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EXECUTIVE SUMMARY  
 
Malnutrition is recognized as a global problem and is the underlying cause of more than half deaths 
of children under five and it’s widespread in Nigeria1.  

International Medical Corps (IMC) is working in Sokoto state located in North-West Nigeria since 
November 2013. The nutrition program in Sokoto state started in response to the need to scale 
up the community-based management of acute malnutrition (CMAM) program to improve the 
nutrition status of children under five years with acute malnutrition in Northern Nigeria following 
the 2012 Sahel region drought. IMC’s is currently operating in two local government areas (LGA); 
Binji and Wamako. In each of these LGA’s IMC supports five outpatient treatment programmes 
(OTP) in partnership with the State Ministry of Health (SMoH) and UNICEF.  

The objective of the SQUEAC survey was to evaluate the real performance and impact of the 
CMAM programme implemented by IMC in Sokoto state and to identify barriers and boosters to 
access with the purpose to develop specific recommendations to improve the CMAM program.  

The SQUEAC survey was carried out by IMC from 23th of November until the 6th of December 2014 
in Binji and Wamako LGAs of Sokoto state according to the SQUEAC methodology as described in 
the SQUEAC technical reference. 

The SQUEAC survey revealed barriers and boosters to access of the CMAM programme. The major 
barriers identified were; distance from the communities to the OTP facilities, limited 
transportation money, wrong MUAC measurement and referral by community health volunteers 
(CHV), high work load of OTP staff and long waiting time at OTP facilities. Some of the reasons 
for defaulting were lack of transportation to OTP facilities, husband refusal, and self-discharge 
(when the child shows improvements but has not completely recovered) and illness of mothers 
which hindered her to go to the OTP facilities with her child.   

The main reasons for the high coverage are the central location of the OTP facilities, strong 
community mobilization translating in community awareness of the CMAM programme, free ready-
to-use therapeutic food (RUTF) and routine medication and improved nutrition status of severe 
acute malnourished (SAM) children  
 
The SQUEAC survey estimates a point coverage of 87.7 percent (confidence interval (CI); 77.7% - 
90.6%) for SAM treatment. The effectiveness of the programme, demonstrated with a cure rate 
equal to the Sphere standard, in combination with the high point coverage contributed to a high 
met need of where 64% of all severely acute malnourished children are successfully treated.  

In order to strengthen the quality service delivery as well as to maintain the high program 
coverage the following recommendations were formulated:  

  

                                                           
1  
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 Strengthen community mobilization in order to increase the awareness of the importance 
to complete treatment to avoid self-discharges  

 Decentralization of the OTP facilities and increase the OTP days in order to minimize 
defaulter rates 

 Provide refresher trainings for community health volunteers in order to improve MUAC 
measurement and referral to OTP facilities 

 Continue providing cooking demonstrations at community level as well as at the OTP 
facilities in order to address the underlining causes of malnutrition and reduce the 
incidence of SAM children admitted to the program which indirectly eases the workload of 
the staff and long waiting hours in health facilities during OTP days.    
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OBJECTIVES 
 

MAIN OBJECTIVE: to evaluate the real performance and impact of the CMAM programme 

implemented by IMC in Sokoto state and to identify barriers and boosters to access with the 
purpose to develop specific recommendations to improve the CMAM program implemented by 
International Medical Corps in Binji and Wamako Local government areas (LGAs) 

SUB-OBJECTIVES: 

- To identify barriers and boosters to access of the CMAM programs.  
- To determine the coverage rate of outpatient treatment programme (OTP) programs  
- To evaluate the effectiveness and impact of the CMAM program 
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INTRODUCTION 
 

International Medical Corps (IMC) has been working in Sokoto state located in North-West Nigeria 
since November 2013. The nutrition program in Sokoto state started in response to the need to 
scale up the community-based management of acute malnutrition (CMAM) program to improve 
the nutrition status of children under five years with acute malnutrition.  

IMC’s is currently operating in two local government areas (LGA); Binji and Wamako. In each of 
these LGA’s IMC supports 5 outpatient treatment programmes (OTP) in partnership with the State 
Ministry of Health (SMoH) and UNICEF. There was a need to carry out a SQUEAC survey in these 
areas prior to the end of the current CMAM programme to evaluate and improve future CMAM 
programme based on the recommendations formulated by the SQUEAC investigation. 

The SQUEAC survey was carried out by IMC from the 23th of November until the 6th of December 
2014 in Binji and Wamako LGAs of Sokoto state. The SQUEAC investigation was led by the nutrition 
advisor from headquarters in London and the nutrition coordinator based in Nigeria. In total 16 
persons were part of the SQUEAC team (7 IMC, 3 SMoH and 6 self-employed). In addition, during 
stage 1, a person from the State Ministry of Health (SMoH) and a UNICEF staff member 
participated. The list of participants can be found in annex 1. 

The nutrition advisor and nutrition coordinator provided a one day training for all SQUEAC 
participants on the SQUEAC survey background, methodology, including the quantitative and 
qualitative data collection, as well as hypothesis testing and the wide-area survey. During the 
SQUEAC survey, daily sessions were organized in the morning to train the participants on the next 
steps and discuss the findings of the previous days. The schedule of the SQUEAC survey can be 
found in annex 2. 

The SQUEAC has been conducted following the SQUEAC methodology as described in the technical 
reference2 and concentrated on the three principles of the methodology namely iteration, 
triangulation and sampling to redundancy. The SQUEAC investigation included all three stages; 

Stage 1: 

 Identify areas of low and high coverage  

 Reasons for coverage failure using routine program data 

 Identify the barriers and booster to access to OTP services 
 

Stage 2: 

 Confirm the location of areas of high and low coverage  

 Confirm the reasons for coverage failure using small-area surveys. 
 
Stage 3: 

 Provide an estimate of overall program coverage using Bayesian techniques. 
 

                                                           
2 Myatt, Mark et al, Semi-quantitative evaluation of access and coverage (SQUEAC)/Simplified lot quality assurance sampling 
evaluation of access and coverage (SLEAC) Technical reference. Washington, DC: FHI 260/FANTA, 2012  
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The purpose of stage 1 was to identify potential areas with high and low coverage using 
quantitative data (routine program data and distance to OTP facilities) and qualitative data using 
the following methods; 

 Focus group discussions (FGD)  

 Key informant interviews (KII)  

 Simple structured interviews 

 Case Study 

The sources for the qualitative data were among others; caretakers of severe acute malnourished 
(SAM) children, defaulters, OTP health staff, community leaders, imams, community lay people, 
grandmothers, traditional healers, traditional birth attendance (TBA), community health 
volunteers (CHV) and IMC program staff.  

The hypothesis tested in stage 2 was identified using both the quantities and qualitative data 
generated in stage 1 and the mind map that was developed by the team. The hypothesis “distance 
from OTP facility has an impact on coverage” was tested using small area surveys. Children with 
SAM or recovering from SAM were identified using the active and adaptive methods in communities 
close and far away from the OTP facilities in 4 different wards. 

In stage 3 the overall programme coverage was assessed. The sample size and sampling areas 
were calculated using the formulas described in the technical reference.  
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CONTEXT 
 

OVERVIEW OF THE AREA 

The SQUEAC survey has been conducted in Wamako and Binji Local Government Areas (LGA) within 
Sokoto state in Northern Nigeria. Sokoto state has a total of 23 LGA and 641 villages which are 
divided in 21 Wards with an average of 20 to 40 villages per ward. The two LGAs have a total area 
of 1,256 Km2 (Wamako 697 Km2 and Binji 559 Km2) accounting for approximately 4.7% of Sokoto 
State. Wamako and Binji LGAs are located at an average distance of 35 km from Sokoto Metropolis. 

Binji and Wamako LGAs are surrounded by sandy savannah and isolated hills. With an annual 
average temperature of 28.3°C (82.9 °F), Binji and Wamako LGAs are on the whole, a very hot 
area of Sokoto State. However, maximum daytime temperatures are generally under 40°C 
(104.0 °F)3. The rainy season is from June to October during which relatively short showers are a 
daily occurrence. 

The SQUEAC survey has been conducted in November during the cold season which runs from 
October till February. During this period, the climate is dominated by the “Harmattan wind” 
blowing Sahara dust over the land. The dust dims the sunlight thereby lowering temperatures4.  

Figure 1 and 2 show Sokoto state and the various LGA’s within Sokoto state respectively. 

 

 

 

 

 

 

 

 

 

Figure 1: Nigeria State 

Figure 2: LGA's within Sokoto state  

                                                           
3en.wikipedia.org/wiki/Sokoto_State 
4http://www.nigeriaroute.com/sokoto.php 
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DESCRIPTION OF THE POPULATION 

Wamako and Binji LGAs have an estimated population of 366,224 (211,477 in Wamako and 154,747 
in Binji)5 of which 20.5%, or a total of 74,922, consist of children between 0 and 59 months (42,295 
in Wamako and 32,627 in Binji LGAs).The Hausa and Fulani tribes are the major ethnic group in 
the LGAs with a pre-dominant Muslim religion. 

In general more than 50% of the labour forces are engaged in farming. The main crops produced 
are; millet, sorghum, rice and beans. Apart from tomatoes only a few vegetables are produced in 
the region6. Sokoto state has an estimated 15 million heads of livestock; cattle, camel, sheep and 
goats which makes it the second largest livestock producing state in Nigeria after Borno State.  
Despite the production of all the above mentioned agriculture products and livestock, the method 
are traditional under rain- fed conditions. This results in a food shortage during the hunger season 
which lasts from June till August. The low variety of available food commodities has resulted in a 
relatively low dietary diversity which most likely contributes to the high prevalence of acute 
malnutrition. 
 

NUTRITIONAL SITUATION 

The recent SMART survey conducted in Binji and Wamako LGAs by International Medical Corps and 
the State Ministry of Health (SMoH) found a global acute malnutrition (GAM) prevalence of 16.9% 
among children under five and a severe acute malnutrition (SAM) prevalence of 5.1 %7. The GAM 
prevalence indicates a critical public health problem according to the WHO threshold of 15% 
whereas the SAM prevalence is above the emergency threshold of 2% established by UNICEF. 

The immediate causes for acute malnutrition in Wamako and Binji could be contributed to poor 
infant and young child feeding (IYCF) practices while the underlying causes are most likely food 
insecurity as well as limited access to health services. Only 14.1% of infants are exclusively 
breastfed during the first 0-5 months. Routine immunization coverage is low, oral polio vaccine 
(OPV) 3 and measles immunization are respectively 7.7% and 16.6%8 

DETAILS OF HEALTH AND NUTRITION SERVICES: 

In Sokoto State, both private health care providers and SMoH provide health services at health 
facilities and dispensaries. 

CMAM services are delivered in a total of 10 OTP facilities both at Primary Health Care (PHC) 
facilities and dispensary (Arkilla, Dundaye, Kaura-Kimba, Bini, Gidan Habibu in Wamako LGA and 
Jamila, Bunkari, Soro, Inname and Gawazzai in Binji LGA). A total of 5 PHC and 5 dispensaries 
provide CMAM services and on average two Community Health Extensions Workers (CHEWs) are 
linked to the health facilities. The CHEWs are formal salaried government workers within the 
health system and provide treatment for SAM children as part of integrated routine health 
services. At PHC level the activity are implemented by nurses, community health officer, midwifes 
and or community health extension workers. At dispensary level the activities are implemented 
by community health extension workers. 

                                                           
5 From WHO Sokoto Office Immunization Plus Day Micro Planning 2014 
6http://www.nigeriaroute.com/sokoto.php 
7 SMART survey in Wamako and Binji LGA, Nigeria, International Medical Corps and SMoH, August 2014 
8 Ibid 
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On average OTP facilities employ 15 community health volunteers (CHV) which are selected by 
the communities in consultation with SMoH and targeted state high impact project (TSHIP). In 
many cases CHV are grandmothers or traditional birth attendants (TBA). 

There is a small international non-governmental organisation (INGO) presence in Sokoto state; 
however their activities are often disrupted by the security situation. Although ACF and Save the 
Children implement various nutrition programmes in Nigeria, Sokoto is not targeted by them and 
MSF-Holland closed the only nutrition programme they had in the state. Local NGOs also work 
within Sokoto, but they have reduced capacity and lack political support. IMC partners with 
UNICEF in Sokoto state and UNICEF supports nutrition programmes such as CMAM, infant and young 
child feeding (IYCF) and micronutrient deficiencies. 

International Medical Corps, along with its key nutrition partners SMoH and UNICEF, has supported 
the nutrition intervention focusing on the treatment and prevention of acute malnutrition among 
children 0-59 months in Wamako and Binji LGAs since November 2013. 

Services are decentralized through 10 OTP facilities in order to maximize community outreach 
activities. IMC implements OTP, IYCF, hygiene and sanitation behaviour change and community 
outreach activities. The OTP activities are integrated into the regular health services.  

Since the beginning of 2014 IMC has strengthened the capacity of the community health volunteers 
by providing trainings on screening for acute malnutrition using mid-upper arm circumference 
(MUAC), health education and defaulter tracing. IMC is conducting monthly meetings with all 
community health volunteers to refresh their skill and to discuss and address the challenges they 
face. 

In addition, IMC provides technical and logistical support for SAM children with medical 
complication and refers them to stabilization centres (SC) run by Local Government Areas General 
Hospital in Binji.  

The nutrition program in Sokoto State is managed by qualified and well experienced staff 
consisting of one nutrition officer per LGA, one public health officer focussing on hygiene and 
sanitation, one Care Group supervisor and 5 Care Group Promoter per LGAs. The nutrition program 
is managed and coordinated by one nutrition program coordinator.  

In 2011 the Federal MoH in collaboration with UNICEF, Clinton health access initiative (CHAI), 
Medecine Sans Frontieres-France & Holland (MSF), Save the Children UK, Action Contre la Faim 
(ACF), Valid International, infant and young child nutrition (IYCN) project and WHO endorsed a 
national operational guideline for Community Management Acute of Malnutrition (CMAM) which is 
used in the current CMAM programme.  

Children are admitted in the OTP facilities when they are identified as SAM through screening of 
community health volunteers (CHV) in the communities. The CHV refers the children to the OTP 
facilities where their nutrition status is assessed ones more to confirm their nutrition status. 
Children that correspond to the admission criteria (MUAC < 11.5 cm and/or weight for height 
(WFH) <-3 Z scores, bilateral pitting oedema grade 1 or 2, no medical complications and a good 
appetite) will receive appropriate nutritional and medical care based on the national CMAM 
protocol. Every week, children visit the closest OTP facility and their medical and nutritional 
status will be monitored. They receive their weekly ration of ready to use therapeutic food (RUTF) 
based on their weight. During those visits, health and nutrition education sessions are provided 
to caregivers. 
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INVESTIGATION PROCESS 
 

STAGE 1 
QUANTITATIVE DATA: 
 

Routine programme monitoring data was used to assess coverage and factors that could influence 
coverage. The most important routine programme data included the number of admissions over 
time, the defaulter rates and early or late admission.  

Routine programme data was collected from the OTP cards which included information on name 
of the child, name of the mother/care takers, registration number, physical address, age, sex, 
distance to home, date of admission, weight, MUAC, oedema, medical history, physical 
examination at admission, routine medication and immunization at admission. OTP registration 
books were assessed to collect information on registration number, name of the child, age, sex, 
address, admission date and discharge outcome. In addition, monthly reports of the community 
health volunteers were reviewed to collect information on the number of screened children, 
number of referred children, defaulter tracing and nutrition education.   

Active screening has been conducted by community health volunteers (CHV) from the start of the 
CMAM programme. On average 24,500 children 6-59 months old were screened by CHV per month 
between January and October 2014. Among the screened children typically 1,900 children were 
referred to the OTP facilities and 500 were admitted on monthly basis. This indicates that CHV 
are actively screening and referring children contributing to a high coverage. However it seems 
that the CHV are not adequately identifying SAM children because most of the children referred 
to the OTP facilities do not reach the admission criteria and are consequently not admitted. A 
possible explanation for this could be that the CHV do not accurately measure MUAC. Despite the 
various trainings conducted for CHV on measuring MUAC and referring children, the MUAC of some 
children is still inaccurately measured. However it seems that this does not affect the credibility 
of the CMAM programme because the mothers regard going to the OTP facility as an opportunity 
to freely interact with friends and peers with permission of their husbands. 

Figure 3 presents the screening and referral data from the CHV from January till October 2014. 
The graph indicates active screening decreased in April and between June and August. This 
corresponds with the rainy season and Ramadan which occurred in these periods respectively.  
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Figure 3: Number of children screened and referred by CHV 

On average 473 children are admitted per month however there is stark difference between 
various months as presented in figure 3. As expected, the admission at the inception of the 
programme in January was very low (with only 169 children admitted in the programme) even 
though the community mobilization started prior to start of the programme. Due to training and 
more active screening a peak of 721 children were admitted in February. A decline in admission 
started in March up to July with an average of 441 admissions per month which is most likely 
related to limited access caused by extreme heat as well as the Ramadan. A steady increase is 
noted from July onwards. This coincides with increasing food prices, diarrhoea and malaria 
prevalence as shown in figure 4. A complete seasonal calendar can be found in annex 3. 

 

Figure 4: Admission trend and seasonal factors 
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The routine programme monitoring data indicated that children are admitted relatively early with 
a median MUAC of 10.8 cm as presented in figure 5. However, this admission data also include 
the admissions from the beginning of the programme and therefore both prevalent and incidence 
cases are included which could influence the median negatively and in reality the median MUAC 
could be higher. 

In addition figure 5 clearly indicates that MUAC is rounded to the closest 0.5 cm and most likely 
children identified with a MUAC of 11 cm actually have a MUAC between 11 and 11.5 cm.  

 

Figure 5: MUAC at admission 

The villages in Binji and Wamako LGAs are scattered and therefore most of the 
mothers/caretakers use motorbike as means of transportation from the village to the treatment 
centres and estimate the distance to the OTP facility in hours. On average caretakers travel 45 
minutes to the OTP facilities which varies from 5 min for those that leave close to the OTP 
facilities up to 2 hours on foot for those that live in remote villages far from the OTP facilities 
and do not have enough money for transportation.  

Children that default from the program, defaulted with a relatively high MUAC of 11.2 cm as 
indicated in figure 6. None of the children that defaulted within the reporting period had bilateral 
oedema. The defaulted children had not yet recovered from SAM but caretakers did not return to 
the OTP facilities to complete the treatment. This is most likely due to the fact that the child’s 
appearance improved a lot and therefore husbands do not see the added value of returning to the 
OTP facilities to complete the treatment and subsequently did not approve to spend the time and 
money on it. In addition, lack of money for transportation and seasonal migration during farming 
and harvesting which is locally known as “Ci’rani” contributed to defaulters. 
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Figure 6: MUAC among defaulters 

The median length of stay is 8 weeks which is in line with to the CMAM protocol provided that an 
SFP programme is implemented alongside an OTP programme. However in Nigeria SFP programme 
are currently not implemented and therefore it is recommended that the median length of stay 
should be 12 weeks to ensure that children are discharged fully recovered from acute malnutrition 
with a MUAC above 12.5 cm.  

 

Figure 7: Length of stay 

As presented in figure 8, the overall programme performance of the CMAM programme is within 
the Sphere standards with an average recovery rate of 75%, a defaulter rate of 11%, death rate of 
4%, a non-responder rate of 4% and a transfer rate of 7%. The transfer rate includes children that 
have been transferred to the SC and children transferred to other OTP facilities. On average 3% 
of children admitted in the OTP programme are transferred to the stabilization centre.  
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Figure 8: Programme performance indicators 

The recent SMART survey conducted in Binji and Wamako LGAs by International Medical Corps and 
SMoH found a GAM prevalence of 16.8% (11.4 – 24.00 CI) in Binji and a GAM prevalence of 17.0% 
(CI: 13.2 -21.6%) in Wamako LGA among children under five. The SAM prevalence for Binji and 
Wamako are respectively 5.3% (CI 3.8 -7.3%) and 4.7% (CI 2.4 -9.2%). 

QUALITATIVE DATA: 

Methods used to collect qualitative data were focus group discussions (FGD), key information 
interviews (KII) and case studies. At the beginning of the qualitative data collection a list of all 
key actors was populated by the SQUEAC team to identify which actors needed to be included in 
the data collection. 

The following key actors were included in the qualitative stage; 

 Community leader 

 Imam (religious leader) 

 Traditional healer 

 Traditional birth attendance (TBA) 

 Chemist 

 Community lay people 

 OTP staff 

 Community health volunteers 

 Care group leaders 

 Caretakers of SAM children 

 Grand Mothers  

 NGO partners 
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Questionnaires for the FGD and KII were developed based on the SQUEAC guidelines and can be 
found in annex 4. The data collection was conducted in all 10 LGA’s over a period of 2 days to 
ensure that all LGA’s were represented in the sampling frame. Table 1 presents how many FGD 
and KII were conducted with the various key actors. 

Table 1: Source and method for qualitative data collection 

Key actors 
Focus 
Group 
Discussion 

Key informant 
interviews 

Community leader 2 7 

Imam (religious leader) 6 1 

Traditional healer 3 5 

Traditional birth attendance 
(TBA) 

1 1 

Chemist 1 1 

Community lay people 4 4 

OTP staff 3 5 

Community health volunteers 2 5 

Care group leaders 0 2 

Caretakers of SAM children 4 6 

Grand Mothers  3 3 

NGO partners 2 0 

 

In addition to the FGD and the KI, a case history was also collected which can be found below in 
box 1.  

 

 

 

 

Three 3 year old Ahmad Auwal from Dinyadi in Bodinga LGA was admitted on March 6, 2014 

with bilateral pitting oedema grade ++ and persistent watery diarrhoea. His mother, Sa’adatu 

Auwal, explains; “I was referred to Bini OTP facility by a relative from Bodinga LGA”.  Sa’adatu 

took Ahmad to Bini OTP facility where he was referred to the SC in Sokoto specialist hospital. 

After the medical compilations were resolved Ahmed was referred back to Bini OTP facilities 

to continue his treatment for acute malnutrition. 

Ahmad has now been discharged with a MUAC of 13.9 cm, clinically well and no oedema after 

7 weeks of stay in OTP. Sa’adatu expresses her gratitude to all those who have made this 

change in her son possible.  She says; “Now, whenever I see a malnourished child I counsel the 

mother to bring him to Bini OTP site”. True to her words, Bini OTP site has over 15 beneficiaries 

from the LGA where she lives, Bodinga. 
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The boosters and barriers mentioned by the key actors are presented in table 2 and table 3 
respectively. The legend for the codes can be found in annex 5. 

Table 2: Boosters for OTP programme 

Boosters Code 

Encouragement of community leader to go to 
OTP 

1b, 2b, 3b, 10a, 7a,1b,2a, 6b, 10a, 7a,  7b,3a, 
1a, 3a,2b,1b, 4b 

Distribution of Non-food items to SAM cases 10a, 1a,3a, 3a, 11b,7b, 11a 

Improved nutrition status of SAM cases  7a,3a,11b, 5a7b,3b,1a,2b,7b,10a, 11a, 11b, 5b 
10a,7b,3b, 5b7b,3b,2b,1a, 4b, 11b, E 

Free RUTF 2b, 3a, 7b, 1b, 10b, 4b, 11b, 1a, 2b, 4b, 6a, 10a, 
5a, 11a, 7a, 3b, 5b, 3a, 7a, 1a, 2a, 7b, 6b, 10a, 
1b, 3a, 2b, 1a, 5a, 1b, 10a, 7a, 8b 

Free drugs 7b, 10a, 10a, 3a, 1a 

Referral to OTP by CHV 8a, 6a, 3b, 6b, 6b, 3b, 2b,1b, 3b, 6b, 3a, 2b, 1b, 
E 

Peer referral 11b, 10a, 1b 

CHV allowance 3a, 1a, 3b, 3b,3a, 3a, 3b, 3a, 1a,  

Working materials 11a, 11a,11b,11a, 11b 

Awareness about CMAM programme (target 
group, colour based admission criteria and 
referral system)  

1a, 2b, 3b, 4b, 11b, 10a, 6b, 7b, 9a, 1b, 5b, 2b, 
8b, 11b, 6a, 4b,1a, 10a, 2b, 4b, 6b, 9b, 7b, 5b, 
1b, 2a, 3b, 4b, 5b, 11b, 7b, 2b, 8a, 6a, 3b, 7b 

Availability of CHV in the communities 3b, 11b, 9a, 3a, 3b, 10b, 9a, 3a, 11a, 3b, 11b, 
9b 

OTP days on market days 1b, 2b, 7b, 5b, 10b, 11b, 1a, 5a, 1b, 2b, 7b, 2a, 
7b, 1b, 7b, 4b, 

Favourable weather conditions to go to OTP 
this time of year 

5b, 7b, 4b, 3a, 4b, 3b, 10b, 7b, 1a, 3a, 7b, 10a, 
4b, 7b, 3b, 10b, 5b, 7b, 3a, 

Trust in the community OTP staff  1b, 2b, 3a, 7b, 11b, 10a, 7a, 5a, 1a, 2b, 7b, 5b, 
7b, 1a, 3a, 7a, 1a, 2a, 4b, 

Mothers receive support from husbands and 
grandmothers to go to OTP 

5a, 7a, 7b, 5b, 7b, 5b, 3a, 7b, 5b, 5a, 7a, 

Training on CMAM programme 11a, 3b, 1a, 2a, 3a, 11a, 11b, 3b, 1b, 2b, 11b, 
11a, 3a, 7a 

active case finding (screening) E 

early admission E 

short length of stay E 

self-referral by mothers E 
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Table 3: Barriers for OTP programme 

Barriers Code 

Distance to OTP site 10b, 3a, 11b, 4b,10a, 1c, 3a, 5b, 10a, 3b, 7a, 
5b, 4a, 1a, 6a, 3a, 5b 

Stigma for malnutrition 10 a, 4a 

Long waiting time at OTP site 7b,9b,7b,7b, 3b,5b,4a,7b, 11a, 3b, 1b,6a 

No money for transport 7b, 11b, 4b, 7b, 10a, 1b, 2b,10b, 5b, 7b 

CHV measure wrong MUAC and referral incorrectly 3b, 3a, 11a, 1a,11a, 3b, 11a, E 

Husband refusal 4b, 11b,7a, 3a, 7a, 10b 

Traditional treatment by traditional healer 6b, 10a, 6a 

Too hot weather to go to OTP 10a, 1b 

Sharing of RUTF 11a 

Workload of OTP staff 11b, 11a,11a, 11b 

No awareness on CMAM programme in community 5a 

Too much workload for caretakers to go to OTP 
facility 

1a 

Self-referral of non-malnourished children 3b, 7a, 11b, 10a, 1b, 11a, 7a, 7b 

Language barrier 11b 

Non-respondent 5a, 10a,E 

 
Since the barrier ‘Too much workload for caretakers to go to OTP facility” was only mentioned 
ones by a community leader and was not confirmed by caretakers themselves, it was decided to 
not include this barrier in the further SQUEAC investigation. 

Admissions are high in Kaura Kimba, Dundaye OTP facilities in Wamako LGA and Soro and Bunkari 
OTP facilities in Binji LGA as presented in table 3. The main reasons for the high admission rates 
is that children from neighbouring LGA’s, which do not have a CMAM programme, visit the OTP 
facilities to receive treatment. The numbers of defaulters are also higher in these health facilities 
because CHV do not conduct outreach activities such as defaulter tracing and community 
mobilization in these neighbouring LGAs.  
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Table 3: Admission and defaulter per health facility 

 
LGA  

OTP sites 
Total 
population 

Total children               
(6- 59 month) 

# 
admitted 

Admission 
rate 

# 
defaulter 

Wamak
o 

PHC Arkilla 48,532 9,706 284 0.6 26 

Kaura Kimba 
Dispensary 

56,975 11,395 813 1.4 204 

Dundaye Dispensary 28,451 5,690 643 2.3 59 

Gidan Habibu 21,155 4,231 432 2.0 48 

PHC Bini 56,364 11,272 387 0.7 50 

Binji 

Bunkari 37,675 7,575 623 1.7 88 

Gawazzai 36,605 7,470 285 0.8 15 

Inname 22,408 4,407 365 1.6 30 

Jamali 25,655 4,851 243 0.9 17 

Soro 32,404 8,324 656 2.0 32 

  Total 366,224 74,921 4,731 1.2 569 

 

DATA TRIANGULATION: 
Data was triangulated as much as possible by interviewing the various key actors using different 
methodologies and comparing the outcomes with the routine programme data. 

The quantitative and qualitative data was combined by the SQUEAC investigations team in a mind 
map. Figure 9 shows the mind map that was developed by one of the two teams. The mind map 
was very useful to understand the links between the various barriers and booster and the impact 
it has on coverage. The mind map was used in stage 2 to weight the barriers and boosters.  

 

Figure 9: Mind map 
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STAGE 2 

HYPOTHESIS TESTING 
The barrier ‘distance’ was selected to test as hypothesis. Both ‘distance’ and ‘awareness about 
the CMAM programme’ were found to be important barriers but the investigation team thought 
that awareness of the programme was directly related with the distance because if the distance 
was too far from the OTP facilities, the community health volunteers would be less likely to visit 
that community. 

The two hypothesis that were formed were; 

Hypothesis 1: 
Children with SAM living in villages near an OTP site (<1 hour) would be admitted in the OTP 
program (so higher coverage in villages near an OTP site). 
 
Hypothesis 2: 
Children with SAM living in villages far away from an OTP site (> 1 hour) would not be admitted 
in the OTP program (so lower coverage in villages away from an OTP site). 
 
The hypothesis were tested using a small area survey in the catchment areas of the OTP facilities. 
Catchment areas of OTP facilities that had an OTP day were excluded because the children and 
caretakers would be at the OTP facility and not in the communities. In addition the OTP facility 
in Sokoto city (Arkilla) was excluded because this OTP catchment area is not representative for 
Wamako and Binji LGA. The OTP catchment areas were selected randomly from the remaining 7 
OTP catchment area. The small area survey was conducted in 4 OTP catchment areas (Inname, 
Kaura, Soro and Dundaye). In each of these 4 catchment areas, a village close and a village far 
was surveyed. Children were identified as SAM in case there MUAC was less than 11.5 cm or had 
bilateral oedema grade + and ++.  

The results of the small area survey are presented in table 4. 

Table 4: Small area survey results 

Hypothesis 
testing results 

Children recovering 
from SAM in the OTP 
program 

Children with SAM 
IN the OTP 
program 

Children with SAM NOT 
IN the OTP program 

Group 1 far 10 12 4 

close 12 22 0 

Group 2 far 2 4 4 

close 11 19 1 

Group 3 far 8 6 0 

close 6 7 0 

Group 4 far 4 4 2 

close 3 2 1 

Total 56 76 12 
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The hypothesis was tested using the simple lot quality assurance sampling (LQAS) methodology to 
classify whether the coverage was above or below the Sphere standards of 50% in rural areas. The 
following formula was used to assess the threshold (d) for SAM children in the programme. If more 
SAM children are in the programme than the threshold, the hypothesis can be confirmed. 

Threshold (d) = ⌊n ∗
p

100 
⌋ The threshold for hypothesis 1 is thus 52∗

50

100 
 = 

52

2 
 = 26. 

In total 50 children were enrolled in the programme which is more than the threshold of 26 
children and therefore hypothesis 1 is confirmed. 

The second hypothesis was tested using the same formula but now with communities that were 

far away from the OTP programme giving a threshold (d) of 36 ∗
50

100 
 = 

36

2 
 = 18. 

In total 26 children were enrolled in the programme from villages far away from the OTP facility 
which is higher than the threshold of 18 and therefore this hypothesis cannot confirmed. An 
explanation for this could be that the teams initially asked the CHV to indicate where 
malnourished children lived and the CHV directed the teams to these children that were enrolled 
in the programme. The faraway communities were sampled first and when the survey supervisors 
monitored the field teams it was suggested that apart from the CHV the teams also should ask the 
community leaders, neighbours and others to indicate where malnourished children could live. 
Because the small-area survey was completed in 1 day this bias could not have been corrected in 
subsequent days. Therefore this barrier cannot be confirmed to negatively affect the coverage of 
the CMAM programme.  

FORMING THE PRIOR: 
The barriers and boosters found during stage one were weighted based on the mind map which 
provided information on how important each barrier and booster was for the coverage. Table 5 
provides the barriers and boosters and the weight given to each of them. 

Table 5: Weighted barriers and boosters 

NR Barriers Weight Boosters Weight 

1 Distance to OTP site 5 Encouragement of community leader to go 
to OTP 

2 

2 Stigma for malnutrition 2 Distribution of Non-food items to SAM cases 3 

3 Long waiting time at OTP site 3 Improved nutrition status of SAM cases  5 

4 No money for transport 3 Free RUTF 4 

5 CHV measure wrong MUAC and 
referral incorrectly.  

4 Free drugs 3 

6 Husband refusal 2 Referral to OTP by CHV 3 

7 Traditional treatment by traditional 
healer 

4 Peer referral 2 

8 Too hot weather to go to OTP 2 CHV allowance 1 

9 Sharing of RUTF 2 Working materials 2 

10 Workload of OTP staff 2 Active case finding (screening) 5 

11 No awareness on CMAM programme 
in community 

5 
Early admission 

5 

12 Self-referral of non-malnourished 
children 

3 
Short length of stay 

4 

13 Language barrier 4 Self-referral by mothers 4 
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14 Non-respondent 2   

Figure 10 and 11 show the weighted barriers and boosters. 

 

Figure 10: Weighted boosters 

 

Figure 11: Weighted barriers 

CALCULATING THE PRIOR 
The Prior was calculated based on the weight of the barriers and the boosters using the following 
formula;  

Prior weight = 
(0+𝑤𝑒𝑖𝑔ℎ𝑡 𝑏𝑜𝑜𝑠𝑡𝑒𝑟𝑠)+ (100 −𝑤𝑒𝑖𝑔ℎ𝑡 𝑏𝑎𝑟𝑟𝑖𝑒𝑟𝑠)

2
 

The total weight of the boosters was 45 and the total weight of the barriers was 27 giving a  

Prior weight of  
(0+69)+(100 −43)

2
 = 

127

2
 = 63.5% 
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However, since the results from the small area survey revealed a higher coverage, it was decided 
to triangulate the data from the stage 1 and stage 2 to calculate the prior. 

Therefore the prior was calculated using the Prior weight (63.5%) with the coverage found in the 
small area survey (86.4%) providing a final prior of 74.95% 

Because there is always uncertainty about the calculated prior, the SQUEAC technical reference 
recommends to calculate a minimum probably value and a maximum probably value using the 
following formulas respectively; 

Minimum likely value mode = - 25% = 74.95 – 25 = 49.95% 

Maximum likely value mode = + 25% = 74.95 + 25 = 99.95% 

In addition to the Prior mode, the shape parameters of the curve, αprior and βprior needs to be 
calculated to estimate the curve of the prior. The αprior and βprior are calculated with the following 
formulas; 

αprior = μ x ⌈
(𝜇 x (1−𝜇)

σ²
 - 1⌉ and βprior = (1- μ) x ⌈

(𝜇 x (1−𝜇)

σ²
 - 1⌉ where 

μ =  
(𝑀𝑖𝑛𝑖𝑚𝑢𝑚+(4 x 𝑝𝑟𝑖𝑜𝑟)+𝑚𝑎𝑥𝑖𝑚𝑢𝑚)

6
 and σ =  

(𝑚𝑎𝑥𝑖𝑚𝑢𝑚 −𝑚𝑖𝑛𝑖𝑚𝑢𝑚 )

6
 

αprior is thus; 

μ =  
(0. 4995+(4 x 0. 7495)+0.9995)

6
 = 0.75 and σ =  

(0.9995−0.4995)

6
 = 0.08 

αprior = 0.75 x ⌈
(075. x (1−0.75)

0.08²
 - 1⌉ = 19.51 and βprior= (1 - 0.75) x ⌈

(0.75 x (1−0.75)

0.08²
 - 1⌉ = 5.77 

These calculations provided a final prior curve as shown in figure 12.

 

Figure 12: Bayesian PRIOR plot  
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STAGE 3 - WIDE AREA SURVEY 
The sample size for the wide area survey was calculated based on the following formula; 

n =⌈
prior ∗ (1 −prior)

(precision 1.96⁄ )2
− (α𝑝𝑟𝑖𝑜𝑟 + β𝑝𝑟𝑖𝑜𝑟– 2)⌉ 

Where the prior = 74.95%, α = 20.56, β = 11.18 and a precision of 10% was used. The sample size 

therefore was n =⌈
0.645 ∗ (1 −0.645)

(0.1 1.96⁄ )2 − (19.51 + 5.77 – 2)⌉ = 72.6 

The number of villages to be sampled was calculated using the formula; 

N=⌈
n

𝑎𝑣𝑒𝑟𝑎𝑔𝑒 𝑐𝑜𝑚𝑚𝑢𝑛𝑖𝑡𝑦 𝑝𝑜𝑝𝑢𝑙𝑎𝑡𝑖𝑜𝑛 ∗ % 𝑜𝑓 𝑐ℎ𝑖𝑙𝑑𝑟𝑒𝑛 6−59 𝑚 ∗ SAM prevalence
⌉ 

• Where n = 72.6 
• Average community population = 590 
• Percentage of children 6-59 months = 19.89 % 

• SAM prevalence = 4.7 and 5.3 =  ⌈
4.7+5.3

2
⌉ =  5 % (SMART survey) 

• Adjusted SAM prevalence = SAM prevalence - 
𝑆𝐴𝑀 𝑝𝑟𝑒𝑣𝑎𝑙𝑒𝑛𝑐𝑒 −𝑙𝑜𝑤 95 𝐶𝐼

2
= 5 - 

5 −3.1

2
 = 4.05 

The total number of villages therefore was N=⌈
72.6

590∗0.1989 ∗0.05
⌉ = 15 

The villages to be sampled were determined using stratified systematic random sampling 
because a detailed map of Wamako and Binji including all villages was not available.  

A sampling interval was calculated based on the following formula;  

Sampling interval = ⌊
𝑁

𝑡𝑜𝑡𝑎𝑙 𝑠𝑒𝑡𝑡𝑙𝑒𝑚𝑒𝑛𝑡𝑠

𝑛𝑠𝑎𝑚𝑝𝑙𝑒 𝑠𝑒𝑡𝑡𝑙𝑒𝑚𝑒𝑛𝑡𝑠

⌋ = ⌊
641

15
⌋  = 43 

The first village from the list was randomly selected between the first village and the sampling 
interval. From the total 641 villages that are part of the CMAM catchment areas, 13 villages that 
fall under 9 OTP facilities out of the 10 OTP facilities were randomly selected. The selected 
villages are presented in table 6. The 13 selected villages were divided up among seven teams. 
The data was collected in two days and the data collection exceeded the required number of 73 
SAM children by 17 within a total of 90 SAM children included in the wide area survey.  
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Table 6: Selected villages for wide area survey 

 

 

 

 

 

 

 

 

In all these villages the active and adaptive case finding method was used to identify children 
with severe acute malnutrition. When a child was identified with SAM but was not enrolled in the 
CMAM programme a questionnaire was administered to assess why this child was not in the 
programme. The questionnaire can be found in annex 6. On the first day of the wide-area survey 
only 3 children with SAM were identified that were not enrolled in the OTP programme. Therefore 
on the second day it was decided to use the door-to-door sampling methodology instead of the 
active and adaptive methodology. Even with the door-to-door sampling, only a few children with 
SAM who were not enrolled in the programme were found indicating that the results from day 1 
are likely not biased. In Arkilla no children were found at all because this specific villages is the 
resident area of the Sokoto College were no children under 5 years live.  

The results from the wide-area survey are presented in table 7. 

  

Binji Wamako 

Bunkari – Gidanyar Yaya Arkilla – Sokoto college of art and science/state 
polytechnic 

Inname – Shiyar Galadima Bini – Runjin Kaji 

Jamali – Kabawa Bini – Shiyarmagaji 

Soro – Malamawa Dundaye – Kaura Kaji 

 Dundaye – Kawuri 

 Gidan Habibu – Didanhame 

 Kaura Kimba – Gidanyaro 

 Kaura Kimba – Shiyar Fulani (Badano Godori)  

 Kaura Kimba – Gidan Daji 



 

 
29 

Table 7: Wide area survey results 

Villages 

Children 
recovering from 
SAM in the OTP 
program 

Children with 
SAM IN the OTP 
program 

Children with SAM 
NOT IN the OTP 
program 

Soro – Malamawa 8 3 2 

Bini – Runjin Kaji 6 4 1 

Bini – Shiyarmagaji 16 6 0 

Kaura Kimba – Gidanyaro 5 7 0 

Kaura Kimba – Shiyar 
Fulani (Badano Godori)  

11 6 0 

Kaura Kimba – Gidan Daji 2 6 0 

Bunkari – Gidanyar Yaya 13 19 1 

Inname – Shiyar Galadima 25 7 4 

Jamali – Kabawa 3 8 0 

Arkilla – Sokoto college of 
art and science/state 
poltechnic 

0 0 0 

Dundaye – Kaura Kaji 0 4 2 

Dundaye – Kawuri 11 3 1 

Gidan Habibu – didanhame 11 6 0 

Total 111 79 11 

 
In total 11 children with SAM were not admitted in the programme and the main reasons for not 
attending the programme are presented in figure 13. 

 

Figure 13: Reasons for not attending 

0 1 2 3 4 5 6

Caretakers not aware of child’s condition as 
malnourished  

Husband refused mother to go to OTP facility

Mother was ill and was not able to go to the
OTP facility with the child

Lack of money for transport to OTP facility
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BAYES COVERAGE ESTIMATE 
It was decided to calculate the point coverage for the wide area survey because the CMAM 
programme showed good active case finding by the community health volunteers and relatively 
short length of stay due to timely admission. 

The point coverage was calculated with the following formula; 

Point coverage = ⌈
𝑛𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑐𝑢𝑟𝑟𝑒𝑛𝑡 𝑆𝐴𝑀 𝑐𝑎𝑠𝑒𝑠 𝑎𝑡𝑡𝑒𝑛𝑑𝑖𝑛𝑔 𝑡ℎ𝑒 𝑂𝑇𝑃 𝑝𝑟𝑜𝑔𝑟𝑎𝑚𝑚𝑒

𝑁𝑢𝑚𝑏𝑒𝑟 𝑜𝑓 𝑐𝑢𝑟𝑟𝑒𝑛𝑡 𝑆𝐴𝑀 𝑐𝑎𝑠𝑒𝑠
⌉ 

Therefore the point coverage = ⌈
79

90
⌉ = 87.7% 

The denominator (90) and numerator (79) have been used to create the Bayes plot and figure 14 
presents the prior, likelihood and posterior found by this SQUEAC investigation. The curves of the 
prior and the likelihood overlap significantly and therefore the results from stage 1, 2 and 3 are 
valid and confirms that the SQUEAC survey has been adequately conducted. 

They Bayes plot estimates that the overall coverage of the CMAM programme in Wamako and Binji 
LGA is 85.4% (77.7% - 90.6%) and thus well above the Sphere standard of 50% in rural areas.  

 

Figure 14: Bayesian coverage estimate plot 
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DISCUSSION & RECOMMENDATIONS 
 

Valid International conducted a Simplified Lot Quality Assurance Sampling Evaluation of Access 
and Coverage (SLEAC) survey in Sokoto state in February 2014 and found a CMAM program coverage 
of 14.3% (9.1-22%; CI; 95%) in Sokoto State 9. Out of 180 SAM children found in the surveyed LGA 
of Goronyo in Sokoto State, there was only one SAM child being treated in the CMAM program 
supported by UNICEF10.  
 
The barriers identified by the SLEAC survey were:  

 Absence of CMAM community volunteers and no active case finding 

 Interruption in OTP services due to RUTF stock out  

 Shortage of trained health workers in CMAM 

 Non-compliance with CMAM national guidelines 

 Lack of supply chain structure for RUTF transport from the state to OTP sites. 

 Lack of knowledge about malnutrition among the population 

 Lack of awareness of CMAM program among the population 
 

The results from this SLEAC survey conducted in Goronyo LGA do not reflect the results SQUEAC 
survey conducted in Wamako and Binji by IMC. The high coverage found in this SQUEAC 
investigation in Wamako and Binji LGAs is believed to truly reflect the situation on the ground. 
The prior calculated based on only the barriers and boosters was relatively low compared to the 
prior calculated based on the barriers and booster combined with the results from the small area 
surveys. Most likely this was caused by the fact that some of the participants were not directly 
involved in the CMAM programme and they might have missed a few boosters and regard some 
issues as normal (for example trust in the OTP staff and acceptance of the CMAM programme by 
community key people). Despite the likely underestimated prior, the results from the prior and 
the likelihood survey have considerable overlap. The curve of the likelihood is narrow which 
indicates that the likelihood survey reduced the uncertainty of the coverage caused by the 
estimated prior.  
 
During the consultation meeting about the findings of the SQUEAC survey with SMoH, LGA – PHCDA 
directors, OTP facilities staff, MSF and other stakeholders, the acceptance of the CMAM program 
by the community as well as the effect of the CMAM programme on other health services such as 
routine immunization, antenatal care (ANC) and post natal care (PNC) was recognized.     
  

                                                           
9 The SLEAC used three-class classifier with 20% and 50% as the thresholds 
10 Chrissy B., Bina S., Safari B., Ernest G., Lio F. & Moussa S.; Simplified Lot Quality Assurance Sampling Evaluation of Access and 
Coverage (SLEAC) Survey of Community-based Management of Acute Malnutrition program; Northern States of Nigeria-(Sokoto, 
Kebbi, Zamfara, Kano, Katsina, Gombe, Jigawa, Bauchi, Adamawa, Yobe, Borno). Valid International. February 2014. 
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The overall met need of the CMAM programme is calculated using the following formula; 

Met need = Coverage x Cure rate 

The overall met need is thus; 85.4% x 75% = 64%. The pronounced effectiveness of the programme, 
demonstrated with a cure rate equal to the Sphere standard, in combination with a high coverage 
contributes to high met need where 64% of all severely acute malnourished children are 
successfully treated.  

Various positive factors have been identified during the SQUEAC which contributes to the high 
point coverage;  

 Location of OTP facilities, community mobilization and OTP days 

The main reasons for the high coverage are the location of the CMAM facilities combined with 
strong community mobilization. The key points of the strong community mobilization are:  

 Awareness about the CMAM programme by the community leaders and mothers 

 Active routine screening by community health volunteers 

 Close support supervision by the Care Group promoters 

 Information dissemination about the CMAM programme through Care Groups 

 Radio jingle by the Centre for communication promotion Nigeria 

OTP facilities are selected based on market locations and the OTP days coincide with the market 
days to enable caretakers to travel to a central point only ones a week to access treatment 
services and being able to purchase the family food. In addition the OTP facilities are selected 
based on the distance of the catchment areas and if possible the OTP facilities are located 
centrally within the respective wards. 

 SMoH and LGAs PHCDA commitment:  

The State Ministry of Health commitment on the integration of the OTP services in the regular 
health services provided at health facilities enables successful implementation of the CMAM 
programme. In addition the coordination among health facilities with and without a CMAM 
programme contributed to a high coverage due to referral of malnourished children from health 
facilities without a CMAM programme to health facilities with a CMAM programme. Moreover the 
engagement of the Primary Health Care Development Agency (PHCDA) director and the Nutrition 
Officers of the LGAs contribute to the high coverage. IMC is supporting the SMoH and LGAs PHCDA 
through capacity building; providing trainings and support on weekly basis as well as technical 
and logistically support such as providing anthropometric equipment, stationeries, routine drugs 
and transportation. 

 Community Leaders & Community Health Volunteers acceptance: 

Acceptance and buy-in of public health interventions in Northern Nigeria is generally time 
consuming because communities want to understand the value of the CMAM programme and be 
ensured that the intervention is in line with their culture, tradition, norms and religion before 
they fully accept the CMAM programme. Therefore at the inception of the CMAM activities, IMC 
immediately started with community sensitization and familiarization through consultative 
meetings with all the communities involved. The acceptance further increased when the 
communities observed the improvements of the malnourished children within a short period of 
time.  
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 Community outreach 

The presence and active support from the community health volunteers contributed to the high 
coverage. The community health volunteers are the link between the communities and health 
facilities and conduct active screening, follow-up, defaulter tracing and raise awareness about 
the CMAM programme. In order to reinforce the capacity of the CHV, IMC continued providing 
training on active screening, follow-up and defaulter tracing. IMC believes that community 
involvement and outreach activity is the core for the success of CMAM and accordingly, IMC has 
supported 165 Community health volunteers in the two LGAs through training and motivating them 
by providing a minimum transport allowance for the monthly meeting.  

 

 Improvements of the nutrition status of children and availability of RUTF and drugs. 

Availability of routine medication and RUTF without pipeline breaks and improvements of the 
nutrition status of children within a short period of time are the main reason that encourages the 
mothers/caretakers to bring their children to the OTP facilities. Not only the caretakers are 
encouraged by this but also influential people within the community, including the husbands. 
UNICEF is providing RUTF through SMoH and LGAs while IMC is providing routine medication and 
ensures a buffer stock of RUTF is available at all times in case UNICEF faces pipeline breaks. 

Apart from these boosters, some barriers were identified which included among others; 
transportation money, rejection of children at the OTP facilities, long waiting hour at OTP 
facilities, husband refusal and self-referral.  

 Transportation Money 

Most of the mothers/caretakers who come from far away communities rely on transportation 
money provided by their husband. Generally, in Northern Nigeria women are dependent on the 
income of their husband to cover their basic household needs and caring for children’s wellbeing. 
Despite the willingness of the mothers/caretakers to continue the treatment on weekly basis, the 
lack of money eventually forces her either to default or to self-discharge. To reduce the defaulter 
rate caused by the need for transportation money, the OTP facilities are distributing RUTF every 
two weeks. However a sustainable solution would be to empower women through income 
generating activity which will reduce the dependency of mothers/caretakers and enable her to 
seek treatment for her child when needed. 

 Rejection and Self-Referral: 

The SQUEAC investigation revealed that many children were referred to the OTP facilities by the 
CHV but were in fact not severely acutely malnourished and were consequently not admitted to 
the OTP programme by the OTP staff. In addition some caretakers referred the children 
themselves because they wanted to receive the RUTF and routine mediation despite the advice 
of the community health volunteers that their children are not eligible to be admitted. Continued 
on job training of the community health volunteers and sensitization of the communities on the 
admission criteria could reduce self-referral as well as rejection.  

 Long waiting hour at OTP facilities: 

Most of the OTP facilities are dispensaries where only one or two OTP staff are employed. Despite 
the enforcement of staff from other adjacent health facilities to assist during the OTP days, the 
OTP staff are overwhelmed by the high number of beneficiaries causing long waiting times. Many 
mothers/caretakers who come from communities for away are discouraged to continue the CMAM 
treatment because it takes up a significant amount of time. In order to reduce the long waiting 
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time and to decrease the workload of OTP staff, IMC is considering to increase the number of OTP 
days or decentralization the OTP facilities. This could improve not only the coverage but also 
could improve the quality of service delivery. 

 Husband Refusal:  

Culturally and religiously the husband is considered the head of the household. Mothers are most 
of the time not allowed to do anything without their husband consent even if the child is sick and 
needs to be taken to the health facility. This was one of the major barrier found during the 
SQUEAC survey.  Most of the defaulters leave the CMAM when they are nearly recovered because 
husbands refuse to continue the treatment since the child appears recovered. IMC is encouraging 
the community health volunteers to convince community leaders and the husband to continue the 
treatment until the OTP staff discharges the child. 

RECOMMENDATIONS 
 Supply of MUAC tapes and referral slips: 

It was found that some of the community health volunteers did not have MUAC tapes and referral 
slips and referred children to OTP facilities for screening only. This increases the workload of the 
OTP staff and also discourages mother/caretakers to go to the OTP facilities because in most 
cases the child has a normal nutrition status and is not admitted in the CMAM programme. 
Therefore it is recommended that sufficient supplies of MUAC tapes and referral slips should be 
available for the community health volunteers. 

 Increase/Strengthen Community Mobilization:  

It was found that some villages within the OTP facilities catchment areas do not have community 
volunteers and consequently mothers/caretakers are going to traditional healers or private 
pharmacy for treatment of malnourished children because they are not aware of the CMAM 
programme. Some mothers/caretakers also self-discharge children from the program although the 
child has not yet fully recovered. Therefore it is recommended that community mobilization 
activities should be strengthened to increase the awareness about CMAM services and the 
importance of continuing treatment until children are fully recovered and discharged from the 
program by the OTP staff. 

 More training for Community Health Volunteers: 

It was observed that a high number of children referred by community health volunteers were not 
severely acutely malnourished. Wrong MUAC measurement not only affects the program coverage 
but could also affect the credibility of the community health volunteers and consequently the 
acceptability of the program by the communiteis. Thus, it is suggested to continue strengthen the 
capacity of the community health volunteers in active screening and measure MUAC correctly to 
improve the quality, credibility and acceptability of the CMAM program.   

 Decentralization of the OTP centres:  

Currently, one OTP facility serves approximately 40 to 80 communities. During the SQUEAC 
investigation it was found that distance and long waiting time during the OTP days are some 
barriers and it was difficult for the beneficiaries to visit to the OTP facilities on weekly basis. 
Therefore, decentralization of the OTP facilities to at least one OTP facilities per ward is 
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recommended to improve access but also the quality of the service delivery since the OTP staff 
will have a smaller and manageable number of beneficiaries per site.    

 Conduct Cooking demonstration: 

During the qualitative data collection, it was mentioned that one of the contributing factors for 
malnutrition is a lack of awareness among mothers/caretakers of infant young child feeding 
practices. After in depth exploration with community groups, volunteers and IMC staff, it was 
found that caretakers have limited knowledge of preparation of small quantity of nutrient dense 
food and consequently children receive the normal family food. Thus, conducting cooking 
demonstration with locally available nutritious food will improve the knowledge of caretakers 
about adequate complementary food and will most likely contribute to reduce the prevalence of 
severe acute malnutrition.  

Table 9 presents the logframe for action based on the above stated findings and recommendations 
of the SQUEAC survey. 

 

 



 

 

Table 8: Logframe for action 

Recommendation Priority 1 Activities Verification sources indicators Timeline  Responsible 

Supply of MUAC tapes and 
referral slips 
 

Provide MUAC tape and referral slips Distribution list # of Community health 
volunteers having 2 MUAC 
tapes and referral slips 

By end  December 
2014 

IMC/ 
SMoH/UNICEF 

Increase/Strengthen Community 
Mobilization 

- Select community health 
volunteers 

- Close Support and supervision of 
CHV 

- Men and key community figures 
involved in support community 
mobilization 

- Community leaders 
selection criteria 

- Supervision checklist 

- # of community 
volunteers selected 

- # of supervision 
conducted 

Before end of Jan 
2015 

Community 
leaders and IMC 

More training for Community 
Health Volunteers 

- Refresher training focused on 
practical aspect 

- On job training when necessary 

- Regular data analysis of CHV 
reports and provide feedback 

- Training report % of community health 
volunteers improved MUAC 
measurement  skill 

By the end January 
2015 

IMC 

Improve supervision, data 
quality and follow up 

- Focus supervision on discharge 
criteria. 

- Assist OTP facilities to have 
performance measurement chart. 

- Monthly graphs with 
performance plot. 

- Follow up cards/ 
Registration books 

- Performance indicators 
 

On going IMC/ LGA 
Nutrition 
officers 

Recommendation Priority 2 Activities Verification sources indicators Timeline Responsible 

Advocacy of Decentralization of 
the OTP centres and increase 
the number of OTP days 

Discuss with SMoH, LGA and UNICEF 
on the decentralization of the OTP 
facilities and increase the number of 
OTP days for those OTP facilities with 
high number of defaulters.   

Advocacy report # of OTP facilities 
decentralized 

Before the end of 
January 2015 

IMC, Health 
Facility staff 
and community 
health 
volunteers 

Promote Cooking demonstration 
with locally available foods 

Conduct cooking demonstration with 
locally nutritious available foods in 
OTP facilities and communities. 

Cooking demonstration 
reports 

# of cooking demonstration 
conducted 

On going IMC, Community 
health 
volunteers 

 



 

 

ANNEX 1: LIST OF PEOPLE TRAINED 
DURING SQUEAC 
 

FIRST 
NAME 

SURNAME 
GENDER 
(M/F) 

POSITION ORGANISATION EMAIL/Tel ADDRESS 

Mustapha  Umar M Enumerator None +234-08067676216 
Aminu Garba M Enumerator None +234- 07039266995 
Abba A Ladan M Enumerator None +234- 07039031546 
Hussaini Aminu M Enumerator None +234- 08034302599 
Faisal  Bello M Enumerator None +234- 07068336393 
Abdulkadir Muhammad M Enumerator None +234- 08064688825 
Sahabi Shehu M Enumerator LGA +234-08031384540 
Zainab Abache F Enumerator IMC +234- 07037409319 
Asmau Muhammad F Enumerator IMC +234- 08035147009 
Fatima Shehu F Enumerator IMC +234- 08109974028 
Aisha Muhammad F Enumerator IMC +234-09034999059 
Hauwa Ahmad F Enumerator IMC +234-07066088911 
Amina Muhammad F Enumerator IMC +234-08062888051 
Rukayya Musa F Enumerator LGA +234-07066613493 
Ali Hamza M Supervisor SMoH ahamzask@yahoo.com 
Paul Mudzongo M Supervisor UNICEF pmudzongo@unicef.org 
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ANNEX 2: SQUEAC SCHEDULE  
 

Date Activity Remarks 

23 Nov  Introduction of team 

 Overview of CMAM in Binji and Wamako 
LGAs 

 Introduction of coverage assessment  

  Data analysis and presentation 

 preparation for field 

Class room 
discussion 

24 Nov Field visit for terminology, actors 
identification and availability  

Field visit 

25-26 Nov Qualitative data collection:  

 Barrier,  

 Boosters and  

 Question identification 

Field visit 

27-28 Nov  Discussion on BBQ,  

 Prepare mind map and  

 generate Hypothesis 

Class room  

29 Nov Hypothesis Testing Field Visit 

30 Nov  Compilation of information and  

 Providing weightage to BB 

Class room 
discussion 

01 Dec  Development of Prior and 

 Sampling for wide area survey 

Classroom 
discussion 

2-3 Dec Wide area survey Field Visit 

04 Dec Data analysis, development of posterior 
and identifying major action point  

Class room 
discussion 

5-11 Dec Report Writing   

12 Dec SMoH and Stakeholder Debrief   

16 Dec Final Report Share 
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ANNEX 3: SEASONAL CALENDER 

 
 
 
 
  

  Jan Feb Mar Apr May Jun Jul Aug Sept Oct Nov Dec 

Weather 
condition 

Dry Season             

Rainy 
Season 
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p
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 Land 

preparation 
            

Planting             

Harvesting             

Weeding             

D
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e
ss

 

Hunger 
season 
peak 

            

Staple food 
price peak 
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Live stock 
sale 

            

Farm 
casual 
labour 

            

Migration             

Diseases 
Disease 
peak 
season 

ARI     Malaria & Diarrhoea    
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ANNEX 4: QUESTIONNAIRE FOR FGD AND KI 
 

1. COMMUNITY - LAY PEOPLE 
 

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

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

 
If malnutrition mentioned, ask: 

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

 
HEALTH SEEKING BEHAVIOUR 
 

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

9. What factors determine which treatment / approach you use for a particular illness? 
Probe on: 
a. Cost, Access, Father permission, Habit/familiarity 

10. Where are the children going when they have an illness? 
 
If clinic/hospital mentioned: 

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

home? 
 

If malnutrition not already mentioned ask/show pictures: 
13. Have you seen children like this (those who have lost weight/become very thin or whose 

feet/legs/hands have started to swell? 
14. When do you see this condition? Are there children who have this problem now? 
15. What do you call this condition? 
16. Which children get this condition? Why? 
17. What do you do when your children get this condition? Why? 

 
AWARENESS OF CMAM SERVICE 
 

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

a. Who told you? When? What do you know about it? 
20. What are children given for this condition? 
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If people think the RUTF is a food ask: 

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

21. Do you know children receiving this treatment? 
 
PERCEPTIONS OF CMAM 
 

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

a. What is good about it? 
23. Have you noticed a change in the children who are being treated? 
24. What improvements would you like to see to the service? 
 
If people say it isn’t good ask: 

a. What is wrong with it? 
25. What do people not like about the service? 
26. How can we change it? What suggestions do you have? 

 
AWARENESS OF CHW/VOLUNTEER (CASE FINDER) AND HIS/HER ACTIVITIES 
 

27. How are children identified for treatment? 
a. What tool is used? 
b. Have you seen anyone doing this in your community? 
 
If people know the volunteer/have seen the MUAC ask: 
c. When was the last time you saw the volunteer measuring children? How often does he do 

it?  
d. How are children referred to the health centre? 
 
If not, show the MUAC tape and repeat questions if necessary: 
 

COVERAGE QUESTION 
 

28. Do you know children who have this condition but who are not going to the health centre for 
treatment? Why? 

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

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

 
BARRIERS 

31. What factors might prevent children from being able to access treatment? Why? How can we 
overcome these obstacles? 

32. What messages/suggestions would you like us to pass to the people running the CMAM service? 
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2. Key community figures (local village/religious leaders)  
 
Open questions about the situation in the village / the health of the children etc. can always be asked of 
the leaders at the start before focusing on the issues of interest. 
 

 Understanding of malnutrition, other diseases in common in the community 
 

 Health seeking behaviour 
 
KNOWLEDGE AND UNDERSTANDING OF CMAM 

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

a. Target children? (ensure both marasmic and kwashiorkor types are identified) 
b. Admission criteria? 
c. Treatment given? 
d. OTP day? 
e. Identification of children? 

 
ROLE / AWARENESS RAISING 

5. Have you been involved in telling others about the service? How? When? 
 
PERCEPTIONS OF CMAM 

6. What are people saying about CMAM? 
a. Do you think most people are aware of it? 
b. What do they understand about it? 

7. What do you think of the service? 
a. What do other key community figures think of it? 

 
BARRIERS/COVERAGE QUESTION 

8. Do you know any children currently receiving treatment in the village? 
a. What can you tell me about them? 

9. Are you aware of any children who need treatment but are not in the programme?  
a. What stops them coming? (distance/family/beliefs/other) 
b. How could we reach these children/encourage them to attend? 

10. Do you know any children who have defaulted/stopped coming? 
a. Why is that? How can we encourage them to return for treatment? 

11. Who is responsible for taking children for treatment?  
a. If it is a women, ask if she can make a decision herself or does she need husbands or 

family’s approval. 
b. Can she travel alone or does her husband need to accompany her? 

 
STIGMA 

12. Is there a stigma attached to malnutrition in your village? Are there parents who might hide 
their malnourished children? Why? 

 
COMMUNICATIONS 

13. Do you know anyone in the village who identifies children for this service? 
a. When did you last see them? When were they last active? 
b. What do they do? (frequency and organisation of activities = passive or active) 
c. Do you know how a child is referred? 
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14. Have you had any feedback from the volunteer/clinic staff/MoH officials about the service? 
15. Do you know what the results are (number of children cured)? 
16. How is information commonly diffused in your community. Who are the sources of 

information? 
17. How are decisions made in your community? How are they communicated to members? Are 

there any committees/associations which act on community behalf? 
 
IMPROVEMENTS 

18. How can we improve the service? 
19. Do you have any messages for those who run the service? 
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3. TRADITIONAL HEALER / OTHER HEALER  
 
TREATMENT AND PERCEPTION OF MALNUTRITION 
 
Start the discussion by asking: 

1. What types of illnesses do you treat? Most common? How many patients do you see a week? 
2. How do you treat this illness? What do you do if the treatment is not effective? 

 
If not mentioned show picture of malnourished children and ask: 

3. Do you see children like this in the village? Do you treat this illness? How do you treat this illness? 
How often do you see it and when? What are the causes of this illness? How effective is the 
treatment? 

4. Are you aware of any other treatment for this condition?  
 
Continue with similar questions asked of key community figures starting with awareness of the 
service 
 
 

KNOWLEDGE AND UNDERSTANDING OF CMAM 
 

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

a. Target children? (ensure both marasmic and kwashiorkor types are identified) 
b. Admission criteria? 
c. Treatment given? 
d. OTP day? 
e. Identification of children? 
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4. CARERS OF BENEFICIARIES 
 
Individual case history 
 

HISTORY OF THE ILLNESS 
1. When did you first notice that your child was unwell? 

a. What was wrong with them? What symptoms did they have? 
b. What was the cause of the problem (probe for illness / food availability)? 
c. Was your child admit before in the OTP (before this time)? 
d. Any of your other children admitted in the OTP before? 

2. Are there any other children in the community with the same symptoms? 
a. Will you refer these children to the OTP service? 

 
HEALTH SEEKING BEHAVIOUR 

3. What did you do when your child became ill? 
4. Did anyone tell you to go to the health centre (information source)? 
5. How long was it before you went to the health centre? 
6. Have you used any other means of treatment before coming to the health facility? 
 

 
INFORMATION SOURCE FOR THE OTP 

7. How did you first hear about the service? 
a. Who told you? 
b. Have you heard about it from any other source since? 
c. Who is telling people about it in your villages? 

8. What did you hear about it? 
9. What made you come? 

 
AWARENESS OF/CONTACT WITH CHW/VOLUNTEER (CASE FINDER) 

10. Did your child have his/her arm measured at home (MUAC)? 
a. By whom? How was it done? What did he/she tell you about it? 
b. When was the last time your child was measured at home? 

11. Did the volunteer or health worker supports you at home? 
a. What does he/she do? 
b. When does he/she do this? 

 
UNDERSTANDING OF THE SERVICE  

12. What did the clinic staff tell you about your child’s condition? 
13. What were you told about the treatment? (Check understanding of procedures, approximate 

length of treatment, what to do if you need to travel, sharing of RUTF etc.?) 
14. What do the staff call the treatment? What do you call the treatment? 
 

STANDARD OF SERVICE 
15. How long do you usually wait before the nurse sees you? 
16. How long does it take you to come here? 
17. How much time do you spend in OTP? 

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

18. Have you always received the weekly supply of Plumpy nut for treatment? 
a. Have there been any shortages on any week? 
b. Have you ever received something else instead RUTF? 
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19. Does your child eat all the sachets? (probe: refuse to eat, selling of sachets, sharing of sachets 
with siblings) 

20. How long has your child been in the OTP? 
a. Has your child changed since he/she was admitted? 

 
OPINION OF THE SERVICE 

21. What do you think of the service? 
a. What are the strengths/weaknesses? 
b. Difference in the health of your child? 
c. What could be improved? 

 
ABSENCE/DEFAULTING 

22. How easy is it for you to come every week? 
a. What makes it difficult / stops you from coming sometimes? 
b. if answered hard to take care of other children; probe how does she arrange child care? 

23. Do you know of any children who have stopped coming? 
a. Why is that? 
b. How can we encourage these children to return and continue the treatment? 

 
COVERAGE QUESTION 

24. Do you know of other children who have the same problem but who are not attending the 
clinic? 
a. If yes, why not? 
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5. Group discussion with carers 
 
INFORMATION SOURCE FOR THE OTP 

1. How did you first hear about the service? 
a. Who told you? 
b. Have you heard about it from any other source since? 
c. Who is telling people about it in your villages? 

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

 
AWARENESS OF/CONTACT WITH CHW/VOLUNTEER (CASE FINDER) 

4. Did your child have his/her arm measured at home (MUAC)? 
a. By whom? How was it done? What did he/she tell you about it? 
b. When was the last time your child was measured at home? 

 
STANDARD OF SERVICE 

5. How long has your child been receiving treatment? 
6. Difference in child’s condition? 
7. Have you had any difficulties in following the treatment/attending every week? (Probe for: 

distance, waiting time, welcome, care for other children etc.) 
8. Have you missed a week? Why? 
9. Have you always received the correct supply of treatment sachets? 

a. Have there been any shortages on any week? 
b. Have you ever not received the full amount / or received something else instead? 

10. Does your child eat all the sachets? (probe: refuse to eat, selling of sachets, sharing of sachets 
with siblings) 

 
OPINION OF THE SERVICE 

11. What do you think of the service? 
a. What are the strengths/weaknesses? 
b. What could be improved? 

 
DISTANCE 

12. How far is it from your home to the clinic? 
a. How do you get here? Walk/transport? 
b. How long does it take? 
c. Determine the farthest distance travelled within the group 

13. Do you have any other reason to come to this clinic/this place? 
14. Do you need approval from your husband to come to the clinic? 

a. Does he accompany you when you come to the clinic? 
 
COVERAGE QUESTION/DEFAULTING 

15. Do you know of any children who have stopped coming? 
a. Why is that? 
b. How can we encourage these children to return and continue the treatment? 

16. Do you know of other children who have the same problem but who are not attending the clinic? 
a. If yes, why not? 
b. What would encourage them to come? 

 
CASE REFERRAL 

17. Have you told anyone else to bring their child to the clinic? 
a. Why/why not? 
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PERCEPTION OF CMAM 

18. What are people saying about the service in your villages? 
19. Are the other mothers aware of the service? 
 

STIGMA 
25. Is there a stigma attached to malnutrition in your village? Are there parents who hide their 

children? For what reason? 
 
If stigma exists: 
26. How does the stigma affect you personally? In what way? 

 
FEEDBACK 

20. Have you any messages you want us to give to the people running the service? 
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6. VOLUNTEERS 
 
ROLE 

1. How long have you been a volunteer? 
2. What are your main activities? 
3. How often do you do these activities? 
4. Do you get a lot of support from the health facilities? 
5. What are your working hours?  
6. What area do you cover for case finding? 

a. How long does it take you? 
7. How do you decide which children to measure? 
8. What tools do you have to help you? 
9. How do you report your activities? 
10. To whom do you report your activities? 
11. Tell me about the last case you identified? When was that? What was the problem? 
 

EXPLANATION GIVEN TO MOTHERS 
12. What do you tell the mother when you identify a case? 
13. What do you say about the new treatment? 
14. How do you refer to the treatment? 

a. What do the mothers call it? 
 
REFERRAL AND FOLLOW UP 

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

16. Are you aware of any children who have stopped coming? 
a. Why is that? How can we encourage them to return? 

17. Are you ever asked to visit a case that is not improving / has been absent? Tell me about the 
last one you visited. 

 
REJECTION 

18. Have you referred any children who have been turned away and not given treatment? 
a. For what reason? How many were rejected last month? 
b. Did you receive an explanation from the nurse as to why? 
c. How did the mother react? 
d. What was your reaction? 

19. Are you aware of any other children who went spontaneously to the health centre and were 
turned away and not given treatment? Probe: a-d as above. 

 
COVERAGE QUESTION 

20. Do any mothers refuse to go to the clinic? Why? How can we encourage them to bring their 
children? 

 
COMMUNICATIONS  

21. When was your last contact with clinic staff? 
22. Are there regular monthly / 3 monthly meetings with health centre staff? Are CMAM issues 

discussed? 
23. Do you have a monthly written/verbal report to make on your activities (number of children 

identified, number referred, home visits etc.) 
24. How do you usually communicate with the nurse at the health centre (for example when a home 

visit is needed) 
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25. Have you received any feedback from clinic staff  
a. Number cured? 
b. Number of defaulters? Reason? 

26. Have you talked with village / religious leaders or other people about CMAM since it started? 
When was your last contact? Topic of discussion? 

27. What are the methods to disseminate information to the community? 
28. Who are existing community actors of networks who are supporting for programme? 

a. How could they best used for community participation and outreach for the CMAM 
programme? 

29. In your opinion, what are the most appropriate groups and networks to carry out community 
mobilization activities for CMAM? 

30. Have you had any further contact with children you have referred? 
a. Do you know how many were cured? 
b. Do you know if any defaulted? Why? 

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

 
OPINION OF THE OTP 

32. What is your opinion of the OTP? Why? 
33. What is the opinion of the community? 

 
MOTIVATION 

34. Appreciation of your work by the community? 
35. Appreciation of your work by programme staff? 
36. Do you enjoy your role? Why / why not? 
37. Challenges / difficulties? 

 
IMPROVEMENTS 

38. What would help you in your job as a volunteer? 
39. How do you think CMAM could be improved? 
40. Any messages for those running the service? 
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7. OTP STAFF 
 

CMAM INVOLVEMENT AND CHALLENGES 
1. How long have you been working on CMAM? 

a. How many staff are involved/trained on CMAM? 
2. When were you trained on CMAM? 

a. Have you had refresher training? 
b. Is there any additional training you feel you need? 

3. What difficulties, if any, do you have on the CMAM day? 
a. High number of patients 
b. Time 
c. Completing paperwork accurately and keeping up to date 

 
CALENDAR 

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

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

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

 
REFERRAL AND FOLLOW UP 

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

8. Is there a system to check that the child referred by the volunteer has actually presented at the 
clinic? System to confirm the number of referrals per volunteer? 

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

 
REJECTION 

10. How many healthy children have you rejected who do not correspond to the admission criteria? 
a. How many every week? 
b. Explanation given? What do you actually say/what words do you use? 
c. Why do you think these mothers come with healthy children? 
d. How do mothers react? 

11. Have you had any wrong referrals from the volunteer? 
a. How many? What was the problem? Did you report back to the volunteer? 

 
DEFAULTING 

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

14. Is there a system to follow up on defaulters? How does it work? How could we encourage children 
to return for treatment? 

15. What barriers prevent mothers from bringing their children to the OTP? 
 
COVERAGE QUESTION 

16. Are you aware of any children with this condition who don’t come to the CS? \Why is that? 
 
COMMUNICATIONS 

17. Are there regular monthly/3 monthly meetings with volunteers? Are CMAM issues discussed? How 
often do you see the volunteers? Last time? 

18. What existing community mobilization activities already underway to promote CMAM services and 
access? 

a. What works best? What is not working and why? 
19. Who are existing community actors of networks who are supporting for programme? 

a. How could they best used for community participation and outreach for the CMAM 
programme? 

20. In your opinion, what are the most appropriate groups and networks to carry out community 
mobilization activities for CMAM? 

21. When was the last time you saw someone from the district office? Frequency of contact? 
22. Support from the district? 
23. Do you get technical support and feedback from your supervisor? 

 
OPINION OF THE SERVICE 

24. Does the OTP give good results? 
25. Has the condition of the children improved? 

 
WORK LOAD 

26. Does the OTP give you more work? 
27. What changes have you had to make to your routine activities? 
 

IMPROVEMENTS (different order) 
28. Challenges? Problems? Improvements? 
29. What messages do you want us to pass to the people organising CMAM? 

 



 

 
53 

7.  FIELD AGENT (if NGO) 
 
ROLE AND ACTIVITIES 

1. Tell me about the activities you did last week? 
a. One off activities? 
b. How much time do you devote to nutrition activities? 

2. How many volunteers do you supervise? 
a. Last contact? For what reason? 
b. How many have recently had training/refresher training? 
c. How is case finding carried out and how often? 
d. How do you supervise their activities? Book? Report? 
e. How motivated are the volunteers? Complaints? Replacement of non-active volunteers? 
f. What tools are provided to volunteers? MUAC tape?  

 
COMMUNICATIONS 

3. How do you communicate with health centre staff? 
a. Last contact? For what reason? 
b. Relations with health centre staff? 
c. What information is shared? In what format? 

4. Last contact with your supervisor? 
a. For what reason? Report? 

 
FOLLOW UP / HOME VISITS 

5. Who follows up defaulters? How? 
a. Last defaulter traced? Reason for defaulting? Did the child return to treatment? 

6. Who follows up children not responding to treatment? How? 
a. Last case? Reason? 

7. Is feedback given after home, if so to whom? 
8. Are home visits documented? Why / why not? How? 

 
OPINION OF OTP 

9. What do you think of the OTP? Why? Has your opinion changed? 
10. Challenges / problems / suggestions for improving the service? 
11. Messages for those running the OTP service? 
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8. PROGRAMME STAFF 
 
ROLE AND ACTIVITES 

1.   When was your last field visit and what was the outcome/what did you find out? 
2.   How much time do you devote to nutrition activities? 
 

COMMUNICATIONS 
3.   Relations with health centre staff? Last contact? For what reason? 
4.   Relations with district MoH staff? Last contact? For what reason? 
 

OVERVIEW OF THE SERVICE 
1. Strengths / weaknesses? 
2. Challenges / problems / changes? Improvements / recommendations? 
3. What factors influence the coverage for the service? In a positive way / in a negative way? 

 
BARRIERS 

4. What barriers to access exist? Why? How can we overcome them? 
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ADDITIONAL QUESTIONS (adapt according to the audience) 
 
Terminology: 

 Check what terms are used to describe the different types of malnutrition. 
 
Key people: 

 In your village who are the people who are in close contact with children under 5 and can point out 
their houses (because they are involved in care or preventive/other activities). 

 
Calendars: 

 Ask the community to help you develop seasonal calendars for: 
o The hunger gap  
o Agricultural labour (periods of intense activity) 
o Child illness (ARI, malaria, fever, diarrhoea etc.) 
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ANNEX 5: LEGEND FOR BBQ CODES  
 

Source Code 

Community leader 1 

Imam / religious leader 2 

Community health volunteers 3 

Traditional birth attendant 4 

Grand mothers 5 

Traditional healers 6 

Mothers of SAM children 7 

Chemist 8 

Care group leaders 9 

Community lay people 10 

OTP staff 11 

  

Method Code 

Focus group discussions A 

Key information interview B 

Observation C 

Case study D 

Programme data E 

  

Group Code 

Group 1 Yellow  

Group 2 Green 

Group 3 Orange 

Group 4 Pink 

Group 5 Purple 
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ANNEX 6: QUESTIONNAIRE FOR SAM 
CHILDREN OUT OF THE PROGRAMME 
 
Questionnaire for caretakers of malnourished children who are not in the program 
 
State: __________________________________        LGA: ________________________________ 
 
Village: _________________________________       Program site: _________________________ 
 
Child Name: _____________________________       Team No: _____________________________ 
 
1. Do you think that this child is malnourished?     Yes / No  
If NO: go to question 4 
If YES 
 
Do you know of a program that can treat malnourished children?  Yes/No 
If NO: go to question 4 
If YES 
 
What is the name of this program?  
 
Where is this program?  
 
Why is this child not attending this program? 
Do not prompt. Probe ‘Any other reason?’ 
 

 Program site is too far away 
 No time/too busy to attend the program 
 Carer cannot travel with more than one child 
 Carer is ashamed to attend the program 
 Difficulty with childcare 
 The child has been rejected by the program 
 Poor quality of services 
 Use of traditional medicine 
 Caretaker is ashamed to go 
 Caretaker is not allowed to go from husband 
 Lack of money for transport 
 The programme is not helping the child 
 Caretaker is too sick to go to facility 

 
Record any other reasons... 
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Has this child ever been examined by program staff/CHW?   Yes/No 
 
Has your child been admitted to the OTP or SC before?   Yes/No 
If NO go to question X 
If YES …….. 
 
 
Why did this child leave the programme? 

 Previously rejected 
 Defaulted 
 Discharged as cured 
 Discharged as not cured 
 

 
When? _________________________________ 
 
Why? __________________________________ 
 
Other 
______________________________________________ 
 
If you decide to use the OTP/SC services, where and when do you prefer want to use the CMAM service? 
 
___________________________________________________________________________________ 
 
Who decided or influences you take or NOT take the child to the health facility? 
 
 
___________________________________________________________________________________ 
 
How do you deal with a child who is sick? Where do you take them? 
Probe; traditional healers, OTP, health facility, community leader, mother in law, self-medication with 
herbs 
 
 
___________________________________________________________________________________ 
 
 
 
 
Thank caretaker. Issue a referral slip. Inform caretaker of site and date to attend. 

 

 

 

 

 


