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EXECUTIVE SUMMARY 
 
Background 
Lughaya and Gabiley districts are located in the Awdal and Woqooyi Galbeed regions of Northwestern 
Somaliland. Lughaya district has continued to experience high rates of malnutrition with severe drought 
further experienced towards the end of 2015 and the beginning of 2016. In response to the high 
malnutrition rates WV in partnership with WFP and UNICEF have been implementing targeted feeding 
programs in Lughaya and Gabiley districts for the last 4 years.  WV remains the only non-governmental 
organization in Lughaya district.  
 
In November 2015, WV in partnership with WFP conducted a coverage survey of the OTP and TSFP in 
Lughaya district that revealed coverage rates of 60.0% and 50.4% respectively. To continue evaluating 
performance of the programs and in particular following the effects of the drought, WV sought to conduct 
a follow-up coverage investigation in 2016.  
 
 
Objectives of the coverage survey 
 

• To identify barriers and promoters of access to MAM and SAM interventions of the:  
• Targeted Supplementary Feeding Program (Lughaya district)  
• Outpatient Therapeutic Program (Lughaya district).  
• Maternal Child Health and Nutrition Program (Lughaya and Gabiley districts) 

• Establish and document Point and Single coverage of the programs (where applicable).  
• Identify and refer severely and moderately malnourished children not covered by the current 

interventions. 
• Review uptake of the Lughaya 2015 coverage survey recommendations. 
• Generate practical recommendations that would lead to better access and coverage of the 

nutrition program.  
• Build the capacity of WV staff, MoH and Partners in conducting coverage surveys using Semi 

Quantitative Evaluation of Access and Coverage.  
 
Methodology 
The coverage investigation utilized the SQUEAC methodology and covered the period January to 
September 2016. Data collection including training was conducted from 24th October to 10th November 
2016. 
	

FINDINGS 

Boosters and Barriers 

BOOSTERS  BARRIERS 
Community awareness of the program  Migration 

Community acceptance  Poor health seeking behavior 
Strong referral system   Inadequate inclusion of potential key sources of 

referral 
Reduced stigma Lack of CNW/CHW in some rural villages 
Active case finding Inadequate communication of program schedule 
TBAs support in referrals  

Specific to OTP 
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Low defaulting SAM children in TSFP 
Knowledge of malnutrition Lack of timely payment of CHWs 
 
Specific to OTP 

 
Specific to the TSFP 

Proximity to sites Long distance to the TSFP 
SC in Geerise Weak integration of OTP and TSFP 
Program efficiency during distributions Shortage and delay in provision of supplies 
Consistent supplies  

	

Coverage estimates 

OTP and TSFP 

The OTP and TSFP achieved coverage rates above the acceptable SPHERE standards of 50% coverage for 
rural contexts.  
 
  

OTP TSFP 

Point coverage 74.7% (58.5%-85.6%) 

 

71.8% (57.3% - 83.0%) 

Single coverage 
 

83.9% (72.6%-90.9%) 79.2% (69.1-86.6%) 

	

MCHN 

 Lughaya 
district 

Lughaya MCH 
catchment area 

Gabiley (MCH 
catchment) 

Variable % % % 
 
 
PLW in program 
 
6-23 months in program 
 
 

 
 
40.8% 
 
36.4% 
 
 

 
 
67.7% 
 
65.9% 
 
 

 
 
80.7% 
 
79.3% 
 

	

Recommendations 
 
To continue improving program coverage there is need to enhance various aspects in regard to; program 
design, community mobilization and sensitization, program implementation, monitoring and evaluation.  
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1.0 INTRODUCTION 

Lughaya and Gabiley districts are located in the Awdal and Woqooyi Galbeed regions of Northwestern 
Somaliland. Lughaya comprises 4 sub-districts namely; Lughaya, Gaargara, Geerise and Garbodadar with 
Lughaya sub-district being the headquarters and hosting the administrative offices. Lughaya borders the 
Red Sea to the North, Saylac district which neighbors Djibouti to the West, Baki district to the East and 
Borama district to the South. Lughaya town is a small coastal town about 200km to the north of the main 
port of Berbera, Sahil Region. Gabiley district is bordered to the west by Awdal region, and on the north 
by the Gulf of Aden. On the east it is bordered by the nation's capital Hargeisa, and on the south Gabiley 
district is bordered by the fifth-Somali State in the Ethiopian Federation. The major towns include 
Togwajale, Allaybaday, Arabsiyo and Kalabaydh. Gabiley town is also the administrative center of the 
district of Gabiley.  

Lughaya district is generally sparsely populated with the overall population estimated at 75,000. Gabiley  
is probably one of the most densely populated regions in Somaliland and it is roughly estimated that over 
half a million people live in the district alone and is probably the third most populated region in the country 
after Hargeisa and Togdheer region1. According to Somalia’s food security and nutrition analysis (FSNAU), 
the northwest regions overall comprise pastoral and agropastoral livelihoods. Lughaya district is classified 
under the Guban pastoral whereas Gabiley district under the North West AgroPastoral livelihood zones 
of the Northwestern region of Somalia. Lughaya district has continued to experience high rates of 
malnutrition with severe drought further experienced towards the end of 2015 and the beginning of 2016. 

In Lughaya district the people are mainly pastoralists and farmers and also depend on the sea and money 
from the diaspora family members for their income. There are some small farms in Gaargara, Geerise and 
Garbodadar sub-districts where farmers plant mainly maize, beans, melon & vegetables (tomatoes & 
onions). Most of the produce however is sold to major towns such as Hargeisa and Borama with very 
minimal local consumption. Fishing is in addition practiced in Lughaya sub-district which lies on the Guban 
coast of the Red Sea. As in Gaargara, much of the fish is sold in the major towns with fish not being a 
popular dish amongst the Lughaya community. Over the June to September which is considered the 
summer period, Lughaya sub-district experiences an influx of travelers transiting to Berbera for business 
purposes and providing casual labor opportunities.  

Gabiley is called the bread basket of Somaliland because of its agricultural productivity level compared to 
the other regions of the country, with many people in the region engaged in farming. Gabiley is located 
on Somaliland's western fertile region known as "Dhul-beereed". Farm produce include maize, wheat, 
beans, peas, groundnuts, potato, tomato, onion, garlic, cabbage, orange, papaya, and watermelon. Other 
livelihoods in the district include livestock herding, small-scale businesses and cross border trade between 
Ethiopia and Somalia in the areas bordering Ethiopia district.  

The health infrastructure in Lughaya district is characterized by MCH health centers, one in each of the 
four sub-districts and a few health posts. The MCH facilities are run by nurses and supported by other 
health staff employed by the MoH, supported by UNICEF and WV. In regard to community activities, 
there are community health workers and health promoters also under MoH with support from UNICEF. 
Essential drugs are available at the MCH and services are free of charge.  There are ambulance services 
facilitated by MoH and UNICEF which transport the complicated medical referrals. In Gabiley there is one 

																																																													
1	Uncertified internet sources 
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district hospital and 8 MCH facilities of which WV has been supporting 4 namely: in Gabiley, Arabsiyo, 
Waajale and Kalabayidh. The health infrastructure in both Lughaya and Gabiley is not equipped to handle 
complicated medical cases which are referred to Borama, Hargeisa and even Djibouti.  As regards WASH 
in both districts, the communities rely on boreholes and shallow wells for water with a few latrines erected 
in most of the villages. Gabiley has better education infrastructure compared to Lughaya and many other 
parts of the country with primary education almost available in the entire district.  
 
In response to the high malnutrition rates WV in partnership with WFP and UNICEF have been 
implementing targeted feeding programs in Lughaya and Gabiley districts for the last 4 years.  WV remains 
the only non-governmental organization in Lughaya district. 
 
1.1 WV Nutrition programs in Lughaya and Gabiley 

Overall the nutrition programs implemented by WV include IMAM/CMAM targeting malnourished 
children 6-59 months and malnourished PLWs and MCHN program targeting non-malnourished PLW all 
non-malnourished children 6-23 (below 2 years) months.  The Lughaya management of acute malnutrition 
nutrition intervention comprises SC, OTP, TSFP and community mobilization components. The SC and 
OTP components are implemented by WV in collaboration with MoH and UNICEF, whereas the TSFP 
component is implemented by WV in collaboration with MoH and WFP.  Community mobilization is 
facilitated by all the partners. The SC commenced operations early in the year and is located in Geerise 
sub-district. Previously all SAM cases with complications were referred to the neighboring general hospital 
in Borama district. The Lughaya SC has also been receiving referrals from Baki district.  

The OTP is implemented through the 4 sub-district (MCH) facilities and 1 additional MCH is Geerise, 3 
health posts and mobile outreach sites covering all accessible villages within program catchment. The TSFP 
is implemented mainly through the 4 sub-district MCH sites and outreach that covers villages that are 
within 5km of the MCH facilities.  Community mobilization to include community sensitization, active case 
finding and defaulter tracing is conducted by CNWs recruited by WFP with support from existing CHWs. 
There are 7 CHWs in Lughaya district working in and within the catchment areas of the existing 7 PHUs 
in;  Riigakalawle, Abdigeedi, Sheeddheer, Turka, Fardolaguxidh,Beeyo garaca and Osali. The MCH and 
OTP mobile teams in addition support in mobilization during outreach activities.  

The MCHN program is implemented through the 4 sub-district/major town MCH facilities in both Lughaya 
and Gabiley districts. The program aims at increasing use of ANC services and maternal deliveries at the 
MCH facilities through provision of food incentives. Previously nutrition programming in Somaliland 
comprised BSFP targeting children 6-23 months which ended in 2014 with focus shifting to strengthening 
the MCHN program in all the MCH sites. 
 
The overall program staffing structure coordinating and implementing activities in both districts comprise 
a health and nutrition coordinator assisted by a senior health and nutrition program manager, a commodity 
officer, health education in charge, HMIS officer, nutrition officer, nutrition supervisors and health staff 
working in collaboration with MoH and WFP staff at the program sites. The HMIS officer in collaboration 
with the program management team and WV M&E team are tasked with monitoring of the nutrition 
program performance. 
 
The main challenge experienced by the program in the current year has been migration of communities 
immediately after registration of malnourished children into the program, especially in Garbodadar sub-
district of Lughaya district due to drought. 
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In November 2015, WV in partnership with WFP conducted a coverage survey in Lughaya district that 
revealed coverage rates of 60.0% and 50.4% as regards the OTP and TSFP respectively. The coverage 
survey in addition made recommendations on various aspects related to community mobilization, 
sensitization, program design, program implementation, monitoring and evaluation in order to boost 
coverage. 
 

2.0 Specific objectives of the 2016 coverage survey 

The specific objectives of the 2016 coverage survey were: 
 

• To identify barriers and promoters of access to MAM and SAM interventions of the:  
• Targeted Supplementary Feeding Program (Lughaya district)  
• Outpatient Therapeutic Program (Lughaya district).  
• Maternal Child Health and Nutrition Program (Lughaya and Gabiley districts) 

• Establish and document Point and Single coverage of the programs (where applicable).  
• Identify and refer severely and moderately malnourished children not covered by the current 

interventions. 
• Review uptake of the Lughaya 2015 coverage survey recommendations. 
• Generate practical recommendations that would lead to better access and coverage of the 

nutrition program.  
• Build the capacity of WV staff, MoH and Partners in conducting coverage surveys using Semi 

Quantitative Evaluation of Access and Coverage.  
 
3.0 INVESTIGATION PROCESS 
The coverage investigation utilized the SQUEAC methodology and covered the period January to 
September 2016. Data collection including training was conducted from 24th October to 10th November 
2016. 
 
Stage 1: Identification of areas of low and high coverage and the reasons for coverage failure. Data 
collection methods included; analysis of routine program data, key informant interviews at field and health 
facility levels, focus group discussions and informal discussions.  
 
Stage 2:  Confirmation of the location of areas of high and low coverage and the reasons for coverage 
failure identified above using small studies, small surveys and area surveys. 
 
Stage 3:  Overall estimation of program coverage through combination of prior and likelihood (wide area 
survey estimates) and through Bayesian techniques. 
 
3.1 Data collection 
3.1.1 OTP and TSFP 

The available quantitative routine program data was obtained from monthly nutrition program reports 
and field registers.  Qualitative information was obtained from various sources including WV, WFP, 
community members, program staff, caregivers of children in the CMAM/IMAM malnourished children 
not in the program, health facility in-charge, CHWs, CNWs, traditional birth attendants (TBAs), traditional 
healers, CHWs, Sheiks and pharmacists.   The investigation utilized point coverage2 and the single coverage 
estimator3 to discuss OTP and TSFP coverage. 
																																																													
2	Also referred to as “case-finding effectiveness’ to more precisely reflect its use as a measure of a program’s ability to find and 
recruit cases.	
3Also referred to as treatment coverage’ reflecting its use as a measure of a program's ability to find, recruit, and retain cases. 
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 3.1.2 MCHN 
The coverage investigation further sought to assess access and coverage estimates of the MCHN in both 
Lughaya and Gabiley districts through the SQUEAC investigation (to include data collection methods as 
above).  Through this approach, investigations on boosters and barriers of the MCHN were done using 
tools adapted from the OTP and TSFP investigation, further to tools adapted from barrier analysis 
investigations. Focus group discussions in particular were held with both PLWs and caretakers of children 
in the MCHN as well as those eligible but not in the program.  Assessment of MCHN coverage was 
conducted based on the OTP and TSFP sampling frames with MCHN coverage assessed in all selected 
villages in Lughaya district. In Gabiley, purposive sampling was used with villages selected from the 
catchment area of the MCH (which has been the target of the MCH program at present). Two villages 
from each MCH area, one proximal and one distant were selected for the assessment. Coverage estimates 
were provided using only the point coverage estimator. 
 
To note though, so far no studies have been conducted that prove suitability of SQUEAC as a method to 
assess MCHN coverage and therefore the coverage estimates derived by this investigation should only 
serve as a proxy to the actual coverage of the program. Only point coverage could be applicable in 
estimation of MCH coverage. 
 
3.2 Survey/investigation implementation 
 
The survey enumerators comprised staff from MoH, independent enumerators and WV field staff who 
were organized into 4 teams each comprising 3 persons.   
 
Training for the data collectors comprised 3 day theoretical training at the beginning (2 days) and midway 
at the beginning of stage 2 and 3 (1 day) and also included review of concepts at the beginning of every 
new activity/data collection method during the data collection process.  MoH and WV staff participated 
in the training and data collection process.  WV staff accompanied the consultant and teams to the field 
and conducted supervision of teams.  
 
At the end of the field data collection a presentation/discussion session on findings and recommendations 
was held with key stakeholders namely, WV, WFP and MoH.  The de-brief session provided an opportunity 
for the program staff from and partners to give their input and discuss various highlighted boosters and 
barriers.    
 
3.2.1 Challenges 
The challenges experienced during implementation of the coverage investigation were: 
 

1. Some discrepancy between the program data and field registers.  
2. Drop out of one of the enumerators at the onset of the data collection process. 
3. One of the WV survey supervisors had to leave midway during implementation of the coverage 

investigation. 
4. Competing WV program priorities at the onset of the survey could not allow consultants adequate 

time with the nutrition team to discuss comprehensively aspects related to the program. 
5. The enumerators had to learn and implement several diverse concepts (OTP, TSFP, MCHN and 

ANC) within a short time, which compounded by basic level training amongst some of the 
members was challenging. 

6. Some villages were deserted due to the nomadic lifestyle of the pastoralist communities. 
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4.0 FINDINGS 

4.1 STAGE 1: ROUTINE PROGRAM DATA AND QUALITATIVE DATA ANALYSIS 

4.1.1 OTP 

Admissions per site 

The mobile outreach sites presented higher admissions namely Geerise, Lughaya and Garbodadar 
respectively. The mobile teams cover many villages in the rural areas where additionally there is higher 
prevalence of malnutrition all of which are attributed to the higher admissions. In regard to the fixed sites, 
Geerise and Lughaya presented higher admissions with Kaarure site presenting the lowest admissions. 
The number of admissions were mainly attributed to the population catchment size and vulnerability of 
the area to malnutrition, figure 1. 

Figure 1: Lughaya OTP admissions 

 

OTP MUAC at admission 

Investigation into the MUAC median at admission revealed MUAC of 110mm indicating admission into 
the program at the relatively earlier stage of onset of SAM, figure 2. The median MUAC at admission was 
however lower than in 2015 where the median MUAC was 113m which indicates slight decline in the 
timeliness of active case finding efforts and health seeking behavior. 

Figure 2: OTP MUAC at admission 
 
 
	

	 	 	 	 	 	
	 	 	 	 	 	 	
	 	 	 	 	 	 	
	 	 	 	 	 	 	
	 	 	 	 	 	 	
	 	 	 	 	 	 	
	 	 	 	 	 	 	

 

 

Lughaya Gargaara Garbodadar Geerisa Karuure Lughaya 
Mobile

Geerisa 
Mobile

Garbodadar 
Mobile

N
o.

 o
f a

dm
is

si
on

s

Site

Lughaya  OTP admissions per site

0
10
20
30
40
50
60
70
80

N
o.

 o
f a

dm
is

si
on

s

MUAC

Lughaya OTP MUAC at admission

Median = 110mm    
Median value is at 
126.5 



Coverage survey report of the WV Lughaya and Gabiley nutrition programs, October – December 2016.  6 
	

 

Defaulters per site 

Overall the defaulters recorded by the Lughaya program over the period were few, figure 3. The seemingly 
high defaulting from the Garbodadar mobile sites was because of migrating/pastoralist families moving 
from Ethiopia through Garbodadar in search of pasture during the drought season during the earlier 
months of the year.   Malnourished children from the migrating families would be admitted into the 
program only for the families to continue with the migratory movements shortly after.  To this regard 
defaulters from the actual Lughaya catchment area are considered to have been very few over the year. 

Figure 3: OTP defaulters 

 

 

OTP MUAC at defaulting  

Analysis of MUAC at defaulting revealed that all cases defaulted after the SAM stage. The median MUAC 
at defaulting was 115mm, indicating that for more cases defaulted after the child was past the SAM stage. 
A significant number was however found to have defaulted whilst the child was still at SAM, figure 4. 

Figure 4: OTP MUAC at defaulting 
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Program monitoring indicators 

The program performed well in regard to program effectiveness as assessed through program monitoring 
indicators. Due to very few defaulters, only 1 death recorded in September and no non-response, the 
program recorded an average of 99.8% cure rate with the optimal 100% recorded in 6 out of the 10 
months that were assessed. The average defaulter and death rates were 0.2% and 0.01% respectively figure 
5. All the indicators were within the recommended SPHERE standards of; cure above 75%, defaulting at 
below 15% and death at below 10% respectively. 

Figure 5: Program monitoring indicators - OTP 

 

 

4.1.2 TSFP 

As regards the TSFP, Geerise sub-district recorded the highest admissions similar to the highest 
admissions recorded by the OTP above and again attributed to the catchment population. Overall there 
was fair distribution of admissions in comparison to the catchment population and vulnerability to 
malnutrition, figure 6. 

Figure 6: TSFP admissions and defaulters per site 
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TSFP MUAC at admission  

The Median MUAC at admission was 121mm indicating admission into the TSFP at the onset of MAM, 
figure 7. There is an improvement from 2015 where the median MUAC was 119mm. 

Figure 7: TSFP MUAC at admission 

 

 

Defaulters per site 

As in the OTP, the program recorded few defaulters in the TSFP as observed in figure 3 above. 
Garbodadar recorded the highest defaulters and as reported in the OTP with migration by pastoralist 
families passing through the sub-district attributed to the higher number of defaulters. Lughaya sub-district 
also recorded a considerable number of defaulters also attributed to the pastoralist nature of a significant 
proportion of the community and particularly during the drought period. There were no defaulters 
recorded in Geerise sub-district, figure 6. 

 

TSFP MUAC and time of defaulting  

The register assessment identified only 5 defaulters; all of whom were from the villages covered by the 
mobile teams; two cases from Garbodadar catchment, two cases from Geerise catchment and 1 case from 
Lughaya catchment areas. 

In regard to MUAC at defaulting all defaulted whilst at MAM at MUAC between 121mm and 123mm 
(MUAC 123 –2 cases, MUAC 122 - 2 cases and MUAC 121- I case). 

The register information indicated that all the cases defaulted immediately after the admission into the 
program with migration being the main reason for defaulting. 
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Program monitoring indicators 

The TSFP attained average rates of: cure – 98.7%, defaulter – 0.8% and death 0.1% within the 
recommended SPHERE standards of; cure above 75%, defaulting at below 15% and death at below 3% 
respectively, figure 8. The rates were within the SPHERE indicators in all the months. The program 
reported minimal non-response and transfer rates of 0.2% and 0.1% respectively.  

Figure 8: Program monitoring indicators - TSFP 

 

 

 

Program response to context 

Analysis of the program response to context revealed fair response in regard to the TSFP. During the 
drought period between February and May a steep increase in admissions was recorded. From May to 
August there was a decline in admissions attributed to a slight improvement in the context with some 
livestock produce available in most of the district and fruits and vegetables in the farming areas of Gaargara 
and Garbodadar due to the rains which were however below average. In August and September a steady 
increase is observed and which is attributed to reduction in the food and livestock produce available.  As 
well there is reported increase in diseases which are also associated with increased malnutrition. There 
was no correlation between the OTP admissions from January to May with a decline in admissions 
recorded whereas there was lack of food and increased morbidity both of which are major causes of 
malnutrition. From June to September there is a slight correlation with a steady increase in admissions 
recorded. Both the TSFP and OTP recorded minimal defaulting over the period. However with the 
reported migration as a result of the drought, higher corresponding defaulting would have been expected 
in the early months of the year, figure 9.  

Overall, migration by the pastoral communities distorts the actual impact of various contextual aspects 
on the program admissions. 
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Figure 9: Program response to context 

 

 

4.1.3 MCHN program (put as 6-23 months) 

From the analysis of program data Lughaya district presented the highest admissions of children 6-23 
months attributed to higher vulnerability whereas Garbodadar presented the lowest admissions.  Gaargara 
presented the highest PLW admissions whereas Garbodadar and Lughaya presented the lowest admissions 
as regards pregnant and lactating women respectively, figure 10. Presence of mountaneous areas in 
Garbodadar sub-district which were a challenge to accessing the MCH, was cited as the main reason for 
the lower admissions. 
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Figure 10: Lughaya MCHN program admissions 

 

In Gabiley district, Kalabyidhi presented the highest admissions of children 6-23 months but the lowest 
PLWs whereas Gabiley and Wajale presented the highest pregnant and lactating women respectively. 
Gabiley presented the lowest number of children 6-23 months, with population distribution largely 
attributed to the number of admissions. Gabiley MCH was additionaly reported to receive PLW referrals 
from the Gabiley district hospital, figure 11. 

Figure 11:  Gabiley MCHN program admissions 

 

No. of deliveries per MCH 

Analysis of the number of deliveries per facility revealed that in Lughaya, Gaargar MCH presented the 
highest number of deliveries, whereas Lughaya presented the lowest, figure 12. The lower number of 
deliveries in Lughaya MCH was attributed to distribution of the number of pregnant women and 
subsequent deliveries across several MCH facilities available in Lughaya sub-district including Karuure, 
Damasha and Abdigedi.  In Gabiley district, Gabiley MCHN presented the highest number of deliveries 
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whereas Kalabyidhi presented the lowest, figure 13. Population distribution and Gabiley MCH also 
receiving refferals from Gabiley district hospital were cited as the reasons for the distribution. 

 

Figure 12: Lughaya No. of deliveries per site            Figure 13: Gabiley No of deliveries per MCH  

 

 

4.1.4 Boosters, Barriers, Sources and Methods  

The findings from the routine program data, qualitative and further quantitative data collected in the field 
in the second part of stage 1 were summarized and categorized into boosters and barriers as presented 
in table 1. 

Table 1: Boosters, Barriers, Sources and Methods 
BOOSTERS SOURCES METHODS 
Community awareness of the program: There is high awareness of 
particularly the OTP and TSFP. 

  

Community, CNW, CHW, 
MCH-in charge 

FGD, KIIs 

Community acceptance: The community is appreciative of the 
preventive and treatment outcomes of the nutrition programs.  

Community, CNW, CHW, 
MCH-in charge, caretakers 

FGD, KIIs, semi-
structured 
interviews 

Strong referral system: The presence of CNWs and other sources 
of referral has enhanced coverage.   

CNW, CHW, caretakers, 
MCH-in charge, program staff 

FGD, KIIs, semi-
structured 
interviews, informal 
group discussions 

Reduced stigma: There is minimal stigma in regard to malnutrition. Caretakers, Community, 
CNW, CHW 

FGD, KIIs, semi-
structured 
interviews 

Active case finding: Active case finding by the CNWs is on-going on 
a weekly to monthly basis in the villages. 

Community, CNW, CHW, 
program staff 

FGDs, KIIs 

TBAs support in referrals: Involvement of TBAs in community 
mobilization.  

TBAS, Community KIIs, FGD 

Low defaulting: Both OTP and TSFP recorded low defaulting over 
the year with no defaulters recorded by the MCHN. 

Program routine data and 
registers, CNWs, CHWs 

Literature review, 
KIIs 
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Knowledge of malnutrition: There is increased knowledge of 
malnutrition particularly on mother’s ability to detect malnutrition. 
 

Community, caretakers, 
CNWs, CHWs, MCH-in 
charge 

FGD, KIIs, semi-
structured 
interviews 

Specific to OTP 
 

  

Proximity to sites: Presence of a mobile team has enhanced access 
to services.  

Caretakers, Community, 
CNWs, CHWs, program staff 

FGD, KIIs, semi-
structured 
interviews, informal 
group discussions 

SC in Geerise: The presence of the SC in Lughaya district has 
enhanced coverage of SAM. 

Caretakers, community, 
CNWs, CHWs, program 
staff, MCH-in charge, program 
reports 

FGD, KIIs, semi-
structured 
interviews, 
literature review, 
informal group 
discussions 

Program efficiency: Most of the mothers reported to take less than 
2 hours for the entire patient monitoring and distribution process. 

Caretakers, CNWs, program 
staff 

Semi-structured 
interviews and KIIs 

Consistent program supplies: The OTP was able to provide RUTF 
consistently to all the beneficiaries over the period. 

Caretakers, program staff, 
CNWs, CHWs 

Semi-structured 
interviews and KIIs 

 
BARRIERS TO COVERAGE 

  

Migration: Migration in search of pasture for a considerable 
population who are pastoralist is one of the main challenges to 
coverage 

CNW, CHW, community, 
program staff, caretakers 

FGD, KIIs, semi-
structured 
interviews, informal 
group discussions 

Poor health seeking behavior: Use of alternative sources/methods 
of management of malnutrition initially is a barrier to timely 
coverage. 

Caretakers, Community, 
CHW, CNW 

FGD, KIIs, semi-
structured 
interviews 

Inadequate inclusion of all potential key sources of referral: There 
is lack of incorporation of all key field sources of referral in the 
mobilization strategy. 

TBAs, Sheiks, Traditional 
healers, Pharmacies, program 
staff 

KIIs, informal group 
discussions 

Lack of communication of program schedule: Lack of 
communication on program schedule has seem some community 
members miss out on screening and receiving rations. 
 

Community, CHW, CNW FGD and KII 

Lack of CNW/CHW in all villages: Some villages do not have either 
a CHW or CNW. 

Community, program staff FGD and informal 
discussions 

 
Specific to OTP 

  

SAM children in TSFP: There were observed SAM cases in the TSFP. Caretakers Observation/MUA
C investigation 

Lack of timely payment of CHWs: Delays in payment of CHWs who 
are involved in the screening and referral of malnourished children 
is demotivating. 

CHWs, program staff KIIs, informal group 
discussions 

 
Specific to the TSFP 

  

Long distance to the TSFP: The presence of a few sites offering TSFP 
services has seen communities have to walk longer distances to 
access the program. 

Community, CNWs, CHWs, 
program staff, caretakers 

FGD, KIIs, semi-
structured 
interviews, informal 
group discussions 
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Weak integration of OTP and TSFP: There are challenges in the 
transition of children from OTP to TSFP due to the lack of an 
integrated OTP/TSFP. 

Community, CNWs, CHWs, 
program staff, caretakers 

FGD, KIIs, semi-
structured 
interviews, informal 
group discussions 

Shortage and delay in provision of supplies. Shortages, delays in 
provision of supplies and lack of supplies in some of the months was 
reported. 

MCH-in charge, CNW, 
caretakers 

KIIs, semi-
structured 
interviews 

Sharing of rations: Sharing of beneficiary rations was reported by a 
few caretakers 

Caretakers, CNW, program 
staff 

Semi-structured 
interviews, KII, 
informal group 
discussions 

 
Specific to MCHN 

  

Lack of food: Insufficient supplies for all eligible beneficiaries has 
contributed to lack of coverage. 
 

PLW, community, program 
staff, MCH-in charge 

FGD, KIIs and 
informal group 
discussions 

Low awareness of program: There is low awareness of the MCHN 
program especially in villages distant to the MCH. 

PLW, caretakers, community, 
CNW, CHW. 

FGD, KIIs 

Inadequate knowledge of the linkages between the MCHN and 
other targeted feeding programs as regards eligibility for admission. 

PLW, caretakers community, 
CNW, CHW. 

FGD, KIIs 

Quality of the MCH services: The community expressed 
dissatisfaction with various aspects as regards the MCH services. 

PLW, caretakers community, 
MCH-in charge 

FGD, KIIs 

Disapproval of the MCHN: There was disapproval of the program 
by a few community members mainly as regards lack of adequate 
information on the source of food. 

PLW, caretakers, community, 
CNW, CHW. 

FGD, KIIs 

 
4.2 STAGE 2:  HYPOTHESIS TESTING 
 
Based on the information collected and analyzed in Stage One, there was deduction that some sites have 
high and others low coverage and therefore need to conduct small surveys to confirm/deny.  
 

The hypotheses therefore were that: 

# 1: OTP and TSFP Coverage is different across the district within the contexts of IDP, rural and town 
centres. 

#2: There is lower TSFP coverage in villages that are beyond the MCH catchment area and are not covered    
by the MCH outreach program.  

Small surveys were undertaken in 17 villages to assess the hypotheses. The decision rule (50% for rural, 
70% for town and 90% for camp setups) was applied in assessing coverage. 

 
 
#1: Coverage is different across the district within the contexts of IDP, rural and town 
centres 

From the analysis of coverage in different setups the hypothesis was confirmed as regards both OTP and 
TSFP. Whereas coverage in the IDP camps was high (>90%) as per SPHERE standards, coverage in the 
rural and town centre areas was patchy with some villages presenting high (>70% and >50% for town and 
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rural setups respectively) and others low coverage (>70% and >50% for town and rural setups 
respectively), table 2 and 3. 

 

Table 2: Small area survey findings - coverage difference based on context-OTP 
Village Village 

profile 
Current 
covered 

Current 
not 
covered 

Recovering Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 

     Point coverage Single coverage estimate 
Lughaya  Town 0 0 0 0 0 <70% 0 0 0 <70% 
Garbodadar Town 1 0 0 1 0 >70% 1 1 0 >70% 
Biyomaacan Rural 0 0 0 0 0 <50% 0 0 0 <50% 
Osoli Rural 1 0 2 1 0 >50% 3 3 1 >50% 
Lughaya IDP IDP 5 0 0 5 4 >90% 5 5 2 >50% 
Gaargara 
IDP 

IDP 1 0 0 1 0 >90% 1 1 0 >50% 

 

Table 3: Small area survey findings - coverage difference based on context -TSFP 
Village Village 

profile 
Current 
covered 

Current 
not 
covered 

Recovering Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 

     Point coverage Single coverage estimate 
Gaargara Town 10 1 11 11 7 >70% 21 22 15 >70% 
Garbodadar Town 2 3 11 5 3 <70% 13 19 13 <70% 
Geerisa Town 4 4 16 8 5 <70% 20 28 19 >50% 
Biyoxareed Rural 0 1 1 1 0 <50% 1 2 1 <50% 
Biyokulul Rural 0 0 4 0 0 <50% 4 4 2 >50% 
Hulxodhonle Rural 3 0 2 3 1 >50% 5 5 2 >50% 
Tijabo Rural 4 0 2 4 2 >50% 6 6 3 >50% 
Hulka Rural 0 0 0 0 0 <50% 0 0 0 <50% 
Cadiba Rural 4 3 0 7 3 >50% 4 7 3 >50% 
Lughaya IDP 8 0 0 8 7 >90% 8 8 7 >50% 
Garbodadar IDP 9 0 11 9 8 >90% 20 20 18 >50% 

 
 

#2: There is lower TSFP coverage in villages that are beyond the MCH catchment area and 
are not covered    by the MCH outreach program.  

Findings of the small area surveys revealed patchy coverage with some villages presenting high and others 
low coverage regardless of whether they were covered by the MCH outreach or not covered. To this 
regard the hypothesis could neither be denied nor confirmed by the small area surveys, table 4. 
 
Table 4: Small area survey findings – coverage in areas covered and those not covered by MCH 
outreach. 

Village Village 
profile 

Current 
covered 

Current 
not 
covered 

Recoverin
g 

Total 
(covered 
and non- 
covered 
current 
cases only)  

Decision 
rule 

Decision Total in 
program 
(covered 
and 
Recoverin
g) 

Total 
(Covered 
and non-
covered) 

Decision 
rule 

Decisi
on 
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     Point coverage Single coverage estimate 
Shedeer TSFP 

outreach 
0 3 16 3 1 <50% 16 35 17 <50% 

Tuurka TSFP 
outreach 

0 0 29 0 0 <50% 29 29 14 >50% 

Waraka TSFP 
outreach 

4 0 2 4 2 >50% 6 6 3 >50% 

Biyoxareed No outreach 0 1 1 1 0 <50% 1 2 1 <50% 
Biyokulul No outreach 0 0 4 0 0 <50% 4 4 2 >50% 
Hulxodhonle No outreach 3 0 2 3 1 >50% 5 5 2 >50% 
Tijabo No outreach 4 0 2 4 2 >50% 6 6 3 >50% 
Hulka No outreach 0 0 0 0 0 >50% 0 0 0 <50% 
Cadiba No outreach 4 3 0 7 3 >50% 4 7 3 >50% 

 

Reasons for coverage failure from small area surveys 

Lack of program supplies and lack of awareness that the child is malnourished were the main reasons for 
MAM coverage failure, figure 14 below.  The small area surveys found no uncovered SAM cases. 

Figure 14: Reasons for coverage failure – small area surveys (TSFP) 

 

 

4.3 STAGE THREE:  ESTIMATION OF OVERALL PROGRAM COVERAGE 

4.3.1 Developing the prior 

The prior was developed from the average of the four methods of; weighted, un-weighted (simple scoring) 
of boosters and barriers, average of program staff beliefs about coverage and previous coverage estimates 
from the Lughaya 2015 coverage investigation. The weighted scoring process was participatory with 
program staff giving scores to identified boosters and barriers, table 5.  The boosters were thereafter 
added to the minimum coverage (0.0%) while the barriers deducted from the maximum coverage (100.0%). 
A mean value was thereafter calculated. 

Table 5: Synthesis of boosters and barriers 

 OTP TSFP 

0 1 2 3 4 5 6 7

Busy mother

program rejection

Program too far

Not aware child is malnourished

No supply/inadequate supply

No. of children

Reasons for coverage failure- small area surveys 
(TSFP) 
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BOOSTERS  Weighted Un-
weighted 

Weighted Un-
weighted 

Community awareness of the program  4.5 5 4.5 5 

Community acceptance  4.5 5 4.5 5 
Strong referral system   4 5 3 5 
Reduced stigma 4.5 5 4.5 5 
Active case finding 3.5 5 4 5 
TBAs support in referrals 2 5 2 5 
Low defaulting 4.5 5 4 5 
Knowledge of malnutrition 3.5 5 3 5 
Specific to OTP 
 

    

Proximity to sites 4 5   
SC in Geerise 4 5   
Program efficiency during distributions 3.5 5   
Consistent supplies 4.5 5   
 
Total score 

 
47 

 
60 

 
29.5 

 
40 

 
BARRIERS 

    

Migration 3 5 3.5 5 
Poor health seeking behavior 2 5 2 5 
Inadequate inclusion of potential key sources of referral 2 5 2 5 
Lack of CNW/CHW in some rural villages 2 5 2 5 
Inadequate communication of program schedule 2 5 2 5 
 
Specific to OTP 

    

SAM children in TSFP 2 5   
Lack of timely payment of CHWs 2 5   
 
Specific to the TSFP 

    

Long distance to the TSFP   3 5 
Weak integration of OTP and TSFP   2 5 
Shortage and delay in provision of supplies   2 5 
 
Total score 

 
15 

 
35 

 
17.5 

 
40 

 

1. Scoring of weighted boosters and barriers (weighted) 

OTP:  Prior weighted= ((0%+47%) + (100%-15%))/2= 66%  

TSFP: Prior weighted= ((0%+29.5%) + (100%-17.5%))/2= 56%  

 

2. Scoring of un-weighted boosters and barriers (simple scoring) 

OTP:  Prior un-weighted/simple = ((0%+60%) + (100%-35%))/2= 62.5%  
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TSFP: Prior un-weighted/simple = ((0%+40%) + (100%-40%))/2= 50%  

3. Program coverage estimates (histogram of  staff beleifs)   

The beliefs of the 4 survey teams and the nutrition officer were taken with the minimum set at 40% 
and maximum at 100%).   

The program staffs on average considered coverage of the OTP and TSFP to be at 90% and 75%, figure 
15 and 16 respectively. 

OTP:  Average prior belief = (90%+80%+100+90%)/4 = 90%  

TSFP: Average prior belief = (70%+75%+80+75)/4 = 75%  

      Figure 15: Histogram of beliefs – OTP                        Figure 16: Histogram of beliefs - TSFP 

 
4. Previous coverage estimates (upper limit) 

OTP: 72.5% 

TSFP: 63.2% 

 

Based on the average of the four methods “Prior coverage” was estimated at: 

OTP:  Averaged Prior = (66%+62.5%+72.5+90%)/4 = 72.8%  

TSFP: Averaged Prior = (56%+50%+63.2+75)/4 = 61.1%  

 

Using the Bayesian Coverage Estimate Calculator, the OTP Prior was set as 75% (α= 21.6 and β= 7.9) 
whereas the TSFP was set at 61% (α=7.9 and β= 5.5) as presented in figures 17 and 18 below.  
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Figure 17: Prior estimate BayesSQUEAC – OTP          Figure 18: Prior estimate BayesSQUEAC - TSFP 

 

 

4.3.2 Sampling methodology for wide area survey for OTP and TSFP 

Sample sizes for both OTP and TSFP were derived using BayesSQUEAC calculator at 26 and 40 
respectively.  
 
Computation of minimum number of villages to sample 
 
Calculations were then undertaken to determine the minimum number of villages to sample using the 
information in table 6 below: 
 
Table 6:  Information for computation of required villages  
 Lughaya district 

Target sample size for OTP  26 

Target sample size for 
TSFP 

40 

Average village population 400 

Prevalence of SAM  2.0%4  (FSNAU post ‘deyr’ report 2015/2016 
report)  

Prevalence of MAM 10.1%5  (FSNAU post ‘deyr’ report 2015 report 

% of children 6-59 months 20% 

 

																																																													
4	Projections from FSNAU post deyr 2015/16 estimates 
5 Projections from FSNAU post deyr 2015/16 estimates. 
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Using the formula for computing no. of villages: 
 

 

The no. of villages to be selected is thus as follows: 
 
OTP: 

_______26____________   =   16.25 (17 villages) 

            400 × 0.2 × 0.025 

 
TSFP:  

_________40_________  = 4.95 (5 villages) 
         400 × 0.2 × 0.101 

 
Sampling of villages 
 
The sample of 17 and 5 villages for OTP and TSFP assessment respectively were systematically selected 
from a complete list of 46 villages within the Lughaya district catchment area (See annex 2.3.2 for sampling 
of villages). 
 
In regard to both identification of SAM and MAM at the community level door to door case finding was 
used and all children under five years of age assessed using MUAC and Oedema. Door to door case finding 
was used to particularly enable identification of moderately malnourished children who would otherwise 
not be easily identifiable through the active case finding using local case definition.  
 

4.3.3 Wide area survey results 

The summary of the likelihood (wide area survey findings) is presented in table 7 below (See annex 2.3.3 
for the findings per village). 

Table 7: Wide area survey findings 
Category of cases OTP Category of cases TSFP 

 
 
Current SAM cases in 
program 

 
10 

 
Current MAM cases in 
program 

 
25 

 
Current SAM cases not in 
program 

 
2 

 
Current MAM cases 
not in program 

 
8 

 
Recovering in program  

 
21 

 
Recovering in program  

 
31 

 

Likelihood coverage estimates  

(%))596on(ofpopulati%(
n

ofSAMprevalencemonthstionlagepopulaaveragevil
n

´-´
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Based on the wide area survey results point likelihood coverage estimates are presented in table 8 as 
follows: 

Table 8: Likelihood coverage survey estimates6  
 
Estimator 

 
OTP 

 
TSFP 

Point coverage 83.3%  
 

75.8% 
 

Single coverage 91.2% 83.5% 
 
 
Reasons for coverage failure as per caretakers of coverage failure 
There were only 2 cases of SAM that were not covered by the OTP. The reasons for coverage failure 
were lack of recognition that the child is malnourished and program rejection.  
 
The reasons for TSFP coverage failure were that the program did not have supplies, lack of knowledge 
that the child was malnourished and program rejection, figure 19.  
 
Figure 19: Reasons for coverage failure TSFP 
 

 
 
 
 
4.3.4 Overall headline Coverage Estimates  
The combination of the prior and likelihood estimates through conjugate analysis (BayesSQUEAC), 
estimates the overall headline coverage (posterior) as presented in table 9 as follows: 
 
Table 9: Overall headline coverage estimates (Posterior) 
 
  

OTP TSFP 

Point coverage 74.7% (58.5%-85.6%) 

 

71.8% (57.3% - 83.0%) 

																																																													
6	See formula for computing point coverage in section 3 

0 0.5 1 1.5 2 2.5 3 3.5 4 4.5

Program rejection

Lack of knowledge that child is 
malnourished

No supply/supply too little

No. of children

Reasons for TSFP coverage failure
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Single coverage 
 

83.9% (72.6%-90.9%) 79.2% (69.1-86.6%) 

 

From the Bayesian coverage calculator, the OTP posterior point coverage is estimated at 74.7% (58.5% 
-  85.6%) whereas single coverage is estimated at 83.9% (72.6%-90.9%). In regard to the TSFP, the  

posterior point coverage is estimated at 71.8% (57.3% - 83.0%) whereas the single coverage is estimated  
at 79.2% (69.1-86.6%). The estimates are above the recommended SPHERE standard of 50% in rural  
areas.  
 

The OTP posterior findings as per BayesSQUEAC are illustrated in figure 20 and 21 below. There is 
considerable overlap between the likelihood and posterior in both graphs with the p values for the z score 
being above 0.05 (0.4026 and 0.0844 for point and single coverage respectively) and therefore the above 
findings can be used7.  

 
Figure 20: Point coverage BayesSQUEAC – OTP                    Figure 21: Single coverage BayesSQUEAC - OTP 
 

 
 
The TSFP posterior findings as per BayesSQUEAC are illustrated in figure 22 and 23 below. There is 
considerable overlap between the likelihood and posterior in both graphs the p values for the z score 
being above 0.05 (0.3243 and 0.0928 for point and single coverage respectively) and therefore the above 
findings can be used. 

 
Figure 22: Point coverage BayesSQUEAC – TSFP                         Figure 23: Single coverage BayesSQUEAC – TSFP 
 

																																																													
7	See section on overall methodology 

z=-1.73 

p=0.0844 

z= -0.84 

p=0.4026	
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4.3.5 MCHN Coverage 

In regard to MCHN coverage in Lughaya, the survey was able to assess coverage within the MCH 
catchment areas and in the entire Lughaya district as per the OTP and TSFP sampled villages. In Gabiley 
the survey was only able to assess coverage within the MCH catchment areas. In Lughaya, the assessment 
revealed PLW coverage rates of 40.8% and 67.7% in the district and the MCH catchment areas 
respectively. Within Gabiley MCH catchment areas the PLW coverage rate was 80.7%. Coverage of 
children 6-23 months in Lughaya district was 36.4% and 65.9% in regard to the district and the MCH 
catchment areas respectively whereas within the Gabiley MCH catchment areas the coverage was 79.3%, 
table 10. 

Table 10: MCHN program coverage 
 Lughaya district Lughaya MCH 

catchment area 
Gabiley (MCH 
catchment) 

Variable n % n  n % 
PLWs  
 
PLW in program 
PLW not in program 
 
6-23 months 
6-23 months in program 
6-23 months not in 
program 
 

 
 
135 
196 
 
 
64 
112 
 
 

 
 
40.8% 
59.2% 
 
 
36.4% 
63.6% 
 

 
 
41 
21 
 
 
27 
14 
 

 
 
67.7% 
32.3% 
 
 
65.9% 
34.1% 
 

 
 
146 
 35 
 
 
107 
28 
 

 
 
80.7% 
19.3% 
 
 
79.3% 
20.7% 

 

Reasons for PLW coverage failure 

The reasons for PLW coverage failure within the Lughaya MCH catchment area were lack of mobilization 
of PLWs, busy schedule of PLWs, lack of food by the program, distance to sites and being turned away by 

z=-1.68 

p=0.0928 

z=-0.99 

p=0.3243	
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the program. In regard to the entire district, distance to the MCH was the main reason for coverage 
failure, figure 24. As regards Gabiley district, the main reasons were busy schedule of the women, dislike 
for the program, and lack of adequate food, not having delivered at the health facility, poor mobilization 
and distance, figure 25. 

Figure 24: Reasons for PLW coverage failure (Lughaya)      Figure 25: Reasons for PLW coverage failure (Gabiley) 

 

Reasons for coverage failure 6-23 months 

The main reasons for coverage failure of children 6-24 months in Lughaya were lack of mobilization, busy 
mothers and lack of adequate food. Distance was in addition a major reason for coverage failure in the 
district, figure 26. In Gabiley busy mother, lack of adequate food, dislike for the program and not having 
delivered at the MCH were the main reasons for coverage failure, figure 27. 

 

 

Figure 26: Reasons for 6-23months coverage failure Lughaya     Figure 27: Reasons for 6-23 months coverage failure Gabiley 
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4.3.6 ANC findings  

A few other ANC indicators were collected by the coverage survey whilst mothers were being 
interviewed on the nutrition related coverage survey aspects. 

Of the women interviewed 82.7%, 90.8% and 91.8% been pregnant in the last 2 years in Lughaya district, 
Lughaya MCH catchment and Gabiley MCH catchment areas respectively.  In Lughaya district 57.5% and 
over three-quarters (87.8% and 91.8%) respectively in Lughaya and Gabiley MCH catchment areas 
reported to have visited the ANC during the pregnancy. Lughaya MCH catchment area recorded the 
highest number of women visiting the ANC more than four times or more (55.7%), table 11. 

Table 11: ANC findings 

 Lughaya district Lughaya  MCH 
catchment 

Gabiley MCH 
catchment 

Variable n                                            % N % n % 
No. Pregnant in the last 2 
years 

325 82.7 90 90.8 167 91.8 

No. visiting ANC (of those 
pregnant) 

187 57.5 79 87.8 157 91.8 

Times went for ANC 
One time 
Two times 
Three times 
Four times or more  
 

 
31 
50 
37 
69 
 

 
16.6 
26.7 
19.8 
36.9 
 

 
5 
14 
16 
44 
 

 
6.3 
17.7 
20.3 
55.7 
 

 
11 
33 
50 
63 
 

 
7.0 
21.0 
31.8 
40.2 
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Most of the women in both Lughaya and Gabiley reported to have gone to government health facilities 
for ANC services, figure 28 and 29. 

Figure 28: Health seeking for ANC (Lughaya)                 Figure 29: Health seeking for ANC (Gabiley) 

 

Assistance during delivery 

In Lughaya district, majority of the women reported to have been attended to by TBAs during delivery. In 
the MCH catchment areas, more women reported to have been attended to by the nurse/midwife. A 
significant proportion still within the catchment area in Gabiley district reported to have been attended 
to by TBAs. Only a few women reported to having been attended to by a doctor during delivery in both 
districts, figure 30 and 31. 

Figure 30: Assistance during delivery (Lughaya)               Figure 31: Assistance during delivery (Gabiley) 
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4.4 DISCUSSION 

The OTP and TSFP programs in Lughaya district have recorded point and single coverage estimates of 
74.7% and 83.9% in regard to OTP and 71.8% and 79.2% as regards the TSFP, well above the acceptable 
SPHERE standards of 50% coverage for rural contexts. The program has recorded a marked improvement 
from 2015 which recorded point coverage rates of 60% and 50.4% in regard to the OTP and TSFP 
respectively. Single coverage estimates were not computed in the 2015 assessment. Uptake of 
recommendations from the 2015 coverage investigation has contributed to the improvement. The drought 
experienced during the year particularly in the Awdal region increased vulnerability amongst the 
communities increasing dependence on the nutrition interventions, with communities seeking more 
admissions and reduced defaulting recorded. Coverage within the district was however patchy with some 
villages found to have high coverage and others low coverage. 

In regard to the MCHN, the program has recorded PLW coverage of 40.8%, 67.7% and 80.7% and 
coverage for 6-23 coverage at 36.4%, 65.9% and 79.3% in Lughaya district, Lughaya MCH catchment and 
Gabiley MCH catchment areas respectively.  In 2015 the Somaliland MCHN program recorded coverage 
of 64.2% with 58.9% of children being enrolled in the program indicating an improvement in coverage8. 
Gabiley recorded higher coverage than Lughaya and which was attributed to mothers presenting higher 
awareness of program and as well catchment villages being relatively proximal to the MCH in comparison 
to Lughaya. 

 

BOOSTERS TO PROGRAM COVERAGE 

Community awareness of the program – The community presented high awareness of in particular 
the OTP and TSFP, with all community members reported to be well informed of the presence of the 
programs. The program has been on-going in the district for the last over 3 years and concerted 
mobilization efforts have enhanced awareness.  Mobilization efforts have been boosted by CNWs, CHWs, 
outreach teams, health facilities CNWs and the community members to include neighbors, OTP and TSFP 
mothers. A few mothers in addition reported to have known about the program by seeing the program 
vehicles.  
 
Community appreciation of program:  Community appreciation and acceptance of all the nutrition 
programs; OTP, TSFP and MCHN is very high. The community is appreciative of the preventive objective 
of the MCHN and treatment outcomes of the OTP and TSFP and greatly motivated by recovered children. 
Other benefits of the programs that were cited by the community were medical treatment and health 
education.  
 
The MCHN was in addition reported to provide extra food saving the family on costs, enhancing the 
health of the mother, increasing milk for lactating mothers and ensuring safe deliveries. Some of the 
communities acknowledged the increased vulnerability of pregnant mothers and therefore need for extra 
care to include food. A few isolated cases were however reported to dislike the program citing that it 
was a source of conflict for children at home wanting to share the ration and as well that the RUTF/RUSF 
was not healthy for the children. 
 

																																																													
8	Due to different methodologies used, results should be interpreted with caution. 
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Increased knowledge of malnutrition: The community level of knowledge of malnutrition has 
increased over time with mothers increasingly able to detect malnutrition and especially severe 
malnutrition due to its manifestation. As a result, there were many self-referrals to the OTP and TSFP.   

The women further presented good knowledge of the risks associated with poor pregnancy and were 
able to cite various challenges to include anemia, poor pregnancy outcomes, loss of child and death of 
mother and expressed understanding of the need for improved MCHN. 

 
 
Specific to OTP and TSFP 
 
Strong referral system: The Lughaya program has a relatively strong referral system with mainly CNWs 
who are recruited for the main purpose of screening and conducting referrals present in many villages. 
Further to CNWs, several villages have CHWs who in addition to other community health activities have 
been conducting screening and referrals.  Self-referrals were in addition reported by many mothers. The 
presence of an ambulance has further boosted referrals particularly of SAM with medical complications. 
The use of the online electronic data system and use of referral booklets has further contributed to 
enhanced program coverage. 

Active case finding: The presence of community nutrition workers who are quite active and conducting 
active case finding as reported by the community is a major booster to coverage as it ensures that most 
of the malnourished children will be identified and referred to respective programs accordingly. The 
CNWs were reported to conduct active case finding on a weekly to monthly basis in the villages. Active 
case finding was also conducted by CHWs.   

Low stigma: There were very few cases reporting stigma an indication of enhanced understanding of 
malnutrition that could be attributed to mobilization efforts. In regard to the MCHN, almost all community 
members were reported to approve of the program and encouraging to mothers to seek services. The 
few cases reported to fear presenting their malnourished children were reported to be more afraid of 
being viewed as poor. 

Involvement and training of TBAs:  Several TBAs reported to have been informed about the nutrition 
program and to conduct referrals.  The TBAs included in the mobilization strategy were however only 
those from the MCH catchment areas with those in the distant villages yet to be incorporated adequately.  

Low defaulting: Both the OTP and TSFP recorded very low defaulting over the year. Most of the 
defaulters were in addition past the malnourished stage an indication of increased understanding of 
malnutrition.  The MCHN programs in addition did not report any defaulting. 

 

Specific to OTP 

Proximity to the sites: Proximity to the program sites has been enhanced by the presence of the mobile 
teams which travel to serve communities from within the villages as much as possible. All caretakers 
reported to take less than 2 hours to access the program sites.  

SC in Geerise: Opening of the SC in Geerise district in 2016 has boosted coverage of particularly SAM 
children. The SC has provided access to management of SAM cases with medical complications in Lughaya 
district. The presence of the SC has further enhanced the community’s confidence in the ability of the 
programs to manage even cases with medical complications enhancing program appreciation.  
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Program efficiency during distributions:  Majority of mothers reported to take less than 2 hours at 
the program for the entire process which could allow them to also do other activities on the distribution 
days. 

Consistent supplies: The OTP received consistent supplies over the entire period. 

 

BARRIERS TO PROGRAM COVERAGE  

Migration: Lughaya district has a high population of pastoralists migrating to different areas seasonally in 
search of pasture. The drought experienced in the early part of the year in particular saw reduced 
availability of pasture resulting in increased migration. Most of the defaulters recorded by the program 
were reported to have been due to migration. 

Specific to OTP and TSFP 

Poor health seeking behavior: Despite the increased knowledge on detection of malnutrition, many 
of the caretakers reported to use alternative sources of treatment initially upon detection of malnutrition. 
The caretakers reported to have sought to give malnourished children extra food at home, to breast feed 
more or to have gone to the traditional healers. Whilst the practices of giving extra food and breast milk 
are encouraged, these should accompany the comprehensive management of malnutrition that is provided 
at the targeted feeding programs.    
 
Inadequate inclusion of all potential key field sources of referral:  Most of the potential key field 
sources of referral that are in contact with sick children are yet to be adequately incorporated in the 
mobilization strategy. In villages that are distant, the traditional healer was particularly amongst the initial 
avenues for health seeking. Though many of the TBAs within the MCH catchment areas reported to have 
been included in the mobilization activities, traditional healers, sheiks and pharmacies have not been 
included. Further, almost all to include the TBAs in the distant villages reported lack of inclusion in the 
mobilization activities.  
 
Inadequate communication on program schedule: Lack of communication on the program 
distribution schedule was reported as a challenge in several outreach catchment villages. Communities 
reported to have in some cases missed distributions after arriving at the outreach sites after the outreach 
teams had finished distributions. Sheeder, Warabe dorary, Farodolaguxidha, Hadayta, Buloqoxle, 
Biyomaacan and Biyo Xareed reported to having not received OTP programs in the last 2 months. 
Sheedere in addition reported lack of TSFP over the last 2 months. Biyokulul further reported 
inconsistencies in the program delivery.   
 
Lack of CNW/CHW in rural villages: The existing number of CNWs and CHWs is inadequate to 
cover all the villages in Lughaya district. Some villages were reported to have both a CNW and CHW 
whereas others had none. 

Specific to OTP 

SAM children in TSFP: The presence of severely malnourished children in the TSFP is an indication of 
weak routine monitoring of the nutrition status of the children admitted in the program and a challenge 
to adequate coverage of SAM cases.  

Lack of timely payment of CHWs: The CHWs who are more involved in screening and referral of 
severely malnourished children in most of the villages reported lack of payment for the last 2-3 months. 
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The lack of payment was demotivating to working effectively and more so given that the CNWs who are 
relatively their counterparts have been receiving timely payment. 

Specific to TSFP and MCHN 

Long distance to TSFP site:  Lack of mobile services in comparison to the OTP has seen lower 
coverage of villages with communities having to walk for long distances to access the MCH and the few 
outreach sites offering TSFP services. Despite having efforts to conduct outreach activities by the MCH 
that include TSFP, there are many villages in the distant areas that are yet to be covered. The longer 
walking distances were reported to be especially more challenging in the hotter seasons.  

Access to MCH services is similarly challenged by distance. Despite having many mothers from villages 
across the district wanting to access services, distance remains a major barrier as services are only 
accessible in the MCH facilities. 

Busy mothers: Some mothers reported to have busy work schedules that did not allow time to go to 
the programs regardless of being proximal to the MCH facilities.  

 

Specific to TSFP 

Weak integration of OTP and TSFP: Due to the lack of TSFP sites in the villages, there are challenges 
in transition of children from the OTP to the TSFP. Re-lapse of some of the OTP discharged children was 
reported and who are re-admitted into the OTP again shortly after with the cyclic pattern repeated 
periodically.   

Shortage and delay in provision of supplies: There were reported shortages and delays in provision 
of RUSF to the MCH facilities in some of the months. In Kolowle there was no TSFP in the last three 
months due to shortage of supplies. Additionally there was a pipeline break reported in the month of 
April.  

Sharing of rations: Sharing of rations which is associated with longer length of stay in program and 
which is discouraging to some mothers was reported by a few caretakers. 
 

Specific to MCHN 

Insufficient food supplies: Lack of adequate quantities of food for all eligible PLWs and children 6-23 
months has been a major barrier to coverage. Due to inadequate food, some mothers have been on 
waiting lists or have been turned away causing some mothers to feel rejected and discouraged.  

Inadequate mobilization/ low awareness of program: There is low awareness of the MCHN 
program particularly in villages away from the MCH with a considerable proportion of women reporting 
lack of knowledge about the program.  Despite lack of adequate program supplies, the community should 
be well empowered with information on the available services and the benefits.  Poor mobilization was 
also reported as a barrier in 2015. 

Inadequate knowledge on the linkages between the MCH and other targeted programs: The 
community presented inadequate information of how the preventive and treatment programs are linked 
and the transitions from one program to another. In particular caretakers reported lack of knowledge on 
which PLWs were eligible for TSFP and for the MCHN program. Whereas the program staff are aware of 
the admission and discharge criteria for the programs, the communities lack adequate information with 
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some not seeking assistance due to the perception that they are not eligible based on the admission criteria 
of the another program.  Weak linkages between the programs was also reported as a barrier in 2015. 

Disapproval of the MCHN: There was disapproval of the program by some community members 
mainly due to inadequate food for all eligible beneficiaries and lack of a clear criteria in the prioritization 
of the PLWs and children 6-24 months receiving food, with some community members claiming there was 
discrimination in the selection process. In some areas it appeared only pregnant women were receiving 
ration whereas in others the food appeared to be given on a rotational basis to eligible beneficiaries. The 
decision on who to receive food rations appears to have been left to the discretion of the MCH-in charge. 

Some of the members in addition expressed discontent at the lack of knowledge of the source of food 
and in one community taking of small quantities of food was reported to be akin to begging.  

Quality of the MCH/MCH services: Despite appreciation of the food component provided by the 
MCHN program, the women expressed dissatisfaction with the quality of care at the MCH. The women 
were in particular concerned about having the lavatory facilities located outside and slightly distant to the 
health facilities. In addition the mothers expressed some discomfort with the relatively intrusive 
assessment of pregnancy progression by the health facility nurses. Other aspects of concern mentioned 
were the level of hygiene, lack of equipment, pharmacy services and capacities of the personnel at the 
health facilities.  

 

ANTE-NATAL CARE 

There is high uptake of ANC services within the MCH catchment areas with 87.8% and 91.8% of women 
in residing in the areas reporting to having gone for ANC services and an improvement from the recorded 
79.6% reported in 2015. Uptake of the ANC services in the entire Lughaya district is still relatively good 
with 57.5% of the women reporting to have gone for the same. There is need for further sensitization of 
women to go for the recommended SPHERE visits of 4 or more ANC visits with particularly Gabiley 
recording a low proportion (40.2%) of women conducting the recommended number of visits given the 
proximity of villages to the MCH. The attendance is however higher than the 29.6% reported in 20159. 
Most of the women in both Lughaya and Gabiley reported to have gone to government health facilities 
for ANC services attributed to affordability and proximity.  

In Lughaya district, majority of the women reported to have been attended to by TBAs during delivery 
attributed to the distance to the MCH facilities. In the MCH catchment areas, more women reported to 
have been attended to by the nurse/midwife. A significant proportion still within the catchment area in 
Gabiley district reported to have been attended to by TBAs. Only a few women reported to having been 
attended to by a doctor during delivery in both districts. 

The level of program awareness, access to MCH services/distance, cost of service and cultural practices 
were the key factors determining uptake of ANC services. 

 
 
 
 

																																																													
9 Due to different methodology interpretation and comparison of results should be done cautiously. 
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4.5 RECOMMENDATIONS 

4.5.1 Review of uptake of Lughaya 2015 SQUEAC recommendations 

Over one-half of the 2015 recommendations have been taken up or there is work in progress. A few of the recommendations though are yet to 
be achieved, table 12. 

Table 12: Review of uptake of Lughaya 2015 SQUEAC recommendations 
RECOMMENDATION 
 

Responsibility  

1. Community Mobilization 
 

i. There is need to review the roles of CHWs, CNWs and health promoters to enhance 
synergy in screening for malnourished children and appropriate distribution in the 
villages to ensure that all villages are covered. The program can also explore having 
the available staff rotating on a planned schedule in all the villages as was observed in 
Karuure village in Geerise sub-district. 

 
 
WV, MOH, 
UNICEF and 
WFP 

 
 
Partially achieved. There is more clarity in the 
roles but some villages remain uncovered 
without a CHW or CNW. 

ii. CHWs and village health committees working in hard to reach areas such as the 
mountainous regions require to be informed well in advance of the distribution days 
to allow for timely communication to the communities. The program can also explore 
fixed distribution dates that are well communicated to these communities. 

WV, UNICEF 
and WFP 

Not yet achieved. Some villages still 
complained of lack of communication with 
some missing distributions. 

iii. The mobilization strategy should include all key field sources of referral namely; 
traditional healers, Sheiks, private pharmacies and TBAs. Mobilization should also 
consider including caretakers of recovered beneficiaries. 

 

WV TBAs around the MCH areas have been 
trained and are conducting referrals. The 
other TBAs and other field sources of referral 
are however yet to be adequately 
incorporated. 

2. Community sensitization.  There is need to enhance sensitization on/to address: 
i. Early defaulting 
ii. Identification of MAM 
iii. The use of plumpy nut/sup 
iv. Criteria for program admission to address program rejection 
v. Process of treatment to address dissatisfaction with the length of stay 

 

WV, MoH Enhanced sensitization has taken place with 
low defaulting recorded, reduced reported 
cases of sharing of ration and no reported 
complaints with the length of stay. Detection 
of malnutrition is however still a challenge 
with some mothers discouraged by rejection 
by particularly the MCH program. 
 
Key staff were trained on messages/topics to 
train on before screening or distribution 
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3. Program design 
i. The program should include a mobile team component for the TSFP so as to enhance 

coverage of communities living in sites distant to the towns. 

WV and WFP Though the program is yet to have mobile 
TSFP, the MCH have been conducting 
outreach TSFP in some villages. There is need 
to however ensure that all villages are 
adequately covered. 

ii. The program stakeholders should finalize on the nomadic strategy to address IMAM 
for migrating families. The strategy should explore linkage to other programs on the 
migratory path and destinations. 

WV, MoH, 
UNICEF and 
WFP 

Not yet achieved. 

iii. The program outreach/mobile strategy should be flexible to include more villages (less 
than 5km), during the drought/hot seasons so as to reduce the walking time for mothers 
during this period. 

 

WV, UNICEF 
and WFP 

The outreach strategy remains the same. 

4. Program implementation 
  

i. There is need to enhance timely and accurate reporting on previous month’s program 
beneficiaries and stocks utilization to facilitate timely release of adequate amounts of RUTF 
and RUSF. 

  

 
WV, UNICEF 
and WFP 

 
There have been on-going efforts to address 
the aspects related to late reporting. 
 
Insufficient amounts of RUSF at the health 
facility still reported. 
 

ii. Identify independent scoopers from the community or enhance supervision of the food 
distribution process.  
 

WV and WFP 5 scoopers are allocated in each site. In the 
current survey there were no complaints 
related to the food distribution by the 
scoopers. 

iii. Provide adequate pallets and ration cards. WFP Many of the sites have been provided with 
pallets with on-going plans to deliver pallets to 
remaining sites. 
 
WFP is working on printing more ration cards 
for distribution to the program. 

5. Monitoring and evaluation 
 

i. There is need to have periodic joint monitoring and evaluation by all program 
stakeholders of the entire program operations to include logistics and technical aspects. 

 

 
WV, MoH, 
UNICEF and 
WFP 

 
Joint monitoring has been done by WV and 
MoH.  Monitoring with WFP yet to be done. 
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ii. Employ more demography based studies to assess the boy: girl ratio in Lughaya district. 
 

WV, and 
UNICEF 

Not yet done. 

NON-SQUEAC RECOMMENDATIONS 
 

  

1. Health 
 

i. Establish health posts in areas/villages that do not have proximal MCH/health posts. 
 

ii. Conduct trainings for TBAs on relevant aspects. 

WV, MoH and 
other health 
partners 

 
No new health posts have been established.  
 
24 TBA from Awdal region were trained on 
various health related aspects. 

2. Food security and livelihoods 
 

i. There is need to promote fish that is easily available in Lughaya district in the diet to 
enhance food and nutrition security. 

ii. Seek to improve road infrastructure in inaccessible areas under FFW 

 
 
WV and WFP 

 
 
Training and creation of fishing groups done in 
Lughaya. 
Not yet done. Current FFA projects targeting 
water conservation. 

3. WASH 
            Seek to increase water points and latrine coverage. 

WV, UNICEF 
and other 
WASH 
partners 

 
A water well was constructed in Tuurka village 
in Gaargara sub-district. 
 
 

 

4.5.2 Lughaya and Gabiley SQUEAC recommendations 

The program has performed well with several of the 2015 recommendations having been taken up.  To achieve maximum coverage there is need 
to maintain and enhance the boosters and whilst improving on the barriers as outlined in table 13. 

Table 13: Lughaya and Gabiley 2016 SQUEAC recommendations action plan 
Activity area Recommendation/activity Process indicators Responsible 
Program design § Support MCH facilities to ensure that the outreach activities 

are adequately able to provide TSFP services to all villages in 
Lughaya.  

§ TSFP outreach conducted in all 
villages. 

  MoH, WV, WFP and UNICEF 

 § Enhance beneficiary planning precision (to include 
contingency), to ensure that all eligible beneficiaries in the 
targeted interventions receive adequate rations. 

§ No. of beneficiaries receiving 
rations out of all eligible. 

§ Availability of buffer stocks. 

WV and WFP 
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 § Establish a clear criteria on prioritization of beneficiaries 
when faced with shortage of program supplies and which 
should be well communicated to the community 

 

§ Targeting criteria available 
§ No. of sensitization sessions held 

 

WV and WFP 

 § Ensure appropriate distribution of CNWs, CHWs and health 
promoters in the villages to ensure that all villages are 
covered. The program can also explore having the available 
staff rotating on a planned schedule in all the villages. 

 

§ All villages covered by either 
CNW, CHW or health 
promoter. 

§ Availability of a village rotational 
schedule in regard to community 
mobilization activities 

MoH, WV, WFP and UNICEF 

 § Program stakeholders should finalize on the nomadic strategy 
to address IMAM for migrating families. The strategy should 
explore linkage to other programs on the migratory path and 
destinations. 

§ Completion of the nomadic 
strategy. 

MoH, WV, WFP and UNICEF 

 § Seek to expand the MCH facilities/program to more areas. § No. of MCH facilities available. MoH, WV and UNICEF 

Community 
mobilization 

§ Enhance efforts in the mobilization of particularly MCHN 
beneficiaries. 

§ Include potential key field sources of referral particularly in 
the OTP and TSFP mobilization strategy. Seek to in particular 
enhance flow of information to those in the more remote 
areas. 

§ No. of mobilization sessions held. 
 

§ No. of sensitization sessions held 
with potential key sources of 
referral 

§ No. of malnourished children 
referred by the sources. 

 
WV 

Community 
sensitization 

Continue strengthening sensitization of:  
§ Detection of malnutrition and  appropriate health seeking 
§ Importance of management of malnutrition 
§ Linkages between the different nutrition interventions 

§ No. of sensitization sessions held  
 
WV 

Program 
implementation 

§ Ensure communication and in a timely manner of the planned 
distribution dates 

§ Mobilization on distributions 
conducted. 

WV 

 § Conduct timely payment of CHWs 
 

§ Monthly payment of CHWs 
conducted. 

WV, MoH and UNICEF 

Monitoring and 
Evaluation 

§ Ensure adequate monitoring of beneficiaries admitted in the 
programs to ensure that they are in the correct program 
based on the progression of the nutrition status. 

§ Conduct adequate monitoring of stocks at the field level to 
ensure adequate supplies at all times for all the sites. 

§ Seek to conduct an assessment focusing on the reproductive 
health aspects of the MCH and community to have a 
comprehensive analysis of uptake of MCH services. 

§ Routine monitoring of nutrition 
status of beneficiaries conducted. 

§ Stocks management/monitoring 
conducted. 
 

§ Comprehensive evaluation of all 
MCH/ANC components 
conducted. 

 
WV 
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Other 
recommendations 

   

 § Provide support in equipping the SC and improving related 
infrastructure to include electricity. 

§ Support in transportation of mothers who have delivered 
and been discharged from the MCH back to their homes to 
continue enhancing uptake of the MCH services. 

 

§ Equipment and tools provided to 
the SC. 

§ Availability of transportation of 
mothers who have delivered. 

WV, UNICEF and WFP 
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ANNEXES 

1.0LUGHAYA 1.1  Map of Lughaya nutrition program 

Map	of	
Lug haya.docx

 

1.2  OTP and TSFP wide area survey sampling of villages 

Lug haya	villag es	
O TP-TSFP	sampling .xls

 

1.3 OTP and TSFP wide area survey findings 

Lug haya	wide	area	
survey	find ing s.xlsx

 

2.0 GABILEY 2.1 Map of Gabiley nutrition program 

GABILEY	MAP.docx

 

 

Annex 2:  List of enumerators 

 

Lug haya	SQUEAC	
Enumerators.xlsx
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