshold and for suspected poor coverage areas falling below). 

Table 8:- Summary of Hypothesis testing finding 

High coverage areas as per the hypothesis (villages within 10km of distribution)8 and Started 
operation on January 2012 

Village # active 
cases 

# active 
cases in 
program 

# recovering 
cases (>) in 
the program 

Decision rule 
(period) 

Classification 
Using LQAS 

Gudumo 
(Outreach) 

2 2 2 Covered 
should be >2 

4>2 
Classified as 
>50% 

Yufle (Static) 6 4 5 Covered 
should be >7 

11>7 
Classified as 
>50% 

Low coverage areas as per the hypothesis (villages beyond 10km of distribution and recently 
started functioning) 

Village # active 
cases 

# active 
cases in 
program 

# recovering 
cases (>) in 
the program 

Decision rule 
(point as 
program 
started late in 
these) 

Classification 
Using LQAS 

Raqaas 
(Outreach) 

3 0 1 Covered>1 0 is ‘less than 1’ 
Classified as < 
50% 

God Caanod 9 0 0 Covered>4 0 is ‘less than 4’ 
Classified as < 
50% 

 

The null hypothesis was that coverage is not patchy. Another way of saying this is that 

coverage is uniform (i.e., the same) in all service delivery units. If the null hypothesis were 

true then we would expect the data to look like the same and be above or below 50% in all 

four surveyed villages. But the results clearly show that coverage is patchy. 

If coverage is patchy, overall coverage level will have little or no significance to the program. 

In Sanaag program there are many villages where the mobile team is delivering a very good 

service but there are equally unreachable and far away areas that are not covered by the 

program’s services at all.  It is not possible to do the survey in the two types of areas as 

evidenced by the small area survey. Moreover, the time of program start varies, rendering it 

to be heterogeneous and making an overall estimate biased. Owing to this, it was not found 

to proceed to stage 3. 

                                                           
8
 Period coverage is selected as the program has a strong community referral in static and nearby outreach areas 



 

29 
 

The findings of the small area survey for not attending the program is summarised in Figure 

6 below 

 

Figure 6 Reasons for not covered by the program (Small Area 

Survey findings)  

 

6. CONCLUSION 
 

 The prior density had a range of 33% to 61% with the mode located at 47% (i.e. the 
mid-point between 33% and 61%); 

 Majority of admissions are self-referrals which shows the program is accepted by the 
wider community, the community structure is suitable for CMAM treatment and the 
community owns the program. This is an indicator that the program is sustainably 
integrated with the community. This is a very big achievement; 

 Nearly universally there is a very high awareness about the program and a positive 
perception about its services; 

 However, in most interviews and focus group discussions households stressed the 
need for accompanying food distribution programs for adults like General food 
Distribution 

 The program, within the limits of its resources and outreach, has managed to treat 
malnourished children before the prevalence of malnutrition escalates and 
additional medical complications occur; 

 The program achieved very high cure rate (>90%) and very low defaulter and death 
rates (4% and less than 1% respectively). Hence, the program’s standard of service is 
of high quality. This has positively affected the program by creating a virtuous cycle; 

0 1 2 3 4 5 6 7 

Distance 

I do not think the program can 
help my child (they prefer 

traditional healer) 

I do not think the program can 
help my child (they prefer 

traditional healer) 

High opportunity cost (I have to 
attend other childeren) 

Series1 
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 The relationship between CHWs and mobile team on one side and the catchment 
size they are supposed to cover affects the program to scale up the quality delivery 
of services to all areas in its operational areas. Moreover, to cover the existing 
villages the number of OTP workers does not match with the workload. It seems that 
the program is a high quality but lower coverage programme. It gets part of the story 
very correct but fails to scale up these gains to all areas. 

 Default rate is very low but for those defaulted children due to migration, follow up 
is weak and there is no strategy to so. 

 Distance is a very critical barrier to access the program and to provide services. In all 
interviews, it is recommended that the services should be further decentralized and 
OTP workers should be increased. 

 As explained above, the bulk of admission comes through self-referrals and peer to 
peer referral. However, CHWs are not conducting case finding and they do not have 
a proper strategy for continuously identifying cases aside from facilitating those who 
come forward for the next mobile team visit. Moreover, all interviewed CHWs (6) 
reported that they will decide to measure and admit children by seeing at them than 
doing a house to house case finding. 

 Conflict and competition amongst clans prohibit parts of the community from 
accessing the program. For instance, if the program’s feeding center is situated in 
area of a rival clan the clan do not travel and access the program due to 
understandable reasons, 

 OTP workers half a low self-esteem due to perceived lack of motivation, promotion 
and encouragement. This was stressed during an interview with OTP staff. 

 The programs admission overtime does not seem to respond or follow the expected 
seasonal fluctuation of caseload based on analysis of disease and critical events 
calendar. 

 There is a stigmatization of those who are in the programme by the well to do in the 
community; 

 The program is almost exclusively managed by mobile teams with absence of other 
health services. Interviewed households stressed the need to have other similar 
services alongside nutritional services; 

 Herbalists come in the first line of the path to care. This is partially affecting 
coverage. 
 

7. RECOMMENDATION 
 

 Increase the number of nutrition centers and workers to  plausibly cover all areas of 
the region; 

 Devise a case finding strategy to admit more children. The case definitions prepared 
at stage two in this investigation can help address this; 

 Increase awareness amongst parts of the community to address the issue of stigma; 
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 Train herbalists as screeners and volunteers to divert children who are being treated 
with them to the programme; 

 Advocate for initiation of general food distribution as well as the opening of more 
static clinics to provide more maternal and child care services9; 

 Increased supervision of field officers and CHWs working in these areas (i.e. by the 
CMAM supervisors). 

 The program lack resources to motivate staff and to facilitate program activities (e.g. 
cars for supervisors, tables, chairs). Address this issues to increase standard of 
service 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
9
 This was a recommendation from community in repeated discussions. 
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Appendix 1: Case-finding procedure 

Go directly to the Clan leader and introduce yourselves, the program, explain why you are 

there and what you will be doing. Make sure you explain that you want to see all 

oedematous, thin, or sick (can apply the local terms) children and children in the 

program aged between 6-59 months of age.  

Ask the leader to provide you with a guide to show you houses with oedematous, thin and sick 

children and children in the program (Specifically, ask for Volunteers and/or a woman who knows 

all the mothers of U5s in the village). 

Ask the guide to take you to houses with oedematous, thin and sick children and children in the 

program. 

Go to the first household identified by the guide or the leader. 

 

When you arrive at an identified household, introduce yourselves, the program, and explain why 

you are there and what you will be doing. Then start assessing the child.  

Is the child between 6-59 months of age? To confirm the age ask for vaccination card and 

calculate the age in months (if no card use calendar of events to calculate the age of the child).   

 

No.  

Thank the carer, ask the mother of 

this child if she knows of any 

children that might be 

oedematous, thin or sick, or in the 

program. 

Then move on. 

 

 

Yes. 

Screen the child for malnutrition ( Use MUAC  < 11.5  for 

screening if the child is not in the programme) 

Check Oedema and take MUAC 

Does the child have bilateral pitting oedema or MUAC 

< 1.5 cm or in the program? 
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No  

Thank the carer, and ask 

the mother of this child if 

she knows of any children 

that might be 

oedematous, thin or sick, 

or in the program. 

Then move on. 

 

 

Yes  

Then fill up the questionnaire. 

 

If the child is not in the programme, refer her/him to the nearest 

OTP site or mobile team 

Remember 

1) After you have assessed the children in the selected household, always ask the mother if 
she knows of any children that might be oedematous, thin or sick, or in the program. Then 
move on to the selected household. 

2) To ask if any child from the village is currently in hospital or at a health centre. If so, get 
the name of the child and mother and make sure you measure him / her in the health facility. 

3) If a mother with oedematous, thin and sick child is away from the village, go where she 

is and measure the child. 

4) If a mother with a child in a program is away from the village, take the name and age of 

the child 
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Appendix 2: Survey questionnaire (Stage 2) 

A)  for the carers of children (Severe cases) who are NOT in the programme 

Region _____________ Health district site ___________  Mobile team OTP site 

_____________ 

village_____________  Name of Child ________________ 

Team No ___________  

1. DO YOU THINK YOUR CHILD IS MALNOURISHED? 
 YES     NO 

 

2. ARE YOU AWARE OF THE EXISTENCE OF A PROGRAMME WHICH CAN HELP 
MALNOURISHED CHILDREN? 
 YES     NO (→ stop!) 

If yes, what is the programme’s name? 

______________________________________ 

 

3. WHY IS YOUR CHILD CURRENTLY NOT ENROLLED IN THE PROGRAMME? 
 

 Too far  (How long does it take to walk? ……..hours)               

 No time / too busy. What is the parent doing 

instead?________________________ 

 Mother is sick 

 The mother cannot carry more than one child  

 The mother feels ashamed or shy about coming 
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 Security problems 

 There is no one else who can take care of the other siblings 

 The amount of RUTF was too little to justify the journey 

 The child has been rejected by the programme already. When? ______ (approx.) 

 Other parents’ children have been rejected 

 My husband refused 

 I thought it was necessary to be enrolled at the hospital first 

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

 Other reasons (specify): 

___________________________________________________ 

4. WAS YOUR CHILD PREVIOUSLY ADMITTED TO THE PROGRAMME? 
 YES     NO (→ stop!)  

If yes, why is he/she not enrolled any more? 

 Defaulted (when?........ why?.....) 

 Condition improved and discharged by the programme   (when?........) 

 Discharged because he/she was not recovering  (when?........) 

 Other:___________________________________________ 

(Thank the carer) 

 

 

 

B)  For mothers/carers of children CURRENTLY enrolled in the OTP/SC programme 

 

Region _____________ Health district site ___________  Mobile team OTP site 

_____________ 

village_____________  Name of Child ________________ 
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1. Is this the first time your child has been in the programme? If yes, skip to Q5 ___ 
  

 

2. If no: record the number of times the child was in the programme previously [   ] 
 

 

3. Try to establish why the child has returned   
 

a. returned defaulter   

b. relapsed into severe malnutrition      
 

4. What was the reason for a or b above?  
______________________________________________________________________

____________________________________________________________________ 

 

5. Have any of your other children been enrolled in the programme? If yes: record the 
number_____________ [if no: put 0] 

 

6. What made you decide to attend? (free listing)  
______________________________________________________________________

______________________________________________________________________

___________________________________________________________________ 

 

 

 

 

 

 

 

 

 


