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Between January 30th and February 3rd 2013, a Semi-Quantitative Evaluation of Access & 
Coverage (SQUEAC) was carried out in Kabul Informal Settlements (KIS) where ACF is running 
Ambulatory treatment of acute malnutrition. ACF nutrition program’s geographical coverage was 
scaled-up in May 2012. The programme is now covering 37 KIS with 9 CMAM sites.  
The SQUEAC design was defined to provide an estimate of ACF KIS nutrition program coverage as 
well as identify key barriers to access affecting the programme quality. The evaluation used the 
standard 3-stage Bayesian beta-to-binomial conjugate analysis.  
Point coverage revealed to be lower than thought, with a high probability of a heterogeneous 
coverage in link with KIS context. Point coverage was estimated to be 36.3 % (95% CI 24.6%, 
49.5%). 
 
The analysis during all stages of the SQUEAC investigation has identified the following barriers 
and potential boosters: 1/ The rejection of children for treatment in the programme; 2/ The 
knowledge about program including the understanding of the treatment mentioned as food 
sometimes; 3/ The knowledge about under-nutrition. 
Some other factors haven’t been found as such during the last stage of the SQUEAC 
investigation, but they have been pointed out several times during the context data collection of 
the first stage: The distance, earning mechanism for women and the women movement 
restrictions (these two factors being limited to some specific KIS), and the Wakil’s power. 

In order to boost coverage, several recommendations have to be followed in the program: 

 To continue and adapt actions taken from January 2013 like protocol, planning CAP, 
planning mobile sites, integration with health, …). 

 To conduct regular reminders on protocol during supervision 

 To conduct at least once a week supervision of the  CMAM and CAP team and focus on 
points listed in this report linked with program quality 

 To monitor the context and the relation with Wakils: 

 To ensure feedback on information from the field is taken into account early to react 
accordingly; 

 To ensure population movement leads to a re-adaptation of the program when needed; 

 To liaise with CHWs where applicable for nutrition activities in KIS, especially where 
language may be a barrier. 

 To strengthen communication at all levels, in community and in the CMAM site 
(welcoming) 

 To conduct a SQUEAC in July 2013. 
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1. INTRODUCTION 
 

1.1 CONTEXT  

Since 2001, many families have arrived in Kabul searching for better security and new 

economic opportunities. These families squat where there is space available between 

streets and construction sites. They come from different places and provinces of 

Afghanistan. Many of them are also returnees from Pakistan or Iran. They settle using the 

ethnic principle as well as following their place of origin.  

The overall number of settlers is constantly growing but also fluctuates with the season. 

There is significant seasonal migration during winter, which usually starts in October and 

continues until December. First, due to the weather conditions and second, due to the lack 

of employment opportunities during winter period, families tend to migrate to the warmer 

eastern part of Afghanistan (e.g.: Laghman, Kunar, and Nuristan) and to other big cities (e.g. 

Jalalabad, Mazar, Herat). For instance, while about 40 000 individuals were reported last 

summer, they were about 32 500 in January 2013 according to OCHA, in around 54 

settlements. The number of settlers and the locations of settlements are very volatile and 

depend not only on the season but on evictions by the city officials as well, the income 

opportunities around, the availability and access to services, etc. Indeed, anticipated or 

forced evictions oblige hundreds of families to move to other camps or to create new ones. 

Some late conflicts and military interventions especially in South and East Provinces of 

Afghanistan have led to new displacements. Most of these new IDPs try at some point to 

reach a big city, including Kabul, to find economic opportunities and security for their 

families.  

Being limited to access official public services (water, latrines, health, construction of houses 

etc.), the KIS population benefits the support of many agencies providing different sets of 

services. This assistance was particularly the winter of 2013. Winter 2012 in Kabul was 

particularly harsh and resulted to the death of one about hundred people, young children 

mostly due to the cold and the very precarious living conditions in KIS. In order to prevent 

this happening again in winter 2013, a strong coordination has been set as well as an 

increased number of actors providing a large range of assistance. The numbers of actors 

have more than doubled, most of them being active only for the winter period.  

1.2 CMAM PROGRAM IN KABUL 

In Kabul city, nutrition services are provided by MoPH through TFUs in 3 Kabul hospitals. In 

the past, these TFUs were managed by ACF, and were handed over to MoPH in 2008. The 

ambulatory component of Community-based Management of Acute Malnutrition is still not 

available in Kabul’s official health facilities. In addition, KIS population’s access to 
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government services is limited mainly due to economic constraints but also to the very low 

“health seeking behavior” of these populations being undereducated (cannot read 

instructions in hospitals & other health structures) and coming mainly from rural zones.  

In KIS, up to now, ACF is the only actor providing nutrition care. MSF is active in the host 

community in Bagrami District, in Kabul periphery, providing in patient SAM treatment and 

since end of January 2013 outpatient care for SAM as well. 

In September 2010, ACF conducted a rapid nutrition assessment in the KIS with a SAM rate 

of 4% found based on MUAC and oedema detection1. In accordance with these findings, in 

July 2011, ACF started a nutrition program in direct implementation (not integrated in the 

existing health facilities) including activities of community awareness, active screening, OTP 

and SFP for children under 5 as well as SFP for PLW. These results were refined in December 

2011 with a SMART nutrition survey conducted by ACF in the KIS which produced the 

following results: GAM rate based on W/H of 7.9% (5.6 - 10.9 95% C.I.) and SAM rate of 2.4 

% (1.5 - 3.9 95% C.I.)2. These results showed that SAM rates were above the WHO critical 

threshold; they were therefore grounds for an emergency lifesaving nutrition intervention. 

As a result, ACF decided to continue its action. Services were provided through 4 to 5 

nutrition mobile centers opened once a week and covering 14 KIS. From May to July 2012, a 

scaling up started, from 5 to 9 sites opened once every two other week.  

In January 2013, the program was including 9 sites covering 37 KIS (38 in December 2012 

but one KIS emptied with winter migration). 

The teams have been split from beginning of January 2013, with one team providing care to 

OTP beneficiaries while another one handle SFP U5 and PLW beneficiaries. Each team works 

on each site but on different days. As a consequence, planning and appointment to 

beneficiaries was modified during the month of January. In addition , while half of the team 

has been working on the program since its creation in 2011, half of it is new with the same 

staffs starting with the scale up of sites in July 2012 and some very recently in December 

2012 with the preparation of the team separation by type of beneficiaries. 

Mental health and care practices activities integrated into CMAM started in April-May 2012 

on a very small scale limited to play session. From August-September 2012, focus group 

discussion and individual support started with the same coverage area of nutrition sites. 

 

                                                           
1
 RNA, September 2010, ACF 

2
 SMART nutrition and retrospective survey, 2012, ACF 
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Table 1: CMAM sites catchment areas, ACF, KIS program, January 2013 

CMAM Site  KIS name Date of opening 

1(Parwane Do) 

Parwan-Do (camp 1)  

Parwan-Do (camp 2)  

Parwan-Do (camp 3) July 2011 

Karti Parwan  

Parwane Se  

Parwan-Do (camp 8) Hotel Gul Sorkh  

2(Sahrake Arya) 

Qalae Chaman  

Yaka tote July 2011 

Qalae Khatir  

3(Shahrake Police) 

Sarake Do Projae Taimani (1)  

Sarake Do Projae Taimani (2)  

Sarake Panje Projae Taimani July 2011 

Nasir Khisrawe Balkhi  

Tajwar Sultana  

Chamane Babrak  

4(Rahman Maina) 

Qalai Barqie 1  

Qalai Barqie 2  

Kabul Nandarei  

Tamir Millie Bus July 2011 

In fron ot Haiwadwal Blocks  

Gaibi Baba-Tapa e Karti Naw  

Sarake Do Karte Naw  

5(Pul-e-Shina) 

Pul-e-shina Bagrami  

Nasaji Bagrami (1) (Tapai Bagrami)  

Nasaji Bagrami (2) (Tapai Bagrami) May 2012 

Kodakistane Bagrami  

Hosain Khel Bagrami  

6(Marastoon) 

Qalae Wazir  

Marastoon  

Sarak-e-Awal Silo Jan-Feb 2012 

Behind Shadab Zafar Blocks  

Behind Maktabe Niswan Afshar  

7(Baghe Daud) Bagh-e- Dawood Paghman May 2012 

8(Dewan Begi) 

Dewan Begi  

Qalae Wahid Kochi Motor Shoyee May 2012 

Behind Srai Herati, Kotae Sangi  

9(Chara-e-Qambar) 
Charai-e-Qamber (1) July 2012 

Charai-e-Qamber (2)  
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1.3 SQUEAC in KIS 

In July 2012, a SQUEAC was carried out in KIS after one year of implementation of the 

CMAM program for ACF. In order to get a program baseline for the project started in July 

2011, the evaluation was done only on geographical areas covered up to May 2012, 5 

CMAM sites and their related 14 KIS.  

CMAM Point coverage in KIS was estimated to be 47.9% (95%CI 39.7%, 56.3%).   

The investigation recommended: 1) elaboration and implementation of common 

community mobilisation and awareness strategy for the overall program using new 

approaches and enlarging the number of community key persons; 2) To reach people in 

need of treatment but unable to attend due to cultural or health reasons by using the 

principles of the task shifting; 3) to improve the overall program monitoring and therefore 

the quality of the intervention; 4) urgently to repair omissions and confusions of the CMAM 

protocol. 

It is worth saying that the project faced a range of difficulties since July 2012 slowing down 

the implementation of the above recommendations. In consequence coverage 

improvement and boosters for access in link with these recommendations may not be seen 

6 months later in the current SQUEAC. For example, the protocol has been clarified by 

January 2013. Task shifting will be implemented together with a second phase of project 

and has been planned in consequence in collaboration with WHH. 
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2. OBJECTIVES 
 

After the program have been scaled-up by increasing its geographical coverage (from 14 to 

37 KISs), it appears important to renew the SQUEAC exercise considering that the opening 

of the new sites and the extension of the geographical zone has already 6 months of life. In 

addition, a SQUEAC investigation in winter was seen as having an added-value to the 

analysis of program performances knowing that seasons are likely to have great impact on 

KIS settings and on KIS population livelihoods. 

The objectives of the SQUEAC were: 

 To get a baseline for the whole ACF KIS nutrition program, including the 4 new 

CMAM sites. 

 To identify possible boosters and barriers to CMAM coverage in ACF KIS nutrition 

program.  

 To develop feasible recommendations to improve the coverage and outcome of ACF 

KIS nutrition program  

 To make the comparison with the previous SQUEAC baseline results and barriers 

identified. 

The target area for the assessment included the 37 KIS covered by the program. 
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3. METHODOLOGY 

 
3.1 ASSESSMENT METHODOLOGY 

The Coverage Assessment was conducted between 17th of January 2013 and the 3rd of 

February 2013.   

 It was carried out using SQUEAC Methodology going through all 3 stages.  

Stage 1: From 17th to 29th of January: Identification of areas of high and low coverage using 

routine program data. In this stage, triangulation of data was done using various sources 

and methods: 

- quantitative routine program data obtained from program individual patient data 

base, patient individual follow-up cards, registration book 

- qualitative information obtained from caregivers, family of caregivers,  wakils (KIS 

leaders), program staff (CMAM team, CAP team, PSW team). This qualitative 

information was collected with different methods: informal and formal group 

discussions, simple or semi-structured interviews and observation. 

Stage 2: From the 30th of January to the 3rd of February: Hypotheses generated and tested 

using small-area surveys. For some KIS the planning has been extended with two additional 

days on the 10th and 11th of February (see “Limitations”). 

Stage 3: From the 30th of January to the 3rd of February: Large-area survey conducted to 

provide an estimate of overall program coverage using Bayesian techniques. For some KIS 

the planning has been extended with two additional days on the 10th and 11th of February. 

Considering Kabul context and the number of settlements, stage 3 was exhaustive with all 

the settlements of ACF target area visited. Thus, stage 2 and 3 were combined starting with 

the settlements where hypothesis had to be tested, and building the prior while the teams 

were completing stage 3 data collection visiting the rest of the sites. 

 

3.2 LIMITATIONS 

A security incident few days before the data collection (stage 2 and 3) meant that the 

expatriate in charge was not allowed to access the field, which also hampered the 

supervision process. Without knowing when access would be feasible again, it was finally 

decided to conduct the SQUEAC as planned and to take the needed measures along with the 

data collection.  Indeed, some KIS needed to be re-assessed after having detected some 
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weaknesses among some teams. Supervision was therefore a condition to complete the 

SQUEAC. Therefore, the re-assessment took place when field visits became possible again 

with a window of 10 days between the first data collection and the second one (for the re-

assessment). 

The weather condition with snow falls and rain the two first days of data collection made it 

difficult to access some of the KIS. 

For the two above reasons, stage 2 and 3 took longer than expected. Small and large scale 

surveys were finished by the day of opening of the nutrition site (the end of the data 

collection has fallen with the day of opening of 2 CMAM sites). This may have hidden some 

‘SAM in the programme’ from the SQUEAC data collection and therefore make the coverage 

estimation lower. 

Another limitation was the difficulty to know the origin of the beneficiaries: from KIS or 

from host communities. This information started to be recorded on the 1st of February 2013 

in the registration books. The SQUEAC targets only KIS population but the program also 

welcomes “host”3 communities around KIS when they come spontaneously to the CMAM 

site. 

The different KIS names given by the communities, the UN agencies and the other KIS 

humanitarian actors as NGOs mean recording the beneficiaries’ provenance is difficult. 

Caretakers do not use the same names as in the official lists of OCHA/UNHCR. Therefore, 

during the investigation on defaulters it was impossible to be done based on their 

geographical provenance (from which KIS?) but based on Nutrition CMAM site. Linked to 

that, the record for beneficiaries referred by MSF in site 5 was done partially. Beneficiaries 

referred by MSF to site 5 come from zones/KIS not covered by the program Community 

Awareness and Promotion (CAP) team. This site accounts for the highest number of 

defaulters. 

As for the previous SQUEAC, the other limitation factor was the volatile context in KIS: 

population movement, migration and evictions. 

 

                                                           
3
 In the sense of this project here the “host” communities are those Kabul residents living in KIS neighborhoods 

and having free access to the nutrition sites. However, geographically they remain out of the reach of this 
SQUEAC investigation. 
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4. RESULTS 

 
4.1 STAGE ONE 

Routine program data from July 2012 to December 2012 have been used: admissions, exits 

(cured, death, defaulters), hidden4 defaulters, perceptions related to the malnutrition and 

to the program, etc.  

Regarding admissions, program data from July 2011 up to December 2012 has been used. 

The program having a supplementary feeding component as well, SFP under-5 program data 

have been partially used to complete the analysis of the OTP component. 

4.1.1 Admissions 

4.1.1.1 Overall Admissions over time 

Figure 1: OTP admissions, 6-59 months children, by month, July 2011-December 2012, KIS, ACF 

 

May-June 2012: Increase of admissions when activities where scaled up from 14 KIS to 38 

KIS (KIS consortium project started with WHH and SI). The number of CMAM sites went 

from 5 to 9. 

Summer 2012: Decrease of admissions. At that period, the program faced a critical shortage 

of RUSF due to suspicion of contamination of some lots purchased by WFP worldwide (from 

end of June 12 to end of July 12). UNICEF faced as well a shortage of RUTF for 2 weeks at the 

same period. This impacted the attendance in OTP: caretakers been in charge as PLW in SFP 

or having as well a child in SFP had less interest to come only for OTP child. The rumour of 

RUSF shortage has spread out in KIS quickly and it was difficult to make people back.  

                                                           
4
 “Hidden” defaulters are those BNF who defaulted from the treatment (according to the treatment protocol 

had no treatment more than two consecutive follow-up visits) but were not registered as such 
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September-October 2012: Increase of admissions. After a low attendance in August and no 

MAM treatment available, we can suppose that in August/September many MAM children’s 

health status worsened due to absence of treatment for about 2 months, without 

therapeutic substitution at that time, and could have been consequently enrolled in the OTP 

program. In addition, in CMAM site 5, MSF started to refer children detected as 

undernourished from Bagrami district. 

Winter period: Decrease of admissions corresponding to ‘winter migration’ for KIS 

population who has the possibility to move out of the KIS in other provinces or relatives 

houses in Kabul. 

The same observations were seen in SFP U5 program (figure 2) 

Figure 2: SFP admissions, 6-59 months children, by month, July 2011-December 2012, KIS, ACF 

 

It seems that the distribution of the CMAM sites has an impact on the admissions if we look 

at the increase following the scale up of the number of sites. Seasons have also a huge 

impact on admissions trend, high in summer, low in winter. 

Therapeutic and supplementary food shortages had a very negative impact on the 

admissions trends. It happened during the period where high admissions were expected. 

Unfortunately, due to this a comparison in admissions trends between 2011 and 2012 is not 

relevant. 
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4.1.1.2 Admissions per CMAM site  

Figure 3: Admissions over time per CMAM sites, July to December 2012, ACF, KIS 

 

The admissions trend is quite similar between sites.  

If we consider the hypothesis that malnutrition rates are more or less similar all over the 

KISs, we can compare the population data and the admissions (figure 4). Despite the 

possible bias comparing these both values (admissions are cumulated over the last 6 

months and the population data are momentum picture just before the SQUEAC) it can be 

used as an indication suggesting areas of possible low and high coverage.  

Figure 4: Overall admissions per CMAM sites from July to December 2012 vs. Number of HH per KISs covered by Nov 
2012, (Source UNHCR). 
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When analysed with regards to the population of the catchment areas, the admissions data 

of the past six months seemed relatively in line in terms of proportion. However, some 

observations may give some indications for further analysis: 

- Site 6 had a very low number of admission compared to the number of households 

in the catchment area. The CMAM site is located in the KIS covering 1/5 of the 

targeted population of this site. Other KIS are quite far and some of them need to go 

through a major road with high traffic.  

- Site 2 had a very high number of admission compared to the population covered. 

This site is one of the first ACF had started. Except one small KIS, the main targeted 

population is quite close to the site. In addition, the building is quite comfortable 

and situated in the host community who can access it easily. 

- Site 7 & 8 had quite equitable proportion of admissions compared to the population 

number. New admissions here went through periods of low number of admissions 

due to difficulties with the wakil preventing part of the population from joining the 

site. As soon as the site was moved out of the KIS concerned, the site began to 

receive more patients in December (see figure 3, OTP 7). However it is important to 

note that the modification of the site has dragged into the program of the host 

community which may bias the picture of this increase, not necessarily coming from 

KIS population. 

- Site 9 covers the highest concentration of population for one CMAM site. This site 

has been created 7 months ago following the last SQUEAC to decrease the distance 

issue for these populations (previously they were related to site 6). Even if the 

number of admissions is quite high, the ratio population/admission is low. The fact 

that for part of the population women cannot come to the site without being 

accompanied by a man may continue to represent a barrier even if the site is now 

very close. 

- Site 4 and 5: Both CMAM sites are located in the biggest KIS they are covering. 

These 2 sites are quite crowded but activities have been duplicated on 2 days instead 

of one the past months and it seems that the waiting time is not an issue anymore 

(as it was the case for site 4 during the previous SQUEAC). However for ¼ of the 

population site 4 and 5 are quite far and need transportation means to be reached.  

Distance to the CMAM site, women movement, wakil power/acceptance of mixing 

population seems to be factors impacting positively or negatively coverage. However it is 

difficult to use these factors for all KIS as their heterogeneity and their different profile do 

not necessarily make them applicable everywhere. 

4.1.1.3 Admissions on MUAC 
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Admission criteria on MUAC is <115mm for children from 6 to 59 months. A relatively high 

amount of beneficiaries are admitted with a MUAC between 110 and 113mm (51.8%). 

Highest number of MUACs was at 112 mm.  

Figure 5: MUAC on admission, July-December 2012, ACF, KIS 

 
 

Figure 5 above shows quite a long tail on the left of the 112 mm. It is seen that there a lot of 

extremely low MUACs that can be partly explained by: 

- Difficulties of the Age identification (same trends were detected during the SQUEAC 
in July 2012): unless the caretaker could bring a vaccination card, the age 
identification is mainly done orally by the caretaker. Caretakers remain most of the 
time imprecise because the little interest on this detail and the notion of time having 
less importance in people’s life. Besides, the high stunting rate in Afghanistan and in 
the KIS (49.3%, 43.2–55.4 95%CI, SMART, ACF December 2012) supposed that some 
children having more than 6 months of age are <65 cm of height making their age 
identification difficult. Following international recommendations5, the MUAC cut-
offs were correlated to age and not to children’s height in KIS CMAM program.  

- Regarding the non-admission of the relapsing children, highlighted during the 

previous SQUEAC, the problem seems not to have been solved, as the notion of 

“relapse” remains different for most of the field staff. In consequence, some very 

low MUACs could be due to the late re-admission of these children, and to the 

negative impact of rejection from the program. A range of trainings are undertaken 

for January 2013 aiming at correcting misunderstandings linked to the CMAM 

protocol. 

- MUAC discharge criteria for OTP cases was followed by the team as ≥ 115mm (then 

referred to SFP) ²following the Afghanistan CMAM Draft guidelines. The early 

                                                           
5
 WHO/UNICEF Joint Statement on CMAM, 2009  
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transfer of OTP children to SFP may lead to fast relapses back to severe malnutrition 

difficult to be captured in time. From February 2013, this technical mistake in the 

National CMAM Guideline will be repaired in line with international 

recommendations and therefore OTP BNF will be discharged as cured being under 

RUTF treatment and not under supplementary feeding. 

The last SQUEAC has raised the question of quality of MUAC measurements done in the 

program as certain “digit preference” was noticed. The graph above shows lack of such 

trends this time which can reflect better accuracy of the measurements. 

4.1.2 Discharges 

4.1.2.1 Overall discharges over time 

Figure 6: OTP overall discharges, 6-59 months children, July 2011-December 2012, ACF - KIS 

 

The beginning of the program corresponded with a high defaulter rate and a quite low cured 

rate compared to SPHERE standards. This is normal considering the time needed to cure an 

OTP child as well as the time needed to start raising community awareness. 

The program had seen from April 2012 to August 2012 a sharp decrease of cured rate 

together with a sharp increase of defaulters’ rate. This is likely to be due to several factors: 

- The season. With the end of the winter, there are increased job opportunities in 

Kabul and therefore less availability of caretakers to follow the CMAM treatment. 

Depending on ethnics, two main categories of constraints can be pointed out: 1) 

women who need to be accompanied by a man and 2) women who go outside 

their KIS to earn income. 

- Starting from June up to August the suspended RUSF distribution (WFP supply) 

would impacted negatively the OTP cured rate. Indeed, in some KIS women organise 

themselves in “groups” to come to the centre, which is culturally more acceptable, 

regardless if they have children being under RUSTF or RUSF treatment. So RUSF 

shortage impacted equally both types of treatment and therefore defaulter rates 
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increased for both categories. RUSF suspension had however longer repercussions 

due also to very low admissions in SFP during this period (see Figure 7 below). 

- Starting in August 2012 MSF began referrals from Bagrami to OTP 5 by ensuring 

transportation to the center for admission. Big number of these beneficiaries was 

not able to come back for follow-up visits being unable to afford the transportation 

cost, not covered this time by MSF. 

Figure 7: SFP exits, 6-59 months children, July 2011-December 2012, ACF, KIS 

 

 

4.1.2.2 Overall discharge by site 

Figure 8: Overall discharges by site (SPHERE), July to December 2012, ACF, KIS 

 

Some significant differences are seen between OTP centres if compliance with SPHERE 

CMAM exit standard is considered. It is very unlikely that this is due to the CMAM team 

qualities most probably are linked to distances and the efficiency of CAP workers in these 

camps. For example: 

- OTP 1 is situated in the middle of its catchment area and these performances might 

be due to the low distance the beneficiaries have to cross, feasible by foot. 
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- OTP 6 is has very little population to cover by the CAP team. 

However, the relation between the amount of population to cover by CAP and the results of 

the treatment is not clear as CMAM sites 2, 7 and 8 covered have as well a low number of 

people. One additional determinant may impact the quality: this could be the geographical 

repartition of the KIS to be covered by the CAP in addition to the population density. 

OTP 5 (Pule Shina) remained the most problematic with the highest number of defaulter. 

One of the main reasons seems to be MSF referral from Bagrami, an area not covered by 

ACF CAPs and far from the CMAM site. In order to avoid such consequences, these referrals 

were stopped in January 2013 and MSF opened small OTP at their clinic in order to give 

accessible SAM treatment to the needy children. 

 

4.1.2.3 Defaulters and hidden defaulters  

Previous SQUEAC has found many “hidden defaulters”. Despite the obviously decreasing 

trend, such group has been found again. 32 hidden defaulters and 70 declared defaulters 

were added all together in order to allow this to allow analysis of ‘real defaulters’. 

Compared to last year, at first view it seems that the teams respected better the discharge 

criteria set in the protocol. 

Figure 9: Total defaulters (hidden defaulters added) by site, July to December 2012, ACF, KIS  

 

Total defaulter per sites confirmed the trend observed in the figure 8: high rate in OTP 4, 5 

and 9, CMAM sites covering the most dense KIS in one hand, and with flagging referral 

system in another hand (with MSF from Bagrami). There were no defaulters in OTP 1 & 6. 

4.1.2.4 Time of defaulting 

Figure 10: Time of defaulting (defaulters and hidden defaulters), July to December 2012, ACF, KIS 
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Similar to the previous SQUEAC results, the time of defaulting is with a large majority after 

the 1st visit. These children were likely to be still current SAM cases at the time of 

defaulting. 

Some miscommunication of ACF CAPs has been reported by communities. Some caretakers 

reported that they have been expecting food promised by CAPs while they come to the 

centre. Despite the attractive power of the food making CAP’s work easier, such 

communications have longer term negative impact causing frustrations and wrong 

expectations. However this seems to be an exception. Fact is that there is a difference in the 

work performances between CAPs. 

 

4.1.3 Qualitative data 

In order to better understand the perception of malnutrition within KIS population as well 
as to identify potential barriers to access, semi-structured individual or group interviews 
were conducted in link with SAM or MAM children. Table 2 recapitulate the location and the 
nature of interlocutors involved. 
 
Table 2: Persons met for semi structure interview and their KIS location, January 2013, ACF, KIS 

Sites Person met 

 Caretakers 
attending the 
site 

Caretakers 
referred and not 
attending the 
site 

Caretakers of a 
defaulter or 
absent child 

Wakils 

     

1 Parwan Se Parwan Se   

2 Qalai Chaman 
and Yaka Tut 

 Yaka Tut  

3 Sharake Panj 
Proja Taimani 

Sharake Do Proja 
Taimani 2 

Sharake Do 
Proja Taimani 
2 

Sharake Do 
Proja Taimani 1 
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4 Kabul Nindarai, 
Tamir Mili Bus 
and In front of 
Hewaldwal 
Blocks 

  In front of 
Hewaldwal 
Blocks 

5 Poli Shina 
Bagrami and in 
Nasaji Bagrami 2 

Poli Shina 
Bagrami, in 
Nasaji Bagrami 2 
and Hosein Khel 
Bagrami 

Poli Shina 
Bagrami, in 
Nasaji Bagrami 
2 and Hosein 
Khel Bagrami 

 

6 Behind Shadab 
Zafar Blocks 
(moved few days 
later) 

  Behind Shadab 
Zafar Blocks 
(moved few 
days later) 

7     

8    Dewan Begi 

9  Charahi Qamber 
1 

 Charahi Qamber 
1 

 

These interviews were conducted from 24th to 27th of January 2013 by the CMAM and the 
PSW team leader, both being women specifically trained for this exercise. There was no 
specific supervision during the interviews but both were briefed and debriefed every day. 

Two afternoons (27th and 28th of January) were dedicated for group discussion with CMAM, 
PSW and CAP team. 
 
 

4.1.3.1 Perception of malnutrition 

The exercise done for the previous SQUEAC was used and the data were not collected as 
such again. For the record, acute malnutrition seemed to be quite well identified as such by 
community. Common wording exist to talk about malnutrition: 

- Dari : Soe Tagnazie 
- Pashto : Khwar Zouaki 

In addition, in Dari and in Pashto several words exist with reference to malnutrition. These 
words are most of the time descriptive: 

- Loghar/Danghar (thin), zaief (weak), khushk/watch (dry) 
- Pundedage/parsedallie (swallow) 

Some terms are directly linked with causes of malnutrition showing that acute malnutrition 
is not always recognized as a distinct disease by communities or the contrary: 

- Mariz/marosa (sick), ashal/nanshast (diarrhea) 
- Chedi nahari (child with a mother without milk) 

Malnutrition is not considered as stigma, social taboo or insulting word. People link 
malnutrition with their poor living conditions, poverty, and absence of choice for better life. 
They express sadness but no shame attached to malnutrition. These perceptions contribute 
to better program acceptance.  
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4.1.3.2 Perception of the CAP by the community 

Nearly all the people interviewed know the CAP workers. They are quite well identified by 
the community. However, the frequency of their visit is seen differently according to KIS.   
In some KIS, some women or wakils said they see them several times per week while in 
some other KIS the frequency goes down to every two other months. Even if the sample is 
not representative, it seems that KIS located far from CMAM sites received less visits of 
CAP team. To note that in 2 KIS (the 2 smallest ones in terms of population), CAP were not 
even known. It seems that the CAP team was confused with their names and exact location 
and did not cover them. 
 
CAP role is described by the community in various manners. The main role identified is the 
screening and the referral of malnourished children.  
Majority of interviewees attending the CMAM site said also that they come to do health 
education and home visits to remind them about the CMAM site opening day. Meanwhile 
for the other (caretakers not attending after referral, caretakers of a defaulter or wakil), 
none of them mentioned these activities. 
 
It might be important to mention that CAPs are called ‘doctors’ by some interviewees while 
they are not in reality. In Afghanistan often NGO workers are called doctor to underline 
their higher education and social status. This can be a source of misunderstanding of their 
activities or of the program afterwards. It is important to note as well that most of the 
interviewees were more or less in close relationship with CAP team members.  
 

4.1.3.3 Perception of the treatment 

The medical consultation, the health education, the measurements are identified mainly by 
the caretakers attending the CMAM site. Among people not involved in the treatment, there 
were knowledge of CAPs and what they are doing (screening and referrals of malnourished 
children) but didn’t know that there is a treatment and on what it consists. Only one mother 
not attending the CMAM site mentioned play sessions. It seems that for those not coming to 
the CMAM site, the program is not well understood, either the information provided by 
CAP are not given either they are not enough clear. 
 
In terms of the therapeutic food the wording most used is ‘sachet with cacao’. Some 
caretakers, referred but not attending, talked about ‘food’.  
Only few caretakers, attending the CMAM site with their child, mentioned that this is a 
medicine or simply described the sachet with the color saying that first they receive green 
sachet (Eezee Paste©) and when the child get better they get the white one (Plumpy 
Sup’©). 
 

4.1.3.4 Perception on screenings and referral efficiency  
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Unfortunately, precise figure of number of referral/number of referred BNF coming and 

number of admitted are unknown. Such figures were collected by CMAM site not by KIS. 

However, the feeling of the CMAM team was that except in site 2 and 5, the large majority 

of KIS beneficiaries admitted have been referred by CAP beforehand.  

4.1.3.5 Other possible barriers to access 

Weather: 
In CMAM site 1 no major barrier was expressed, except some restriction linked with the 
weather (mud, snow, cold). This is the only site where weather was a barrier mentioned 
alone. In the other sites the weather was always linked with another constrains to reinforce 
its importance. 
 
The weather and the winter migration associated have been mentioned by the CAP/CMAM 
team as a difficulty. Population movement is not communicated in advance and the return 
as well. The last winter (2012-13), less harsh than last year, some families moved out of the 
KIS and finally came back just few weeks later.  
 
Family pressure: 
One reason of none-attendance was a restriction coming from mothers in law, considering 
that treatment is not efficient. 
 
CMAM site identification: 
Even if not mentioned as such, many caretakers attending the site said it was difficult to find 
it. This is more valid for caretakers living in KISs far from the CMAM site. The CAPs were 
their resource person. It is then easy to imagine that in KIS where CAP presence is described 
as limited (not every week), the access to the CMAM site after a referral can be significantly 
delayed. Indeed, CMAM site identification was mentioned only once by a caretaker not 
attending after being referred for treatment. 
 
Distance: 
This barrier was mentioned several times. It is interesting to mention that site 4 covering 
Kabul Nindarai and Tamir Mili Bus KISs qualified as low coverage zones during the previous 
SQUEAC with main barriers the distance and the restriction of women’s movement. When 
doing the qualitative data collection this time, this was not mentioned anymore and except 
some anecdotic family restriction no barriers were expressed by the interviewees. One of 
the reasons would be the CAP presence that has been reinforced as well as the first referrals 
were accompanied to show the site. These first referred persons have become resource 
person for the rest. 
 
When analyzing the effect of the distance as factor for CAP team members, it appear that 
KISs situated far from the CMAM sites are also less deserved by CAP. 
 
Women movement: 
When the husband is busy or mother in law is not available, in some KIS (Sherake Do Proja 
Taimani 2, Sherake Panj Proja Taimani, Charahi Qamber 1 and 2, Nasagi Bagrami 1 and 2, 
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Khodakistane Bagrami) women are not allowed to come whether because they cannot go 
out alone or because they have to stay at home to take care of other young children. 
No case of ‘solidarity’ between women (coming together to the site or taking care of their 
neighbor children) was mentioned while it was the case for the previous SQUEAC. This 
factor is limited to the KIS listed; in the other such limitations are not general rules. 
 
Illness of the caretaker: 
The illness of the caretaker was mentioned as reason of none-attendance for treatment. It 
seems in some cases that nobody else could accompany the child to the site. 
 
Earning mechanism: 
In Pole Shina and Bagrami, the women earn by begging in Kabul streets as reason not to join 
the CMAM site. They are busy during the day outside the KIS and nobody else can bring the 
child to the center. 
 
Wakil: 
It has been mentioned in one KIS that the Wakil selects the families to be screened and 
eventually included in the program. This has been limited to one KIS. However it suggests 
the importance of relying not only on Wakils while communicating about the program but 
to have analysis of the potential complicated social dynamics that can hamper the program 
coverage in certain places or among certain population groups. 
 
Waiting time:  
The waiting time in some sites (as site 4 and 5) was quite long but after the priority was 
given to BNF living far (measures undertaken the last 6 months) that may have impacted 
positively this former barrier. Waiting time was no longer mentioned as a constraint of 
attendance. 
 
Language: 
In 5 KIS locations it was realized that the main mother tongue of the population is not Dari 
or Pashto, the two mother tongue of each CAP couple. They certified they do not have any 
difficulties to communicate, to make themselves understood or to understand the 
communities. However, one caretaker mentioned her difficulty to understand the CAP when 
they came to her because of the language. This might be a limiting factor that the CAP do 
not really realize and therefore do not take into account. 
 
Remark: the program data are not stratified (KIS population vs. Host community) therefore 
analysis may be biased. Qualitative data have been collected only on the KIS population. The 
feeling of the CMAM/CAP teams is that KIS populations represent the large majority (more 
than 90%) of the BNF in Site 2, 4, 5, 6, 7, 8 and 9. In site 1 and site 3, both located inside the 
host community very close to the main KIS, the BNF from host community represent 
according to their impression about 40 to 60%. 
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4.1.4 Area of low and high coverage 

Based on the information collected and analyzed in Stage One, the investigation concluded 

with a sense of a patchy coverage, influenced both by: 

General factors, mainly the distance for the population to go to the site and for the 
community workers to visit the camps (high distances => less visits by community workers 
=> less community awareness/ detection) 
 
Specific factors, depending on specific settlement contexts probably have a significant 
impact on coverage in some KIS. Among these specific factors, the team has identified: 

1) opportunity costs (few settlements where the main earning mechanism is 
begging, hence mothers are less available to go to CMAM site).  
2) women not allowed to travel alone => this hypothesis was tested and not 
confirmed during last SQUEAC. A deeper investigation shows that it might not be 
the first reason for not attending most of sites. However it is identified by the 
team as a major barrier for one site, which is also the most populated one 
(Charahi Qamber). 

Hence, since coverage might be a mix of small zones of high and low coverage, areas with 

different micro-contexts, it was decided to test different hypothesis: 

Hypothesis 1: 

- coverage is high in areas where distance is low both for the beneficiaries to go to the 
CMAM site and for the CAP to allow them regular visits 

- coverage is low in areas where distance is high both for the beneficiaries to go to the 
CMAM site and for the CAP to allow regular visits 
 

Hypothesis 2: 

- coverage is low where women cannot travel alone 
 

Hypothesis 3: 

- coverage is low where the population spend much of their time in earning activities 
 

Hypothesis 2 and 3 refer to specific micro-contexts, hence they won’t have opposite 

hypothesis, but testing them will help to confirm the impact of these specific factors and the 

heterogeneity of coverage. 

4.2 STAGE TWO 

Data collection for stage 2 took place from 30th of January to the 3rd of February. The 

objective of Stage Two is to confirm the hypothesis of “high” and “low” coverage areas and 

to confirm the reasons for coverage failure identified in Stage One. This stage consists of 

conducting small area surveys. As the identified “high” and “low” coverage areas are quite 
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small, it was decided to do an exhaustive case search without randomly selecting smaller 

zones. 

Based on the investigation, the two most representative areas per hypothesis were selected 

(Table 3). 

Table 3: KIS selected to confirm hypothesis, January-February 2013, ACF, KIS 

Hypothesis Coverage 
hypothesis 

KIS selected 

1   

Low distance for BNF and CAP team High ParwanDo 1 

  Marastoon 

High distance for BNF and CAP team Low Ghaibi Baba (Tapa e Karti 
Naw) Parji, Tadjik, Pashtun 

  Behind Shadab Zafar Blocks 

2   

Women cannot travel alone Low Charahi Quamber 2 

  Nasaji Bagrami (2) (Tapai 
Bagrami) 

3   

Women spent time for earning activities 
outside KIS 

Low 

Pul-e-shina Bagrami 

  Hosain Khel Bagrami 

Parwan Do 1, Ghaibi Baba and Marastoon were completed in one day. Hossan Khel Bagrami, 

Poli China Bagrami, Nasaji Bagrami 2 and Charahi Quamber 2 were completed in two days. 

The very few families living Behind Shadab Zafar Blocks moved out of the KIS by the time of 

the data collection and thus the KIS was empty when the team went there. Indeed, for stage 

2, Hossein Khel, Nasagi Bagrami and Polichina Bagrami needed to be re-assessed due to a 

very poor qualitative data collection work partly linked with the impossibility to conduct 

supervisions. As soon as the security context allowed supervision, these KIS were re-done on 

the 10th and 11th of February. 

The data collection was done by eight (8) teams of two people, male and female CAP team 

members. They were sent to survey areas where they were not on duty as a CAP to avoid 

bias, the planning was done accordingly. A briefing and a debriefing were done with each 

team at the beginning and at the end of each day. The second round of KIS in need to be re-

assessed was done by three teams selected for their performances. 

The case definition used was for both marasmus and kwashiorkor cases - using all terms in 

Dari or Paschto described in part 4.1.3.1 above. Combined active & adaptive case finding 

methodology was used but in some KIS having faced a lot of movement the last months this 

methodology was not effective (people not knowing well each other) and thus a house by 

house finding was done to ensure exhaustive coverage of targeted areas. The main findings 

of the small area survey are summarized in Table 4 below. 
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Table 4: Main findings of small area survey, SQUEAC stage 2, Janaury-February 2013, ACF, KIS 

KIS 

Total 
SAM 

SAM 
child IN 

the 
program 

SAM 
child 

NOT IN 
the 

program 

Number of  
questionnaires 

applied 

Coverage 
Hypothesis 

Comments/results 

Behind 
Shadan 
Zafar 
Blocks 

0 0 0 0 

low KIS does not exist 
anymore at the 
time of the 
SQUEAC 

Charahi 
Quamber 
(2) 

3 1 2 1 
Low/ 
Average 

1 SAM in SFP,  
1 SAM previously 
rejected 

Gaibi 
Baba-Tapa 
e Karti 
Naw 

3 0 3 3 

Very low 1 SAM with CT 
who does not 
recognize 
malnutrition 
2 SAM with CT 
who do not know 
about the 
program 

Hosain 
Khel 
Bagrami 

0 0 0 0 
Average 

 

Marastoon 0 0 0 0 Low  

Nasaji 
bagrami 
(2) (Tapai 
bagrami) 

1 0 1 1 

Low/ 
average 

1 SAM with CT 
does not know 
about the 
program 

Parwan-e-
Do (1) 

0 0 0 0 
Very low 

 

Pul-e-
Shina 
bagrami 

1 0 1 1 
Low/  
Average 

1 SAM previously 
rejected 

The information registered in the last column of the table above did not confirm the 

hypothesis. Based on the information collected, the hypothesis of “low” and “high” 

coverage was classified against a threshold of 30%. A decision rule (d) was calculated using 

the following formula:  

          
d=   n x p     
     100     
          
n = total number of cases found 
p = threshold coverage 
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Coverage was classified against a threshold of 30% for each of the small area surveyed. If 
the number of ‘covered SAM cases’ found is above the decision rule (d), this means that the 
coverage in the zone is above 30%. If the number of ‘covered SAM cases’ found is lower 
than d, the coverage is less than 30%.  However, it is important to highlight that the low 
number of SAM cases found did not allow us to apply the decision rule (d=0), hence the 
results don’t allow to confirm the hypothesis.  
 

4.3 STAGE THREE 

The objective of Stage 3 was to provide an estimate of overall programme coverage using 
Bayesian techniques. The evaluation relied on the standard Bayesian beta-to-binomial 
conjugate analysis. For that, the SQUEAC method goes through 1) development of a Prior 
curve of coverage distribution based on data from Stage One and Stage Two and 2) 
elaboration of a Likelihood curve based on large area survey results. The Bayesian Calculator 
adapted to SQUEAC would afterwards calculate a Posterior curve with the programme 
coverage estimate. 
 

4.3.1 Developing a prior 

The Prior is a distribution curve of statistical representation of the coverage hypothesis 
using the data from Stages One and Two. To get the Prior, first step is to give a score to the 
factors impacting positively and factors impacting negatively the coverage, identified during 
Stage One and Two. Each factor was ranked using a simple weight from 1 to 3 point system. 
All positive factors were added to the lowest possible coverage - 0%, and all negative factors 
were subtracted from the highest possible coverage - 100%. The scores attribution and the 
result of that weighting are indicated in table 6. 
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Table 5: Measuring contributing factors 

Positive factors Value Value Negative factors 
COMMUNITY 

low distance from the KIS of origin to the nutrition sites 3 3 high distance from KIS of origin to the nutrition centre 

awareness on under-nutrition and therapeutic products 1 2 Earning mechanism based on women (begging during the 
day) in some ethnic 

men can bring the child to the centre for some ethnic groups 1 1 gender based violence 

knowledge on ACF program/acceptance 2 3 exclusive responsibility for the mother to take care of the 
children 

women of same KIS can move together to the OTP site for 
some ethnic groups 

2 1 decimation by the Wakil of other ethnic groups than his 

  1 opposition of the family’s' members 

  1 Difficulties on malnutrition recognition 

  1 Think that RUTF is giving diarrhoea 

  2 OTP site's location or the CAPs not known in KIS far from site 

  2 misuse and mis-knowledge of RUTF (lack of hygiene and non-
acceptance of the CT) 

  1 women who cannot move alone in some ethnics groups 

  1 unadapt language due to different ethnic groups (Ousbeks, 
Nuristani) 

ACF 

Nutrition sites close to KIS (CAP can come for lunch and rest + 
no fees to spend) 

3 1 ACF team language only Dari and Pashtun not well mastered 
by some ethnics (Ousbeks, Nuristani) 

regular presence of the CAP inside the KIS: resource person 2 1 crowded OTP sites: long waiting time for CT and children 

Program site adapted to population constrains (women 
movement) 

2 1 RUSF and RUTF shortage and repercussion on the project 

Coordination with other actors (awareness/referral): 
Consortium, terre de hommes midwife training 

1 1 Site location not well identified or well explained to far KIS 
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integration of playing areas inside the nutrition centre 2 2 Site locations versus needs/KIS size not well adapted (not on 
time) 

Protected places for women to meet and discuss 2 3 No regular update given to CAP on KIS to be covered 

Priority given to far beneficiaries 1 1 Inefficient referral system with MSF 

CAP related covering KIS related to one nutrition site and 
present in distribution day 

2 3 Too limited field supervision due to PM/HoD gaps 

  1 Wrong positioning of PSW staff regarding referrals 

  1 Misunderstanding between CAP and CMAM team due to lack 
of clear protocol 

  1 Rejection of relapse cases 

  1 Rejection of below 6 months children without 
sensitization/explanation 

  3 Low technical experience of newly recruited staff (MUAC 
measurements/oedema/health education) 

CONTEXTE 

Less job opportunity for men in winter 1 1 Seasonal inconvenience (winter) 

  3 Food distribution increase with winter 

TOTAL 

Total point 25 43 Total point 

Added to 0% 25% 57% Substrate to 100% 

Median 41 Median 

α value 25 43 β value 
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Thus, based on the total sum of the positive factors scores and the negatives factors scores 
combined with an evaluation of all programme factors possibly affecting coverage, a median 
of the curve is calculated. The α value was therefore adjusted to 13,4 with the β value at 
21,1 in order to keep the mode at 41% and to have a proper bell-shaped curve.  
 
The final curve used for the prior is presented in Figure 11. 
 
Figure 11: Prior program coverage 

 

4.3.2 Large area survey 

4.3.2.1 Sampling methodology 

Considering that KISs covered by the nutrition program are spread over relatively small 
geographical zone, it was decided to include all 37 KIS in the large area survey. The within-
community sampling method was combined with active & adaptive case-finding and using 
house by house approach in order to ensure that KISs were surveyed exhaustively.  
 
The large area survey was carried out over three days (January 30th - February 3rd) by eight 
teams of two people, each composed by a man and a woman to ensure access to houses 
(woman) and to ease movement within KIS (man). Due to the poor quality of work by 3 
teams which was impossible to correct directly on the spot (no supervision), 9 KIS were re-
assessed afterwards by the three best teams selected and under supervision of the HoD and 
the OM. The re-assessment took place on the 10th and 11th of February. 
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To estimate the minimum number of cases (children) needed for the large area survey (n), 
the following formula is used: 
 

n=  mode x (1-mode) - (α + β – 2)  

  (precision / 1.96)
2 

    

 
The precision needed is set to +/- 14%. 
 
Using the α (13.4) and β (20.1) values and a mode of 41% (see section 4.3.1), the minimum 
sample size was calculated as follows: 
 

n= [(0.41 x (1-0.41) / (0.14/1.96)² – (13,4 + 20.1 – 2)] 
n=15.9 rounded to 16 

 
In order to achieve a confidence of +/- of 14%, a minimum of 16 cases needed to be 
identified and surveyed. 
 
 

4.3.2.2 Results 

The large area survey has two objectives: 1) to identify number of current SAM cases, the 
number of current SAM cases attending the programme and the number of SAM cases not 
attending the programme; and 2) to identify the main causes of non-attendance through 
small questionnaires fulfilled for SAM cases not attending the programme. 
 
As for the previous SQUEAC, it has been decided to exclude the recovering cases from the 
analysis as they have been under treatment in SFP program. The large area survey searches 
for cases combining two factors: being in OTP and having MUAC above 115 mm 
(recovering). If former SAM cases under SFP treatment were included in the investigation, 
this would lead to inaccurate period coverage estimation (overtime coverage). It was 
therefore decided not to include these cases and not to estimate period coverage. Main 
results for the wide area survey are summarized in Table 7. 
 
Table 6: Large area survey main findings 

Type of cases Number of cases 

Number of current (SAM) cases  22 

Number of current (SAM) cases attending the program 7 

Number of current (SAM) cases not attending the program 15 

Questionnaires were applied to all SAM case not attending the program with the exception 
of one SAM child who was in charge in SFP and thus the reason of not being in OTP was 
obvious.  
The main reasons of not attending CMAM services are summarised in Figure 12. Three main 
obstacles are the same than the one identified in the previous SQUEAC with a different 
ranking. It seems that awareness about the program and malnutrition recognition by 
caretakers improves even if still present while the rejection factor was now ranking higher. 
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Figure 12: Reported reasons of non-attendance (based on questionnaires) 

 
 

4.3.3 Overall coverage estimation 

As explained above, only point coverage is presented in this section. 
 
Point coverage provides a snapshot of programme performance and puts strong emphasis 
on the coverage and timeliness of case-finding and enrolment into the programme. The 
Bayes SQUEAC Calculator (V 2.02) calculates the Posterior curve, using the results from the 
large area survey using the formula: 
 

No. of current (SAM) cases attending the programme 

No. of current (SAM) cases  

 

Thus, the numerator was 7 and the denominator was 22, point coverage was estimated to 
be 36.3 % (95% CI 24.6%, 49.5%). The Posterior curve is the final statistical representation 
of the most probable value of the coverage using the initial belief of the SQUEAC 
investigator (Prior) and what was found on the field during the large area surveys 
(Likelihood). 
 
  

0 1 2 3 4 5 6

Previously rejected

Awareness about the program

Does not recognize malnutrition

Discharged as not cured

number of SAM cases
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Figure 13: Prior, posterior and likelihood curve, SQUEAC January 2013, ACF, KIS 

 

 

5. DISCUSSION  
 

The analysis during all stages of the SQUEAC investigation has identified the following 
barriers/potential boosters: 
1. The rejection of children for treatment in the programme 
2. The knowledge about program including the understanding of the treatment mentioned 
as food sometimes. 
3. The knowledge about under-nutrition 
These three barriers/boosters to access concern strongly the work of the team of CMAM 
(rejection) and CAP (awareness about the program).  
 
Some other factors haven’t been found as such during the third stage of the SQUEAC 
investigation, but they have been pointed out several times during the context data 
collection of the first stage: 

- The distance: for this factor there are two sides to consider 
o The side of the beneficiaries having difficulties to join the CMAM site when 

located far from their KIS (more than 20’ walk or having to take 
transportation)  
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o The side of the CAP with in one hand the geographical repartition of the KIS 
to be covered and in another hand the size of the population to be covered. 

- earning mechanism for women: this is limited to some KIS where women are the 
one earning for the family (Pole Shina mainly) 

- the women movement restrictions (Charahi Qamber 1 and 2 mainly): even with very 
little distance to the site since July 2012, the need for most of the women to have a 
man to accompany them limits the access as men may be busy with work. 

- Wakil power: it has been seen in one site that the wakil forbid part of the population 
to access the site. This issue has been solved by moving the site outside the KIS 
managed by the wakil but time has passed from the beginning of this behaviour till 
the action was taken. In another place the wakil was playing the role of filter 
between the population and the CAP to access screening. 

- Language: with some particular ethnic groups Pashto or Dari may not be the most 
appropriate language and may lead to misunderstanding. 

 
The previous recommendations (SQUEAC July 2012) have identified points concerning 
mainly on protocol and its monitoring. These recommendations have been taken into 
account late due to HR issues faced by the program. Many actions were taken in the month 
of January 2013 in line with July 2012 recommendations: 

- Protocol clarification and training to the teams (rejections, discharge criteria for SAM 
children, …) 

- Clarification of the KIS to be covered by the CAP in February 2013 to ensure names 
used are the same for all and thus avoid omission 

- Review of the team composition and coverage area with a clear planning of activity 
for CAPs to ensure all KIS are equality visited (CMAM teams related to sites and not 
to type of beneficiaries). 

- Coordination with WHH to integrate nutrition activities with health (from May 2013) 
and to develop the mobility of the teams (from March 2013) 

- Implementation of a referral system with TFU has been put in place in strong 
collaboration with PND mid-January with the creation of ‘TFU focal point’ in ACF 
teams following the BNF during transfer and staying in TFU to ensure the interface 
with TFU staffs. 

 
The overall point coverage of 36.3 % (CI 24.6%, 49.5%) is however satisfactory considering 
the specifics of the KIS context and the HR issues faced by the program management. It 
have been lower than last summer (July 2012 point coverage: 47,9 % (CI 39,7%, 56,3%)) but 
it is difficult to compare due to the increase of the geographical zone from 14 to 37 KISs 
with more than tripling population, therefore the program have completely redefined.  
The impact of the season must also be considered as a there is a different profile of the 
population remaining in KIS in winter only the population with no other option. 
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6. RECOMMENDATIONS 
 

For the program: 

 To continue and adapt actions taken from January 2013 (protocol, planning CAP, 
planning mobile sites, integration with health, …). 

 To conduct regular reminders on protocol during supervision 

 To conduct at least once a week supervision of the  CMAM and CAP team and focus 
on points listed in this report linked with program quality 

 To monitor the context and the relation with Wakils: 

 to ensure feedback on information from the field are taken early into account to 
react accordingly. 

 To ensure population movement lead to a re-adaptation of the program when 
needed 

 To liaise with CHWs where applicable for nutrition activities in KIS, especially where 
language may be a barrier. 

 To strengthen communication at all levels, in community and in the CMAM site 
(welcoming) 

 To conduct a SQUEAC in July 2013. 

 

For the next SQUEAC: 

 To select teams members based on their experienced on survey and/or previous 
SQUEAC 

 If possible to include the program manager and one team leader (selected on their 
performance and capacity) to lead the SQUEAC from stage 1. 

 To include screening/referral/admission from CAP referral data in stage 1 analysis 

 If MUAC on admission data still show a long tail of very low MUAC, it would be 
interesting to try to go and find them during stage one: it will probably give us 
relevant information about the pathways to care and the barriers to access. 

 If possible include in stage one an analysis of the origin of the beneficiaries (if it is 
difficult to collect this data routinely, a small study can be done by going to the 
CMAM site on the day of OTP and collect approximate addresses among the mothers 
attending on that day) 
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7. ANNEXES 

Annex 1: Initial planning for stage 2 and stage 3 data collection 

 

 

CMAM Site KIS name T1 T2 T3 T4 T5 T6 T7 T8 T1 T2 T3 T4 T5 T6 T7 T8 T1 T2 T3 T4 T5 T6 T7 T8

Parwan-Do (camp 1)

Parwan-Do (camp 2)

Parwan-Do (camp 3)

Karti Parwan

Parwane Se

Parwan-Do (camp 8) Hotel Gul Sorkh

Qalae Chaman

Yaka tote

Qalae Khatir

Sarake Do Projae Taimani (1)

Sarake Do Projae Taimani (2)

Sarake Panje Projae Taimani

Nasir Khisrawe Balkhi

Tajwar Sultana

Chamane Babrak

Qalai Barqie 1

Qalai Barqie 2

Kabul Nandarei

Tamir Millie Bus

In fron ot Haiwadwal Blocks

Gaibi Baba-Tapa e Karti Naw

Sarake Do Karte Naw

Pul-e-shina Bagrami

Nasaji Bagrami (1) (Tapai Bagrami)

Nasaji Bagrami (2) (Tapai Bagrami)

Kodakistane Bagrami

Hosain Khel Bagrami

Qalae Wazir

Marastoon

Sarak-e-Awal Silo

Behind Shadab Zafar Blocks

Behind Maktabe Niswan Afshar

7(Baghe 

Daud)

Bagh-e- Dawood Paghman

Dewan Begi

Qalae Wahid Kochi Motor Shoyee

Behind Srai Herati, Kotae Sangi

Charai-e-Qamber (1)

Charai-e-Qamber (2)

5(Pul-e-

Shina)

9(Chara-e-

Qambar)

1(Parwane 

Do)

2(Sahrake 

Arya)

3(Shahrak

e Police)

4(Rahman 

Maina)

6(Marasto

on)

8(Dewan 

Begi)

Day 1 Day 2 Day 3
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Annex 2: Mapping of the CMAM sites and the KIS covered 
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Annex 3: Admission trends in KIS ACF program – stage 1 analysis 

 

Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12

Seasonality

Seasons

Morbidity ARI

Morbidity Diarrhea

Ramadan

Key events

Number of OTP sites 6 5 5 5 8 8 9 9 9 9 9 9

RUSF shortage

Relief assistance NFI/Food distribution

cold coldhot
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