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EXECUTIVE SUMMARY  
The Community Management of Acute Malnutrition (CMAM) is a methodology for treating acute 
malnutrition in young children using a case-finding and triage approach. Through the CMAM program, 
children who are severely malnourished are managed through the outpatient therapeutic care (OTP), while 
children with complication are treated through the in-patient program (Stabilization Centers-SC). 
 
In Somalia, the CMAM program is being implemented across the entire country by the Ministry of Health 
and the implementing partners under the umbrella of the Nutrition Cluster; with technical and financial 
support from various international agencies included the UNICEF. This is especially important in a 
country such as Somalia that has one of the highest rates of wasting prevalence in the world with the 
prevalence of GAM being estimated as 14.3% and the SAM prevalence is estimated as 2.9%1. It is 
currently estimated that 193,200 children in Somalia are acutely malnourished including 36,900 who are 
severely malnourished2.  
 
In order to continuously monitor the effectiveness of the CMAM programme, various indicators have 
been put in place which includes the cure rate, average length of stay, defaulter rates, death rates, program 
coverage e.t.c. However, program coverage is one of the most useful and reliable indicators for measuring 
the performance of CMAM programmes since it provides a reliable measure of impact by measuring the 
proportion of needs met by an intervention. The recent development of comprehensive and innovative 
coverage monitoring tools (including SQUEAC and SLEAC3) by Valid International/FANTA-2 has 
provided the means by which to monitor programme coverage practically and easily.  
 
A SQUEAC (semi-quantitative evaluation of access and coverage) assessment was conducted in 
Afmadow district, lower Juba region of Somalia from 9th – 26th December 2016. The assessment overall 
objective was to evaluate program performance and also identify the factors affecting the uptake of the 
OTP services in the district. The assessment was undertaken with the lead of WRRS, a local 
implementing agency in the district with active participation of Save the Children International, who also 
are implementing nutrition services across the district. Other agencies were actively involved in the 
process to include WASDA, IOM, ARC, and JRIA. With the use of the Bayesian technique, the 
assessment estimated a single coverage of 72.2% (66.0% - 77.7%). 
 
The SQUEAC assessment through stage one and two was able to identify both positive and negative 
factors affecting program coverage. This was mainly obtained through analysis of qualitative and 
quantitative data from routine program data reports, interviews, discussions and small area surveys. The 
boosters mainly identified included; near distances to the to the OTP sites especially the settlements 
within the towns hence easier in accessibility. The program staffs attached to the facilities were competent 
enough and were active in community mobilization, active case finding, active defaulter tracing and 
follow-up. The community also reported to have good opinions and perceptions about the program thus it 
improved the community ownership aspect. There were good referral systems and linkages amongst the 
implementing partners and those without the CMAM program on referrals made during outreaches. 
 
Main barriers Explanation 
Distance Most beneficiaries have to walk for an hour or more to access the 

services at the available OTP sites. 

                                                
1	Somalia	Food	Security	and	Nutrition	Analysis,	Post	Gu	2016.	Technical	Series	Report	No.	VII.	69,	October	2016	
2	Somalia	Food	Security	and	Nutrition	Analysis,	Post	Gu	2016.	Technical	Series	Report	No.	VII.	69,	October	2016	
3	Semi-Quantitative	Evaluation	of	Access	&	Coverage	(SQUEAC)	and	Simplified-LQAS	Evaluation	of	Access	&	
Coverage	(SLEAC)	
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Caregivers competing 
activities 

It was reported that some of the caregivers had competing 
activities/sole breadwinners, other smaller children to take care 
off so they are unable to take their children for distribution days. 

Continued RUTF Stock 
outs 

It was reported that RUTF stock outs were common in that the 
delay in supplying the commodities. 
Delays that were always anticipated were the road and 
infrastructure network which would in turn cause delays in 
delivering these commodities. Consequently this may cause some 
of the children to default or even have a longer length of stay in 
the programs. The supply chain was also in 2 stages through 
Mogadishu instead of the push and pull system directly from 
Mombasa hub. 

Limited program awareness It was reported through FGDS with caregivers and MTMSG, that 
there was limited awareness in terms of knowledge and education 
in the villages i.e. rural rather than those people who resided in 
the towns 

Migrations It was reported that migration is quite common in Afmadow 
district, whereby we find that some of the people migrating 
during the rainy and drought seasons to the towns for greener 
pastures and competing resources. 
Hence there is no continuity in terms of provision of OTP 
services or proper follow-up of these children 

Poor community strategy The community strategy was reported to be weak affecting 
community mobilization, awareness and sensitization, referral 
systems and linkages. 

Sharing and selling RUTF Shopkeepers reported that caregivers would sell to them RUTF in 
exchange for non-food items. These would then be sold to willing 
community members. RUTF would also be shared among 
children in the household.  

Main Boosters Explanation 
Competent programme staff The staffs were competent in terms of evaluating them on 

implementation of their programs. 
Active community 
mobilization 

The CHWS are actively involved in mobilization of finding 
‘Nafaqadaro’ in the community. These screeners do community 
mobilization and screening every afternoon in the villages 
attached to their sites and are able to carry out more sensitization. 
 

Active case finding There is active screening (MUAC) of children done by CHWS in 
the villages they are linked to. 
It was also noted and observed that the children who defaulted or 
exited the program early were followed up but in most scenarios 
some had already migrated to the nearby districts or towns. 

Good referral systems and 
linkages 

There are ongoing outreaches/mobile clinics in rural areas in 
Afmadow district; 7 by WRRS and 6 ARC. WRRS runs CMAM 
programme hence it is able to capture all this children and make 
referrals to their sites. 
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 ARC/IOM is entirely MCH and EPI immunization, but once they 
get children under the age of five years for routine immunization 
they offer screenings by MUAC and refer these children to the 
nearest OTP or TSFP site. Referral slips are used when children 
are referred to or from OTP, SFP or SC. 
 

 
The recommendations formulated in summary points by the  lower Juba sub-nutrition cluster 
include: 1) Have one chain of command in the ordering of RUTF, push and pull system directly 
from Mombasa hub as well as having close monitoring of the supplies,2)Advocacy for health 
and  nutrition calendar days to create more awareness through education and sensitization on 
IMAM programming, 3) Strengthen the community structure in place and MOH  by increasing 
the CHWS in number  linked to villages, provide more IEC materials, increase the incentives and 
be consistent in wages /stipends, have provision of trainings for development and to ensure 
sustainability, 4) Ensure that the mobile clinics /outreaches that do not offer CMAM programs 
are well integrated to offer all services not directly but also with support from other 
implementing partners /stakeholders , 5) In addition to support groups have FTFSG to be able to 
educate them on nutrition programs and how they can assist their families and also interlink with 
the MTMSG to improve health seeking behaviors, 6)Advocacy of clear mapping of program 
activities to where people migrate to and have special cards for program beneficiaries that can be 
used to ensure swift transition and continuity,7)Advocacy for future programming to include 
other programs that can benefit the beneficiaries and improve on their household food security 
status and dietary diversity. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

1 
 

1. INTRODUCTION 
 1.1 Background of Survey Area   
Afmadow District is located in lower Juba, Jubaland state of Somalia and has an estimated 
population of 65,108.The district has a proportion of 20% of children below the age of five 
years. 4Afmadow town is located 157 km away from Dhobley and 120km from Kisimayo port 
city. The district is predominantly populated by the Somali ethnic group whose main sub clan is 
the Absama from the sub clan of Ogaden.The common religion practiced in Afmadow district is 
Islam and the sheria law. The district has hot and dry climate and experiences two rainy seasons 
annually , the Gu’ (long rains) between the months of April to June  and Deyr (short rains) 
between the months of October to December. 

The main economic activity in the district is the sale of livestock and livestock products which 
make the primary source of their income. Other economic activities include; Petty trade ,water 
vending, hawking, unskilled labor casual labor in farms, domestic chores, construction work, 
donkey carts transportation, remittances from relatives abroad and aid from donor support 
agencies. The average wage rate is 6 dollars per day for each household. 
 
Many poor households have already been classified as Integrated Phase Classification phase 3 
which is termed as ‘serious’5. The national Global Acute Malnutrition rate is between 10 to 15% 
which is termed as serious just below the critical World Health Organization Classification of 
15%. 
 
This has been mainly attributed to below average performance of the October to December rains 
‘Deyr’, driven by La Nina like conditions and preceding poor ‘Gu’ season.6This in turn has led to 
below average livestock and crop production, continued poor livestock conditions, poor IYCF, 
low access to health and nutrition services. Goat prices have reduced by 25% compared with 5% 
national average reduction. Households are selling more livestock in order to purchase household 
food needs, animal fodder and drugs.7 
 
Nutrition and health services are mainly offered through CMAM program in Afmadow district. 
The main implementing partner of CMAM is WRRS. SCI and, to a lesser extent, ARC also 
provide nutrition services in the district. WRRS has 11 OTP sites, 1 SC within Dhobley town, 8 
TSFP and 7 outreaches. Each of these sites has qualified medical staffs (doctors, clinical officers, 
nurses) assisted by CHWS, CHVS and village elders attached to the surrounding villages. 
 
Save the Children International, mainly focus on the health center package, purely on health and 
nutrition. They are currently supporting 2 OTP sites in Dhobley and Diff. Each of their sites has 
at least 10 staff comprising of 2 doctors, 2 nurses, 2 IYCN experts and 4 screeners.  
 
ARC has a hospital within Dhobley town that captures many people because it is located at the 
center of Dhobley town market. However, they mainly offer health services, EPHI immunization 
and MCH. They also conduct outreaches jointly with IOM, i.e. they carry out this services in 6 outreach 

                                                
4	Somalia	population	estimates,	UNDP	2014.	
5	FSNAU/FEWSNET,	The	Food	Security	outlook	,October	2016	to	May	2017	
6	FSNAU/FEWSNET,	The	Food	Security	outlook	,October	2016	to	May	2017	
7	FSNAU	post	Deyr’	Seasonal	Assesment,2015	
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sites .Nutrition screening and referrals are conducted during routine immunization but follow-up on 
whether a child identified as malnourished enrolls in a programme is weak. 
 
1.2   Objectives  
The SQUEAC assessment objectives were as follows: 

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

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

SQUEAC methodology to assess program coverage in Afmadow District. 
 
1.3 Methodology 
The assessment was conducted using semi-quantitative evaluation of access and coverage 
(SQUEAC) methodology8. 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 .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 overtime under consideration from the month of March 2015 to October 
2016 in Afmadow district depicted less total number of   admissions in 2015(367) in comparison 
with those in 2016 (2036).There was a noted upward trend in admissions between the months of 
March to May 2016   and July to October 2016.The highest spike in admission was noted in the 
month of May 2016 whereby there was a high prevalence in waterborne diseases and malaria 
                                                
8	.	Semi-Quantitative	Evaluation	of	Access	&	Coverage	(SQUEAC)	and	Simplified-LQAS	Evaluation	of	Access	&	
Coverage	(SLEAC)	
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which highly contribute to malnutrition. During the training the evaluation team was able to 
triangulate the analysis done using a calendar of events which comprised of morbidity trends and 
patterns, migration patterns. The upward trend in admissions was attributed to the long rains 
‘Gu’ from the month of April to June. This resulted to  a high prevalence of water borne 
diseases, acute respiratory infections and malaria were reported ‘which all increase the risk of 
malnutrition in children The figure below is illustrates the analysis of monthly admission trends 
overtime. 
 
Figure 1: Admissions trends overtime for all OTP sites 

 
Season Jan  

'Zako' 
Feb 

'Safar' 
Mar 

'Mowlid' 
April 

'Malmadon'  
May     

'Jamadul 
awal' 

Jun 
'Jamadul 

akhir' 

Jul  
'Rajab' 

Aug 
'Sharbaan' 

Sept 
'Soon' 

Oct 
'Soonfur' 

Nov 
'Sidakal' 

Dec       
'Arafo' 

Disease 
Trends 

Intestinal worms, skin diseases Malaria,AWD,ARI,waterborne diseases   Malaria,AWD,ARI 

Seasonality DEYR' harvest  Long rains 'GU' GU' Harvest   Short rains 'DEYR' 

Migration 
Patterns 

Migration to dry season grazing areas To wet areas   To dry areas To Wet areas 

Market 
prices 

Decrease in food prices Increase in food prices 

Functionality 
Nut services 

  RUTF 
stock 
outs 

   

Activities kidding,calving,lambing Peak labour demand  kidding,lambing Peak labour demand   

Table 1: Seasonal calendar 
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2.1.2 Admissions per OTP site  
The admissions per OTP sites was analyzed to give a comparison per each site .There was higher 
number of beneficiaries registered in the sites which were in the towns compared to the sites near 
the villages. This could be attributed to the accessibility of these services in terms of distances 
and good health seeking behavior by the caregivers. There is also increase in admissions in OTP 
sites located nearby the towns during migrations whereby many of these children are registered 
as new admissions. 
 
Figure 2: Program admissions for all OTP sites (January 2015 to October 2016) 
 

 
 
2.1.3 MUAC on admission 
MUAC on admission was the commonly used criteria for admitting children in OTP program as 
observed in the registers, OTP ration cards and as reported by the program staff and health 
workers. This analysis entailed to capture how early these children are being admitted to the 
program. The results showed that majority of children were being admitted with MUAC cut-offs 
of 111 mm .This could be attributed by the high competency in program staffs and community 
health workers who have been actively doing screenings, active case finding which in turn has 
enhanced good referral systems and linkages. The community health workers through routine 
sensitizations and screenings activities are able to mentor the caregivers in having a positive 
opinion towards the programs. In addition the caregivers in the towns were reported to have early 
health seeking behavior for treatment, thus very few come when it’s very late. The existence of 
mobile clinics and outreaches which target children from far villages offer screenings and 
referrals at early stages.  
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Figure 3: MUAC on admission 
 

 
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 low <15% and <10% respectively.9 
 
The program analysis data depicted that the cure rates were below the sphere standard of 75% 
especially during the initiation of the programs, it was noted that the cure rates begun to rise 
gradually in the months of May to October 2016, mainly after the long rainy season whereby 
infections and diseases are of less prevalence .The defaulter rate was also noted to be above 15% 
over this period. This could be mainly attributed to migrations whereby the returnees 
/beneficiaries exit just before they get cured. The death rate was noted to be low i.e. below the 
acceptable SPHERE standard of 10%. 
 

                                                
9	SPHERE	Standards	,2011	
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Figure 4: Program performance indicators (all sites) 

 
Season Jan  

'Zako' 
Feb 'Safar' Mar 

'Mowlid' 
April 

'Malmadon'  
May     

'Jamadul 
awal' 

Jun 
'Jamadul 

akhir' 

Jul  
'Rajab' 

Aug 
'Sharbaan' 

Sept 
'Soon' 

Oct 
'Soonfur' 

Nov 
'Sidakal' 

Dec       
'Arafo' 

Disease Trends Intestinal worms, skin diseases Malaria,AWD,ARI,waterborne diseases   Malaria,AWD,ARI 

Seasonality DEYR' harvest  Long rains 'GU' GU' Harvest   Short rains 'DEYR' 

Migration 
Patterns 

Migration to dry season grazing areas To wet areas   To dry areas To Wet areas 

Market prices Decrease in food prices Increase in food prices 

Activities kidding,calving,lambing Peak labour demand No 
RUTF 

stockouts 

kidding,lambing Peak labour demand   

 
2.1.5 Length of stay /time of default 
The minimum acceptable length of stay of a child in the OTP program as per the Somalia IMAM 
guidelines is 8 weeks. The analysis done on the length of stay was co relating with the time of 
defaulting of children in the OTP program. It was observed that majority of this children are 
exiting the program at the 8th and 12th week as per the protocol with others extending up to the 
16th week. This was mainly due to the selling and sharing of RUTF whereby the caregivers 
perception as food rather than medicine. The children who stayed in the program mainly for less 
than 4 visits mainly would default due to migrations or movement,competeting household 
activities for mothers or caregivers in prioritizing access to health services  . 
 
There is also the possibility that these mothers kept on bringing their children so as to benefit 
more on receiving the rations but no proper administration of the RUTF is given to the children 
as instructed by the health care worker. Consequently these children end up as being non 
respondents of the program because their MUAC and Z-score doesn’t improve as expected. 
Another contributing factor was the continued RUTF stock-outs, whereby there was 
inconsistency of the supply chain of RUTF. 
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As a result, the registers marked the beneficiaries as absentees because they would report for 
visits and find no stocks of RUTF thus turned away for the next visit. The caregivers also 
complained of long distances and competing activities that made them not to be consistent in the 
clinic visits as required. This can be related with the time of default whereby the defaulters were 
noted to be late. Majority were noted to be surpassing the 4th visit to before or just at the 8th visit. 
Below are the graphs with the information well illustrated. 
 
Figure 5: Length of stay in OTP program 

 
 
Figure 6: Time of default in OTP program 
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2.2 Qualitative data collection 

 
Qualitative data collected included program perception and opinions on the community, 
awareness of malnutrition, health seeking behaviors and reasons for defaulting. To ensure a wide 
range of information was collected, key informants in the community were identified, which 
ensured there was adequate representation from the entire community.  
 
The informants included community leaders, elders in the community (Gatekeepers, Jumuias), 
youth groups, religious leaders (sheikhs), caregivers/mothers of children in the program, mothers 
of defaulting children, CHW and CHVs, program staffs ,District health staff to include nurses, 
clinical officers and doctors, nutritionist, MOH staff, shopkeepers 
 
Two OTP sites and one SC were randomly visited and observations made using a checklist; 
interviews with the health facility staff conducted. Meetings with partner staff, UNICEF and 
WRRS and SCI field staff were also done to get more information on program supervision, 
coordination, linkages and supplies. It is important to mention during stage one training session 
all partners with a representative of UNICEF present  ,Afmadow district was uniformly classified 
as being urban, hence the SPHERE standard of expected program coverage to be 70% and 
above. 
 
The methods employed to collect the data were informal group discussion, semi structured 
interview, in depth interviews and observation at the OTP sites. The barriers and boosters gave 
information for the contributing factors towards program coverage. More questions were 
formulated to exhaust the Boosters and barriers so as to triangulate data by both source and 
method. 



 

9 
 

 
 
Table 2: Explanation on positive factors (Boosters) 
 BOOSTERS  EXPLANATION AND ANALYSIS SOURCES 
1 Near distance 

and accessibility 
It was noted that the OTP sites within Dhobley town and the nearby 
villages at least not more than 15 kms that is also for Afmadow town. 
The mothers found it easier to attend the clinic days as the distances 
weren’t so far. What was also reported to be uniquely done is the 
provision of mobile clinics and outreaches in the rural areas which in 
turn boosted access of program services. 

Program staff, CHWs, Caregiver of 
beneficiary, elders 
 

2 Competent 
programme staff 

Through random program sites visits i.e. Save the Children Health 
facility and OTP site and WRRS SC /OTP site. Observations were noted 
in the SC, triage, stores, and registers/cards.  
The staffs were competent in terms of evaluating them on 
implementation of their programs .How to identify and admission 
criteria using MUAC and z-scores. All children who visited the sites 
were accurately taken MUAC, Height and weight measurements, and 
checked for presence of Oedema .The program staff accurately filled the 
registers and also  demonstrated how to administer RUTF appetite test’ 
and educate the mothers using IEC materials. 
The community also reported that the program staffs and CHWs were 
well competent in delivery of services in the facilities and OTP sites 
.Their presence is felt at community level. 

Observation, Caregiver of 
beneficiaries, elders, youth 
groups,MTMSG 

3 Active 
community 
mobilization 

The CHWS are actively involved in mobilization of finding 
‘Nafaqadaro’ in the community .SCI also reported to have 4 screeners in 
their sites i.e.  Diff and Dhobley. These screeners do community 
mobilization and screening every afternoon in the villages attached to 
their sites and are able to carry out more sensitization. 
The MTMSG is a strong component in community mobilization 
whereby we have mentor mothers, volunteers in educating mothers. 
Majority of the caregivers mentioned that they became aware of the 
program through self referrals, peer referrals. 
 

CHWs, program staff, caregivers of 
beneficiaries,elders,youth 
groups,MTMSG 
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4 Active case 
finding 

There is active screening (MUAC) of children done by CHWS in the 
villages they are linked to. 
It is the responsibility of that CHW to follow-up the children in their 
operational villages and educates the mother/Caregiver on proper use 
and benefits of RUTF. 
It was also noted and observed that the children who defaulted or exited 
the program early were followed up but in most scenarios some had 
already migrated to the nearby districts or towns. 

CHWs, program staff, elders, 
MTMSG 

5 Community 
ownership of 
program 

There is early treatment seeking behavior Caregiver of beneficiary ,MTMSG 
,program staff, CHWs 

6 Good referral 
systems and 
linkages 

There are ongoing outreaches/mobile clinics in rural areas in Afmadow 
district; 7 by WRRS and 6 ARC. WRRS runs CMAM programme hence 
it is able to capture all this children and make referrals to their sites. 
 ARC/IOM is entirely MCH and EPI immunization, but once they get 
children under the age of five years for routine immunization they offer 
screenings by MUAC and refer these children to the nearest OTP or 
TSFP site. Referral slips are used when children are referred to or from 
OTP, SFP or SC. 
 

Program staff, Carergiver of 
beneficiary  ,CHWs, elders,MTMSG  

7 Active defaulter 
tracing 

Program beneficiaries who fail to attend OTP sites visits at least 2 
consecutive visits are followed up by the CHWS .The CHWs or 
screeners stated that they do household visits and are able to enquire 
more the reason or   purposes why a specific child defaults. 

Program staff, caregiver of 
beneficiaries,MTMSG,CHWS,elders 
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Table 3: Explanation on negative factors (Barriers) 
 

 BARRIERS  EXPLANATION AND ANALYSIS SOURCES 
1 Caregiver competing 

activities 
It was reported that some of the caregivers had competing 
activities, other smaller children to take care off so they are 
unable to take their children for distribution days. 
 
 In WRRS SC site, it was observed some of the mothers were 
admitted with all their young children as they didn’t have 
anyone else to take care of them at the homes. 
 
It was also reported that some of this mothers are the sole 
breadwinners of their families and have to work extra jobs to 
make end meet. 

Program staff, CHWs, Caregiver of 
beneficiary, Small area and wide area 
survey,MTMSG,elders,youth group 

2 Far distance to OTP 
site 

It was reported that distance was a hindrance to some of the 
caregivers accessing healthcare services. 
 This was mainly reported in the rural areas which is the 
villages whereby the mothers mainly rely on the mobile clinics 
but fail in consistency of visits to the sites. They reported 
being too far i.e. more than 5 kilometers walk. 

Small and Wide area survey, 
Caregiver of beneficiary, program 
staffs ,CHWS 

3 Sharing and selling 
of RUTF 

There was the observation in the markets of the selling of 
RUTF locally referred to as buscut bajiq .The shopkeepers 
were interviewed and they confirmed that the were sold to the 
commodities by caregivers of beneficiaries of the programs in 
exchange of groceries items like sugar ,milk which they 
purchase with 5000 somali shillings per satchet (approximately 
8 USD) 
 
SCI have tried to curb this by making their beneficiaries 
accountable by returning sachets in every visit ,but this is not 
efficient because there isn’t a specific batch number they look 
at on the satchet to assure that the beneficiary actually utilized 

 Observation in markets, caregivers 
of under 5s, 
shopkeeper,CHWS,Program staff, 
youth group 
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the RUTF 
Dosage as expected. 
.  
What was reported strongly amongst beneficiaries is that they 
viewed RUTF as food rather than medicine. If one child is 
given the ration, the caregivers are said to distribute it amongst 
all her young children, the main reason being that the 
household doesn’t have sufficient food. 

4 Continued RUTF 
stockouts 

It was reported that RUTF stockouts were common in that the 
delay in supplying the commodities. 
SCI reported that their supplies delayed mainly because their 
orders come in through stages through the Mogadishu office 
rather than directly from the Mombasa hub. 
WRRS on the other hand the chain of command was much 
easier i.e. the push and pull system from the Mombasa hub. 
Delays that were always anticipated were the road and 
infrastructure network which would in turn cause delays in 
delivering these commodities. Consequently this may cause 
some of the children to default or even have a longer length of 
stay in the programs. 

Program staff, Caregiver of 
beneficiary, 
CHWS,MTMSG,UNICEF 

5 Limited awareness 
of OTP Program 

It was reported through FGDS with caregivers and MTMSG, 
that there was limited awareness in terms of knowledge and 
education in the villages i.e. rural rather than those people who 
resided in the towns. 

Caregiver of beneficiary, 
elders,MTMSG, program staff,  

6 Migration (seasonal 
and refugee 
repatriation 

It was reported that migration is quite common in Afmadow 
district, whereby we find that some of the people migrating 
during the rainy and drought seasons to the towns for greener 
pastures and competing resources. 
On the other hand being on the Kenya-Somalia border there is 
the influx of refugees both voluntary and involuntarily 
facilitated by UNHCR and IOM. Some of these families want 
to be counted on both sides in terms of access of household 
boosts for food security e.g. cash vouchers et cetera at the 

Implementing 
partners,UNICEF,UNOCHA,program 
staff, elders /jumuias,CHWS,youth 
group  
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expense of their children who are already beneficiaries in the 
programs.  
Hence there is no continuity in terms of provision of OTP 
services or proper follow-up of these children. 

7 Poor community 
strategy 

What was strongly reported in the nutrition cluster meeting, 
small and wide area surveys is that the community component 
isn’t coming out strongly.  
In that what is existent in one implementing partner i.e. WRRS 
mainly because of their PCA which is CMAM as opposed to 
SCI which is offering more or less an essential healthcare 
package at facility. 
If the community strategy is weak it affects community 
mobilization, awareness and sensitization, referral systems and 
linkages. 

Nutrition cluster /implementing 
partners, program staff ,CHWS 

8 Short term funded 
programs 

It was reported that the existing programs were not more than 
a year in implementation depending on the donor funding so 
the children do not benefit fully in the programs. Depending 
on when the funding ends, children under treatment at that 
point would end up as non-respondents or relapses mainly due 
to premature disruption of the treatment. 

Program staff, implementing partners, 
community elders/jumuias,carer giver 
of beneficiary 
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9 Long stay in 
program 

Most of the factors that contributed to children overstaying in 
the intended programs was the selling and sharing of RUTF, 
whereby the caregivers reported to see that they will benefit 
more by getting the biscuit bajiq so as to improve their 
household food security status. 
The OTP program staff also reported that when they had the 
stockouts they could not discharge the children in the program 
rather wait until the commodities are brought hence they 
would retain the beneficiaries for a longer time e.g. even after 
8 weeks. 

Program staff, CHWs,implementing 
partners, caregivers of 
beneficiaries,MTMSG 

 
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 Afmadow 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. 
 
Figure 7: Concept map illustrating the relationship between the barrier and boosters identified in the assessment. 
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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 Afmadow district .The OTP program coverage was 
hypothesized to be high within the towns (urban) and low program coverage in the villages 
(rural) in Afmadow district. 
This was mutually agreed upon with the following justifications. 

• Migrations are common in the community during the rainy season and dry season, 
whereby people migrate due to limited resources; hence there is a high influx into the 
urban areas. 

• The community strategy is existent but not strongly felt in the rural areas in terms of 
community mobilization and sensitization of the program. Hence most of these mothers 
who attend the outreaches or mobile clinics tend to know about the program during the 
screenings and referrals made. 

• The OTP sites were found to be at close range to the settlements within the towns as 
opposed to the village setup whereby the caregivers will have to walk more than 5 
kilometers in order to access these services. 
 

So as to get an overview pictorial presentation of Afmadow district, the team was able to draw a 
map of the area; coverage zones of the OTP sites and the estimated distances. A total of four 
villages were therefore purposively selected representative of both zones classified as having 
high coverage (urban) and low coverage (rural) this is illustrated in the figure below. 
 
Figure 8: Mapping of OTP sites and Villages in Afmadow district 
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The hypothesis was tested through a ‘small area survey’ in the selected villages. To be able to 
test and confirm the hypothesis, MUAC screening was done amongst children aged 6 to 59 
months .The fieldwork adapted active and adaptive case finding whereby there was a 
‘snowballing’ effect in the sampled villages. The small area survey targeted population was 
divided into two; SAM children in the program (covered), SAM children not in the program 
(Non-covered).  The findings of the small area survey are as shown below; 
 
Table 4: Assessment findings for the small area survey 
 
Coverage zone Village Name SAM cases in 

program  
(MUAC <11.5 cm 
and or oedema) 

SAM cases not in 
program  
(MUAC <11.5cm 
and or oedema) 

Total Cases 

High 
coverage(urban) 

Bulu Kutur  17 3 20 
Bosnia 13 4 17 

Low 
coverage(rural) 

Degeleema 11 3 14 
Diff 20 4 24 

 
Hypothesis testing was done by applying the LQAS formula of d= n *p/100 in comparison with 
the 70% sphere standard coverage for urban areas. 
Additionally, simplified LQAS formula d= (n/2) in comparison with the 50% sphere standard for 
coverage for rural areas. For OTP program coverage to be classified as being high, the children 
covered by the program were supposed to be more than the decision rule (d) while in the low 
coverage area the number of covered cases was supposed to be lower than the decision rule (d). 
The analysis of the results is as explained below; 
 
Table 5: Assessment Analysis for the small area survey 

Villages near the town and covered by OTP sites Conclusion 
Coverage Target  70% The number of current SAM cases covered (30) were 

more than 25, concluding that the coverage was high 
or exceeds 70% .Therefore; OTP program coverage is 
high in the towns.  

Sample size(Total SAM cases) 37 
Decision Rule d= n * p/100 

d=  37* 70/100 
= 25.9= 25 

No of SAM cases covered 30 

Villages far from town covered by  OTP sites Conclusion 

Coverage target 50% The number of current SAM cases covered (20) were 
more than 12 which translates to coverage being high 
and exceeds 50%.Therefore; OTP coverage is high in 
the villages. 

Sample size (Total SAM cases) 17 
Decision Rule d= n/2 

d= 24/2 
   = 12 

No of SAM cases covered 20 
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All the SAM cases that were found not to be in the program were referred to the nearest OTP site 
so as to be able to access the services. The caregivers were interviewed further so as to get the 
reasons as to why they weren’t able to attend the OTP programme, the major reasons that were 
reported as per the analysis done was distance which was a major challenge to the mothers, as 
most of the sites were more than 5 kilometers away. The caregivers also reported to have 
competing activities such as domestic chores, no one to look after the rest of the children and in 
search of sources of livelihoods the time was not sufficient. Other reasons that were reported are 
in the diagram below. 
 
Figure 9: Reasons for non-attendance (Small area survey) 
 

 
 
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. This is as illustrated in the table below;
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Table 6: Weighting of Barriers and Boosters

Booster Simple 
Score 

Weighted score Barrier Simple 
Score 

Weighted score 

Near distance /Accessibility of 
services in urban areas 5 4 Caregiver competing activities 5 1 

Competent program staff  5 3 
Far distance to OTP sites .( > 5kms) in rural 
areas 5 3 

Active community mobilization 5 1 Sharing  and Selling of RUTF 5 3 
Active case finding 5 4 Continued RUTF Stockouts 5 5 
Community ownership of the 
program 5 3 Limited awareness of OTP Program 5 3 

Good referral systems  and linkages  5 4 Migration(Seasonal and refugee repatriation 5 1 
Active defaulter tracing and follow-
up 5 4 Poor Community strategy 5 3 
More permanent settlements 5 1 Short term programs 5 5 
   Long stay in program 5 4 
Totals 40 24 Totals 45 28 
Lower Coverage Value 0 0 Highest Coverage value 100 100 
 40 24  55 72 



 

20 
 

 
 
2.3.3. Weighted scores 
 
For the weighted boosters and barriers, there were scores given for each of the factors affecting 
OTP programme coverage. This information was confirmed through the potential impact each 
had towards programme coverage as triangulated through data sources and methods utilized. A 
factor confirmed by fewer sources and with a lesser impact was deemed to be of low significance 
while those factors confirmed by several sources and with a high potential impact were given a 
high significance score. The scores given to the barriers and boosters were ranging from 1 to 5, 
i.e. 1 having less weight as opposed to 5 which carries more weight.  
 
The total sum of the boosters was added to the lowest possible coverage 

(0 + 24) = 24% 
Total sum of the barriers was subtracted from the highest possible coverage 

(100 –28) =72 % 
Prior mode from the weighted boosters and barriers    24%+72%   = 48.5% 
                                                                                                                       2 
2.3.4 Simple scores 
 
All the boosters and barriers were assumed to have the same impact on coverage and therefore 
were given the maximum possible score of 5.  
The total sum of the simple boosters was added to the lowest possible coverage  

(0 + 40) = 40% 
Total sum of the simple barriers was subtracted from the highest possible coverage  

(100 – 45) =55% 
Prior mode from the simple boosters and barriers    40% +55%   = 47.5% 
                                                                                                                      2 
 
The overall prior mode from the two methods was (48.5%+47.5%)/2 = 48% 
 
2.3.5Histogram prior: 
 
 The histogram prior was developed through the information gathered on the knowledge, 
perceptions and factors which contribute to OTP program coverage either positively (boosters) or 
negatively (barriers).There was no previous prior to serve as a rough estimate, hence collectively 
the best informed guess of OTP program coverage was estimated being at 63.5% with the 
minimum and maximum probable values were believed to be at 29% and 76% respectively. 
 
2.3.6 Concept map: 
 
The concept map main objective was to illustrate the relationship of the boosters and barriers and 
how they affect or contribute to program coverage. Each factor whether negative (barrier) or 
positive (booster) was inter linked using arrows so as to clarify the interconnections .The links 
were summed up physically as follows; positive arrows were (12) and were added to the 
minimum program coverage (0%), while the negative arrows (14) were subtracted from the 
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maximum program coverage (100%).The mean of the total sum was calculated giving a prior of 
49%. 
 
 
 
 
The PRIOR MODE was calculated using the sum totals of the 4 prior parameters  and divided 
by the number of methods used .The  formulae below was used in the calculation. 
 
Prior mode = Weighted +Unweighted (simple) + Histogram prior + concept map 
                                                       4 
 
                   = 48.5 +47.5+63.5+49 
                                    4 
 
                  =   52.3 % 
 
                                 
The final prior mode was plotted on the Bayes QUEAC coverage estimator calculator version 
3.01.The mode as plotted attained alpha α value of 16.3 and beta β value of 14.9. 
 

3.0 WIDE AREA SURVEY 
 
3.1 Calculation of sample size 
The following formula was used to calculate the minimum sample size to be used in stage 3 wide 
area survey. 
 

 
 
Where prior mode = 52.3%, precision of 10, a prior α of 16, 3, a prior β of 14.9.this gave a 
sample number of 67 SAM children. 
 
Calculation of villages to be sampled  
The villages to be sampled were calculated using the formula below; 
 

 
 
Where n = Calculated SAM cases for the sample size 67,an average village size of ,20% 
representative of population of under-fives,2.9 % as the SAM prevalence. The calculation 
yielded n as 10 villages to be sampled. Out of the total number of villages in Afmadow district, 
there was sampling done using ENA for SMART software so as to randomly select the villages 
through PPS to avoid any bias. 
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3.2 Data collection 
The wide area survey was completed in one day with a total of 4 teams consisting of 2 
enumerators and 2 supervisors to oversee and supervise the process. The teams were able to 
access the 7 villages out of the 10 sampled as the other 3 were in accessible due to security 
reasons. For the 3 villages sampled, 2 of the enumerators were able to coordinate on telephone 
with the programs staffs and CHWs in the WRRS sites to collect the information in the villages 
linked to their respective sites. The wide area survey employed an active and adaptive case 
finding methodology and door to door in the sampled villages. 
 
All children who were in the age bracket of 6 -59 months were screened using a MUAC tape and 
the information was recorded using a standard questionnaire. All SAM cases found not to be in 
the program were referred to the nearest OTP site, their telephone contact also recorded for 
follow-up .the caregivers were also interviewed further to get the reasons as to why the children 
were not attending the program. 
 
3.3 Coverage estimates 
The wide area survey gave the following results .The sum SAM cases in the program were 76 
and SAM cases not in program were 37 .This gave the total number of active SAM cases as 
113.The sum of SAM recovering cases in the program was 67 and those not in the program was 
10.The findings are summarized in the tables below. 
 
Table 7: Results of wide area survey 
 
No. Indicator Total 
A SAM Cases in Program  76 
B SAM case not in Program 37 
C Total Active SAM cases 113 
D Recovering Cases in Program 67 
E Recovering cases out of program (calculated) 10 
F  Total Cases 190 

 
3.4 Conjugate analysis 
 
A binomial conjugate analysis was done by combining the prior mode and the wide area survey 
data to give a posterior. This was done by plotting the results on the Bayes SQUEAC calculator 
version 3.01. The plot estimated the posterior single coverage at 72.2 % (66.0- 77.7). The single 
coverage estimate exceeded the SPHERE coverage standard for the urban program setting (70%) 
signifying that the OTP program coverage was high despite the barriers found. 
This is as shown in the figure below; 
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Figure 10: Single coverage estimate plot 

 
 
3.5 Reasons for non-attendance  
The caregivers of SAM cases that were found not to be in the program were interviewed so as to 
get the reasons of non-attendance. One of the major factors reported was distance to the OTP 
sites whereby mothers had to walk far distances in order to access these services. The other 
major reason was the poor perception of the programme; most of the mothers were not aware of 
the ongoing programs, some reported to be turned away by the program staff because they had 
lost their ration cards. The graph below shows the incidence of the other reasons as reported.  
 
Figure 11: Reasons for non-attendance (Wide area survey 
Error! Not a valid link. 
3.6 Conclusion 
 
The SQUEAC assessment indicated a single coverage estimate of 72.2% (66.0% - 77.7%). This 
estimate translated the program coverage being above the sphere standards of 70% coverage for 
urban areas. This translates that OTP program coverage is high in Afmadow district but not 
effective and sufficient enough to ensure sustainability of the services. This can be justified from 
the existing and not strongly felt community structure in Afmadow district which affects or 
slows down program activities. 
 
There have been different organizations implementing IMAM services (inpatient and outpatient) 
and TSFP in Afmadow district. WASDA was operating an 8 months IMAM project that ended in 
April 2016.Currently there are two implementing partners on ground operating 13 sites 
collectively. WRRS has been providing CMAM services since March 2015 to date .Save the 
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Children International begun their CMAM program in April 2016.What was noted is that the 
programming is for shorter periods of time hence not being sustainable enough. 
 
One of the major barriers that were reported to reduce program coverage included the existence 
of a poor community structure and MOH. The capacity of MOH isn’t strongly felt as they are 
low in staffing and also implementation of health activities. This has in turn contributed to 
limited awareness of the programs, whereby there is no proper follow-up of beneficiaries through 
community mobilization, active case finding, active defaulter tracing and follow-up. The 
community health workers and MOH need to be increased in terms of numbers per villages 
linked to OTP site and in capacity through routine IMAM trainings, remunerations and providing 
incentives. This will ensure community ownership, sustainability and continuity of these 
services. Mothers will be educated and sensitized more on the importance and benefits of the 
programs to their children .This will also play a vital role in sensitizing the pastoralist 
community who are always migrating so that they are able to access these services by changing 
their perceptions towards programming. 
 
There was reported to be high coverage in the rural areas despite the stipulation in hypothesis 
that coverage was low in the villages. This was later reported that the coverage is high in these 
areas because there is a unique strategy ongoing. Despite some of the OTP sites being too far in 
the villages, there are mobile clinics and outreaches offered by WRRS independently and ARC 
in collaboration with IOM.WRRS outreaches have integrated services offered as opposed to 
ARC which deals with purely health services, majorly the EPHI immunization of children below 
5 years. However in their routine outreaches, one of the ARC nurses interviewed mentioned that 
they do screening by MUAC to these children and make referrals to the nearest site. The major 
concern was, do these children have access to the services, because nobody follows up on the 
progress after the referral was done. Therefore the referrals and linkages need to be strengthened 
by mapping and integrating nutrition and health service in all outreach sites and mobile clinics. 
 
Mothers also reported to be selling RUTF to be able to buy food items for their households. This 
was confirmed in the markets from shopkeepers selling the commodity. The children were also 
said to be sharing this commodities amongst themselves as the mothers viewed RUTF as food 
rather than medicine. These factors contribute the children to stay in the programs for a longer 
period than expected. The continued RUTF shortages due to poor road infrastructure and 
ordering these supplies caused a delay in the children exiting early from the programs. It is 
therefore necessary to monitor the ordering and supply chain of these commodities, sensitize the 
caregivers more on the importance of RUTF consumption. For future programming it’s 
necessary to include food security and livelihood projects to boost household’s status.
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4.0 RECOMMENDATIONS 
 

FINDINGS 
RECOMMENDATIONS/ACTION 
PLAN PROGRESS INDICATORS 

 RESPONSIBLE/BY 
WHOM 

Poor Community 
strategy 

 Limited program 
awareness 

Advocacy for community awareness 
through health and nutrition calendar 
days, dialogue days 
/jumuias,handwashing days Total number of calendar days per quarter,jumuias 

Shorterm 

Implementing partners, 
MOH UNICEF 

Coordination of referrals in health 
facilities and mobile 
clinics/outreaches 

Total number of children screened per villages and 
sites referred to, telephone contacts for follow-up 

Medium 

Capacity enhance community health 
volunteers,mobilizers through 
trainings, incentives and motivations 

Total number of trainings conducted, have a well 
coordinated work plan i.e. proportion of CHWS 
linked to a village, how many CHWS have been 
recruited in addition, have revised and updated IEC 
materials, frequency of incentives given to CHWS. 

Long-term 

Partial existence and 
activity of MOH  

Have a representative at policy level 
to coordinate Ministry of Health 
capacity and activities. 

Have a clear-cut work plan for Ministry of health 
which can be evaluated at quarterly basis 

Long-term 

Implementing partners, 
MOH UNICEF 

At field level boost the MOH 
capacity through harmonization of 
program activities with implementing 
partners 

Have a mapping system in the district to create 
synergy of health and nutrition program activities. 

Long-term 

Enhance capacity and knowledge of 
MOH through trainings and joint 
supervisions to program sites with 
implementing partners, program 
audits. 

Total number of trainings conducted, total number of 
MOH staff trained ,total number of evaluations done 
on quarterly basis 

Long-term 

Sharing and selling 
of RUTF 

Advocacy for future programming to 
include FSL programs so as to 
improve on general household food 

Total number of households targeted for Food 
security livelihood programs 

medium 
Implementing partners, 

MOH UNICEF 



 

26 
 

security and also dietary diversity. 
Sensitize and educate the primary 
caregiver /mother on the importance 
and benefits of RUTF to their 
children so as to change their 
attitudes. 

How many trainings or sensitizations have been done 
on RUTF utilization, target is support groups e.g. 
MTMSG.Kitchen gardening etc 

Medium 

Have random follow-up/checks on 
this beneficiaries for example the non 
respondents, defaulters so as to 
ensure they complete their treatment 
as expected 

Have a register to capture the children who need to be 
followed up and give progress reports on each on 
monthly basis. 

Shorterm 

Continued RUTF 
stockouts  

Improve on the supply chain for all 
implementing partners by having a 
direct push and pull system form the 
Mombasa hub. 

Scale up monitoring of commodities by having 
feedback session on a monthly basis on what works 
well and ways to improve the supply chain. 

Long-term 

Implementing 
partners,UNICEF 

Provision of an online portal to track 
the progress of consignment 
requested for. 

Each organization to have a database on their 
consignments, for proper stock management and 
records. 

Long-term 

Have the partner requesting to be 
fully responsible on their own 
budgets and commodities stocks 
.Capacity enhance the program 
managers to do early reports and 
timely requests for the commodities 

Have audits or evaluations indicators to be able to rule 
out pros and cons and sustainability of delivery of 
services. 

Long-term 

Competing 
activities 

Strengthen MTMSG  at community 
level and include FTFSG in future 
programming activities so as to 
increase more awareness on nutrition 
and health programs 

 How many support groups formed and added per 
each OTP sites. 

Medium 

MOH, Implementing 
partners  

Have a more efficient work plan so 
as to capture mothers who are unable 
to attend clinic days as per calendar 
activities  

 Have a harmonized activity work plan between all 
partners 

Long-term 



 

27 
 

short term funded 
programs 

Revise PCAS as per gaps identified 
in previous programs and come up 
with more long-term proposals for 
efficiency and sustainability  Formation of new proposals based on needs. 

Long-term 

Implementing 
partners,UNICEF  

Advocacy for an online assessments 
portal for future referencing, success 
stories  and lessons learnt  

 Online system active and open for referencing and 
for feedback. 

Medium 

Long stay in the 
program, 

 Late defaulters 

Ensure that the community strategy is 
strengthened and proper follow-up is 
done  

 Feedback given on a monthly basis to the nutrition 
cluster meetings. 

Long-term 

Implementing partners, 
MOH  

Evaluate and redesign the mobile 
clinics and outreaches in the district 
by supporting and having a joint 
action plan with all partners.ie there 
is at least one or two staff included in 
the outreaches that do not offer 
CMAM programs 

 Joint work plan formed and mapping of activities is 
done between MOH and all implementing partners. 

Long-term 

Migrations(Seasonal 
and refugee 
repatriation) 

Advocate for clear mapping of 
program services to where people 
migrate to and also provision of 
mobile outreaches offering 
comprehensive health and nutrition 
services 

Have an updated list of the name of outreach and 
mobile clinic vis-à-vis the villages covered/linked to. 

Medium 

 Implementing partners, 
MOH 

Provision of special transfer in cards 
capturing information of beneficiary 
on previous admissions so that 
continuity of services is ensured. 

 Provision of  proper standard OTP reporting tools in 
all sites, mobile clinics and outreaches  

Shorterm 

To sensitize and educate the 
pastoralists and refugee families on 
the importance of nutrition and health 
services so as to change their 
perceptions and improve early health 
seeking behaviors 

 Number of sensitization meetings held on a monthly 
basis 

Shorterm 
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5.0 ANNEXES 
5.1 SQUEAC Assessment team for Afmadow district 
 
 

 
5.2 Training schedule 
 
Dates Activity Location 
Day 1   
 
 9th December  

Travel to WRRS programme base in Dhobley, 
Afmadow district 

Nrbi –Dadaab-
Dhobley 

Day 2  
 
10th December 

Quantitative data  
• Meet partners on ground and share the 

objectives for the assesment. 
• Consolidate the program data from WRRS and 

SCI 
• Analysis of routine program data  

Dhobley  

Day 3-4  
 
11th to 12th 
December  

Classroom training  
Classroom training: 
• Opening session, including introductions and 

schedules 
• Methodology review .Distribution of tasks to 

the assessment team. 
• Translation of quantitative data and formation 

of hypothesis 
• Introduction on tools to be used, revision and 

formulation of new tools. 
 

In house  

No. NAME POSITION ORGANIZATION 
1 Rebecca Wanjiru Wachira Consultant SAFUK 
2 Abdihakiin Abdi Digaale Supervisor IOM 
3 Mohammed M. Sheikh Supervisor WASDA 
4 Mahad Dahir Turyare Supervisor UNICEF 
5 Abdirashid Mohammed   Enumerator SCI 
6 Mohammed Sirad Gelle Enumerator SAF 
7 Abdi Hassan Mohamed Enumerator WASDA 
8 Ayaan Abdullahi Arres Enumerator WRRS 
9 Ahmed Abdullahi  Aden Enumerator WRRS 

10 Mohammed Farah Abdi Enumerator WRRS 
11 Deq  Tawane Enumerator MOH 
12 Abdikarim Ali  Enumerator JRIA 
13 Naima Mohammed Enumerator ARC 
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Day 5 to 7 
13th to 15th 
December 

Formal and informal interviews/ 
Field data :collection and analysis 
Stage One: 
• Practical sessions on interviews (FGDS with 

MTMSG, Youth groups, community 
leaders,jumuias, caregivers of beneficiaries, KII 
with program staff, midwife, nurse, and 
Nutrition partners). 

• Mapping of OTP and villages covered by 
programme. 

• Sampling of villages to be visited for small area 
survey. Teams visited villages in the urban, 
within Dhobley town. 

 
 

Field Exercise, 
 In house 

Day 8 
 
16th December 

Field data: Collection and analysis  
• Conducted small area survey in 2 far villages. 
• Collection of some contextual data from the 

field 
• Random visits to 2 OTP sites and SC, 

observational checklist. 
• Practical session interviews (FGDS of Mothers 

/Caregivers’, KII with program staffs). 
• Contextual data analysis (qualitative) 
• Identification of potential barriers and boosters 

of coverage, simple and weighted analysis 
done. 

• Mind maps, concept maps, histogram prior.  
• Data analysis for small area survey, 

confirmation of hypothesis testing. 
• Preparation for wide area survey, formulation of 

priors. 
• Prior mode calculation, villages and number of 

children to be sampled. 

Field Exercise  

Day 9  
17th December 

Conducting Wide Area Survey Field Exercise 

Day 10  
 18th December 

• Data compilation of wide area survey  
• Estimations of OTP program coverage  
• Preliminary findings shared to Nutrition cluster 

members. 
• Action plan 

In house 

Day 11 
19th Dec 

• Successful completion of mission, travelling 
back to Nairobi. 

Dhobley-Dadaab-
Nrbi 

Day 12 -16 
20th – 25th December 

• Report Writing Office Work 
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5.3 OTP Program coverage estimates 
 
Coverage estimates  
Point  Coverage A/C 76/113= 64.2% (56.1-71.6) ;z=1.49 ,p=0.1355 
Period Coverage  (A+D)/(C+D) 143/180=75.7% (69.6-80.9);z=3.16,p=0.0016 
Single Coverage (A+D)/F 143/190=72.2% (66.0-77.7);z=-2.57,p=0.0103 
 
 
 
 
 
 


