
 

 

 

 

 

 

 

  

Tai’z governorate, Republic of Yemen 
27/9/2013-4/10/2013  
MELAKU BEGASHAW 

 



 

 

2 

ACKNOWLEDGEMENTS 
We would like to thank the Government of the Republic of Yemen, who gave authorizations for the 
coverage survey (SQUEAC) implementation and showed keen interest in the assessment.   
 
We would like to extend our gratitude to Jonathan Cunliffe and Kelly Bradley, Yemen International  
Medical Corps (IMC) Country Director and Logistic Manager, who were key in facilitating the entire 
visa process and associated administrative support for CMN. Dr Nader Makki, IMC Nutrition 
Coordinator was a key person in organizing all stages of the SQUEAC survey and in conducting 
translation of all aspects of the training and survey in coordination with the IMC’s Taiz office. The 
teams from MOPHP Yemen, GHO Tai’z, personnel from Tai’z health facilities, and IMC Tai’z staff played 
a significant role by participating and ensuring successful learning and implementation of the survey 
at all levels.  
 
Last but not least, the carers, community leaders and community based volunteers work is 
acknowledged in this report as they were the major respondents of the SQUEAC study. Their 
participation and time are much appreciated.  

It is important to acknowledge with gratitude the technical inputs and leadership by Dr Jose Luis 
Alvarez, the Coverage Monitoring Network Coordinator and Caroline Abla, Director, Nutrition and 
Food Security Department at IMC who were responsible in organizing the process and reviewing this 
document. 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

3 

EXECUTIVE SUMMARY 
 
Between September 27th and October 4th, a Semi-Quantitative Evaluation of Access & Coverage 
(SQUEAC) was carried out by CMN and IMC in Tai’z Governorate, of Yemen, covering 15 facilities 
supported by International Medical Corps (IMC) and implemented by GHO Taiz Yemen. This 
investigation did not provide an estimate of program coverage due to several reasons including 
insecurity. But investigations at stage one found that: 
 

1. Train Staff in CMAM: Program performance indicators for default and cure rates 
falls short of SPHERE minimum standard (Cure rate significantly below 75% and 
default rate significantly above the 15% threshold). The program needs to: clarify 
admission and discharge criteria with all program and health staff as well as 
community nutrition volunteers and other referrers; improve defaulter follow up; 
record exact location of new admission to facilitate follow-up and defaulter tracing; 
and establish and implement a system of defaulter follow-up. The finding from the 
OTPs records indicate that the quality of CMAM training provided was inadequate, 
furthermore the currently used MOPHP records are not informative and was not 
designed in accordance with staff capacity 

2. Integrate Treatment of Acute Malnutrition (AM) into the Health System: The 
MOPHP should integrate acute malnutrition treatment as part of routine health 
activities and health staff should have AM treatment included in their job 
description rather than the job of the volunteer or the implementing NGO.   

3. Put the Community Back in CMAM Programing: The role of the community and 
their understanding of this program is very poor. The services are too far from the 
beneficiaries in some areas; misconceptions about the program are detrimental to 
the successful treatment of children; and cultural barriers that are not taken into 
consideration are causing high defaulting. Two important barriers to accessing 
CMAM services to consider are limited mobility of women given the local culture as 
well as the mountainous terrain that create significant logistical challenges for both 
beneficiaries and the success of the programme. Thus CMAM services should be 
brought closer to the beneficiaries. This can be done by increasing the number and 
geographical spread of OTP sites; providing mobile outreach; providing intensive 
community outreach to explain CMAM services and dispel any misconceptions about 
the program; and ensuring that the program is culturally sensitive to the needs and 
gender issues of the population.  
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ACRONYMS 
AM Acute Malnutrition 
ARI Acute Respiratory Infection 
BSFP Blanket Supplementary Feeding Program 
CHVs  Community Health Volunteers 
CMAM Community Management of Acute Malnutrition 
EPI Extended Program of Immunization 
GAM Global Acute Malnutrition 
MAM 
MOPHP 

Moderate Acute Malnutrition 
Ministry of Public Health and Population 

M3 Median of three data point 
M3A3 Average of medians of three data points 
MUAC Mid Upper Arm Circumference 
OTP  Outpatient Therapeutic Program  
RUTF Ready to Use Therapeutic Food 
SAM Severe Acute malnutrition 
SC Stabilization Centre 
SMART 
 

Standard Methodology for Assessments and relief 
Transitions 

TFC Therapeutic Feeding centre 
TSFP Targeted Supplementary Feeding Program 
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1. INTRODUCTION 
Yemen is in the midst of a political transition and a humanitarian crisis, with more than ten million 
people—almost half the country’s population—either hungry or on the edge of hunger. Child 
malnutrition rates are among the highest in the world with close to half of Yemen’s children under five 
years—two million children—stunted and one million acutely malnourished1.  
 
Based on the integrated food security Classifications, the Governorates of Al Bayda, Abyan, Hodeidah, 
Hajja, Lahj and Al Daleh are the worst affected and classified in Emergency phase 4 while Taiz, Ibb, 
Amran, Sana’a (rural), Aden, and Raymah are in Crisis phase 32. Volatile international prices, limited 
sources of income, high vulnerability and low coping capacity of households, and internal conflicts are 
some of the major causes of emergency conditions in Yemen. Additionally poor food utilization, lack of 
good water and sanitation services, poor infant and child feeding and care practices, and limited 
quality integrated health services are contributing to the high levels of acute malnutrition in children 
under five years of age. 

Since April 2013, IMC in collaboration of MoPHP, is implementing a CMAM program in 15 facilities of 
Tai’z governorate to address the high rates of malnutrition. This coverage investigation was done to 
monitor and evaluate progress of the CMAM intervention, identify barriers to good coverage, and 
provide recommendations to reform the program to deliver better quality services and to ensure that 
all the children who need to be treated for acute malnutrition are enrolled and being treated in this 
program. 

2. OBJECTIVES 
The overall objective of this investigation was to strengthen routine program monitoring and increase 
program coverage of IMC OTP program in Tai’z governorate 15 facilities which are supported by IMC 
for nutrition services. More specifically, the coverage exercise aimed to: 

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

2. Enhance capacities of key IMC, partners and MoPHP technical staff in Tai’z to undertake a 
coverage survey using the SQUEAC methodology; 

3. Identify barriers to access to OTP services using data gathered from those cases found with 
severe acute malnutrition and not admitted in the program at the time of the survey; 

4. Estimate the overall coverage of OTP program in Tai’z governorate CMAM program 
  

3. METHODOLOGY 
 
SQEAC is a semi-quantitative method that uses the Bayesian method and Bayesian probability 
theories, rather than the usual frequency method to generate coverage value. A Bayesian approach is  
 
 
 

                                                           
1 WFP September 2013 Situation Report on Yemen 
2 Integrated Phase classification, 2013, WFP 
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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 

 
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”. 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 program’s target zone. The Likelihood is built 
with data collected during a wide area field survey in randomly selected villages. The selection of 
cases during wide area survey uses a complete tent-to-tent enumeration of all households and 
screening all 6-59 month children. 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. 
 
However, due to precarious security conditions and key early findings the investigation was stopped 
at stage one after providing key recommendations to be implemented immediately for the better 
performance of the program. 
 

4. RESULTS 
4.1. STAGE 1 

The objective of Stage One was to identify areas of low and high coverage and the reasons for 
coverage failure using routine program data or easy-to-collect quantitative and qualitative data.    

4.1.1. PROGRAM ADMISSIONS (with and without smoothing) 
Admissions into OTP program from April to September 2013 were plotted and analysed (blue line 
Figure 2). M3 and M3A33 are results of the admission data overtime after smoothing it for median and 
averages of median for three consecutive periods respectively.   

 

 

                                                           
3 M3 is a median of three consecutive months’ admission data. A second smoothing was done on the Medians (M3A3). M3A3 data are smoothed by taking 
the medians of sets of three successive data points (M3).Smoothing is done to hide the random ‘noise’ component and help reveal the seasonal and trend 
components of the time-series. 
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Both the crude data and the smoothed data show a high admission level at the starting period of the 
program and a drastic change afterwards. It is as if the program did a mass admission at its starting 
period and stopped admitting children afterwards. This is a five month data and a drastic decline in 
case load is not expected. Further, it was noted that there is no hunger gap in the area to justify a 
drastic fluctuation of caseload across the year. The program admitted 2660 SAM cases in the first six 
months of its lifetime. Eighty percent of the admissions were between April and June, indicating that 
admissions were very high at the beginning three months, with few admissions afterwards. This trend 
will be investigated, later on in the report, to establish the reason. 

4.1.2. ADMISSIONS BY SERVICE DELIVERY UNIT 
In order to spot potential low and high coverage areas, admissions were analysed by service delivery 
unit (i.e. health facility – Figure 2). Thirty one percent of the total admissions come from a single 
facility, Al Dimnah facility. Moreover, admissions from this facility were consistently higher across 
time (but with a declining rate). However, admissions are uniformly distributed across all other 
facilities with all of the contributing for less than 10% admissions out of the total.   

Trends are similar for all facilities except Al Hadhiyah in the sense that they admitted all their cases in 
the first three months of the program than the second three months. This is a clear indication that 
admissions happened across all facilities in the first three months of the program. Admissions 
drastically dropped after the first three months, indicating poor or none community or mobile team 
referral. This is a clear indication of a non coverage. Subsequent sections in this report will establish 
the reason. 
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Figure 3 clearly shows the disparity in admission between Al Dimnah facility and the rest of the 
facilities. Al Dimnah has the lion share of admissions. 

 

Using IMC’s recent nutrition survey data it was found that the SAM prevalence rate was 4% for Tai’z. 
SAM rate, population estimates from Governorate’s health office admissions and expected case load 
were compared (Figure 3A). Across all facilities it was found out that caseload estimates didn’t 
compare with admissions, admissions being consistently higher than expected caseload. It is 
important to note that incidences do not accounted for this comparison. The disparities were 
explained by the fact that cases come from adjacent governorate and health facilities where services 
were not available. As can be seen from figure 3A, Al Dimnah health centre has the highest expected 
caseload (38%) when compared with others, justifying the high number of admissions (31% of the 
total).  
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4.2. MUAC AT ADMISSION 
To identify whether the program detects severe acute malnutrition in the community in a timely 
manner or not, MUAC data at admission were analysed for each facility as well as for the entire 
program.  

Late admissions are children who were malnourished but not in the program for considerable period 
of time. Late admission means more children in outpatient and inpatient care, longer treatment period, 
and elevated number of deaths (poor program performance or efficacy). This will result in bad image 
for the programs’ ability to treat children, which may lead to more late presentations and admissions 
and a cycle of negative feedback. 
 
According to the Yemen CMAM protocol, admissions into the program use two criteria. Screening 
conducted at the community level using MUAC. If the child’s MUAC is <115cm the child will be 
referred by Community Health Volunteers (CHVs) into the OTP program; if the child’s MUAC is 
≥ 115 𝑎𝑛𝑑 < 125 , the child will be referred into TSFP program. When individuals arrive at facility 
(referred or otherwise), program staff assess each individual for malnutrition; this includes taking 
anthropometric measurements, recent history, and a full medical examination.  Based on this double 
screening result, the health worker will determine the appropriate course of treatment depending on 
whether the individual is moderately or severely malnourished. If a child does not meet one criterion, 
WFH or MUAC, he will be admitted into the program using the other criterion. Similarly oedema is 
used to screen children for SAM.  

To assess early/late detection MUAC at admission was compiled and presented (Figure 4).  
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Based on MUAC admission criteria the program detected and admitted children very early in their 
sickness. As we know this is a new program this result is quite astonishing. For a newly opened 
program, usually one finds a significant number of lower MUAC children as there was no treatment 
before. Data extraction established that 2148 of the total 2421 (89 %) admitted children were 
admitted exclusively using WFH after failing the criteria of MUAC. As this is the starting period of the 
program, one expects a reasonable proportion of children who are malnourished by MUAC to get 
admitted by WFH. It is globally known that4 40% of children who are malnourished by MUAC are not 
by WFH and vice versa. Our finding contradicts this general truth, but it can be right as we do not have 
enough population to compare the two criterions. 

Figure 4 shows most admissions were close to the program admission criteria, rapid decrease in 
numbers of admission with lower MUACs, short tail of lower MUAC admissions (114-110mm and 104-
100mm) and very few critical low MUACs (<89mm). The Median MUAC at admission lies in the 
interval above 115mm, specifically; most admissions happened above 115mm MUAC level (73%). 
These are malnourished by WFH or healthy by MUAC. Had it not been for some major setback in the 
next section i.e. defaults, we would have concluded that this is a high coverage program. The findings 
of the program performance indicators in the next section help us understand the problems in 
admission and the limitations of this finding. This is discussed in section 5 in greater detail by putting 
it into context.  

PROGRAM PERFORMANCE INDICATORS (PROGRAM EXITS) 
Quantitative data were collected on the outcome of all activities in the OTP program, and standard 
indicators for nutritional interventions were calculated. This enabled the effectiveness of program 
activities to be monitored and related to coverage. Trends in outcomes/exits were monitored to 
identify any changes in the number of deaths, defaults or non-cured cases and to indicate areas that 
require further investigation. Table 1 below summarizes program outcomes from April to September 
2013. 
 
                                                           
4 WHO new standard population findings 
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Table 1: PROGRAM PERFORMANCE INDICATORS, TAI’Z, APRIL 2013 TO SEPTEMBER 2013 
Indicator Number Percentage SPHERE 
Recovered 1517 60% >75% 
Death 1 0% <5% 
Defaulter 960 38% <15% 
Non responder 39 2% <10% 
Transferred to SC 18 1%  
  
As indicated in Table 1 above, program performance of recovered and defaulted falls short of SPHERE 
minimum standards. Both cure and default falls far short of SPHERE standards in all months with no 
improvement at around the last months of the program. Usually, at the beginning of the program this 
may happen as staff are getting used to protocols and adherence from community side may be poor. 
However, as time pass there should be an improvement which is not the case for this program. 
Specifically, default is twice the recommended or acceptable level. The program has lost 960 SAM 
cases (38% of the total). These are direct coverage failures which may indicate a poor coverage level. 

4.2.1. ANALYSIS OF DEFAULT OVERTIME 
Figure 5 below clearly shows both cure (which is consistently below 75%) and default (above 15%) 
were off acceptable threshold values indicated by black arrows for all months. We have established 
that 80% of the admissions into the program occur in the first three months. Default for these 
respective months was above 40% and diametrically cure was well below 60%. The default and cure 
line graphs are symmetrical across time, indicating the overall impact of default over program 
performance. On Figure 5 horizontal black arrows indicate SPHERE minimum standards for Cure rate 
(set on the minimum of 75%, meaning program should meet a minimum of 75% cure) and default 
(which expects the program to have at most 15% in all times). Up and down arrows indicate the 
direction the respective indicator should follow to meet this set standards. It is important to explain 
that in the face of very high default the results of death rates are inaccurate and misleading at best, 
due to the fact that we do not know what happened to 38% of defaulted cases (they may have died or 
recovered). 

 
 

At this stage we are clear that coverage is significantly compromised due to high level of default. 
Moreover, default is consistently high across time. High default rate in a certain months can be 
explained by seasonal demands (like labour demand, Ramadan, or migration), however a consistent  
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high default across time as a proportion of all exits is a clear sign of program side failures. Further 
analysis was done to determine whether this is a specific problem for some of the facilities or a 
program wide phenomenon. This was done to find catchment areas of possible high and low coverage.  
  
4.3.2. ANALYSIS OF DEFAULTERS BY FACILITY 
Figure 6 depicts program performance indicators for each facility. This was done with the objective of 
finding out whether default in particular is high across all facilities or it is a feature of few facilities. 
This in turn helps find out areas of low and coverage and reasons for it. 

 
 

As can been seen on Figure 6 Shiek Obiad, HaAl Jabal, Al Sadah and Bani Opidan facilities cure rate 
exceed SPHERE minimum standard threshold for Cure Rate (see on the left side of the graph those 
facility whose cure rate is above the black double arrow (>75%)). Therfore, of the 14 assessed 
facilities 4 have a cure rate that exceeds SPHERE minimum standard, showing high program 
performance. In the same manner, of the four which exceeded SPHERE minimum standard for Cure 
rate, two of them (Shiek Obiad and Al Sadah units) have a defaulter rate less than 15% (14% and 7%, 
respectively) again meeting the minimum standard. For the rest of the 12 assessed facilities both 
performance indicators fall short of standards, indicating that default is nearly a program wide 
problem.  The default rate was 86%, 60%, 58%, 57%, 50%, 41%, 38%, 37%, 36%, 27%, 22% and 17% 
for Al Jamahrea, Maniyah Mahrabah, Mawiya Jarneh, Al Radea, Al Hadhiyah, Al Dimnah, Al Madhabi, Al 
Hohayba, Medruba, Al Nasir and Bani Opidan, respectively. This shows in some places almost 4/5th of 
the admissions defaulted while in a third of facilities above 50% of admissions defaulted. 

In terms of numbers the default level is as high as 787 children for Al Dimnah (Figure 7). Of all the 
facilities, the defaulter number for Al Dimnah stands out, accounting for 34% of the total defaults in 
the entire program (Al Dimnah accounts for 31% of the total admissions).  
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Default levels were analysed with the level of admission for each facility to see possible discrepancies 
(Figure 8). 87%, 83%, 57%, 39%, 37%, 36%, 34%, 28%, 23%, 21% and 17% of the admitted children 
from Al Jamharea, Maniyah Mahrahb, Mawiyah Jarneh, Al Hohayba, Al Madhabi, Al Readea, MedrubaAl 
Hadhiyah, Al Nasir, Bani Opidian and Hgyar Al Jabal, respectively, had defaulted at the time of the 
investigation. 

 

 
Defaults were also continually occurring across time (Figure 9). 

 

 



 

 

15 

 

 

 

 

 
 
To understand default trend, defaults across time were plotted with admission levels (Figure 10). It is 
established that admission and defaults follow a clear trend. Months of high admission are 
characterized by months of high default (even without a lag period in months). As can be seen from 
Figure 10, one can easily concur that the default and admission graph follow an exactly the same trend. 

 
4.3.3. LENGTH OF STAY AT DEFAULT 

It is known that some defaulters will be current cases and some defaulters will be recovering or 
recovered cases. Beneficiaries that default early in the treatment episode are likely to be current cases 
whereas beneficiaries that default later in the treatment episode are likely to be recovering cases. In 
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order to understand whether there is a serious defaulting problem plot of number of visits before 
default was tallied (Figure 11). Result showed that a large number of defaulters default after only one 
visit.  This shows that most defaulted that while they were cases.  

 

4.3.4. HOME LOCATION OF DEFAULTERS 
The home location of defaulters is registered in the OTP register. To assess reason of defaults as well 
as to define the intended catchment area of each facility the site home location of each defaulter and 
beneficiary was mapped. This was also done to facilitate defaulter tracing so that to illicit their reason 
for immediate default. 

Table 2 presents the range of defaulters per village for each facilities catchment area. From the 
records, 193 villages where children were defaulted were found. In general, this shows that default is 
spread across all areas and facilities. It is a general problem both in terms of area and facility. 
However, some villages have un-proportionally very high defaulters in as much as 52 in some places 
(see Table 2).  The list of villages and the number of defaults per each facility are annexed in annex 2. 

Table 2: HOME LOCATION AND SPATIAL DISTRIBUTION OF DEFAULTERS IN TAIIZ OTP 
PROGRAM 

Serial 
number 

Facility name Range of number 
defaulters per village 

Total number of villages 
with defaulters 

1 Dimnah Kihdar 1 to 19 35 
2 Al Nasir 1 to 4 20 
3 Bani opiadan 1 to 15 13 
4 Mawiah District Radiah HC 1-5 2 
5 Al Saedah 3-3 2 
6 Marihaba 1 to 5 8 
7 Hamar Al Jabal 1 to 3 6 
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8 Al Hokayba 1 to 52 (one village 
with 52 defaulters, the 
rest ranging from 1 to 
6 defaulters) 

14 

9 Hadea 1 to 16 10 
10 Madrobah 1 to 10 11 
11 Al Mdabi Maqbanah 1 to 33 16 
12 Al Radea 1 to 7 12 
13 Jamahariah 1 to 15 38 
14 Shiek Obiad 1 to 3 8 

4.4. RESULTS FOR QUALITATIVE INVESTIGATION 
Stage one comprises of both quantitative and qualitative investigations. For qualitative investigations 
the principles employed to ensure reliability of finding were triangulation by source and method and 
redundancy of a barrier in many places.  
 
The main themes or areas the qualitative data collected included: Outreach; Follow up; Standard of 
service; Barriers; Community structure; Defaulter tracing. The main data sources were lay people; 
village chiefs; traditional healers; volunteers; beneficiaries; OTP staff; and mothers of defaulted 
children. The methods of qualitative data used included informal group discussions, case history, and 
key informant interviews. 

4.4.3. DEFAULTER TRACING 
After finding out that 38% of total exits and 36% of total admissions were defaulters, the SQUEAC 
team proceeded to conduct defaulter tracing to understand why they have defaulted and to devise a 
way to get them back as well as address the problem of default in future program implementation. 
Thirty four percent of defaults were from Al Dimnah facility’s catchment area. Therfore, it is logical to 
start from there and continue to others in order of importance. Multiple challenges at field level forced 
the discontinuation of this important investigation:- 

• Village names listed on the records do not really correspond with actual villages on the ground. 
Village names which are recorded at OTP records are crude and unhelpful to locate children’s 
home. 

• After considerable effort some villages were located but a serious security threat forced the 
teams to stop the process; 

• In the face of strict security procedures, it was impossible to continue this process as these 
needs considerable flexibility to rove from villages to village 

• At the day of first field visit it was found out that the program started its own defaulter tracing, 
which seriously conflicts with what this investigation doing. 

Due to security constrain investigation team were not able to obtains complete information about all 
defaulters. It was noted during field visit that one of the area, which has the most defaulters, is a 
partial urban and partial rural areas. In the urban areas it was difficult to find villages and locate 
defaulters as the way the urban centre was organized made it difficult to find where people exactly 
lived. In addition defaulter information in particularly the living address was not properly recorded at 
health facilities thus making it hard to follow up on defaulters. 
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4.4.4. SUMMARY OF QUALITATIVE INVESTIGATION 
Due to an ongoing limitation to mobility because of security, the qualitative data collection did not 
proceed to all areas. The findings below are limited to Al Dimnah facility, albeit they lack in 
representativeness as moving to faraway places was limited due to security concerns. 

Despite the aforementioned limitations, the quantitative findings were quite revealing and the 
following qualitative findings were informative enough to stop the process and differ providing 
recommendations with an immediate action to correct the program. 

Al Dimnah facility holds 31% of the admissions and 34% of defaults in the entire Tai’z OTP program. 
The findings are far reaching and indicative of the status of program implementation in the entire 
program. Findings of qualitative interviews are summarized below: 

Results of in-depth interview with OTP staff at Al Dimnah: 
• All the trained staffs in OTP were not working at the time of the investigation. 
• The program is exclusively being managed by a volunteer who is working for free. 
• The interviewed volunteer felt a complete lack of support from the facility and community.  
• The biggest challenge faced was difficulty in convincing mothers of healthy children that their 

child is not malnourished and need not be in the program. 
• The link with CHVs is weak. But they meet with their supervisor regularly. IMC mobile team 

supports the volunteer in managing the program. 
• He estimates around 20% of community referrals from the CHVs are healthy children (wrong 

referrals). Double screening (screening with MUAC and WfH) is conducted for every child who 
is referred from the community. 

• Reason for defaulting are: distance, cultural barriers (the inability of mothers to travel alone) 
beneficiaries coming from outside of the facility catchment area, transportation cost, and 
inability to provide mothers with additional food to encourage them to come back. 

• The volunteer knows that there are more than 100 defaulters but did not do anything to get 
them back. If he has a telephone number for that child/family, he calls them to come back to 
continue the treatment. The volunteers and CHVs did not do defaulter tracing but the volunteer 
supervisors (IMC staff) do. 

• Referrals and admission from other facility catchments areas create additional workload and 
maybe increasing the default rate. 

• Recommendations: the interviewed volunteer recommended that the program continue, that 
more training be provided, and that the facility support and own the program. 

Results of an in depth interview with CHV at Al Dimnah Facility 
• She conducts screening at community level. 
• She checks whether those children that are malnourished that she referred have shown up 

at facility. If she found out that they are not admitted, she will take them to the facility and 
admit them following protocols. 

• She says that the mothers told her the reason for the mass default is the fact that RUTF 
causes diarrhea.  

• Support from facility for her work is weak. 
• Referral: At the beginning of the program, daily screening was done at community level. 

Now the screening is done on a weekly basis. Referred mothers are given referral slips. 
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• Case finding: at the first two months of the program visual inspection was used to screen 
children for malnutrition. Her method of case finding is house to house visits. Now she is 
using a term like “is there any thin child in this village?” to capture cases. If a child is found 
malnourished mother will be told that he is sick and where to go to get the treatment for his 
sickness. She has never met any mother who refused to go to facility. 

• Mothers call the program chekoleta program (a food rather than a medical program for 
treatment of malnutrition). 

• Culture sensitivities: mothers do not want to be told that their child is malnourished 
because of her not feeding him well. This is culturally unacceptable. 

• Crowding and long waiting periods at facility discourages mothers from revisiting. They 
stop coming after their first visit. Disorganization in providing the services created 
confusion for beneficiaries and that also discourages them from revisiting. To address this 
facility came up with a solution of ‘OTP days’, where certain communities get served in an 
orderly manner. 

• Husbands do not forbid mothers from attending. 
• She has never been asked to trace defaulted mothers. 
• Mothers expected a large amount of food and other assistances when they get referred, 

when they find out that it is only RUTF that is being provided, they stop coming. 
• Mothers feel they are mistreated at the health facility. 
• Community in general think highly of the program, but some say the sachets are too small 

to justify continued treatment. 
• Volunteers communicated and informed community leaders about the program. 
• Recommendations for the program: provide incentives to mothers in the form of soaps, 

other materials and hygiene kits, she needs training on the program as she couldn’t answer 
questions about the program,   health workers at facility are not helpful in conducting this 
program properly, more routine medication should be made available at all times, there is a 
shortage of MUAC and it should be made available at all times and if it is possible she would 
like to have some kind of incentive. 

• Perception about the program: She said she likes the program,  community is quite 
appreciative of her efforts in delivering the program, people think they are not being given 
the full amount of what they have to receive (they think facility staff use it) , some in 
community are reluctant or too proud to accept nutritional education and advises, 

Results of an in depth interview with beneficiaries (two separate interviews) 
• Pathway to care: The first beneficiary directly went to the health facility for treatment as the 

child was sick while the second mother gave the child antibiotics herself, when she found out 
that he did not get well she come to facility to get help.  

• Source of information about the program: Both mothers heard about the program from CHVs. 
They have also heard from other mothers who went to the program. One of the mothers said 
she heard about the program from TV too. The program was explained to them as a program 
which gives food for malnourished children. All the interviewed beneficiaries have also said the 
food has vitamins and will make children strong. 

• Length of stay in program: the first mother’s child stayed for a month while second’s for four 
months. Children will stay in program as long as they get strong and healed. 

• Knowledge about program: The first mother was told that the treatment is useful as it will 
make the child strong. The second mother was informed by facility that the food is for a 
malnourished child alone. Both were told RUTF is a food, not a medicine. Name of the program 
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is 

‘body builder’ for the first mother and ‘food’ for the second mother. First mother said 
treatment is good but there are many rumours in her community that it causes diarrhea. These 
second mother said “the food is not good’. She said this because she thinks it is too small of an 
amount to get them strong. Moreover, she said they are not given diapers and treatment does 
not include above 5 years. She said the treatment causes diarrhea and she is afraid of its side 
effect. She said many in her community believe it causes diarrhea. Because of this the 
community is afraid of this program. She said one mother husband refused to take her to 
facility. Mother was not able to go to facility as it is not culturally acceptable for women to 
travel alone. This father also believes the treatment causes diseases and he is not supportive of 
her continuing. 

• Best for community mobilization work: Both believe Shieks are better to do teaching and 
community mobilization. But screening and treatment should be given by women. 

• Stigma: The first mother thinks there is no stigma regarding malnutrition or the treatment. But 
the second mother said they feel too embarrassed to attend the program as it reveals their 
financial status. 

• Perception about the program: The first mother said she likes the program. She also 
encourages other to go and get treated. But, she said, some of their community are too far from 
the facility and still others are not convinced of the program’s benefit to their children. For 
others fathers’ are not available to accompany them to the facility. The second mother says the 
program is not good as it does not give money. In her community some mothers think the 
program is good and heals children well. Still, a part of her community believes that the 
program causes diarrhea and they are suspicious about it. 

• On Defaulters and its cause: Both mothers said they know mothers who stopped the treatment. 
The reasons were because of the belief that the RUTF causes diarrhea. Specifically, they 
mentioned that the RUTF being used at facility is an expired one which is causing diarrhea. 
Others stopped coming as husbands were not around to accompany them to the health facility. 
They reason the way to get these type of beneficiaries back is by increasing teaching about the 
benefits of RUTF. They say if the government intervenes and convinces the entire community 
that this treatment does not harm them, many will return to the treatment. 

• Name of malnutrition: Meslus is the word that can correctly refer to the malnourished child. 
• Knowledge of signs and symptoms of malnutrition: The first mother said appetite loss, 

weakness and sickness are the signs and symptoms of a malnourished child. The second 
mother said appetite loss, weakness, sickness, fever, enlargement of abdomen, diarrhea, and 
inflammation are the symptoms. The first mother said her child was not walking properly and 
was very weak before coming to treatment. The second mother thinks her child was 
malnourished because he did not follow up on his full immunization. She did not follow up his 
full immunization because she did not have money to travel to the facility and she was looking 
after a cancer patient at her home (workload). 

• Community mobilization: The first mother said she was told about the program from CHVs. She 
knew the CHV who is working in her village. The second mother said she knows the CHV in her 
area, who is male. She said she saw him screening children and mothers for malnutrition (two 
days ago). She says he is not registering and measuring all accurately. Her reason for believing 
so is the fact that those who were screened as normal by him are found to be malnourished 
when a mobile team visits (a child who is healthy today may deteriorate and be malnourished 
after some weeks; this response from her seems not to consider such possibility). Due to this 
she thinks that he is inaccurate and less knowledgeable.  

• Distance: both mothers said it is difficult to attend every week as they live in faraway. 
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• Waiting time: both said they have waited for more than 4 hours before getting the services. On 
top of that the place is crowded. They say this makes it very difficult to continue attending the 
treatment. 

• Recommendations to improve services: Open unit nearer to their home to make it easy for 
them; tell CHV’s to respect us,  make RUTF always available as it is very challenging to travel all 
the way to the facility and be turned back due to the lack of RUTF; reduce workload to facility 
staff; reduce waiting time at facility for mothers; increase other commodities into the existing 
services package (more food and hygiene kits); improve measurements at village level as it is 
causing much fatigue and discomfort for those who travel after referral from village only to get 
rejected at facility during re-measurement; there seems to be a preference for those who are 
from town (Al Dimanat) about accessing the program. One of the mothers advised to improve 
the aforementioned limitations and yet she said mothers are thankful of the program and said 
“God bless those who provide”. 

Results of an in-depth interview with community leader at Al Dimnah facility 
• Knowledge about program: He knows the program. He said it is a program for malnourished 

under five and pregnant and lactating women. He knows the criteria for inclusion (MUAC and 
its colours). He does not know the name of the product for the treatment but has seen it before; 
he said it looks like a biscuit. He knows that OTP service days in the facility are days twice a 
week: Wednesday and Thursday. 

• Community mobilization: He did community sensitization to his community. He delivers 
messages about the program after mass prayers. He knows CHVs and sees them work 
frequently in his community. 

• Knowledge of defaulters: He does not know any defaulter, he also does not know anyone who 
attends the program from his village. But he said he knows some who do not like the program. 
The reason of dislike is that if one eats RUTF they will be exposed to evil eyes (superstitious 
believes). 

• Community’s perception about the program and its services: He said it is communities believe 
that this program is “West’s” way to ‘sterilize’ mothers and children. They do not think it is an 
honest assistance. 

• His perception about the program: He likes the program and has a positive opinion about the 
services. 

• Recommendations: Increase units which give this service as it is not enough now or move 
workers to where the people are to increase access of the program; do not insult the care 
takers and facility should be committed to properly run the program and deliver services (they 
should do appetite test and treat the sick properly).  

Results of Focus Group Discussion with community 
• Path way to care: the first places where they go for help when sick is private clinics and 

pharmacy. Private clinics are preferred because they are nearer (community is 3km far from 
government facility) and the services being provided at public facility are sub standard. They 
also think the public facilities are for vaccines alone. 

• Knowledge about malnutrition: after being shown a picture of malnourished child, participants 
responded that they know children with similar condition in their community. They termed as 
“slim condition” emphasizing the thinness. They say before Ramadan CHVs used to come to 
their village and screen children to get them treated. They say this condition is treatable at the 
public facility in their area. They say they still have many children with the same condition but 



 

 

22 

are 
not 

getting the treatment. The reason for their non attendance is that there is no one to support 
them at facility or they will be told children are healthy. 

• Perception about the program: Community thinks highly of the program. 
• Knowledge of defaulters: Participants located a defaulter house. The survey team proceeded to 

their house to understand their reason for default. Mother said she was attending the program 
but stopped after two visits as father was busy doing his business so he could not go with them 
to the clinic. Afterwards the child’s condition improved and she stopped thinking about going 
back to the program. The mother prefers the services delivered at her home that herself 
traveling to the health facility to get treatment. Teams identified that between July and October; 
the time when qat is harvested and sold many fathers will be busy working on qat business and 
will have difficulty to help their women get to facilities. This will cause many mothers to quit 
attending as fathers’ are unable to accompany them due to business commitment. 

5. DISCUSSION 
The OTP program, at the time of the coverage survey, had admitted 2660 SAM cases. The method of 
admission is two tiered: mobile teams screening children at community level (IMC teams) and a case 
finding method using community based volunteers. Admissions were very high in the first three 
months of the program’s life time, as compared to the last three months before the survey. Overall, 
admissions declined throughout the months from a peak of 597 (22% of total admissions) cases in 
April to 83 cases on September (3% of the total admission). Experience of CMAM programs in a 
variety of slow on set emergency settings shows that programs with reasonable coverage shows that 
the number of admissions increase rapidly, falls slightly before stabilizing and maintaining an 
acceptable threshold, and finally drops away as the emergency is contained and the program is scaled 
down and approaches closure.  

But this trend should be backed up by a consistent and continuous exits at acceptable levels in the 
respective months (>75% across all months). For the program in Tai’z, the admission is erratic; 
reflecting a case finding method that uses centralized screening teams as opposed to a continuous 
case finding method using community based volunteers. Similarly, the cure rate is consistently lower 
in all months of the program’s operation (<75%). What is even more worrying is that this low 
performance is true across all facilities (except two). This indicates that low performance is a program 
wide problem. 

 

 

 

 

High admission levels in all facilities in the first three months were followed by an immediate mass 
default after each month of admission. The level of admission corresponded with the level of default; 
the higher the admission is the higher the default is for that corresponding month. Further analysis 
revealed that a large majority (approximately 90%) of defaulters defaulted after only one or two visits 
to the program site (Figure 11).  These were early defaulters and, therefore, probable current SAM 
cases at the time of defaulting. Readmissions as well as defaulter tracing are very low, if not non-



 

 

23 

existent. Eighty percent of the total admissions occurred in the first three months of the program 
lifetime; likewise 72% of the defaults happen in the same period.  

These clearly shows that the program has a serious defaulting problem and has failed to retain and 
treat those who are admitted. These have cancelled out the gains in admitting as many children in a 
very short of time with wider and enduring consequences for a proper functioning of this program for 
the coming period (which we will discuss in this section). 

Figure 4 clearly indicated that 73% of the cases are admissions well above the MUAC cut-off point of 
115mm. These were admitted by WHZ and were not cases by MUAC. The overall analysis of MUAC at 
admission indicated that the program identified cases early in the disease episode. This implies that 
thorough case finding and early treatment seeking. This in turn should ensure that the majority of 
admissions are uncomplicated cases, which leads to good outcomes (i.e., close to 100% cure rate).  

Nevertheless, in Tai’z OTP program cure rate falls below standards for the entire program as well as 
each facility (Figure 4 and 5, respectively). This poses a big question about the quality of admission 
and adherences to inclusion criteria. This is simply explained by the low levels of proportions of 
admissions by MUAC cut-off (0nly 11% are admitted by MUAC) as compared with WHZ admissions 
(89% are admitted with WHZ score criteria with only one Oedema case). This might imply that 
admissions may be poor (wrong inclusions) in the first place mainly due to poor measurements.  

What is standard and known is when a program starts operation low MUAC admission are many and 
this should have shown in the analysis, which is not the case for Tai’z program. Senior IMC program 
staff as well as community discussion at Al Dimnah facility catchment area indicated a higher 
expectation of massive assistance when the program started admitting cases. It is plausible to assume 
here that staff may include ineligible children due to pressure from community resulting in 
admissions of huge number of healthy children. This is confirmed by the fact that discharges as cure 
and non responder happen in the first or subsequent second or third visits (Figure 12). 
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Figure 12: PLOT SHOWING ADMISSIONS AND SIMULATANEOUS DISCHARGES AS CURE (AND 
DEFAULT) BY FACILITY

 

Results of outcomes for selected facilities are presented on Figure 12.  If we observe the plots 
clockwise we see the following trends: 

• Mawiah Jarneh Facility admitted 32 SAM cases on April 2013 and discharged 14 of them as 
cured in the same them, while 18 defaulted in the same month. This means 18 were cured in 
the first three weeks without even one child taking more weeks. This poses a big question 
about the way the program discharges children. After June all activities come to a halt.  

• Bani Opiadan, which is one of the facilities to exceed the SPHERE standard for cure rate (78% 
cure exits),  admitted 119 SAM cases in April and discharged 101 of them in the same month as 
cured while the remaining 18 defaulted. Therfore, there were no cases who were transferred to 
the next month. In May it admitted 109 children and discharged 80 of them as cured; and 26 
cases defaulted in the same month (May). After this, for the remaining 4 months activities 
almost stopped. 

• Al Madhabi facility admitted 75 children in April, but did not discharge any child as cured in 
this month while it lost a third of the admissions as default in April. Even though this facility 
falls short of the SHPERE minimum standards (>75%), exits as cure were distributed evenly 
across all months with a significant lag in discharges as cure after admission. The percentage of 
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discharges as cure for each month were 0%, 48%, 64%, 77%, 71% and 97% in April to 
September respectively. This facility’s exit profiles of cures show an acceptable and smooth 
speed of recovery albeit a high level of early default. As is the case with other facilities, Al 
Madhabi admitted 88% of the cases in the first three month of its operation, April, May and 
June. Interestingly, one case was discharged as non responder in the first month of admission 
(less than 4 weeks), indicating poor understanding of discharge criteria. 

• Al Jamharea facility is the unit with the worst default problem. Similar to other facilities, it 
admitted 86% of the total cases in the first three months (April to June). Of the 108 cases who 
were admitted in the first three months, 99 defaulted (that is a staggering 92% of the 
admissions). What is worse is that they defaulted in the month they are admitted. The next 
three months (July to September) are months with very low activities, continuing this trend 
across all facilities. Simply put, all the above mentioned facilities have almost stopped 
delivering services. 

• Al Hokayba: 96% of admissions occur in the first three months with very little admission 
afterwards. Thirty four percent of admissions within the first three months have defaulted in 
the same months. Seventy eight of the total exits happen within the same time span (first three 
months). Like the other facilities, exit discharges happen within a month of admission. Program 
falls short of cure rate thresholds with 38% of its admissions defaulting immediately. 

• Al Dimnah facility: It has 31% of the total admissions of the entire program. They discharged 
only four percent of their total admissions, the others either continuing treatment or defaulted. 
This is expected way of discharge (most were not discharged in mass simultaneously in same 
month or week they were admitted), at least for the first month of operation. But in June it 
admitted 291 children, discharged 205 as cured and lost 201 of them as defaulters (i.e. it have a 
total of 650 admissions between April and June). In June of the total 650 admissions in the 
three months (April-June), it discharged 47% of them as cured and lost 41% of the cases as 
defaulters. This shows that the reasonable and steady discharge as cured was compromised in 
June. Like the other facilities it admitted 79% of the total admission for the six month period in 
the first three months. July to September are periods of lower activity (with decreasing trend 
for each next month). 

• Henyar Al Jabar: This facility is a case where all things went right. It achieved a cure rate of 82% 
(exceeding the minimum standard set by SPHERE). Exits as cure happen after a substantial lag 
of admission, indicating a normal, smooth and acceptable trend, highlighting a spot on 
understanding of admissions and discharge criteria. The facility was able to retain most of the 
children, who are admitted, with a default rate of 16% (Just around the standard 15%). 

• All the other facilities which were not discussed (with a notable exception of Shiek Obiad 
Facility) follow the same trend: High admission followed by high default and an immediate 
discharge of cases as cured; and an increased activity between months April to May and a 
declining or near stop of all activities in months July to August. 

In general, 80% of the admissions into all facilities happened in the first three months and 91% in the 
first four months out of six months of operation.  Similarly, 63% of total discharges (of which 27% 
were defaults) occur in the first three months while 80% were discharged in the first four months of 
operation. This indicates that activities are concentrated in the first three months while in the last 
three months little is being done. Coverage estimates measure the last two months of operation as a 
child is expected to stay 8 weeks on average. Our finding suggested that the last two months are a 
period with little activities. This indicates a very poor period and point coverage for this program. 
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Except, Henyar Al Jabar and Shiek Obiad facilities catchments area, coverage levels are expected to be 
poor. 

Moreover, there is a significant admission of cases from adjacent facilities without the services (Figure 
3A).  The comparison of expected caseload from each facility’s catchment area according to its 
population size and the number of cases who were admitted did not much at all. Qualitative 
interviews revealed that there are significant admissions from out of the catchment area of the 
facilities. These have significantly contributed for higher default and lower program performance. 

CMAM model of care delivery relies on placing OTP sites evenly across program area at a high density 
so as to minimize the distance that carers are required to travel between their homes and the nearest 
OTP site. This is usually achieved by locating OTP sites at primary level healthcare facilities and other 
sites such as schools and community buildings. All OTP sites in IMC program are located as secondary 
level healthcare facilities. Such a strategy is superficially similar to CMAM model but is unlikely to 
result in a sufficiently decentralized system of care delivery given the extremely difficult terrain and 
geography of Tai’z and difficult travelling conditions. A case in point is Al Dimnah facility. Analysis of 
villages distance from the facility revealed that of the 23 villages, 12 are situated in a faraway place 
that requires a more than 2 hour travel using a public transport. Moreover, analysis of the cost of 
transportation is significant enough to discourage referrals from these communities. 

All cures from OTP are transferred to the TSFP program which is being managed by IMC. This will 
contribute to their recovery. However, 36 children were recorded as transfers to stabilization centre 
while the IMC program does not currently operate a stabilization centre in the area. These children 
are referred to therapeutic feeding centres run by other organizations in neighbouring districts that 
are a considerable distance from patients home. These complicated cases may default due to distance 
and increase the death rate level of the program as the children are already in critical condition, 
assuming that they were diagnosed well before referral to stabilization centre. 

Program relation and public relation with community and facility seem to be weak. Qualitative 
interviews with different stakeholders and program staff revealed that at the start of program 
activities the expectation of the community was that the program will provide many “goodies” and it 
seems it raise high expectations resulting in high level of admission. When the communities found out 
that the nutrition program only provided small quantities of RUTF many stopped coming.. The 
recommendations from community member are that the program should increase the assistance 
amount. This is a direct community mobilization failure from the program side. Before kick starting 
delivery of services at planning stage community representatives should be involved so that to get 
their say on the way the services should deliver and to familiarize them with the type of 
services/products the program deliver. There appears to have been little or no program information 
and public relations activity undertaken by the program. 

Perhaps the strongest barrier to accessing the program and cause default is the idea that the RUTF 
causes diarrhea; that it is an expired product; and that is causes sterilization. This was explained by 
community leaders, community members, beneficiaries and community based volunteers at Al 
Dimnah facility and its catchment area. This is in perfect sync with a similar investigation done for 
IMC in Sanaa governorate in December 2012. The Ministry of Health representative reported that 
measures are being taken by the MoPHP to address this issue. The service provider is considered a 
foreign element than a Yemeni one.  There is a big trust issue regarding the program. In the face of this 
type of agitation, it is not surprising to see mass default and winding down of activities;-indicating the 
program has become less popular in the community. Before embarking upon on a community based 
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program like this, it is very important to understand how information travels within and between 
communities. It is also important to understand the subtle (and often more effective) ways in which 
information flows, as well as more obvious means of dissemination. Similarly, the motivation people 
require to participate in the program should clearly be understood. As this is a new program in the 
area, requiring people to do something new might involve a lot of effort, and thus require a lot of 
motivation. Motivation is normally addressed at two levels: the motivation of carers (to attend 
screenings, follow protocols, return for second visit); and the motivation of volunteers or outreach 
workers or facility staff themselves to perform their roles diligently (case finding, assisting at sites, 
following up children in their homes where required). There is also a need to anticipate and avoid 
things that discourage  people to continue follow up or that might motivate them to speak badly of the 
program. 

One participant (a medical doctor who is Trainer of OTP) confided to the investigation team that 
during trainings for facility staff across the governorate it was told to participants that RUTF’s side 
effect is it causes diahorea. He is of the idea that this is wrongly taken and community assumes the 
treatment causes diarrhea. In a similar fashion, during our investigation at Sana’a governorate it was 
reported by MoPHP staff that at the word was out from the ministry itself saying RUTF causes 
diarrhea if consumed by adults. These were done to discourage adults from taking this product as 
many in facilities took it as a food. This message gets a wider acceptance as a reason for RUTF causing 
diarrhea.  

The development of local capacity to respond to severe acute malnutrition in the long term is key 
aspect of CMAM implementation. It is desirable to leave behind an improved capacity to respond to 
emergency in future crisis, long after the INGO is gone. In Al Dimnah facility (which contributes to 31% 
of the total admissions to date), the OTP services are completely neglected and left aside by the facility 
permanent staff. It was being run by a volunteer and IMC mobile team. This is a worrying trend. It was 
found out that OTP equipment was taken and the unit is left dysfunctional. The MoPHP staffs, who 
were a participant to this investigation, took a note of that and threaten to take action as this is against 
the policies being pursued by MoPHP.   Communities, volunteers and participant beneficiaries 
reported long waiting hours, mistreatment at facility and stock outs. In the face of no responsible body 
for the program at the facility level, it is not surprising to encounter high default (this specific facility 
accounts for 34% of the overall defaults in the 14 facilities investigated) negative opinions and poor 
adherence to protocol in addition to fast declining admission. The facility has offloaded its 
responsibility to a few, already overburdened individual volunteers that do not have training on 
CMAM implementation and to the IMC mobile team. The delivery of services by the CHV in Dimnah 
lacks supervision from the GHO/DHO and the lack of an accountability system given the fact that 
Dimnah health facility has 31 staffs, 6 of them trained by IMC on CMAM  

6. STAGE TWO AND THREE 
 
Due to multiple reasons the SQUEAC investigation was stopped at stage 1. These are: 
 Strict security conditions did not permit a continuation of this work as the investigation 

requires substantial flexibility in movements in rural areas; 
 Even if there is a conducive security condition; preliminary findings strongly suggest that 

activities are significantly reduced in the last three months with few admissions as compared 
to the first three months of operation. This clearly implies a very low coverage as the job is 
coming to a halt in the last three months; 
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 With nearly 4 in 10 children defaulting, it is more useful and important to concentrate on 
increasing retention and reforming the program than to continue to generate overall coverage 
levels as results are already indicative of low coverage. If we assume that the program has 
admitted all the cases, it can be conclusively said that its coverage is less than 62% as it has lost 
most of its admission as defaults. In practice, a program rarely admits all children and from 
admission trends one can easily deduct that admissions are significantly lower than the actual 
caseload in the community. Therfore, we can comfortably say that coverage is lower than the 
50% threshold level set by SPHERE standard for rural areas. In the face of this finding it is not 
justified to continue doing the survey. We differ to give recommendations based on the 
findings at hand. 

 The settlement of the community is a rural and urban mix. In this scenario, it is necessary to do 
two SQUEACs for the rural and urban community’s separately as the sample design is different 
for the two type of settlements. Time was not in our side to do such as there was a religious 
holiday approaching and all activities would have come to a halt. 

 Preliminary investigations strongly suggest that there is a significant overlap between facilities 
catchments area, in addition to a significantly admissions of cases from other areas without 
OTP program. In this scenario, it is difficult to know the denominator of our coverage. This 
makes doing the complete survey less desirable. 

 Most admissions were by WHZ. This implies that we stick to WHZ as opposed to MUAC when 
we do stage two and three surveys; which imply teams should carry height boards and 
weighing scale. This will require significant time which we do not have as most facilities will be 
closed and operation stopped for ten days of celebration of the ID Al Adha.  

 As we continued the investigation, we found out that the program simultaneously started 
defaulter tracing (because of its normal schedule or may be after finding during our 
investigation the serious default problem). This will seriously conflict with the survey finding 
due to technical issues. 

7. CONCLUSIONS AND RECCOMENDATIONS 
 

The MoPHP, health staff and IMC staff are implementing a CMAM program in very difficult 
circumstances. Not only is insecurity a major issue in access of beneficiaries to health facilities, but 
also the lack of knowledge about acute malnutrition (both from the population and health staff), and 
the poor accountability to beneficiaries, play a critical role in the achievements of this program. 
Despite these critical limitations, within a very short period of time the program managed to recruit 
and admit 2660 SAM cases, which is a huge accomplishment. However, it was unable to retain, treat 
and discharge significant number of these admissions. The program lost 36% of its admissions as 
defaulters, children who need the services or are eligible for the service, but they are not covered by 
the OTP service.  

It is recommended that this program implement the following in order to improve coverage: 

1. Training of Staff in CMAM: Program performance for default and cure rates falls 
short of SHERE minimum standard (Cure rate significantly below 75% and default 
rate significantly above the 15% threshold). Moreover, the elevated default level 
poses questions on the accuracy of death rates as we do not know what happened to 
the defaulted cases. Furthermore, analysis indicates that discharges are being done 
in a suspicious fashion. Children are discharged as cured in just two or three weeks 
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of 

admission across 12 facilities (except Shiek Obiad and Henyar Al Jabar Facilities).  
This raises a serious question on the understanding of the health staff of the 
discharge criteria. Immediate discharge implies that children had either been 
admitted to the program wrongly (they were healthy) in the first place or the 
program staff do not know the discharge criteria. In order to address these issues 
the following needs to be implemented: 
 The program admission and discharge criteria should be clarified with all 

program staff as well as community nutrition volunteers and other referrers. 
Spot-checks should be made at all sites to ensure that program admission and 
discharge criteria are being followed. Review of facility records found cases 
as defaulted when they are absent for a single visit. This is implies a lack of 
understanding of discharge criteria and performance indicators. Therefore 
on the job training will address this issue.  

 Defaulter Tracing: Improving defaulter follow up will improve the 
performance of the program. Emphasize recording of exact location of new 
admission to facilitate follow-up and defaulter tracing. Recorded name of 
villages are vague and refer to a wide location, which makes tracing and 
following up defaulted cases impossible. By improving recording of name of 
villages of each case this will allow for defaulter tracing and will improve 
follow up. 

 Implement a methodological and systematic review of discharges to confirm 
whether discharges are being done following protocol. Prepare an action 
protocol for following up defaulted cases as there is none. Follow-up should 
aim to investigate the reasons for absence and defaulting and encourage 
return to the program. It also should aim to provide support for any 
problems carers are having with the program protocol. The protocol should 
clearly decide who should carry out the follow-up of children who get 
defaulted and absent. It should be context specific (should consider 
geography, culture, and type of settlement). Preparing the protocol in 
participatory manner (with CHVs and facility) increases its success of 
implementation. In general, a system of follow-up for defaulting cases 
should be established. 

 Follow up and record reason for defaulting. If children do not return the 
reason for defaulting should be recorded on the card to help health 
workers to modify protocols (e.g. set reason of reason for default will be 
elicited and this will help improve program engagement with community or 
children may be allowed to attend every two weeks rather than weekly if 
distance or father’s presence is a critical issue causing default). 
 

2. Integration of Treatment of Acute Malnutrition (AM) into the Health System: 
The MoPHP should integrate acute malnutrition treatment as part of routine health 
activities and health staff should have AM treatment included in their job 
description rather than the job of the volunteer or the implementing NGO.  
Integration of outpatient therapeutic care will have a significant long-term impact 
on reducing child mortality, and facilities can use the OTP protocols to treat acutely 
malnourished children at costs similar to other primary health care services. 
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Therefore, make it a priority to put all facilities and heath staff at the centre of 
service delivery. 
 

3. Putting the Community Back in CMAM programing: As discussed throughout this 
report, the role of the community and their understanding of this program is very 
poor. The services are too far from the beneficiaries in some areas; misconceptions 
about the program are detrimental to the successful treatment of children; and 
cultural barriers that are not taken into consideration are causing high defaulting.  

 
 CMAM Services Closer to Beneficiaries:  

 Increase OTP sites: Some of the facilities are admitting very high 
number of cases while others are treating a reasonable and acceptable 
number. A high number of admission at a single time will create a 
significant workload for the facility staff. On the other hand patient 
waiting time will be beyond the acceptable level for beneficiaries and 
prompt them to quit the program. This is what happened in the 
biggest facility, Al Dimnah. The high caseload is due to two reasons: (1) 
the facility catchment area is very big, and (2) admissions from other 
facilities catchment area that do not have a treatment program. To 
address this issue the number and geographical spread of OTP sites 
should be increased. The location of the sites should be informed 
primarily by considerations of proximity to and access by the 
beneficiary population.  

 Mobile Outreach: The pattern of admission observed is more typical 
of a centralized program (i.e. 80% of admissions occurring in the first 
three months month out of a total of 6 month operation and 91% of 
admissions happening in the first four months). This pattern is typical 
with a periodic mass screening in the first three month and cessation 
of activities afterwards. If mobile teams from facility do not go out for 
screening admissions are near zero. In general, the needs for outreach 
tend to change overtime, from intense activity at the start of the 
program to a more routine rhythm of activities. This is true when the 
program treat the bulk of cases in the first few months, as case load 
decreases admissions will be lower and lower reaching a stable stage. 
In this program in the face of high default rate and low cure rate it is 
difficult to assume that a stable stage is achieved. Therefore, the 
program should continue its screening using mobile teams but at the 
same time strengthen the community level referral to continually 
admit and treat children. Otherwise, when the program stops, all 
activities will come to halt making to unsustainable and un-integrated 
to the existing system. 

 Intensive Community Outreach to Explain CMAM services:  The 
community widely thinks that RUTF causes diarrhea, that the program is 
using expired RUTF and that the program is trying to sterilize women and 
children. It is clear that the population is suspicious of the program and does 
not understand its benefits. It is not a local issue in Taiz only as this same 
finding was recorded in Sana’a program SQUEAC investigation in 2012. This 
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has a 

capacity to risk the life of workers as well as the sustainable integration of 
the program. Mass defaults as well as drastic decline in admission are 
indicators of the impact of these misunderstandings. Other issues regarding 
the program is that community and program staff expectations of food 
assistance. The program is perceived as a food assistance program and not as 
a medical nutrition intervention.  It is very clear that community mobilization 
and involvement in the program is very weak and must be addressed 
urgently. This can be accomplished through:  

 
 Establish appropriate means of regular contact with the 

community. Identify the most appropriate channels, individuals 
and forums in which to conduct this dialogue with the community. 
These meetings should aim to provide the community with a 
forum to discuss OTP/CMAM-related issues, as well as any 
information that the community requires or wishes to transmit to 
the program implementers.   

 Send a clear message in all community mobilization activities that 
the program is a treatment for severely malnourished children, 
which is very different from food assistance initiatives. Making 
sure that they understand that RUTF is a medicine rather than a 
“piece of food” will increase the success of the program. 

 MoPHP should have a consultative meeting with all stakeholders to 
make a point to community that SAM treatment specifically and 
CMAM in general are life saving medical interventions, not family 
planning programs. The community should own the program with 
a spirit of saving the lives of children. In a religious community like 
Tai’z this is a very positive message to get onboard and be owned 
by key community leaders. Consultative meetings with Shieks, 
radio messages and text messages via mobile can help achieve this. 

 Lack of trust usually will be followed by disparaging the image of 
the program. RUTF product being distributed is expired is one of 
such bad mouthing which is flying around in the communities. 
MoPHP should inform the community, as they deserve to know, 
that it has a mechanism to control and test all medical related 
services in Yemen are scrutinized at national level to make sure 
that no harm is done by using it. It should also make the 
community know that facilities as well as MoPHP, IMC and Unicef 
have protocols which they follow to make sure that RUTF is 
carefully monitored to be used on time and If expired it will be 
discarded than used as a treatment medicine. It is important to 
mention that the investigation team is quite aware that MoPHP is 
working a considerable amount of job around this; including but 
not limited to changing the source of the supplier of the product. 

 
 Culturally Sensitive Programing: CMAM is a community program 
therefore the community’s culture should be factored in the implementation 
of services. Women are most often the primary carers of children and the 
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ones 
who 

get 
their 

children to the OTP treatments. In the Yemeni culture women did not travel 
alone without the company of their men. This is universal in all the catchment 
areas of the 15 facilities. Therfore, a child’s continuation of treatment is 
pretty much associated with the workload and willingness of the head of 
household, the father. It was reported that some of the defaults are due to 
men’s other commitments or unwillingness to bring their children for 
treatment. Specifically, July to October is a period of time with lots of 
activities in the Qat business which competes with men’s time. These prohibit 
them from supporting their families to attend nutrition services. Similarly, in 
the month of Ramdan, their mobility is seriously limited due to fasting.  The 
program should consider the role of men when designing program nutrition 
services. Culturally acceptable and appropriate ways should be designed to 
address these impediments and get the children back into treatment It is of 
great importance to include fathers as much as mothers to get their approval 
in continuing this process. Towards this end: 
 Target men and community leaders in community sentisization 

activities. Share information about all aspects of the program with 
men, fathers, Sheiks beside mothers. Focus on both mothers and 
fathers in sensitization will create information symmetry, 
acceptability of program by fathers which will be converted to more 
cooperation from fathers. 

 During OTP days, have a specific short message about the program 
with beneficiary mothers and fathers separately. 

 July to September are months with increased activity in Qat business, 
depriving fathers of time to continue treatment and resulting in 
preventing women from coming to continue receiving treatment. 
Mark this date and discuss with attending beneficiaries and wider 
community how to deal with it. Possible solutions can be shortening 
the number of visits required (from a weekly visit to a bi-weekly or tri 
weekly visit). This applies for the fasting season of Ramadan too. 
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ANNEX 1: MONTHS OF ADMISSION AND 
DEFAULT (HIGH ADMISSION AND HIGH 
DEFAULTS IN EACH MONTH) 
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ANNEX 2: TABLE OF DEFAULTS BY VILLAGE 
 

SN Facility name Village code Number of Defaulters  
1 Dimnah Khndar A 8 
2  B 3 
3  C 1 
4  D 1 
5  E 1 
6  F 2 
7  G 3 
8  H 5 
9  I 1 
10  J 3 
11  K 2 
12  L 2 
13  M 2 
1 Al Nasir A 1 
2  B 2 
3  C 3 
4  D 2 
5  E 4 
6  F 2 
7  G 2 
8  H 1 
9  I 1 
10  J 1 
11  K 2 
12  L 1 
13  M 1 
14  N 1 
15  O 1 
16  P 1 
17  Q 1 
18  R 1 
19  S 1 
20  T 1 
1 Bani opiadan A 2 
2  B 15 
3  C 1 
4  D 15 
5  E 2 
6  F 1 
7  G 7 
8  H 3 
9  I 4 
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10  J 2 
11  K 2 
12  L 2 
13  M 1 
1 Mawiah district-Al Radiah HC A 5 
2  B 1 
1 Al saeda A 3 
2  B 3 
1 Marihaba A 5 
2  B 1 
3  C 1 
4  D 2 
5  E 2 
6  F 1 
7  G 1 
8  H 1 
1 Hamer Al Jabal A 3 
2  B 2 
3  C 1 
4  D 1 
5  E 3 
6  F 1 
1 Al Hokayba A 1 
2  B 1 
3  C 3 
4  D 2 
5  E 1 
6  F 5 
7  G 1 
8  H 52 
9  I 4 
10  J 3 
11  K 2 
12  L 2 
13  M 1 
14  N 6 
1 Hadea A 10 
2  B 16 
3  C 4 
4  D 3 
5  E 4 
6  F 8 
7  G 2 
8  H 1 
9  I 3 
10  J 2 
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1 Madrobah A 10 
2  B 12 
3  C 9 
4  D 1 
5  E 2 
6  F 4 
7  G 4 
8  H 6 
9  I 1 
10  J 2 
11  K 1 
1 Dimnah kahadar  25 villages each one defaulter  
2  A 3 
3  B 2 
4  C 19 
5  D 19 
6  E 2 
7  F 3 
8  G 2 
9  H 11 
10  I 2 
11  J 3 
1 Al mdabi maqbanah  5 villages each one defaulter 
2  5 2 
3   4 
4   2 
5   2 
6   3 
7   2 
8   33 
9   5 
10   16 
11   2 
12   10 
1 Al radea A 7 
2  B 1 
3  C 5 
4  D 2 
5  E 1 
6  F 7 
7  G 2 
8  H 2 
9  I 6 
10  J 2 
11  K 4 
12  L 1 
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SN Facility name Village code Number of 
Defaulters  

1 Jamahera  20 villages had one defaulter 
each 

2  A 2 
3  B 3 
4  C 3 
5  D 2 
6  E 10 
7  F 2 
8  G 8 
9  H 2 
10  I 15 
11  J 4 
12  K 15 
13  L 3 
14  M 2 
15  N 2 
16  O 2 
17  P 6 
18  Q 2 
19  R 2 
1 Shiek Obiad A 1 
2  B 3 
3  C 3 
4  D 2 
5  E 2 
6  F 3 
7  G 2 
8  H 1 
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