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EXECUTIVE SUMMARY  
 
Ceel Waaq (El Wak) is district in Gedo Region, South Central Somalia and has an estimated 
population of 30,958 (2014).  Elwak district boarders Beled Hawa and Garbaharey Districts to 
the North, Baardheere District to the South and East, and Kenya to the West. The district has two 
livelihood zones which include pastoral and agro- pastoral; with the major livelihood being 
pastoral. Though no major nutrition survey has been done specific to El Wak, the Gu 2016 
assessment results show sustained critical levels of GAM among North Gedo Pastoral (17.2%) 
since post Gu 2014. The current SAM rate (3.2%) show sustained critical situation compared to 
Gu 2015, but a slight improvement compared to Deyr 15/16 in North Gedo Pastoral (4.1%). 
HARD is the only nutrition partner implementing CMAM in the district and has seven OTP sites. 
The assessment took place between 30th December 2016 and 17th January 2017. Program data 
from the OTP site operated by HARD were used in the analysis of admission and discharge 
outcome trends. The single coverage estimate for El Wak was 54.6% (49.9%-59.3%) 95% C.I 
which was above the sphere standard for rural program coverage (50%). Below is a summary of 
the main barriers and boosters, as well as the recommendations that were realized through the 
assessment: 
 
Main barriers Explanation 
Distance Most beneficiaries reported walking for over thirty minutes to access 

services 
Inadequate staff The work at hand called for additional staff which was not achievable 

due to lack of funds 
Insecurity Most beneficiaries and project staff complained that most of their efforts 

have been frustrated by frequent inter-clan conflicts and militia. 
Long queues  Long queues were as result of the presence of only one mobile site 

challenged by overcrowding and ineffective delivery of services to the 
community. 

Main Boosters Explanation 
Skilled OTP team Most OTP staff regularly attend capacity building seminars and other 

trainings to improve their knowledge and skills  
Improved service 
delivery at OTP site 

Regular OJT sessions and capacity building has enhanced  skills of OTP 
staff in identifying cases of SAM through MUAC and weight/height 
scores 

Coordination with 
other agencies  

There is collaboration between OTP staff with other agencies such as 
Geodo, a local NGO that provides TSFP services in the region to boost 
service provision  

Main barriers Recommendations 
Distance - Increase the number hence the geographical coverage OTP sites within the 

region 
Inadequate staff - Employ more healthcare staff, especially nurses and nutrition officers 

who assist in the program 
Insecurity - Enhance security through local administrative channels and community 

policing  
Long queues  - The program should extend the number of OTP and outreach services 

and their working hours 
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1.0 INTRODUCTION 

1.1 Background of survey area 
 
Gedo region is located in Southwest Somalia and comprises of six districts namely Luuq, Belet 
Hawa, Dolow, Garbaharey, Elwak and Bardera districts. Ceel Waaq (El Wak) is district in Gedo 
Region, South Central Somalia and has an estimated population of 30,958 (2014).  Elwak district 
boarders Beled Hawa and Garbaharey Districts to the North, Baardheere District to the South 
and East, and Kenya to the West. The district has two livelihood zones which include pastoral 
and agro- pastoral; with the major livelihood being pastoral1.  
 
Following the lower production of crops, milk and meat, the food security situation in Gedo 
region has worsened this season compared to post-Deyr 2015/16 projection (February-June). In 
July 2016, an average of 63 000 people were affected by the deteriorated food security with 
market  purchases  (sorghum,  maize,  sugar  and  vegetable oil) meeting 50-60 percent  of  poor  
pastoralists’  food  needs while livestock products and wild food contributing to 40-50 percent of 
food. The sources of livelihood include sale of livestock products (milk/ghee) (60-75%) and 
livestock (10-20%) and employment (15-20%). In agricultural livelihoods (Agro pastoral and 
riverine), households meet their food needs (50-65%) through own production (cereals and 
livestock products) supplemented through purchases, wild food and gifts (35-50%). The agro 
pastoralists’ income sources comprise the sale of livestock and livestock products (55-75%), 
crop sales (10-20%) and remittances (15-25%). However, the income of poor households in 
riverine livelihood comes from employment and self-employment (35-55%) followed by crop 
sales (10- 20%) and cash gifts. 
 
Though no major nutrition survey has been done specific to El Wak, the Gu 2016 assessment 
results show sustained critical levels of GAM among North Gedo Pastoral (17.2%) since post Gu 
2014. The current SAM rate (3.2%) show sustained critical situation compared to Gu 2015, but a 
slight improvement compared to Deyr 15/16 in North Gedo Pastoral (4.1%).  
 
The  main  aggravating  factors  of nutrition situation include low  immunization  coverage, with 
only 30%-40% of children immunized against six major childhood diseases2 and poor child care, 
high  morbidity, and limited access to health  facilities, clean water, sanitation services to treat 
moderate malnutrition.  
 
 
 
 
 
 
 
 
 
 

                                                
1
	FSNAU	

2
	WHO:	Somalia	–	Expanded	Program	on	Immunization	
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1.2   Objectives  
The SQUEAC assessment objectives were as follows: 

• To identify factors affecting (Barriers and Boosters) the uptake of the OTP services in 
Elwak District 

• To establish the overall coverage estimate for the OTP program in Elwak District 
• To provide action plan to improve acceptance and coverage of OTP in Elwak district 
• To capacity enhance MoH and other Program Staffs from partners’ competence in using 

SQUEAC methodology to assess program coverage in Elwak District. 
 
1.3 Methodology 
The assessment was conducted using semi-quantitative evaluation of access and coverage 
(SQUEAC) methodology3. SQUEAC is a low resource methodology used to evaluate the 
coverage of IMAM programs. Coverage was defined as proportion of all people needing or 
eligible to receive a service to those who actually received that service. The assessment was done 
in three stages; 
 
Stage 1 –It involved identifying areas of low and high coverage as well as reasons for coverage 
failure. This was done using routine program data, any other existing data and qualitative data.   
Stage 2- It involved, confirming the location of areas of high and low coverage and the reasons 
for coverage failure identified in stage 1. Small-area surveys were employed, confirming the 
areas of low and high coverage. 
Stage 3-This stage involved providing an estimate of overall program coverage using Bayesian 
techniques.  
 

2.0 RESULTS  
2.1 Stage 1:	Quantitative Data 
Stage one involved collection of routine program data reports from January 2015 to October 
2016, the data collected was from program registers, monthly reports and OTP ration cards 
which were compiled onto a standard reporting excel template. The following indicators were 
analyzed: admissions overtime, admissions by month, OTP site and by MUAC cut off points. 
Program performance indicators i.e. program exits. This mainly included cure rates, death rates, 
defaulting rates, time of defaulting, length of stay in the program. 
 
2.1.1 Admissions trends overtime 
The admission trends over time for the period under-consideration (January 2015 to October 
2016) show that there were slightly more admissions in 2015 (1,025) compared with 2016 (929). 
The trend line also shows that there was a downward trend in admissions between January 2015 
and March 2015, thereafter, there was an upward trend in admission till July 2015 when the 
admissions again started to decline till March 2016 when an upward trend is observed to August 
2016. The trend analyses also show that there are some spikes in admissions noted especially in 
                                                
3
	.	Semi-Quantitative	Evaluation	of	Access	&	Coverage	(SQUEAC)	and	Simplified-LQAS	Evaluation	of	Access	&	

Coverage	(SLEAC)	
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the following months: July, November, February and August. The least admissions are also 
noted in the following months: September, January and March. April 2015 marked the peak of 
emigration in search of greener pasture, hence almost zero admission.   
 
Figure 1: Admission trends overtime 

 
  

 Jan   Feb  Mar  April ' May      Jun  Jul   Aug  Sept  Oct  Nov  Dec  
Disease 
Trends diarrhoea Malaria,AWD,ARI, waterborne diseases  

AWD,ARI 

Seasonality Short rains 'DEYR' Long rains 'GU'  
Short rains 'DEYR' 

Migration 
Patterns 

Emigration in 
search of pasture 

Influx of IDPs from neighboring districts 
 

Emigration in search of 
pasture 

Market prices Increase in food prices Decrease in food prices Increase in food prices 

Labor 
Demand Land prep 

Planting and weeding 
 
 

 
Harvesting; maize ,beans 

, sorghum, rice 

 
Land prep 

 
2.1.2 Admissions per OTP site  
The figure below presents the admissions by the OTP sites. As per the analysis, El Wak Town 
OTP site registered the highest number of admission in the period under considering with 330 
admissions, followed by Cosqurun and Damas OTP Site with 282 admissions each. On the other 
side, Fafaxdhun registered the least number of admissions in the same period with 176 
admissions.  
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Figure 2: Admissions per OTP site 

 

 
 
Admission by Distance of Village to Site 
The admission by the distance of the village to the OTP site has been analyzed with data from 
August 2016 to October 2016. Distance was considered “near” if the village was between 0 and 
5 kilometers from the OTP site while a village which was more than 5 kilometers away from the 
OTP site was considered “far”. The results presented in the figure below show that there were 
more admission in the villages close to the OTP sites than the villages considered far from the 
OTP sites except for Busaar in which nearer villages had very low population density. 
 
Figure 3: Admissions per distance to village 
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2.1.4 Program performance (discharge outcomes) 
There is need to evaluate and monitor program performance, this is to mainly measure or gauge 
the efficiency and effectiveness in the uptake of this services. For a program to be effective, the 
cure rates should be consistently above the sphere standard of >75% while defaulting and death 
rates should be <15% and <10% respectively.4 
 
The El Wak OTP performance data has been analyzed since January 2015 till October 2016. As 
per the analysis in the figure below, the cure rate has been above 75% throughout the entire 
period of consideration. However, the default rate has been fluctuating with month, where March 
2015, May 2015, August 2015, October 2015, August 2016, September 2016 and October 2016 
the defaulter rate has been above 15% which is considered high.  
 
 
Exit Trends 
On the time to defaulting, the analysis of the data indicate that majority of defaulting cases are 
occurring past eight weeks. The length of stay in the OTP program is supposed to be around 
eight weeks, then it may imply that majority of the beneficiaries are defaulting late. However, it 
is also worth noting that there is quite a huge number of defaulting cases which occur relatively 
early.  
 
Figure 4: Exit trends 

 
 
 

 

 

 
                                                
4
	SPHERE	Standards	,2011	
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Figure 4: Average Length of stay 

 
 
Time to Defaulting 
The length of stay was determined for the cases which were exited as cured in the period 
between August and October 2016. The purpose of this is to help understand the tentative period 
which the cases are staying in the OTP program. The Somalia IMAM guideline recommends that 
SAM children admitted through MUAC should be in the program for a minimum of two months 
but a maximum of four months. The analysis of the length of stay indicate that majority (57%) of 
the cases exited as cured were discharged from the eighth week till the twelfth week as per the 
protocol. However, it is worth to note that about 43% of the children were exited as cured before 
the eight week.   
 
Figure 5: Time of defaulting 
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 2.2 Qualitative data collection 
Qualitative data was collected on factors affecting program coverage in El Wak District. The key 
informant for qualitative data included general community members, village elders, mothers of 
children in the program, fathers of children in the program, District Commissioner, religious 
leaders, CHWs among others. Methods of data collection included in-depth interviews and focus 
group discussions with participants who had directly or indirectly interacted with the OTP to 
provide a summary of barriers, boosters, and questions (BBQ). 
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Table 1: Summary of positive factors (Boosters)	

 
 Boosters  Explanation and analysis sources 
1 Skilled OTP 

team  
The OTP staff said the regularly attend capacity building seminars and other 
trainings to improve their knowledge and skills in managing malnutrition as 
well as other issues pertaining to water and sanitation and health. Such 
trainings have helped in making the right decisions on admissions, 
awareness creation, and management of SAM cases.  

Observation, OTP team 
leaders, project manager, 
OTP Supervisor, CHWs 

2 Active case 
finding and 
follow up  

Project staff and CHWs said that they regularly conduct active case finding 
among the nomadic communities and in towns in a bid to improve their 
enrolment in the program. They also conduct follow-ups to reach out to the 
absentees and defaulters. The efforts of the staff has borne fruits in towns 
however more effort is needed in the villages and nomadic settlement 
stricken by conflicts and are always on the move with their livestock.  
 

Nutrition officer, CHWs, 
caregiver of beneficiaries, 
Sheikh, OTP team leaders, 
Project staff 

3 Coordination 
with other 
agencies 

Project staff pointed out their collaboration with other agencies such as 
Geodo, a local NGO that provides TSFP and WASH services in the region. 
Geodo, for instance, aids in community mobilization and awareness creation 
that creates demand for nutrition services as well as increase knowledge 
among community members.  

Project staff, MOH 

4  Referrals to 
OTP sites and 
nearby SC 
across border 

CHWs and nurses in health centres reported working hard to refer cases to 
OTP sites for management. Although deterred by lack of effective and 
equipped SC site in the region, the program staffs are always ready to refer 
complicated cases to El Wak Kenya for further management. Both referrals 
to OTP and across border for management has bolstered the community’s 
positive perception of the project.  
 
  

Community members,  
Project staff, CHWs 

5 Awareness of  
malnutrition 

The community members are highly aware of malnutrition and its related 
features such as thinness and oedema. Local terms are used in references to 
malnutrition, with the most common terminologies being nafaqadaro or 
macluul. Marasmus is referred to as caato; muwaad denotes skinny and 

Community members, 
community leader (village 
elder), caregivers, CHWs, 
MOH 
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weak, while oedema and big belly are termed Calool weynad and 
kwashiorkor is referred to as cago barar. This in turn has improved their 
health and treatment seeking behavior.  

6 Positive opinion 
of OTP 

Mothers of children with SAM said that for their children RUTF is medicine. 
For this reason, most of them brought their malnourished children to the 
OTP site to receive both RUTFs and Vitamin A supplements.  Caregivers, 
village elders, and sheikhs also held high opinion of OTP linking the 
program to improved  child health in the area  

Nutrition officer, CHWs, 
Project staff, caregivers, 
Sheikhs 
 

7 Improved service 
delivery at OTP 
site 

The project staff and CHWs reported that regular OJT sessions and capacity 
building has enhanced their skills in identifying cases of SAM through 
MUAC and weight/height scores. Improved screening has seen increase in 
admissions from regions that are accessible by the project staff.   

CHWs, Project staff 

 

Table 2: Summary of negative factors (Barriers) 

 Barriers  Explanation and analysis sources 
1 Distance At the moment of the assessment it was observed that only one OTP site 

was functional through assistance from well-wishers. As a result, 
community members walk for over thirty minutes to access services. The 
project staff and CHWs also reported that long distance coupled with other 
challenges such as insecurity makes it hard to mobilize the community or 
create awareness about malnutrition  

Project staff, Caregivers, 
observation, CHW, 
MOH, DC 

2 Inadequate staff  The OTP staff and CHWs complained that the work at hand requires 
additional staffs which are not achievable due to lack of funds. However, 
the project finance officer confirmed that the organization has signed the 
receipt of funds this January that will help to remedy the shocks 
experienced from lack of funds since March 2016.  

Project staff, observation, 
CHWs 

3 Limited awareness 
about the program 

Most caregivers hailing from the nomadic villages had little or no 
interaction with the project, hence could not fully understand the role 
played by the OTP in their region. This explains lower admissions in most 
rural (nomadic) villages such as Fafaxdhun and Gerrilley and high 
admissions in town centres such as El Wak town and Damas. 

Project staff, caregivers, 
CHWs, MOH. 

4 Insecurity Community members including the caregivers and project staff said that Project staff, CHWs, 
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most of their efforts have been frustrated by frequent inter-clan conflicts 
and attacks by the militia. From time to time community members are 
forced to flee their homes and seek for refuge in nearby safer towns. The 
tense situation was also observed during the assessment where no project 
activities could be conducted in the late afternoon for fear of attack from 
the militia who frequently resurface from their hideouts at such hours. 
Awareness creation and attendance to the OTP site have been significantly 
affected by insecurity.  

Community volunteers, 
caregivers, observation, 
DC, MOH 

5 Opportunity cost Both fathers and mothers of beneficiaries agreed that taking care of other 
siblings and striving to make an income takes the upper hand. As such, the 
role of taking a child to the OTP sites is a lesser priority. Such move is 
linked to low admissions and increased absenteeism.  

Project staff, community 
volunteers, CHWs, 
Village elders 

6 Nomadic lifestyle  Community members pointed out their main reason for not adhering to the 
program is that they are always in transit with their livestock. Movements 
occur mainly during droughts and famine. As can be confirmed from the 
routine program data, high defaulter rates were recorded in the month of 
August and low admissions in January, March, and September.  

Project staff, DC, CHWs, 
Village elders 

7 Inadequate WASH 
facilities and 
practices 

The project staff reported that unsanitary conditions fuelled by lack of 
water during dry seasons have been associated with increased infections 
from waterborne diseases. This has seen many mothers from the nomadic 
villages focusing on treatment of acute watery diarrhoea from other sources 
such pharmacies and tradition healers, with many of them not making 
connection between diarrhoeal disease and malnutrition. Insights such as 
breastfeeding, proper nutrition, sanitary practices, obtained at the OTP are 
essential in boosting immunity and preventing diarrheal diseases.  

 Project staff, community 
members 

8 Poor utilization of 
RUTF  

Mothers of beneficiaries said that they had no option but share the RUTFs 
among other children when there is inadequate food in their homes. The 
sale of RUFTs was not observed at the moment of assessment since the last 
dispatch in the region was in June 2016. Community members also said 
that there is fear from the militia group who sabotage or frustrate the supply 
of goods, RUTFs included, from Mogadishu and other towns to the village.  

Project staff, CHWs, 
caregivers, observation, 
Shopkeeper, project staff 

9 Socio-cultural 
beliefs / practices 

Caregivers reported that mothers are burdened with the duty of caring for 
their children during their tender age. Men hold on a cultural belief that 

CHWs, caregivers 
project staff, MOH 
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women have a duty of taking children to hospital at whatever cost. This 
belief sees many children failing to turn up for checkups when mothers 
cannot avail them to OTP sites. Some fathers also said that they believe in 
the link between witchcraft and malnutrition. As such, the program has had 
very limited acceptance in some villages where such notions are espoused.  

10 Insufficient support 
from the 
government  

The project staff indicated that the government has not supported the 
project in the area. The staff pointed out that they are even forced to refer 
complicated cases to Kenyan hospitals for further treatment. In El Wak 
Somalia even the district hospital is under the management by HDC, and 
NGO that lacks funds for effective service delivery.  

Project staff, MOH 

11 Stock-out  Program staff said that UNICEF stopped funding the program in March 
2016. The stock ran out in September 2016, the project has only been 
surviving from donations from well-wishers. Lack of funds and the 
resulting stock-out has had severe impact on the project with increased 
defaulter rates noted in the subsequent months.   

Project staff, CHWs 

12 Long queues and 
overcrowding at the 
mobile site  

Program staff and CHWs reported that the presence of only one mobile site 
is challenged by overcrowding and ineffective delivery of services to the 
community. Mothers of beneficiaries also reported that they had to wait for 
several hours to be served at the site despite of numerous household chores 
awaiting them.  

Caregivers, CHWs, 
program staff 

 
 
 
 
 
 
 
 
 
 
2.2.1 Concept map 
The concept map was a summarized illustration of the positives (boosters) and negatives (barriers) and how they contribute to OTP 
program coverage in El Wak district. In the illustration below, the positive factors were seen to strengthen and enhance program 
coverage. The negative factors as well were seen to affect or contribute to program failure or low program coverage. 
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Figure 6: Summary of Boosters and Barriers in a Concept map	
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2.3 Stage 2 
2.3.1 Hypothesis setting and testing 
From the analysis of stage one both quantitative and qualitative data, a hypothesis was 
formulated for the OTP program in Elwak district .The program coverage was hypothesized to 
be high within the villages near the OTP sites and low program coverage in the villages far from 
the OTP sites in Elwak district.. In this case, FAR is more than 1 hour walking distance while 
NEAR is less than 30 minutes walking distance. 
 
To  test  this  hypothesis,  a  ‘small  area survey’  carried out  in   villages  which are far and ones 
near the OTP sites; 2 nearby  villages   (<30  minutes walking time) and 2 far-distanced villages 
(> 1 hour walk) were selected.  In each selected village, children were randomly selected and 
their nutrition statuses assessed with MUAC (in some cases presence of oedema verified)  
The villages selected as per the above categories are shown below. 
 
Table 3: Assesment findings small area survey 

No  Village  Perceived 
distance from 
OTP 

SAM cases in 
the program  

SAM cases not 
in the program 

Recovering cases 
in the program  

1 Elbanda Near 23 5 21 
2 Dhakandhoq Near 5 0 15 
3 Tuulo faras Far 12 14 15 
4 Qabalanawa Far 0 2 10 
 
Lot Quality Assurance Sampling (LQAS) classification technique was used: 
d = [n x p/100] 
Where, d =decision rule, n= total number found, p= expected awareness threshold (in this case, 
50% for rural areas).  
The  hypothesis  was  tested  by  applying  the  simplified  LQAS  formula  d=  (n/2)  in  
comparison  with the 50% sphere standard for coverage for rural areas. For  coverage to be 
classified as  high,  the  number  of SAM cases covered  by the  program  was  supposed  to  be  
greater  than  the decision rule (d). The table below explains the results. 
 
Table 4: Annalysis for Small area survey 

Villages near  the program  Conclusion  
Coverage Target  50% The number of SAM cases covered (28) was 

more than 16.5 which was the decision rule.  
Therefore we fail to reject the hypothesis that 
coverage was high in areas  
near to the program 

Sample size (Total SAM 
cases) 

33 

Decision Rule D = n/2 
D = 33/2= 16.5 

No. of SAM cases 
covered 

28 

Villages far from the OTP Conclusion 
Sample size (Total SAM 
cases ) 

28 The number of SAM cases covered (12) was less 
than 14 which was the decision rule.  
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Decision Rule D = n/2 
D = 28/2= 14 

Therefore we fail to reject the hypothesis that 
coverage was low in areas far from the program 

No. of SAM cases 
covered 

12 

 
 
 
The SAM cases found not to be in the program were given referrals to the nearest OTP site so as 
to be able to access these services. The caregivers were further queried using a standard 
questionnaire to get the reasons as to why they weren’t able to access these services. The main 
reasons for non-attendance were due to long distances to the OTP site and newcomers who were 
mainly the nomadic group whose movements were seasonal. A significant number of 
respondents also failed to access the services citing the need to wait for the next screening when 
the community mobilizers will be coming to the villages.  
 
Figure 7: Reasons for non-attendance small area survey 
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2.3.2 Developing the prior 
The stage one analysis of the routine programme data gave an overview on the programme performance for the operational months 
between March 2015 to October 2016.Qualitative information was also gathered through formal and informal discussions with key 
informants in the district. This assisted in the formulation of a hypothesis which was further tested in the small area surveys .The 
information collected through administering of questionnaires was further analyzed and was used in the development of the prior. This 
was done using the available information to appropriately and statistically present the perceptions and opinions about coverage. The 
prior was developed using 2 methods, the average of the weighted boosters and the average of the simple boosters and barriers.  
 
Table 5:Weighting of barriers and boosters 

 
Boosters  Simple  Weighted  Barriers  Simple  Weighted  
Skilled OTP team  5 5 Distance 5 4 
Case finding and follow up  5 3 Inadequate staff  5 4 
Coordination with other agencies 5 4 Lack of awareness about the program 5 4 
Referrals to OTP sites and nearby SC across 
border 

5 3 Insecurity 5 5 

Awareness of  malnutrition 5 4 Opportunity cost 5 3 
Positive opinion of OTP 5 4 Nomadic lifestyle  5 5 
Improved screening at OTP site 5 4 Poor sanitation  5 4 
   RUTF as food 5 3 
   Socio-cultural beliefs / practices 5 3 
   Lack of support from the government  5 2 
   Stock-out of RUTF 5 2 
   Long queues and overcrowding at the 

mobile site  
5 3 

Total  35 27 Total  60 42 
Lower coverage value  0 0 Lower coverage value  100 100 
Score  35 27 Score  40 58 
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2.3.4 Weighted scores  
 
Scores ranging from 1 (weak) to 5 (strong) were given to all barriers and boosters depending on  
how  much  the  barrier  or booster  was  confirmed  to  be  true  by  the  different  sources  and  
methods  and  the  overall impact  on coverage.  Upon triangulation of data by source method, 
barriers or boosters that were confirmed by many sources and methods were accorded high 
scores.  
The total sum of the boosters was added to the lowest possible coverage (0 + 27) = 27% 
Total sum of the barriers was deducted from the highest possible coverage (100 – 42) = 58% 
Prior mode from the weighted boosters and barriers = (27%+58%)/2 = 42.5% 
 
2.3.5 Simple scores  
 
Assuming that both barriers and boosters have equal effect of coverage, each attribute was 
accorded a maximum score of 5 
The total sum of the simple boosters was added to the lowest possible coverage (0 + 35) = 35%  
Total sum of the simple barriers was subtracted from the highest possible coverage  
(100 – 60) = 40%  
Thus, prior mode from the simple boosters and barriers = (35%+40%)/2 = 37.5% 
 
2.3.6 Histogram 
 
The lowest coverage was believed to be approximately 20% while the highest possible coverage 
was believed to hit 80%. A plot of the belief indicated a coverage estimate of 43% as shown 
below.  
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2.3.7 Concept map  
A physical count of the positive links (14) was done and added to  the  minimum  coverage  
(0%),  while  the  count  of  negative  links  (19)  subtracted  from  the maximum coverage 
(100%). The mean of the total sum was calculated at 48% 
 
The  OVERALL  PRIOR  MODE  is  therefore  calculated  by  taking  the  mean  of  the  three  
modes calculated above = (42.5%+37.5%+43%+48%)/4  = 42.75% 

2.3.8 Prior plot 
The prior was set on Bayes SQUEAC Coverage Estimate Calculator version 3.01. The mode is 
adjusted to the 42.75% mark with the lowest coverage value being 10% and the highest value 
being 80%. This attains the prior alpha and prior beta values of 10.1 and 13.7 respectively. The 
plot is as shown in the figure below; 
 

 
 

3.0 WIDE AREA SURVEY 
 
3.1 Calculation of sample size 

Minimum SAM cases sample size 
The sample size for the SAM cases for wide area survey (Likelihood) was calculated using the 
formula below. A prior mode of 42.75%, a prior α = 10.1, prior β = 13.7 and a precision of 10%5 
are used. This yielded a sample of 63 cases.  

 

                                                
5	A	high	precision	was	considered	due	to	the	prevalence	of	SAM	used	in	the	survey	
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Villages sample size 
The village sample size was calculated based on the following considerations; n (SAM cases 
sample size of 81 children), an average village size of 9926, percentage of children under 5s 
being 20%7 and a SAM prevalence of 3.2%. Using the formula below, a total of 10 villages were 
selected. 

 
The 10 villages were selected using systematic random sampling method. 
 
 
 Data collection 
 
Two teams each with a supervisor and 5 enumerators participated in the wide area survey. 
Villages for the wide area survey were purposively sampled from a list of accessible villages 
where HARD operates. A total of 10 villages were randomly selected from the list of 17 villages. 
In the 10 villages selected, the first house was selected at random and thereafter systematic 
sampling was used to sample after every 3rd house until more than 90% of the households were 
covered. A simple interview guide was utilized to collect information on attendance. The results 
of the wide area survey were summarized as either child with SAM in OTP, SAM not in OTP 
and recovering SAM in program as shown below.  
 
3.2 Coverage estimates 
 
A SAM Cases in Program 78 
B SAM case not in Program   107 
C Total Active SAM Cases   185 
D Recovering Cases in Program 154 
E Recovering cases not in program 113 
F Total Cases 452 
 Coverage Estimate  54.6% (49.9%-59.3%) 
 
 

                                                
6	based	on	estimation	by	HARD	and	MOH	
7	Proportion	used	in	El	Wak	
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3.3 Conjugate analysis 
The single coverage estimate as manually calculated was 54.6% (49.9% - 59.3). The coverage 
estimate was above and exceeded the Sphere standards for program coverage rural at 50%. This 
instigates that the program performance was good despite the barriers found which need to be 
addressed 
 

Reasons for non-attendance were sought from all caregivers with SAM cases not in OTP. 
Distance was the common reason for non-attendance with most caregivers complaining that the 
OTP is located far away from the villages. Many respondents (nomads) were new in the region 
hence did not know about the program, much less attend the services. Other reasons for non-
attendance included waiting for the next screening, not-aware that the child is malnourished, and 
busy with livestock and other chores, etc as shown below: 
 

 
Figure 8: Reasons for non attendance Wide area survey 
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Conclusion  
 
The assessment was conducted in El Wak, a district in Gedo Region, South Central Somalia with 
an estimated population of 30,958 and the major livelihood being pastoral.  The assessment 
relied on program data from the OTP site operated by HARD in the analysis of admission and 
discharge outcome trends. The results indicated single coverage estimate of was 54.6% (49.9%-
59.3%) 95% C.I which was above the sphere standard for rural program coverage (50%). Among 
the positive factors identified from the assessment included skilled OTP team, active case finding 
and follow up, and coordination with other agencies, etc. The most common barrier identified 
from the assessment was distance to the OTP site; other barriers were inadequate staff, limited 
awareness about the program, insecurity, etc. Several recommendations were given to counter 
the barriers. These included increasing the geographical coverage of OTP, employing more 
healthcare staff, enhancing the security of the region, increasing the number and frequency of 
mobile services and OTP visit days, conducting more awareness on WASH; conducting 
awareness on the use of RUTF etc.  
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4.0 RECOMMENDATIONS 
 
 
Barriers   Recommendations Action Plan Process indicators  Responsible people 

Distance Long-term There is need to 
increase the 
geographical coverage 
of OTP programs in 
the region to cater for 
the needs of villages 
located far away from 
the facility 

To increase the 
number of OTP 
services in the 
regions not covered 
by the program 

Integrate OTP 
services into TSFP 
outreaches 

Number of new OTP 
services in the region 

Number of outreach 
services  

Number of OTP 
services integrated 
into TSFP services 

MOH, Program 
Manager, Donor 

Inadequate staff  Long-term The government to 
employ more 
healthcare staff, 
especially nurses and 
nutrition officers who 
assist in the program 

The MOH should 
draw out a financial 
plan for employing 
more healthcare staff  
in the region 

The services of 
volunteers and 
CHWs should be 
sought to boost the 
services of the 
healthcare staff in 
outreach activities 

Number of 
nutritionists and 
nurses posted to the 
facilities 

Number of CHWs 
and volunteers 
enrolled in the 
program 

 

MOH, Program 
Manager 
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Insecurity Long-term 

 

 

Short-term 

 

The government 
should enhance the 
security of the region  

Community policing 
should be put in place 
to boost the work of 
government forces 
deployed in the region 

MOH and local 
administrators (DC 
and Chiefs) should 
lobby for the 
deployment of more 
police officers in the 
region 

Village elders should 
work with the 
community members 
in identifying and 
preventing security 
threats such as 
intercommunity 
conflicts 

 

Number of police 
officers and other 
security staffs 
deployed in the 
region 

Community policing 
activities conducted 
by the community 
leaders (village 
elders) and 
community members 

MOH, Local 
Administration, 
Village Elders, 
Community 
Members 

Opportunity cost Short-term HARD should 
increase the number 
and frequency of 
mobile services and 
OTP visit days 

In order to 
accommodate 
caregivers with 
demanding domestic 
chores or competing 
chores, the agencies 
should introduce 
more flexible  and 
easily accessible 
programs 

Collaboration 
between MOH, 
Program Staff, and 
Local Administration 

MOH, Program 
Staff, Local 
Administration 
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Inadequate WASH 
facilities and 
practices 

Mid-term 

 

 

 

Mid-term 

 

 

 

Mid-term 

 

The MOH should 
lobby for the 
installation of more 
sanitary facilities in 
the village 

MOH and program 
staff should conduct 
more awareness on 
water, sanitation, and 
hygiene practices in 
the region 

MOH through support 
from the local 
administration should 
ensure that public 
health regulations are 
adhered to in the 
region 

The program should 
enhance awareness 
on behavior change 
communication 
activities on WASH 

The government and 
local NGOs should 
facilitate the 
construction of more 
WASH facilities in 
the region 

The number of BCC 
conducted on WASH 

The number of water 
pans and latrines 
constructed in the 
region 

MOH, Local NGOs, 
Program Staff, Local 
Administration  

Poor utilization of 
RUTF  

Short-term There is need to 
conduct more 
awareness and 
sensitization in the 
community on the use 
of RUTFs as medicine 
and not as food 

Conduct 
mobilization and 
awareness 
campaigns on the 
proper utilization of 
RUTFs 

Prescribe RUTFs 
like other medicines 

The number of 
advocacies or 
awareness campaigns 
conducted 

MOH, Program 
Manager, Program 
Staff  
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during OTP visits or 
outreach activities 

Socio-cultural 
beliefs / practices 

Long-term Enhance the capacity 
of local leaders, 
religious leaders and 
community members 
in understanding the 
facts about 
malnutrition and the 
intervention 

Conduct awareness 
campaigns on 
malnutrition and the 
program targeting 
the administrative 
and religious leaders 
and other community 
members 

 

The number of 
advocacies or 
awareness campaigns 
conducted  

Program Staff, 
Religious Leaders, 
Local 
Administration 
(Chiefs and DCs) 

Stock-out  Mid-term Heighten the rate of 
accurate and timely 
reporting of stock-out 
and request for 
supplies by the 
program manager 

Lobby for timely 
reporting by the 
facilities 

Enhance capacity of 
program staff on 
supplies and stock 
management  

Number of trainings 
on stock management 

Number of reported 
stock-outs for at least 
4 consecutive weeks 

MOH, Donor 
(UNICEF), Program 
Manager, Program 
Staff  

Long queues and 
overcrowding at the 
mobile site  

Short-term 

 

 

 

 

The program should 
extend the number of 
OTP and outreach 
services and their 
working hours to 
reduce the long queues 
and overcrowding at 
the facilities. The OTP 

Increase the number 
and frequencies of 
outreach services 
and OTP visit days 

Number and 
Frequency of 
outreach services and 
OTP  visits 

Number of hours 
dedicated to outreach 

MOH, Program 
Manager, Donor 
(UNICEF) 
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Short-term 

site currently runs 
from 8:00am to 12: 00 
pm.  

The frequencies of 
outreach services and 
OTP visit days should 
also be increased 

and OTP services  
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ANNEXES 
 

Annex 1: Participant List  

Enumerators and Supervisors  

NO	 NAME	 TITLE	 ORGANIZATION	

1	 Hassan	Ali	Hassan	 Supervisor	
HARD	

2	 Ali	Nur	Mohamed	 Supervisor	
HARD 

3	 Abdirahim	Hussein	Allahi	 Enumerator	
HARD 

4	 Fatuma	Ali	Mohamed	 Enumerator	
HARD 

5	 Anab	Hussein	Durow	 Enumerator	
HARD 

6	 Ali	Osman	Hilowle	 Enumerator	
HARD 

7	 Abdirizak	Abdi	Adan	 Enumerator	
HARD 

8	 Abdifatah	M.	Abdullahi	 Enumerator	
HARD 

9	 Abdiaziz	Malim	Addullahi	 Enumerator	
HARD 

10	 Mohamed	Ibrahim	Farah	 Enumerator	
HARD 

11	 Ahmed	Hussein	Mohamed	 Enumerator	
HARD 

12	 Abdikarim	Muse	Mohamed	 Enumerator	
HARD 

13	 Abdirashid	Abdi	Badal	 Enumerator	
HARD 

14	 Mohamed	Abdi	Mohamed	 Enumerator	
HARD 

15	 Said	Ali	Adow	 Overall	Supervisor	
HARD 

16	 Nicholas	Odhiambo	 Consultant	
SAF	UK	

 

Annex 2: Training Schedule 

Time Activity 
9.00am  – 10.30am - Introductions 

- Quantitative and Qualitative data collection 
Break 
11.00am – 12.30pm - Hypothesis testing (Stage 2) 
Lunch break 
2.00pm – 3.30pm - Wide area survey (Stage 3) 

- Review of tools and Somali translation  
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Annex 3: Coverage Estimates  

Coverage  Percentage  95% CI  

Point Coverage  40.1% 33.3-46.8 

Period Coverage  66.2% 61.3-71.1 

Single Coverage  54.6% 49.9-59.3 

 

 


