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EXECUTIVE SUMMARY 
Jowhar District is in Middle Shebelle Region, South Central Somalia and has an estimated 
population of 269,851 (UNDP, 2014). The area had no Internally Displaced Persons (IDPs) at 
the time of the assessment. Three livelihood zones in the district included pastoral, agro- pastoral 
and riverine with the majority of population being agro-pastoralists. Jowhar’s sources of food 
include both livestock and crop farming inclusive of maize, beans, rice, sorghum and sesame. 
According to FNAU 2016 Post Gu Report, Middle Shabelle, cereal harvest was estimated at 8 
900 tonnes (5 800 tonnes of maize and 3 100 tonnes of sorghum). The report indicated SAM 
prevalence to be in alert phase for both Shabelle Agro pastoral (2.4%) and Shabelle Riverine 
(2.2%). There had been two organizations (ZamZam foundation and Intersos) offering 
Outpatient Therapeutic Program (OTP) services with the addition of one Stabilization Centre 
(SC) run by the latter Non-Governmental Organization. ZamZam foundation OTP program had 
no funds from beginning of 2016. Conversely, Intersos received their last funding in March 2016 
although Ready to Use Therapeutic Food (RUTF) supply continued intermittently. All their 
mobile sites were thus closed as a result leaving only two fixed sites (Jameeco and Jowhar 
hospital OTP sites), of which one (Jameeco OTP site) was not operational at the time of the 
assessment. Targeted Supplementary Feeding Program (TSFP) sites are not available in Jowhar 
district hence the OTP sites manage the malnourished cases until they are out of moderate acute 
malnutrition as well. The assessment took place between 22nd December 2016 and 9th January 
2017. Program data from both fixed OTP sites were used in the analysis of admission and 
discharge outcome trends. The single coverage estimate for Jowhar was 38% (32.9%-43.0%) 
95% C.I which was below the sphere standard for rural program coverage (50%). The main 
barriers and boosters, as well as the recommendations that were realized through the assessment 
are summarized below: 
 
Main barriers Explanation 
Distance Most beneficiaries have to walk for an hour or more to access the 

services at the available OTP sites. 
Scale-down of OTP sites Only 2 fixed sites offer the OTP services in Jowhar District as all 

the mobile sites were closed down due to lack of donor funds since 
March and May 2016 (respectively). 

Opportunity cost Caregivers reported that they would rather take care of the siblings 
of the beneficiaries and attend to the family instead of spending 
several hours at the OTP.  

Long queues at OTP sites Mothers of beneficiaries on the queue (OTP site) reported the 
overwhelming ordeal of having to wait in line for a long time. They 
stated that it was amongst the main challenges they faced when 
they sort for OTP services. 

RUTF as food 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 
Skilled OTP team Supervisors had been trained by UNICEF on identification and 

management of SAM as well as health issues and sanitation. The 
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supervisors meet up every 3 months with the rest of the OTP team 
for sensitization. 

Regular screening is done 
at the OTP site 

All children who visit the OTP site undergo assessment with 
MUAC, W/H Z score and also checked for bilateral pitting oedema 

 
Main barriers Recommendations 
Distance - Increase number of OTP sites within the accessible areas 
Scale-down of OTP - Formulate an exit strategy for program scale-down 

- Request for funds to scale up number of OTP sites 
Opportunity cost - Increase number of OTP operational days to everyday 

- Conduct social gatherings for sensitization of benefits and importance of OTP 
Long queues at OTP 
site 

- Increase seat capacity at the OTP waiting bay 
- Increase number of OTP team members depending on caseload 

RUTF as food - Include community sensitization on use of RUTF as medicine, as part of 
programming 
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INTRODUCTION 
Jowhar District is a district in Middle Shebelle Region, South Central Somalia, which borders 
Jalalaqsi and BuloBarde Districts to the North, Cadale District to the West, Balacad to the South 
and Wanle Weyne District to the West (Annex 6). It has an estimated population of 269,851 
(UNDP, 2014), where by 20% of the population are taken to be children, and the average village 
population was 12201. At the time of the assessment, the region had no IDPs. The area has 
Somali speaking inhabitants. The district has three livelihood zones that include pastoral, agro- 
pastoral and riverine with the major livelihood being the agro-pastoral. Crops grown in the 
region include maize, beans, rice, sorghum and sesame2 where the cereal harvest (in middle 
Shabelle) had been estimated at 8 900 tonnes (5 800 tonnes of maize and 3 100 tonnes of 
sorghum).3 According to FSNAU 2016 Post Gu Report, there is a noted sustained serious GAM 
prevalence for both the Shabelle Agro pastoral (14.5%) and Shabelle Riverine (12.5%). The 
SAM prevalence indicated alert phase for both Shabelle Agro pastoral (2.4%) and Shabelle 
Riverine (2.2%). Jowhar centre has two MCH/OPDs and one hospital offering maternity services 
whereas in the more rural parts, there is only one OPD in Mandhere village near Ba’adley4.The 
nutrition partners implementing provision of CMAM programs include ZamZam foundation and 
Intersos (attached to an MCH) who have 1 fixed OTP site each. The site implemented by 
ZamZam foundation delivers OTP only while that by Intersos in placed in the same compound as 
their SC and main hospital. The program admits SAM children using MUAC, W/H Z-scores or 
Oedema. There are no TSFP sites in Jowhar district, children are only discharged as cured when 
they attain the target weight or a MUAC ≥ 12.5cm or no oedema for 2 consecutive visits5. 
Children admitted into OTP are to visit the site every week until their discharge criteria. At the 
time of this assessment, ZamZam foundation had not received donor funds since May 2016 
while Intersos had also not received theirs from March 20166. Even so, intermittent RUTF 
supply was maintained with a total stock-out in November and December 2016. The SQUEAC 
assessment was conducted during cholera outbreak in Jowhar, a time when contact tracing and 
sensitization on WASH were ongoing as interventions to counter the spread of the disease. 

1.1 Justification 
The OTP in Jowhar has been implemented since January 2015 and program coverage had not 
been assessed before in the area. There was thus deemed vital to identify any factors that were 
pulling coverage up (boosters) and down (barriers) in order to inform OTP service delivery.  

1.2 Objectives of the Assessment 
The assessment was guided by the following specific objectives: 

1. To identify factors (Barriers and Boosters) affecting the uptake of the OTP services in 
Jowhar District 

2. To establish the overall coverage estimate for the OTP program in Jowhar District 
3. To provide action plan to improve acceptance and coverage of OTP in Jowhar District 
4. To capacity enhance MoH and other Program Staffs from partners competence in using 

SQUEAC methodology to assess program coverage in Jowhar District 
                                                
1 Data from the implementing organizations 
2 Interviews with village elders, Sheikh and caregivers (mothers) 
3 Somalia Food Security and Nutrition Analysis, Post Gu 2016. Technical Series Report No. VII. 69, October 2016 
4 Interview with organizational program staff 
5 UNICEF (2010)Somali guidelines for management  of acute malnutrition  
6 Interviews with organization program staff and UNICEF staff 
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1.3 Methodology 
The SQUEAC Methodology was conducted by design in three phases that included Stage 1, 
Stage 2, and Stage 3. Stage 1 involved identifying areas of low and high coverage as well as 
reasons for coverage failure using routine program data, any other existing data, and qualitative 
data (mainly interviews and observation). Stage 2 involved confirming the location of areas of 
high and low coverage and the reasons for coverage failure identified in stage 1. Stage 2 was 
done using a small-study. Stage 3 involved provision of an overall estimate of program coverage 
using Bayesian techniques.  

Challenges and limitations 
The assessment commenced amidst cholera outbreak in Jowhar. As such, most of the staff’s 
effort was channeled towards mitigation of the disease marked by frequent meetings, awareness 
creation campaigns, contact tracing and enhancement of WASH services in the region.  
However, deliberation with the supervisors and MoH allowed for the inclusion of some Intersos 
and ZamZam staff members including volunteers in the assessment activities. Several regions in 
Jowhar were not accessible for assessment due to insecurity. Sampling was therefore conducted 
taking into consideration the 84 villages that were deemed free from attacks from the militia or 
inter-clan conflicts. Jowhar and other several regions in Middle Shabelle at large experienced hot 
weather that hampered data collection for most part of the day, from 12pm-4pm. As such, 
enumerators compensated for low outputs by intensifying their movements during the cool hours 
of the day, which was early morning and late evening.  

STAGE 1 
2.1 Quantitative data  
Routine program data was assessed for the then operational site that was situated at the Jowhar 
hospital. These were inclusive of admissions by month (Figure 1), admissions village and 
distance (Figure 2), admissions by MUAC (Figure 3), discharges by month (Figure 4), time of 
defaulting (Figure 5 and length of stay (Figure 6). These data were assessed within the period 
between January 2015 and November 2016. 

2.1.1 Admission over time 
The admission trends in Jowhar District were assessed for the period January 2015 to October 
2016 (Figure 1). The year 2016 started with a dip in admissions for February even as diarrhea 
was noted to be high at the time. This could have been because it was the start of the harvest 
period where caregivers may not have been available in the households during CHW active case 
finding. In addition, the cases of measles were high and children might have been receiving 
treatment at the main hospital or SC for management and quarantine. Since then, admissions 
continued on a gradual upward trend pending July. That could have be tied to the effects of the 
high cases of diarrhea in the area with very high food prices, which meant food may not have 
been readily accessible. A steep decline from August onwards could be explained by the lack of 
donor funds in one of the organizations implementing OTP. This led to scale down the program 
that saw closure of the mobile sites7.  

                                                
7 Organizational program staff 
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Figure 1: Trends in OTP admission from January 2015 to November 2016 

 
Month J F M A M J J A S O N D J F M A M J J A S O N 
Rain    ++      ++ 
Dry +++        +++       
Food 
price 

+++ + + +++ + + +++ + + +++ 

Labor + +++ +    +++ + +++ +    
Malaria  +++  
Diarrhea +++  +++  ++ 
Measles + + + 
Bilharzia + 
Program 
funds 

+++ ++   

+ Means low; ++ Means medium; +++ Means high (as perceived by the community) 

2.1.2 Admission by distance 
Admissions in the operational site were tabulated for the period of August 2016 to November 
2016 (Figure 2). Children who were admitted in the Jowhar hospital site were from 18 villages.  

  
Figure 2: OTP admissions by village distance from Jowhar fixed site (August 2016 - November 2016) 

The farther a village was from the OTP site, the lower the admissions the program received from 
the area. Some low admissions were however common among some nearer villages when 
compared to some admissions from farther villages  
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2.1.3 Admissions by MUAC 
There was indication of digit preference in the measurement of MUAC where most admissions 
were taken as 11.0cm, 10.5cm, 10.0cm and 9.5cm. The MUAC measurements (in cm) at OTP 
admission were plotted for the period between January 2015 and November 2016 (Figure 3).  

 
Figure 3: OTP admissions by MUAC 

The median MUAC was 11.0cm that is relatively near the discharge criteria (11.5cm), which 
signified a number of admissions were found in time. Conversely, there was a long tail of low 
admissions and a few that were critical. This was a sign of challenged SAM case finding and 
possibly coverage of OTP8. 

2.1.4 Discharge outcomes 
The performance indicators for OTP: cure rate, defaulter rate and death rate, were presented in a 
graph against the seasonal calendar for comparison (Figure 4). The cured rate has been above the 
sphere standards of 75% all through the assessment period. As well, default and death rates have 
been generally below the sphere limit of 15% and 10% respectively. All the same, there were 
many defaulters between February and April 2015. This could have been because the period was 
very hot and dry posing a challenge to those walking with the sick children outdoors. Labor 
demands in the same period were high where caregivers may have been away; while others may 
have been in the hospital for diarrheal treatment due to the heightened incidence. 

                                                
8 Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage SQUEAC)/ Simplified Lot Quality Assurance 
Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
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Figure 4: Discharge outcomes over time for the operational OTP site 

 
Month J F M A M J J A S O N D J F M A M J J A S O N 
Rain    ++      ++ 
Dry +++        +++       
Food price +++ + + +++ + + +++ + + +++ 
Labor + +++ +    +++ + +++ +    
Malaria  +++  
Diarrhea +++  +++  ++ 
Measles + + + 
Bilharzia + 
Program funds +++ ++ +  

+ Means low; ++ Means medium; +++ Means high (as perceived by the community) 

2.1.5 Time to Default 
The number of visits a child had made before being absent and defaulting, was examined from 
the registers of the operational site at the time of this assessment (Figure 5). This was done for 
the period of October 2015 - November 2016. 

 
Figure 5: Number of visits a child had made before being absent to become a defaulter 

Twenty-four of 38 beneficiaries had discontinued the visitations to the OTP site between the 1st 
and 4th visit. Most of the defaulters (9) had stopped attending OTP follow up at the first visit of 
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admission. This was an indication of program related barriers9 being that there were many early 
defaulters. Information gathered through the assessment revealed that scale down of OTP sites 
increased walking distance and long queues at the remaining OTP sites. This discouraged 
caregivers from attending the visits and the children being defaulters10. 

2.1.6 Length of stay 
The time taken for the OTP beneficiaries to be discharged as “cured” was analyzed for the period 
January 2015 to November 2016 (Figure 6). The data used was from the only operational site at 
the time this SQUEAC was conducted. The median length of stay for the program was 11 weeks, 
which signifies that children are staying in the program for a long time11.  
 

 
Figure 6: Length of stay for the cured OTP beneficiaries from Jowhar hospital site 

Conversely, there are no TSFP sites for the children who are “cured” from SAM to be referred to 
for continued management. Interviews with program staff unveiled that children are only 
discharged as “cured” once they are cured from MAM as well, therefore not requiring TSFP 
admission. 

2.2 Qualitative data 
Information on factors affecting program coverage in Jowhar was collected from different 
individuals and community groups. Interviews were conducted among members of the 
community who interact directly or indirectly with OTP. The barrier, boosters and questions 
(BBQ) tool was used to necessitate areas for further clarification. 
                                                
9 Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage SQUEAC/ Simplified Lot Quality Assurance 
Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
10 Interviews with caregivers of beneficiaries at the OTP site 
11 Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage SQUEAC)/ Simplified Lot Quality Assurance 
Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
 



 
 

7 
 

2.2.1 Barriers and boosters 
The program barriers and boosters were summarized with the evidence realized throughout the assessment (Table 1 & 2). 
Table 1: Triangulated boosters that affect program coverage in Jowhar 
 Boosters  Explanation Sources 
1 Skilled 

OTP team  
Supervisors were trained within Jowhar by UNICEF on identification and 
management of SAM as well as other health and sanitation. The rest of the teams 
(volunteers, Program staff, and CHWs) were sensitized by the supervisors every 3 
months. Interview with Program staff and volunteers indicated knowledge of 
malnutrition and admission criteria. 

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

2 Active case 
finding and 
follow up of 
referrals  

CHWs engage in door-to-door case finding of uncovered SAM and regular follow-
ups for beneficiaries who failed to attend the OTP sites after first and successive 
referrals. 
Community mobilizers notify the OTP sites of any referrals they engage themselves.  

Nutrition officer, CHWs, caregiver of 
beneficiaries, Sheikh, OTP team leaders, 
Program staff, community  mobilizers 
(volunteers) 

4  Knowledge 
of signs of 
malnutrition 

The respondents referred to malnutrition using various local terms, out of which the 
outstanding were nafaqadaro or macluul. Marasmus was referred to as caato, 
muwaad, denoting skinny and weak while Kwashiorkor was referred to as cago 
barar and Calool weynad implying oedema and big belly respectively. 

Community leader (village elder), 
caregivers, CHWs 

5 Positive 
opinion of 
OTP 

Mothers of children with SAM responded that they perceive RUTF as medicine. 
Mothers of beneficiaries said they brought children to OTP since they saw their 
children improve after the RUTF and medicine. 
Mothers of cured children said they refer caregivers with similar children to the 
program. 

Nutrition officer, CHWs, Program staff, 
caregivers (both male and female), 
Sheikhs 
 

6 Screening is 
done at the 
OTP site 

Respondents stated that all children who visit the OTP site undergo assessment with 
MUAC, W/H Z score and checked for bilateral pitting oedema.  

Nutrition officer, CHWs, OTP team 
leaders, Program staff 

7 Strong 
community 
ties 

Chief gets health related information from MoH and relays it to the community 
through Barazas that are attended by sheikhs and village elders who pass the 
information through mosques. Village elders hold meetings with different contact 
members of community to pass the information. These respondents stated that 
children with nafaqadaro were not viewed negatively by the community.  

Sheikh, CHWs, Program staff,  
community mobilizers (volunteers) 

8 Integration 
of OTP 
with other 
medical 
treatment 

The Jowhar hospital (medical treatment), SC and OTP are in one compound. 
Referrals from department to department were conducted on regular checkup for 
specialized treatment. 

Observation, nurses in the main hospital, 
mothers of beneficiaries 
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Table 2: Triangulated barriers that affect program coverage in Jowhar 
 Barriers  Explanation Sources 

1 Distance Most caregivers were forced to walk for more than 1 hour to access the services from 
the remaining OTP site. As reported by the staff and CHWs, inaccessibility of some 
regions due to distance, terrain, and insecurity made it hard for the OTP staff to conduct 
mobilization or follow up on beneficiaries.  

Program staff, Caregivers, 
observation, CHW 

2 Scale-down of 
OTP sites 

There was only 1 functional OTP site in the entire assessment area. All the mobile 
services had been stopped due to lack of donor funds. The respondents yielded that this 
had contributed to long hours of walking and long queues in order to access the 
services.  

Program staff, Caregivers, 
volunteers 

3 Inadequate OTP 
staffing 

The available CHWs were not restrained to OTP only; rather, the mobilizers were 
volunteers who served the OTP. The Program staff and team leaders reported the 
challenge of working with few staffs at the OTP sites. Since most of the staffs were 
volunteers, the program only supports few staffs that were unable to access all the 
program areas. The few OTP staffs were also involved in other healthcare roles such as 
addressing water and sanitation challenges in the community.  

Program staff, observation, 
CHWs 

4 Initial side 
effects of RUTF 

According to the explanation by the Program staff and nutrition officer, RUTFs 
contains folic acid, which is associated with increased bowel mobility during the initial 
stages of usage. As such, some caregivers believed that RUTFs was the cause of 
diarrhea and became indecisive on attendance of follow-up visits. Others had fears of 
initiating the treatment when provided with RUTFs. However, as explained by OTP 
nurses and program staff, beneficiaries were often given zinc tablets and oral 
rehydration salts to counter the effects of dehydration and electrolyte imbalance 
associated with diarrhea.  

Caregivers, CHWs, 
Program staff, Nurses 

5 Late treatment 
seeking  

There was poor understanding among caregivers on where to seek help first in case of 
malnutrition. Most mothers, for instance, reported seeking help from the traditional 
healers, pharmacists, then nearest health facility despite their understanding of 
malnutrition. By the time they reach the OTP site or the SC, the child was already 
severely malnourished and possibly with complications. In tandem, there were some 
late admissions by MUAC (Figure 3).  

Program staff, caregivers, 
CHWs, Nurses in SC, DMO  

6 Long queues at 
the OTP sites 

Since there were only 1 OTP sites remaining in the region, the long queues for the 
services were quite overwhelming for some caregivers. Mothers of beneficiaries on the 
queue reported the ordeal and that it was among the main challenges they faced when 
coming to OTP. The same sentiment was echoed by other respondents including the 
volunteers and CWHs. 

Program staff, CHWs, 
Community volunteers, 
caregivers, observation 

7 Opportunity cost Caregivers, especially mothers, said that they would rather take care of their children Program staff, community 
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and attend to the family needs instead of spending several hours at the OTP. Caregivers 
of beneficiaries stated that defaulting would be high among mothers who hailed from 
furthest villages and had no one else to care of their other children.  

volunteers, CHWs, Village 
elders, caregivers of OTP 
beneficiaries 

8 Poor hygiene 
practices and 
sanitation among 
caregivers  

Unhygienic practices such as failure to hand-wash before feeding children were 
observed at the OTP site. There was only one hand washing facility that was inside the 
OTP office station. At the community level, the enumerators reported deplorable 
sanitation conditions (lack of toilets facilities) so open defecation and along the river 
Shebelle. This was linked to increased waterborne diseases as same water was used in 
the household. At the OTP site there was 1 shared latrine and the caregivers felt 
uncomfortable to use it with their male counterparts.  
 
Caregivers interviewed at household complained of queues at the water points and the 
taste of boiled water. Health messages were given but not necessarily practiced. Even 
after receiving the RUTFs most children took long to recover due to several attacks 
from acute watery diarrhea, a condition that is associated with poor sanitation. 

 Program staff, OTP 
Supervisor, Observation 

9 RUTF as food Due to unavailability of food, RUTF was exchanged food and other non-food items 
(kerosene, matchboxes, and candles) by some caregivers. The sachets were then sold 
(around 5 USD12) to community. Most shopkeepers also reported that caregivers would 
accumulate the RUTFs, which they later sell in packs of ten at total price of $12 to the 
general stores or retailers.  
Sometimes a mother would distribute the plumpynut among other children to sooth 
them and supplement their inadequate meals.  

Program staff, CHWs, 
caregivers, observation, 
Shopkeeper 

10 Stigma 
associated with 
malnutrition  

Some fathers of malnourished children said they believed malnutrition or 
“nafaqadaro” was a curse and an indication of the mothers’ inability to take care of 
such children. The belief was also reinforced by some religious leaders who in addition 
called for traditional healing and reciting of the Holy Book in managing patients.  

CHWs, fathers of 
beneficiaries at SC, 
Program staff 

11 Stock-out of 
RUTF 

There was stock-out for two months, that is, for November and December. The 
Program staff also pointed out that it demoralized the team to some extent especially 
since they had also lacked donor funds for months.  

Nutrition officer, Program 
staff, CHWs,  

12 Long stay in 
OTP 

The median length of stay for those cured through OTP was 11 weeks, where the 
maximum was 15 weeks. This was because of unavailability of TSFP in Jowhar District 
hence children are cured from MAM as well before they could be discharged. 

Program data, Program staff 

 

                                                
12 The community mentioned 3,000 Somali Shilling which was approximated as 5 USD at a rate of 600 Somali Shilling to 1 USD 
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2.2.2 Concept map 
The perceived relationship between the barriers and boosters in Jowhar were presented in a 
diagram (Annex 5). 

STAGE 2 
Evidence from stage 1 suggested that awareness of the OTP was different among villages 
considered to be near and those that were far. 

- Interviews among caregivers of beneficiaries cited long distance as a challenge to 
attending OTP visits.  

- Routine program data revealed that villages far from the program sites tended to have low 
admissions 

- Interviews with CHWs and community mobilizers (volunteers) revealed that long 
distance to some villages hindered them from making routine visits about awareness 

- Interviews conducted among SQUEAC enumerators and program staff about their day to 
day interactions with caregivers, disclosed that walking for <30 minutes was near while > 
1 hour that was considered to be very far.  

A hypothesis with 2 parts was developed from the evidence that, “Villages that are far (more 
than 1 hour walking distance) from the OTP site have low program awareness” whereas 
“Villages which are near (less than 30 minutes walking distance) from the OTP sites have high 
awareness of the program”. A small study was employed to test awareness because it related to 
coverage. 

3.1 Methodology 
To  test  this  hypothesis,  a  small study  was  carried out  in  2 villages that were far (<30  
minutes walking time) and 2 that were considered to be near (> 1 hour walk) the OTP site. A list 
of accessible villages13 and their distance from the operational OTP site was utilized to 
purposively sample for other aforementioned categories. In the 4 villages selected, the first house 
was selected at random and thereafter systematic sampling was used to sample after every 3rd 
house. Sampling stopped when the teams had acquired responses from 12 caregivers in the 
sampled households. This number was considered adequate to test the formulated hypothesis. A 
simple interview guide was utilized in the process on the information search. 

3.2 Case definition 
To test the hypothesis, OTP awareness was defined as caregiver’s ability to identify the MUAC 
strap and RUTF by their use and the mentioning of nafaqadaro and signs such as cago barar and 
Calool weynadto (oedema and big belly) as used in relation to the OTP. The results were defined 
as respondents who were aware of OTP and those who were not aware of the program (Table 3). 

Table 3: Results for small study during stage 2 of the assessment 
Village & distance from 
operational OTP site 

Perceived 
distance 

Total 
respondents 

No. aware of 
OTP 

No. not aware of 
OTP 

Hanti waadag (0Km) Near 12 5 7 
Kulmis (1Km) Near 12 6 6 
Total   24 11 13 

                                                
13 Implementing organization (Intersos) 
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Timire (10Km) Far  12 4 8 
Gedo barkan (8Km) Far 12 3 9 
Total   24 7 17 

The Lot Quality Assurance Sampling (LQAS) classification technique d = ⌊n x p/100⌋was used 
to confirm or reject the hypothesis.  
Where, d =decision rule, n= total number of respondents, p= expected awareness threshold (in 
this case, 50% being a rural area). Awareness was to be classified as  high if  the  number  of  
caregivers  aware  of  the  program  was  greater  than  the decision rule (d), if the number aware  
was less than the decision rule then awareness was to be classified as low (Table 4). 
Table 4: Analysis and interpretation of the small study results 
Villages near  the OTP site  LQAS decision rule Conclusion  
Awareness target  50% The number of caregivers aware of the 

program (11) was less than the decision rule 
(12). The hypothesis, “Villages which are 
near (less than 30 minutes walking distance) 
from the OTP sites have high awareness of 
the program” was thus rejected as 
awareness was confirmed to be low.  

Total sample size  24 
Decision Rule 

 
Number aware of OTP 11 

Villages far from the OTP 
site 

LQAS decision rule Conclusion 

Awareness target 50% The number of caregivers aware of the 
program (7) was less than the decision rule 
(6). The hypothesis, “Villages that are far 
(more than 1 hour walking distance) from 
the OTP site have low program awareness” 
was  thus accepted as awareness was 
confirmed to be low 

Total sample size  24 
Decision Rule 

 
Number aware OTP 7 

3.3 Prior formation 
The concept map, weighted and un-weighted barriers and boosters as well as the histogram prior 
were all used to calculate the prior mode. 

3.3.1 Concept map 
The relational aspect among the identified barriers and boosters, in the context of Jowhar, was 
drawn using the epigram software (Annex 5). The 19 arrows that represented negative effect 
(Barriers) were subtracted from 100% while 14 that showed a positive effect (boosters) were 
added to 0. The result was divided by 2 to get the concept map prior  
(0+14%) + (100%- 19%) = 95%/2 = 47.5% 

3.3.2 Weighted barriers and boosters 
Scores ranging from 1% (weak) to 5% (strong) were applied to all barriers and boosters 
depending (triangulated evidence) on how much effect was perceived to inflict on program 
coverage (Table 5). The total sum of the boosters was added to the lowest possible coverage. The 
weighted prior was thus (0 + 28%) + (100% – 45%)/2 = 41.5% 
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Table 5: Un-weighted and Weighted OTP barriers and boosters 
Barriers  Un-weighted Weighted 
Distance 5% 5% 
Scale-down of OTP sites 5% 5% 
Inadequate OTP staffing 5% 3% 
Initial side effects of RUTF 5% 2% 
Late treatment seeking  5% 4% 
Long queues at the OTP sites 5% 5% 
Opportunity cost 5% 5% 
Poor hygiene practices and sanitation among caregivers  5% 3% 
RUTF as food 5% 5% 
Stigma associated with malnutrition  5% 2% 
Stock-out of RUTF 5% 4% 
Long stay in the program 5% 2% 
Total 60% 45% 
Boosters Un-weighted Weighted 
Skilled OTP team  5% 4% 
Active case finding and follow up of referrals  5% 3% 
Knowledge of signs of malnutrition 5% 4% 
Positive opinion of OTP 5% 5% 
Regular screening at the OTP site 5% 5% 
Strong community ties 5% 3% 
Integration of OTP with other medical treatment 5% 4% 
Total 35% 28% 

3.3.3 Un-weighted	barriers	and	boosters	
It was assumed that all barriers and boosters had equal effect of program coverage and each was 
accorded a maximum score of 5% (Table 5). The total sum of the boosters was added to the 
lowest score while total sum of the barriers was subtracted from the highest possible score. The 
prior for this category was (0 + 35%) + (100% – 60%)/2 = 37.5% 

3.3.4 Histogram		
Based on interviews with program staff and routine data, it is believed that the lowest coverage is 
around 20% and the highest possible coverage at around 60%. By plotting the belief-curve of 
coverage, the coverage estimate was thought to be approximately 38% as shown below.  
 
The  overall  prior  mode  is  therefore  calculated  by  taking  the  mean  of  the  three  modes 
calculated above = (47.5%+41.5%+37.5%+ 38.0)/4  = 41.1% (Figure 7). 
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Figure 7: Calculation of prior mode using the BayesSQUEAC calculator: Beta (7.3, 10.2) 

STAGE 3 
4.1 Sample size and precision;                 

A sample size of 67 SAM cases was utilized as suggested by use of BayesSQUEAC calculator 
version 3.01 when the precision was 10% and the Beta (7.3, 10.2). Twelve villages were 
calculated where: n=number of children with SAM to be sampled (67), average village 
population with Jowhar (accessible area) 122014, percentage population of children 6-59 months 
20%, prevalence of SAM of 2.3%15. 

 

Eighty-four villages were accessible out of a possible 226 villages16 at the time of the 
assessment. Random sampling methodology was used to attain 12 villages for wide area survey.  

4.2.2 Quantitative data results 
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 (Annex 1). The calculated value17 for the recovering 
SAM not in program was tabulated as well (Table 6).  
 
Table 6: Results attained through the stage 3, wide area survey 

                                                
14 Population provided by the implementing organization (Intersos) 
15 Average prevalence for riverine and agro-pastoral regions from FSNAU Post Deyr 2015/2016 national prevalence 
16 Data from implementing organization 
17 www.ennonline.net/fex/49/singlecoverage 

 Indicator Number 
A SAM in OTP 81 
B SAM not in OTP 176 
C Total current SAM cases 257 
D Recovering in program 46 
E Recovering out (calculated) 56 
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The overall coverage estimate (single) was calculated as follows to be 38% (32.9%-43.0%) 95% 
C.I.  
The coverage was lower than the recommended sphere standard of 50% for the rural areas of 
programs. The barriers identified during the assessment therefore impose on Jowhar coverage 
and need to be countered. Caregivers of children with SAM not in OTP were referred to the OTP 
sites by use of referral slips.  

4.2.3 Reasons for SAM nonattendance 
The diverse reasons for SAM not in OTP were visualized in a graph (Figure 8). 

 

Figure 8: Reasons given by caregivers of SAM cases for not being in OTP 

The predominant reason was walking distance from the OTP to the respondents’ households 
being far and the responsibility to care for other children or go to search for income source. Over 
20 respondents knew about the OTP but revealed that it was no longer offering the services. A 
few feared that their children would get diarrhea resulting from the RUTF given at the OTP site; 
while other caregivers were waiting on the mobile team that they had become accustomed to 
them.  
 
 
 
 
 
 
 
 
 

                                                
18 Single coverage estimation(A+D)/F; Point coverage (A/C); Period coverage (A+D)/(C+D) 

F Total cases 35918 



 
 

15 
 

RECOMMENDATIONS	
 
 Section A Section B Section C Section D 
Barrier Recommendations (Actions to be 

taken) Indicators of progress  Who is 
responsible Timelines  

Distance 
 

Increase number of fixed and mobile 
OTP sites within the accessible areas 

- Number of OTP sites 
- Number of accessible areas with 
OTP sites 

UNICEF and 
Implementing 
organization 

Quarterly 

Scale-down of OTP 
sites 
 

Formulate an exit strategy for 
program scale-down 

- Availability of an exit strategy in 
case of unintended scale down 

Implementing 
organization 

Quarterly 

Request for funds to scale up number 
of OTP sites  

- Number of OTP sites UNICEF and 
Implementing 
organization 

Quarterly 

Inadequate OTP 
staffing 
 

Increase number of OTP team 
members depending on caseload  

- Number of staff in the OTP team 
- Number of admissions per month 

UNICEF, 
Implementing 
Organization and 
OTP supervisors 

Quarterly 

Initial side effects of 
RUTF 
 

Sensitize the caregivers of 
beneficiaries  on the initial side 
effects of RUTF and its management 

Number of health talks conducted on 
the initial side effects of RUTF and 
management 

Implementing 
organizations and 
OTP supervisor 

Monthly  

Late treatment seeking  
  

Sensitization of religious leaders, 
traditional healers and pharmacists 
on signs and symptoms of childhood 
malnutrition and OTP 

- Number of sensitization meetings 
with religious leaders, traditional 
healers and pharmacists 
- Number of children with SAM 
referred to OTP by religious leaders, 
traditional healers and pharmacists. 
- MUAC values on admission 
- Proportion of children requiring 
inpatient care at admission.19 

MoH, 
Implementing 
organization and 
OTP supervisor 

Monthly  

Long queues at the OTP 
sites 

Increase number of OTP sites within 
the accessible areas 

- Number of OTP sites 
- Number of accessible areas with 
OTP sites 

UNICEF and 
Implementing 
organization 

Quarterly 

                                                
19 Myatt, Mark et al. 2012. Semi-Quantitative Evaluation of Access and Coverage SQUEAC/ Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage 
(SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. Page 22. 
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 Increase number of OTP team 
members depending on caseload  

- Number of staff in the OTP team 
- Length of the queues 

 Quarterly 

Increase seat capacity at the OTP 
waiting bay 

- Number of seats at waiting bay Monthly 

Increase number of OTP operational 
days to everyday 

-Number of days a week when OTP 
services are delivered 
- Length of the queues 

Monthly 

 
Opportunity cost 
 

Increase number of OTP operational 
days to everyday 

-Number of days a week when OTP 
services are delivered 
- Length of the queues 

UNICEF, 
Implementing 
organization and 
OTP supervisor 

Monthly  

Conduct social gatherings for 
sensitization of benefits and 
importance of OTP 

-Number of  local gatherings (such as 
chiefs barazas) that relent the benefits 
and importance of OTP 

Implementing 
organization, 
MoH, OTP 
supervisor and 
chiefs 

Monthly 

Poor hygiene practices 
and sanitation among 
caregivers 

Increase hand washing stations at the 
OTP site 

-Number of functional hand washing 
stations 

UNICEF and 
Implementing 
organization 

Quartely 

Integrate OTP service delivery with 
WASH component 

-Number of WASH equipment 
offered to beneficiaries to support 
OTP performance 
-Number of OTP beneficiaries who 
make use of the WASH equipment in 
their homes 

UNICEF, MoH 
and implementing 
organization 

 

Conduct community sensitization 
meetings to emphasize on WASH 

-Number of community sensitization 
WASH meetings 
- Number of diarrheal diseases among 
OTP beneficiaries 

MoH and 
Implementing 
organization 

Monthly 

RUTF as food 
 

Include community sensitization on 
use of RUTF as medicine, as part of 
programming 

-Number of local gatherings for 
dialogue on use of RUTF use 

MoH, 
Implementing 
Organization, OTP 
supervisor,  

Every other 
month 

Stigma associated with 
malnutrition  
 

Engage in community dialogue with 
male  community members on 
causes of malnutrition 

-Number of community dialogue with 
the men in the community on causes 
of malnutrition 

MoH, 
Implementing 
organization and 

Every other 
month 
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OTP supervisor 
Stock-out of RUTF Early supply request of anticipated 

stock-out 
- Number of RUTF stock-outs Implementing 

organization 
Quarterly 

Slot in On-job training on supply-
management  

- Number of On-job training on Stock 
management 

UNICEF, 
Implementing 
organization 

 

Long stay in program Sensitize community on benefits and 
importance of seeking childhood 
malnutrition management at OTP 
site 

- Number of low MUAC admissions  
- Proportion of SAM cases that 
require inpatient care at admission 

Implementing 
organization and 
OTP supervisor 

Monthly  

 

 



 
 

 

ANNEXES	
Annex	1:	Results	of	wide	area	survey	per	village	

 

Annex	2:	List	of	SQUEAC	participants’	

 
 

Village SAM in OTP (MUAC 
<11.5cm or oedema) 

SAM not in OTP (MUAC 
< 11.5cm or oedema) 

Recovering  SAM not in 
Program (MUAC ≥11.5cm-12.5cm) 

Barey 0 9 0 
Bulo-baley 9 19 6 
Cabdi-galade 17 13 8 
Garash 0 11 1 
Halgan 0 14 2 
Hantiwadag 10 15 5 
Jameco 0 10 0 
Jowhar Somali 18 15 10 
Moyko 0 17 7 
Nukey 0 14 0 
Sabuun 12 20 3 
Xansholey 15 19 4 
Totals 81 176 46 

NAME  POSITION ORGANISATION 
Yusuf Doyo Male Supervisor Intersos 
Mahamed Yusuf Male Supervisor  Zamzam 
Anwar Mohamed Male Enumerator Zamzam 
Mohamed Amin Male Enumerator Intersos 
Mohamed Baghis Male Enumerator  Intersos 
Fautima Harsi Female Enumerator Intersos 
Caadumo Maxamad Female Enumerator Intersos 
Fauduma Mohamed Female Enumerator Intersos 
Ibrahim Ibrahim Male Enumerator Intersos 
Omar Kaju Male Enumerator Zamzam 
Caaisha cabah Female  Enumerator Zamzam 



 
 

 

 

Annex	3:	Training	chronogram	
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 

- Review of tools and Somali translation  
 
Annex	4:	Village	by	distance	and	admission	
Village Distance Admissions 
Hanti wadag 0km 119 
Horseed 2km 40 
B/shiq 3km 31 
Kulmis 1km 42 
Barey 6km 4 
Gedo barkan 8km 7 
Kongo 10km 2 
Baraki 13km 1 
Mahaday 32km 2 
Dabeyley 22mk 2 
Lebiga 5km 2 
Moyko 3km 3 
Bayxow 5km 3 
Timirre 10km 2 
Burane 30mk 1 
Gumeys 15km 1 
Jalalaqsi 90km 3 
Warcise 28km 1 



 
 

 

Annex	5:	Jowhar	Concept	map	

 
 
 



 
 

 

Annex	6:	Map	of	Somalia	showing	position	of	Jowhar	District	

 
Source: Adapted and modified from http://www.fsnau.org/products/maps/administrative-maps 
 
 


