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Executive summary 

One Semi-Quantitative Evaluation of Access & Coverage (SQUEAC) survey was conducted in Jalozai camp situated at 

district Nowshera, Khyber Pakhtunkhwa (KP) province. Jalozai, the country’s largest refugee camp, is home to tens of 

thousands of people displaced from the tribal areas on the Afghan border and is situated 35 Kilometers southeast of 

Peshawar. It is one of the largest of 150 transit camps in Pakistan which host Afghan refugees from the 1980s Soviet 

invasion of Afghanistan. After the fall of the Taliban, the vast majority of refugees in Jalozai camp returned home or 

relocated elsewhere. In February 2002, with a remaining population of 800, Jalozai camp was formally closed. Since 

2008, the camp had been reopened for provision of shelter to internally displaced persons (IDPs), who have been 

forced to move away from their militancy-hit homes. At present, the camp is a home to 70, 000 IDPs. The majority of 

these IDPs belong to Khyber Agency, and although the situation in their native lands is slowly gaining a sense of 

normality, many still refuse to return. 

 Merlin is implementing the Community Management of Acute Malnutrition (CMAM) program in Jalozai camp since 

2009. The survey was conducted in Jalozai camp only (Please see Figure 1).  

Coverage barriers and boosters 

The Community Management of Acute Malnutrition (CMAM) coverage assessments revealed a number of 

addressable barriers as well as boosters to program access and coverage. Barriers specific to Jalozai camp based 

CMAM program were; i) Highly volatile security situation in camp that limits the staff movement in field and 

hampers regular screening activity as well as social mobilization activities are also affected ii) lack of knowledge of 

the program among new IDPs since Informants among new IDPs were not recruited as case finders iii)Tracing 

absent/defaulters cases due to continuous population movement within as well as off camp; iv) Lack of 

involvement of other stakeholders like private practitioners, religious leaders, teachers in CMAM Program for 

referrals. 

 Key boosters to program were; i) Program well known to community since it has attained good level of service 

provision since its establishment in 2010 and continued services till 2013.ii)Program run as daily clinic and every 

child coming for vaccination (at static EPI corner) gets screened through MUAC. ii) Experienced staff iii) Short 

waiting time at OTP sites; iv) Program equally benefiting IDPs from all ethnic groups and tribes. 

 

Program coverage 

Jalozai camp Coverage
1
 was estimated to be 87.1% (95% confidence interval of 76.1% - 98.1%), the coverage is 

slightly below  the SPHERE minimum standard for camps of  90 percent. 

Identified barriers should be addressed and program boosters should be promoted.   

                                                           
1
 The coverage calculated here is based on point coverage; please see the result part for the formula 
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1. Introduction 

North-western areas of Khyber Pakhtunkhwa [KP] and Federally Administrated Tribal Areas [FATA] have 

experienced significant population movement due to conflict, sectarian violence and military operations by 

the government armed forces since July 2008. These emergencies resulted in huge losses to the 

infrastructure and life. Whilst the majority of IDPs have voluntarily returned to their homes since July 2009, 

significant humanitarian needs persist. Since mid-March 2013, almost 60,000 people have been displaced 

from the Maidan area in the Tirah Valley in Khyber Agency, Federally Administered Tribal Areas (FATA), due 

to an escalation of hostilities between rival armed groups and security operations against armed non-state 

actors. Overall, a total of 173,091 registered families with an estimated 1 million individuals are currently 

displaced in Khyber Pakhtunkhwa (KP) and FATA since 2008
2
. The IDPs living inside the camps, including 

Jalozai, New Durrani and Togh Sirai are (10%) and outside of these camps mostly in Peshawar are (90%)
3
. 

Established in November 2008, the Jalozai IDPs camp has been the major hosting ground for influx of IDPs 

resulting from armed conflict in different parts of the KP and FATA. From time to time, the camp has been 

subject to frequent influx and outflow of IDPs from various regions. The Swat and Buner IDPs repatriated in 

July 2009, but at the same time further arrival of IDPs from Bajaur & Mohmand agencies continued 

(September 2009 onwards), followed by arrival of IDPs from the Khyber agency resulting in fluctuating 

mortality and morbidity trends, including the malnutrition rates. 

As per government decision, the repatriation of IDPs belonging to safe areas of Mohmand and Bajaur started 

in April, 2011 and completed in May, 2011. The Commissionerate Afghan Refugees (CAR) reported repatriation 

and deregistration of 8,678 IDP families (approx.: 60,746 individuals) as of June 05, 2011,
4
 against the target of 

10,168 (approx.: 71,176 individuals) families. During the month of November and December, almost 624 

families from Bajaur and Mohmand agency returned to their areas of origin. However, the recent operations in 

the Bara region and the ongoing conflict in the Maidan area of Tirrah Valley have resulted in a new influx of 

IDPs in the camp. According to the UNOCHA & camp administration the Jalozai camp is presently hosting 

around 12,590 families (approx. 75,540 individuals) belonging to the insecure & unclear zones of Khyber 

agency
5
 i.e. Bara, Maidan Area Tirrah Valley and some families from Bajaour. Moreover, Jalozai will always be 

considered as the first priority hosting ground for new IDPs in KP due to volatile security situation arising from 

the ongoing and future military operations against militants. Furthermore around 43% of the total off-camp 

IDPs from all origins including Khyber agency have sought refuge in Peshawar, while around 10% (according 

to UNHCR) of the total IDPs are settling in camps and Majority i.e. more than 70% are residing Jalozai IDPs 

camp in Nowshera, with the remainder 1% IDPs are settled in Kohat posing significant risks to their host 

communities.
6
 The worsening humanitarian situation not only threatens an emergence of acute crisis but 

could also result in long term implications on the hosting communities and the IDPs themselves. An Inter-

agency Rapid Assessment (IARA) was conducted in April 2012 to assess the number of Khyber off-camp IDPs 

in KP and their immediate needs and issues. The rapid assessment indicates an emerging crisis in the basic 

human needs and development areas in the assessed displacement locations due to rising costs in housing, 

                                                           
2
http://reliefweb.int/sites/reliefweb.int/files/resources/PAK691_Pakistan_Humanitarian_Snapshot_v10_A4_20130430.pdf 

3
http://reliefweb.int/sites/reliefweb.int/files/resources/PAK691_Pakistan_Humanitarian_Snapshot_v10_A4_20130430.pdf 

4
  http://www.fdma.gov.pk 

5
  http://www.pdma.gov.pk/IDP/IDP_statistics_May_2013.pdf 

6  Pakresponse interagency report- April 25, 2012 
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food and healthcare, limited economic opportunities and declining wages due to increased competition 

which pose significant risks to the already economically vulnerable Khyber IDPs.
 7
  

The first CMAM programme in Pakistan was initiated in Khyber Pahtunkhwa (KP) in September 2008 in 

Kacha Grahi camp as an emergency response to support IDPs following monsoon rains and floods. In 2009 - 

2013, further expansion of CMAM activities took place to accommodate growing numbers of IDPs in camps 

and host districts. As shown in the Figure 1 below, 34,173 severely malnourished children were admitted 

and treated in the CMAM programme from 2010-June 2013. During the period of the SQUAEC assessment, 

67 CMAM sites were operational in DI Khan, Hangu, Kohat, Nowshera through ECHO funding support in KP.  

 

Figure 1 OTP admissions in Jalozai camp from 2010- July 2013  

 

Evaluation for Access and Coverage 

Semi Quantitative Evaluation of Access and coverage was conducted in Jalozai camp District Nowshera by 

Department of Health (DoH) of KP with technical and financial support from UNICEF. 

In Dec 2008, UNICEF established Nutrition services for newly arriving IDPs in Jalozai camp at that time. It 

was done through implementing partners CERD and Islamic Relief initially and then Merlin who is providing 

Nutrition services since March 2009 till 2013 without any gap or interruption in service delivery. 

Merlin implements a Community Management of Acute Malnutrition (CMAM) program in Eight phases of 

Jalozai camp through four CMAM sites established at Health facilities delivering PHC services for IDPs in 

camp. Children who have severe acute malnutrition (SAM) without complications are treated at Outpatient 

Therapeutic Program (OTP) sites established at these CMAM sites.  Those with SAM and with complications 

or grade two and three edema and/or who do not have appetite are treated by Stabilization Centers (SC)
8
 at 

district headquarter or tertiary care hospitals and sent back to OTP sites for continued treatment when 

discharged from SCs. The nutrition program of Jalozai had 907 total  admissions in the OTP from Dec 2012 

till the end of April 2013. 396 children have been treated and discharged as cured since the program started. 

The in-program (SAM) beneficiaries in July 2013 were 511.  

                                                           
7  Pakresponse interagency report- April 25, 2012 
8
 SC is run under government department 
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The surveys were guided by the following objectives: 

1. Establish barriers and boosters to CMAM program coverage and uptake by the community 

2. Measure CMAM coverage for purpose of measuring its performance 

3. Provide informed recommendation for improvement of CMAM program 

The assessment activities in Jalozai camp were completed between 8th to 22
nd

 July 2013. SQUEAC 

Assessment in Jalozai took longer time due to volatile security situation and exercise was completed during 

the month of Ramadan. CMAM program in Jalozai camp is four years old at the time of SQUEAC assessment. 

So the qualitative and the quantitative data summarizing program performance were collected for program 

well established in the camp. Though continuous population movement in and out of the camp is a big 

challenge however, the effects of program established and providing services for the last four years 

(from2009 till 2013) were quiet obvious in form of community awareness about the program.  

Figure 2 Map showing Nutrition sites in Jalozai Camp  
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2. The SQUEAC approach9 

The approach used a mixture of quantitative (numerical) data collected from routine monitoring activities, 

case studies, and small-area survey as well as well as qualitative data collected from informal group 

discussions and interviews with program staff, CBVs, carers, community and religious leaders. The 

information was collected iteratively using triangulation by source and method and sampling to 

redundancy
10

. Thus the stages used in the SQUEAC method are as follows: 

 

Stage 1 Identified areas of low and high coverage as well as reasons for coverage failure using routine 

program data. This was done mainly through visits to the OTP sites to get information from program staff, 

carers, CBVs and community members. 

 

Stage 2 confirmed the location of areas of high and low coverage and the reasons for coverage failure 

identified in stage 1 through using small studies, small area surveys and case studies. The information 

obtained was analyzed into barriers, boosters and questions. The information obtained from the 

respondents was triangulated by source and method. The barriers and boosters were ranked in a series of 

analysis to develop a prior for the Stage 3 survey (see below). 

 

Stage 3: Bayesian techniques were used to estimate overall program coverage with a wide area sample 

survey.  Statistical analysis was done using the BayesSQUEAC software. 

  

                                                           
9
 Please refer “Mark Myatt et al (October 2012). Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/ 

Simplified Lot Quality Assurance Sampling Evaluation of Access and Coverage (SLEAC) Technical Reference” for the 

details of SQUEAC approach 
10

 The term is used to refer to the process where information is sought repetitively using variety of methods till it yields 

consistent information exhaustively 
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3 Results  

 

3.1 Stage 1: SQUEAC Investigation 

 

3.1.1 Visit to the OTP sites 

Interviews were conducted at four OTP sites working at Health centers providing Primary Health care 

services to IDPs in cmap ; i) J1 and J3 CMAM sites covering phase 4,5 & 6;  and ii) J2 & J4 CMAM sites 

covering phase 1,2,3,7 & 8 at Jalozai camp were visited between 8th and 12th July 2013. 

In-depth and semi-structured interviews were undertaken with carers attending the OTP sites and with 

Merlin’s clinical and other program staff. 

   

CMAM sites visited Phase covered Dates of visit Methods of data 
collection 

J1 & J3 
 
 
 

4,5 & 6 8-12 July 2013 In-depth interviews 
Informal discussions 

J2 & J4  1,2,3,7 & 8 8-12 July 2013 In-depth interviews 
Informal discussions 

 

A) In-depth interviews with careers 

Perception of the Nutrition program: Male and female carers interviewed mentioned that they flee their 

homeland due to security reason and ongoing Military operation. Some carers from Bara mentioned that 

they were living in Jalozai for the last four years while some newly arrived IDPs were there for the last three 

to four months. Most of the carers mentioned CMAM program as beneficial for treatment of weak children. 

One of the mother (IDP from Tirah) told the team that she got her child enrolled into CMAM program when 

she heard about special food given to weak children at Health facility. She was informed by women living in 

adjacent tents. Other carers interviewed also praised the program as a mean for improving child’s nutrition 

status. Most of the mothers knew about RUTF and called it as “chocolate” and “Halwa”. 

 

Most of carers interviewed considered malnutrition as bad eye, evil spirit, shadow of Deceased (the murri 

soray. They used to go for Dam and Taweez for spiritual healing through peers (traditional healers) and did 

have strong religious beliefs .Now they know malnutrition as treatable condition. The mothers whose SAM 

children had improved through this program were very happy and referring others to benefit from the 

treatment. There was high demand from community people for continuation of nutrition program as they 

had realized and seen the results of treating children. Some of the carers (IDPs from Bajour & Khyber 

Agency) were of the opinion to improve service delivery through this program since supportive behaviour 

from the program staff will encourage more females to visit the centers. 

 

Pathways to care: The interview sought to investigate how the carer's got into the CMAM program. Most of 

them answered that their children got enrolled in program through visit to health facility where they were 

screened, while some carers were referred by other community people (including women, community 

elders and NGO workers) as well as Community outreach workers. A mother of one year old SAM child from 

Bara informed the team at J3 ,about frequent visits that she made to local hospital seeking treatment for her 



12 

 

malnourished child. She was happy that her child is improving now. A father of SAM child from Bajour 

informed the team that he took his child to tertiary care hospital as well as Infectious diseases hospital 

several times but he got improved through RUTF.   

Some IDPs in communities mentioned that they go to camp based health facilities, private health 

practitioners as well as tertiary care hospitals in case of illness. Some mentioned that they do visit religious 

leaders for Dam and Taweez in addition to seeking medical treatment. 

Perception of malnutrition: The common terms used to describe malnutrition are “suray”, “ Murwalay”, 

“jabay”, “kamzor mashoom” “ Jogayye (wrinkled)”and “manda” . The community perceives it as weakness 

followed by disease mostly diarrhea.  

People who can identify SAM in the community:  The carer interviews in both districts revealed that the key 

people who can help identify SAM children quickly and efficiently in the community included; community 

outreach workers, Shoora members, LHV, and mothers whose children are admitted in program. 

Distance to the CMAM site: Most of beneficiaries were camp based and they came by walk mostly taking 15-

30 minutes. However some off camp (very few) IDPs from Host communities came to camp by local 

transport (Rickshaw) or by walk. Since there is no intra camp transport facility therefore within the camp 

people reach to sites by walk.  

 

B) Semi structured interviews with program staff 

This component involved review of records and interviews with Merlin program staff. The information 

collected concerned the distance and cost of travel, definitions of malnutrition as used by the staff, 

perceptions/stigma related to malnutrition, numbers of daily beneficiaries to CMAM sites as well as 

challenges they had in implementation. Case studies were also used to collect qualitative information from 

community members and carers. 

Distance/ Cost of travel: As described by carers, program staffs at all four CMAM sites in Jalozai camp 

reported that most patients visiting the sites came from less than 5 km distance and come by walk. 

Key definitions of malnutrition and perception / stigma: According to program staff, malnutrition is 

perceived by the community as weakness. Program staff informed that most of new IDPs do not have 

concept of malnutrition and the patients are brought for treatment only in case of medical ailments. Not 

much priority is given to malnutrition treatment itself. However once in camp the IDPs come to know about 

the program and come to static site to avail the services. The staff emphasized that the referral is enhanced 

when community mothers whose children had benefited from program identify and refer such cases to 

CMAM site. 

Management of community expectations/ Community understanding: Program staff reported that dealing 

with community becomes very challenging especially if a child’s MUAC is not fulfilling the criteria for 
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admission in program but parents insist on his/her admission to get some nutritional support for their child. 

Similarly staff reported few instances where IDPs get RUTF for SAM child enrolled in program and they sell it 

out in market to get small amount of money in exchange. The staff had been advised to look for empty 

sachets with SAM child upon follow up before issuing more. 

 Similarly distribution of oil for eligible pregnant and lactating women through SFP program had been very 

difficult to manage at community level. This affected the CMAM program negatively as demand was created 

in a situation where the enrolment criteria were not clear especially among newly arriving IDPs. This is the 

“confusion in the community” that resulted from this situation.  

The daily attendance at CMAM sites: Daily attendance at CMAM sites depends upon overall situation in 

camp including weather, security situation, influx of new IDPs, follow up cases etc. Program staffs indicated 

that the average attendance to CMAM sites is from 25-30 beneficiaries per day including follow up cases
11

. 

In the routine setup, the OTP (SAM under five years) and SFP (MAM under five years and MAM pregnant & 

lactating women) services are delivered at the same site by the same staff. Average attendance at CMAM 

site gets markedly reduced during the month of Ramadan to 5-10 patients per day since most of the IDPs 

leave the camp and live with their relatives as off camp. 

The occasional stock outs of SFP products affected the attendance (duration of stock outs varied from one 

week to fifteen days).Poor opinion that resulted when SFP mothers did not get supplies continuously also 

contributed to reduction of attendance at OTP. Staff reported that they try and manage temporary stock 

outs through inter OTP stock sharing among four CMAM sites in Jalozai camp. 

Main challenges: Challenges reported the programs were: 

- The volatile security situation in Jalozai hampers staff movement in the camp especially for social 

mobilization and screening. For example regular screening at camp is supposed to be done after 

every three months but at the time of SQUEAC assessment this screening was due for more than 

four months and could not be undertaken by program staff. Therefore only those children among 

newly arriving IDPs got screened who visited Merlin’s Health facility for EPI services. 

- Continuous population movement within as well as outside the camp which makes tracing of due 

and defaulters difficult for program staff. Furthermore arrival of new IDPs and return of old ones 

affects the level of information about CMAM program since awareness is much low among newly 

arriving IDPs that calls on need to restart the work of program staff right from scratch. 

- Among new IDPS there is lack of understanding about program and importance of follow up. This 

eventually leads to absenteeism, poor compliance to treatment and selling of RUTF in market. 

- Stock outs of SFP supplies affecting attendance of OTP beneficiaries. 

- Community expectations not well managed in the face of poor product differentiation and 

distribution protocol. 

- Extreme weather conditions in Jalozai camp (being too hot during summer and prone to destruction 

caused by hurricanes) 

                                                           
11

 Sources; semi structured interviews with program staff, in-depth interviews with carers and OTP admission registers. 
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Referrals and defaulters tracing: Program staff reported that Nutrition Assistant at CMAM site prepared 

weekly Due/Defaulters list for follow up through Community Outreach Workers (COW). However the teams 

found that in few instances the addresses of even most recently admitted SAM children were not known to 

Community outreach workers. The staff did follow-up visits to bring them back to the program however 

tracing through phone calls was not much practiced. 

Program implemented through Merlin reflects amazingly low defaulter rate. During SQUEAC investigation 

review of program records indicated that the most of absent/due/defaulters cases were reported as moved 

out cases. For example a SAM case enrolled at J4 CMAM site on 15 May 2013 and paid last visit to site on 4 

June was moved out of program on 4 July without any evidence of follow up. 

   

Similarly another SAM child enrolled in OTP on 15 May and paid two visits only (last visit on 28 May) was 

moved out of program on 5 July 2013.Program outreach staff could not trace the IDPs even if relocated 

within the camp. This highlights the need of strengthening community outreach component by partner. 

It was also found that some of the mothers especially new IDPs did not know about the importance of follow 

up and were missed follow-up by program staff for follow up as well.  

Defaulters in Jalozai remained below the SPHERE standard threshold of 15%. Defaulter's tracing was done 

through community outreach workers. 

Other sources of referrals: The staff mentioned that EPI technicians doing screening at static Health facility 

of Merlin was main source of referrals however mothers whose children were getting treatment through 

program, local NGO and COWs are other sources of referrals. Referrals from local health practitioners, 

teachers and religious leaders were not there since these camp based stakeholders did not know about the 

program.  

Supplies: In Jalozai camp the RUTF supplies and routine drugs were provided at regular intervals to maintain 

the continuity without any breaks in supply chain. However, lack of delivery of SFP supplies was mentioned 

to have negative implications on OTP activities. It was also noted that most of the routine drugs 

administered under the CMAM protocol were available in stock.  
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3.1.2 Review of program data 

This was done on the following: 

- MUAC at admission 

- Length of stay in program 

- Distance/time to travel to OTP site 

The median range of the MUAC at admission was 114 mm (Figure 2). The median Length of Stay (LoS) was 9 

weeks (Figure 3) among children cured in the program for Jalozai camp. The median time to travel to the 

OTP sites was 15 to 30 minutes (Figure 4)  

MUAC at admission data were collected from a subset of OTP sites and it appeared that the majority of 

patients were admitted with a MUAC close to admission criteria. Since the program at Jalozai camp keeps on 

recieveing new IDPs with every influx of displacement, patients with MUAC as low as 82 mm were also 

picked and admitted i n  p r o g r a m .  The median MUAC at admission was 114 mm, indicating that more 

than 50% of the children were admitted into the OTP program in a timely manner and were recruited early 

in the program. This is one of evidences from the database which demonstrates early treatment seeking 

behavior.  

Figure 3 MUAC at admission in Jalozai camp 

  

The bulk of SAM cases were discharged as cured after nine weeks in treatment and the median Length of 

stay was nine weeks. There were several cases that stayed beyond 12 weeks in the program which was done 

according to avoid relapse of SAM cases, as well as during SFP pipeline failure. However, there were cases 

that stayed in program for upto 17 weeks ,SQUEAC team investigated and found that these were SAM 

children who got recurrent episodes of diarrhea during treatment since they were given domestic food in 

addition to RUTF during treatment.  
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Figure 4 Length of stay in Program in Jalozai camp  

 

The limit of distance assumed in program planning was 5 to 8 km which aims to make the program 

accessible to the beneficiaries. The carer’s perception of distance is in walking time since there is no intra 

camp transport facility for IDPs most of people came to CMAM sites by walk. However a small number of 

carers coming from off camp sites indicated that they used motorized transport to reach camp. 

Figure 5 Time to travel to the OTP site Jalozai 
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3.1.3 Visit to the community 

A) In-depth understanding of the community 

Interviews and group discussions in the communities were conducted on various days and sites as described 

in Table 1 

Table 1 scheduled visits to different phases of Jalozai camp 

 Location site visited Dates of the visits Methods of data 

collection 

Jalozai camp Community in phase 1,2,3 & 7 13 July 2013 In-depth interviews 

Informal discussions 

Phase 1,2,3,4,5,6,7,8 IRC School No 3 

,Muslim AID girls and Boys school, 

religious leaders, Mother support group, 

shop keepers, 

16 July 2013 In-depth interviews 

Informal discussions 

 

Findings from Community visits 

Semi structured interview with a mother of one year old SAM child reveled that her child was admitted in 

program by referral made through community outreach worker. Mother knew RUTF by the name of “Halwa” 

however her child was not improving with treatment and she was not satisfied with program. Upon further 

investigations it was found that child was eligible for stabilization care however the parents were reluctant 

for hospitalization therefore child was continuing treatment in OTP. 

A male community member an IDP from Azadkheil Bara living in phase 6 of Jalozai camp informed team that 

he was aware of CMAM program and staff used to visit them frequently in past but not doing it now. He 

informed team that program is beneficial for the community however supportive attitude of staff working at 

center should be there to encourage females visiting centers to avail the services. 

Team met with an Imam from Bara in phase six of Jalozai camp. He considered program beneficial for the 

community. Similarly a labor in phase one of Jalozai camp informed team that he knows about program 

through visit to health facility, where he saw MUAC tape as well as RUTF. He informed that nobody ever 

came to his tent or paid door to door vsit to give information about program however patients visit the 

facility to avail these services. He had seen the results of treatment of malnourished children however 

highlighted the need for improvement in attitude of staff working at center. 

Another male resident of phase six Jalozai camp living at a distance of 15 minutes’ walk from Health facility, 

interviewed by the team, informed that he had information about program through Shoora members. He 

recognized RUTF by name of “Chocolate”.  

Shoora member (an IDP from Bara) in community was aware of program through program staff and patients 

who had benefited from program. One member of a mother support group at phase eight informed team 

that they had meeting during last Ramadan only and are not meeting regularly while another member did 

not know much about CMAM program. Similarly a School principal at IRC school informed team that he was 
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not aware of CMAM program in camp. He had not seen MUAC however he knew about RUTF since he had 

seen it being sold and easily available in the market of Jalozai camp. He emphasized the need that 

awareness about CMAM program should be taken to door step of every IDP family living in camp.  

A shop keeper (IDP from Bara) member of health committee also knew about program. Similarly group of 

four males from phase eight of camp, during informal discussion told that they knew about program 

however program enrolment criteria was not clear to them. They added that female staff used to visit 

frequently in the past however this frequency is markedly reduced at present. Some of the community 

members like new IDPs from Khyber Agency living in phase eight were not aware of program and had not 

been visited by program staff. Team had an interview with shop keeper selling RUTF as well as RUSF in 

market of Jalozai camp. He informed the team that these products are sold by attendants of the patients 

who received these supplies from facility not only from Jalozai camp but also those coming from nearby 

health facilities. He used to buy a pack at the rate of Rs.6 and sold it at Rs.7/pack. He informed that most of 

the sellers get some other medicines in exchange of RUTF/RUSF.  

Discussion with member of female support group in community of phase one revealed that program is 

known to her and community is satisfied with the services. However, a male community member living in 

phase three of camp informed that he had heard about program from camp administration and seen 

children benefiting from services however he had seen only Polio team and vaccinators visiting community.  

Teachers at IRC School in phase one were not aware of the program. While CERD NGO working in camp and 

running a child protection unit was well informed and referring weak children for assessment to CMAM site. 

Imam at phase two of camp was not clear about program however he knew to refer weak children to CMAM 

site.  

Head Teachers at school (for Boys and Girls) in phase five informed team that he had no information about 

program. He had never seen MUAC tape but he knew about RUTF since it was sold in market by the name of 

“Halwa”. An IDP from Bajour Agency a resident of phase five in camp informed that he knows about the 

program and call malnourished child as “sooray”.He visited the center and got information about the 

program. He added that program is beneficial and staff should improve their progress.  

Community leader from Bara Khyber Agency residing at phase five, sector D of Jalozai camp informed 

SQUEAC team that CMAM program is known in community by the name of “Kamozaray mashoomano 

program” however he raised his concerns over the service delivery at centers. He added further that he 

came to know about program through his friends. He had never seen MUAC tapes, had seen RUTF being 

sold at shops in camp market. 

B) Access to CMAM services and coverage 

The access to CMAM services is summarized below: 

- In average, most of the carers access CMAM site through their visit to health facility where patients 

get screened (by use of MUAC) at EPI corner.  

- Most of IDPs living in camp reached the CMAM sites by walk. IDPs living in phase 7 & 8 had less 

awareness about program (population movement in and out of camp is more). 

 



19 

 

 

C) Case studies 

 

Dealing with absent cases: When the child in OTP with due follow up visit did not attend the following 

scheduled visit, it was noted as absent and traced back by COWs. However it was found that due to 

continuous population movement, absent children were missed due to change in address (moved out of 

camp).One SAM in program case registered from Phase seven sector E was found absent through program 

record. The team visited patient’s tent as per recorded address and came to know that family of the child 

had left camp 45 days back. Community elder informed the team that most of the IDPs had moved out of 

camp during the month of Ramadan due to extreme hot weather and will come back upon end of summer 

season. It was confirmed by SQUEAC team through visits to families where most of the tents were found 

empty. The program staff informed that most of such cases are moved out of program and readmitted 

upon their return to camp. At times the absent cases could not be traced even through community elders 

since the families left the camp without any information. 

  

3.1.4 Concept map of Jalozai Nutrition Intervention program 

This is a graphical representation of relationship between the findings obtained when a mixture of routine 

data and qualitative data collection were used. It can be described as a “conversation” that gives the 

linkages that either boosts program access or bars it. It gives the larger picture of the nutrition program. 

Factors that are linked in the way that they suppress or boost coverage had been organized using concept 

map and (Figure 6) was produced. 

Early treatment of severely malnourished children was encouraged by various factors as well as inhibited by 

others. The factors that were seen as key boosters to access to the program are i) existence of nutrition 

program at Government t health facilities ii) COWs and CVs doing case finding in the communities iii) Good 

opinion about the program. 

Some of the factors that inhibited early seeking behavior were i) narrow recruitment of case finders, making 

it hard for program to thrive in areas which had not recruited CVs yet, ii) volatile security situation, iii) lack of 

engagement of religious leaders in all areas and local private practitioners, and iii) breaks in the SFP supply 

pipeline (SFPs and OTPs operate at same sites) led to decrease overall attendance  to OTPs (SFP and OTP 

beneficiaries tend to travel together to CMAM sites), and at time of SFP failure MAM cases slipping into SAM 

were not being detected, and  iv)  Lack of  mobile camps (satellite sites) to facilitate the access to program 

for far placed communities 

At the end of the first part of the SQUEAC, it was clear that the key determinants of coverage were in place. 

Before embarking on the second part of the SQUEAC, the data collected from the routine program data and 

qualitative data was combined to provide information about where coverage was likely to be satisfactory 

and also, was summarized into likely boosters and barriers (Table 3) to service access and uptake that exist 

within the program. 
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Table 3 lists barriers and boosters identified as well as their sources of information. Each source of 

information and method used for collection of information was given a number, to enable triangulation of 

information by source and method (that is, for each barrier / booster in table 3, sources and methods are 

indicated for their identification. 

The SQUEAC team believed that they had exhausted collecting all the necessary information through the 

cases studies, semi structured interviews and the in-depth discussions as explained earlier in the report.  
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Figure 6 Concept map summarizing barriers and boosters to program access and uptake 
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Source Number given Source Number given 
Program Staff 1 Community gathering 7 
Male carer 3 Carer interview 9 
Review of record 4 Survey Questionnaire 10 
Self observation 5 Carer interview within the community 11 
case study 6   

 

Table 2 Barriers and Boosters (Refer to the key below the table for sources used in triangulation of sources by method) 

B

a

Source No B

o

Source No 
Volatile security situation in camp that limits the staff 

movement 
 1,5 Program established and continued without any interruption 

since 2010 , to provide services through Daily clinics  
 1,4,5 

Population movement in and out of camp with low level 

of information about program among new IDPs 

1,3,5, 7, 11 Program known to community   3,6,7,11 

Limited movement of program staff in field due to 

security related issues 

1,3,5,7,9,11 Screening at static point (EPI corner) 1,4,5 

Narrow recruitment of case finders 1,3,7,9,11 Experienced staff, short waiting time at site 1,5 

Lack of coordination with other stakeholders  1,3,5,7,11 Low level of defaulters 1 

Rejection/relapse /moved out not returned, defaulters 

tracing  
1,3,4, 5,6,11 Good opinion about program 1,6,7,11 

Managing community expectations, RUTF,RUSF sold in 

market of Jalozai camp 

 

1,3,5,7,10,11 Referrals from NGO 1,11 

MUAC strips used by CMAM staff only  5,7,9 Peer referrals, Shoora members referring cases  1,7,11 

Product confusion / beneficiaries unclear about program 

modalities 
 Program equally benefiting all ethnic groups and tribes at 

camp 

1,3,9,11 

    

Key 
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In addition to barriers and boosters cited above (concept map mapping) and as seen in Table 3, the main 

barriers to access to treatment that were identified  as; i)  Volatile security situation in camp which limits 

the staff movement in camp  ii) Lack of knowledge about program among new IDPs iii) Population 

movement within and out of camp makes follow up and tracing difficult for program staff iv) Lack of 

coordination with other stakeholders in camp like teachers, religious leaders and private health 

practitioners for active case finding and referrals v) Lack of interaction with mother support along with 

lack of clarity about program and product confusion, resulting in poor compliance and selling of RUSF & 

RUTF in market. The main booster to program was its continuity since program had been established 

and provided services through daily clinics where screening using MUAC was undertaken for every child 

who turned up for vaccination. In general good opinion of the program in communities and peer 

referrals were other strengths of CMAM program in Jalozai (Table 3). 

 Though not formally hypothesized, the areas located close to OTP sites were expected to have a high 

coverage compared to the far placed areas especially in phase seven and eight of the camp. The third 

stage of SQUEAC investigation for a wide area survey to estimate overall program coverage is explained 

in the next section of report.  

3.2 Stage 2: Overview of evidence of information collected to formulate hypothesis of 

coverage 

The objective of this stage was to provide an estimate of overall programme coverage using Bayesian 

techniques.  

This process was broken down into:  i) Developing  a  prior, ii) developing  likelihood and  iii) combining 

beta prior and binomial likelihood in a beta-binomial conjugate analysis to give posterior. 

3.2.1 Developing a prior 

Any relevant information that was collected was used. Importantly, the qualitative data collected, 

routine program data and cases studies shaped the prior that was needed in to make the conjugate 

analysis. Prior information about the coverage was thus expressed as probability density. The process 

involved making an informed guess about the most likely coverage value, that is, the mode of the 

probability density. Positive values (boosters) were built up from zero while the negative values 

(barriers) were used to “knock down” from the highest possible coverage of 100%. 

In developing a prior, the information collected was separated between factors that reflect positively 

about CMAM coverage and factors that reflect poorly, based on the mind map developed with 

contextual information earlier. A procedure was employed to weigh the barriers and booster in three 

ways, that is, using i) weighted barriers and boosters, ii) un-weighted barriers and booster, and iii) 

through use of belief histogram. 

Weighted Barriers and Boosters: Barriers and boosters were ranked 5% initially with 5 ranking highest 

and 1 lowest. Thus, major, moderate and minor boosters and barriers were determined. Further to this, 

the most important barrier and booster was given a score of 5% each to complete the weighing process. 
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The barriers and boosters are summarized in table below. The positive scores were added together that 

is, giving 33% for the boosters pushing the program towards increased coverage while the sum of the 

negative scores, 22 was subtracted from 100% for the barriers pulling coverage lower. The weighted 

average value was 36%.The average of the two resulting numbers was taken. Thus; 

33%  + (100% -22%) 
= 56%  

2 

   Detailed barriers and boosters that informed program recommendations are on table 3 

Table 3 Barriers and boosters to coverage in Jalozai camp 

Barriers Weights Boosters Weights 

Volatile security situation  4 P    Program established and 

providing services since 2010 

with continuity 

5 

Limited movement 

of staff in field due 

to security 

4 Regular screening and case findings 
through static site(EPI corner) 

5 

Continuous movement of 

IDPs in and out of camp 

3 Experienced staff, short waiting 
time at site 

4 

Difficulty in Tracing 

Defaulters & moved out 

cases 

3 Good compliance to treatment 4 

Narrow recruitment of case 

finders 

3 Community has good opinion about 
program 

4 

Beneficiaries are not clear 

about program modalities-

confusion on eligibility criteria 

1 Peer referrals 4 

Lack of involvement of other 

stakeholders 

3 Program equally benefiting all 

ethnic groups 

4 

Lack of awareness about 

program among new IDPs 

1 Involvement of Shoora members, 
NGO in referrals 

3 

Total scores 22  33 

 

The total score of pooled boosters for Jalozai camp were calculated to be 33% and the total score of 

barriers yielded 22%. The total score for boosters was added to the minimum possible coverage (0%), to 

give 33% while the total score for barriers was subtracted from the highest possible coverage (100%), to 

give 78%. The average of the two, i.e., 56 used in the calculation of the mode for a trial distribution 

curve (prior) plotted using the Bayes SQUEAC Calculator. 
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Belief histogram: This was based on consensus ranking of the coverage by team leader of SQUEAC 

enumerators for the coverage assessment. The decision was based on their studied knowledge obtained 

from qualitative and quantitative information obtained in the first stage of the SQUEAC investigation of 

the CMAM program. The values of the belief of coverage ranged from 60% to 90%. The modal belief was 

decided on basis of weighted and un-weighted barriers and boosters to obtain modal prior of 80%. 

Figure 7 Prior likelihood and posterior modes Jalozai  

     

For Jalozai camp modal value 80% was plotted using the Bayes SQUEAC Calculator with a precision of +/- 

10% at 95% credible interval (confidence interval). Alpha prior of 32.8 and the beta prior of 8.5 were 

used to shape the prior mode. The final curve used for a prior is presented in Figure 7.  

3.3 Stage 3: Estimation of Coverage using a wide area sample survey 

3.3.1 Sample size calculation Jalozai camp 

Simulation of the BAYES SQUEAC calculator
 
was used to estimate the sample size of the wide area 

survey using the modal prior of 80%, alpha prior 32.8 and Beta prior of 8.5 . A likelihoods sample size of 

50 SAM children was calculated. This was checked against the minimum sample size; thus it was ≥30. 

The minimum sample size is calculated, thus:  

Minimum sample size= alpha prior + beta prior-2 
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32.8 + 8.5-2 = 39.3 

Minimum sample size  ≥ 39 

 

39 current cases were confirmed as 39 and will give forth credible results at 95% credible interval. 

Worth mentioning here that most of the IDPs residing in Jalozai camp moved out of camp during 

month of Ramadan and the survey teams found  many tents empty upon visit. Keeping in view this fact 

and as a measure to have a big enough sample size, total of 38 sectors were included in the survey to 

ensure the minimum number. 

3.3.3 Developing posterior from wide area survey 

To update the prior information and active case finding was conducted in the communities using 

the following methodology: was collected. 

 
Sampling method: random sampling approach was used to randomly select villages that were 

stratified comprehensively in UCs. This was done as follows: 

 
Step 1:  List of phase wise sectors with estimated population (taken from latest micro-plans for polio 

campaign) was drawn for all four CMAM sites in Jalozai camp. The percentage of under- fives 

(12.1%) per secto r  was obtained and a prevalence SAM (3%)
12

  was used to estimate the number 

of SAM children that could be obtained from each sector. One SAM child was expected to be found 

per sector. 

 
Step 2: Random sampling was used to select the sectors to be visited from the composed list of phase 

wise sectors of Jalozai camp. A total of 38 sectors were identified for visits. 

 

3.3 3 Data collection and analysis 

The teams screened all the children in the sampled sector to find all or near all SAM cases in the 38 

selected sectors to estimate the coverage and confirm the prior. MUAC of the SAM cases were taken 

and semi structured questionnaire-annexed to this report-was administered on non-covered cases. 

Identified SAM cases were categorized as i) SAM cases who were currently in treatment / attending the 

program, ii) SAM cases who were not enrolled in the program, and iii) recovering cases (those that 

have MUAC above 115 mm but yet to attain discharge criteria-15% weight gain). 

During the SQUEAC survey in Jalozai camp, a total of 680 children were screened out of which 39 SAM 

children were identified. Out of the 39 SAM children 35 were in treatment while 4 were not in program 

and 15 recovering cases were also found (please see Appendix 2 for the detail results) 

The survey result data was summarized using the numerator and denominator as shown below to 

calculate the coverage. The point coverage estimator was used, hence coverage was calculated as:  

                                                           
12

 Nutrition information system data Jalozai, Report, May 2013 
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Number of severe cases in feeding program 
X 100 

Total number of severe cases 
 

The point coverage for Jalozai estimated to be 87.1% (95% confidence interval of 76.1% - 98.1%), 

 

The period coverage calculated as the below formula was %   89.3% (CI 79.4 – 99.2%) 

Number of severe cases in program+ recovering cases in feeding 

program 
X 100 

Total number of severe cases + recovering cases in feeding 

program 
 

Barriers reported by carers of non-covered cases are shown in Figure 8-9.  

 

 

Barriers to program coverage and uptake / reasons for not attending the program obtained during 

survey-wide area survey in Jalozai camp 

In Jalozai camp the major barrier to program uptake and access was population movement in and out of 

camp (There were four non covered cases found in Jalozai camp during the wide area survey).One of the 

case (found in phase 3,sector B Block 3 linked to J2 CMAM site) was moved out of program by the staff 

since the family left the camp and returned back a month ago but neither mother took the child to 

CMAM site again nor program staff followed the child or did rescreening to pick such cases from 

community. Another reason found for SAM not in program was rejection by program staff. SQUEAC 

team found SAM child in phase 8 sector B, linked to J4 CMAM site where a female one year old SAM 

child who was admitted in program and missed 3 visits, according to mother, program staff had taken 

her child’s card back and she was not readmitted in program. Another case was a deteriorated 

moderately malnourished one year old child who became SAM upon lack of response to treatment and 

recurrent illness. Mother was not satisfied with treatment so she did not take her child back to site.  

4. Conclusion and recommendations 

4.1 Conclusion  

In Jalozai  camp where the Merlin CMAM program has been running for the last three years the 

coverage of the nutrition treatment program was 87.1% (95% confidence interval of 76.1% - 98.1%), i.e., 

below SPHERE standard of 90% coverage for camp based program.  

4.2 Recommendations 

i. The overall good opinion about the ongoing well established program ie accessible to all 

tribes & ethnic groups in camp, regular screening of children visiting static site (EPI corner), 
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Experienced staff and referral from NGO were some of the key boosters of program coverage 

identified. The plan to address the barriers in the program is outlined in table 5 (log frame for 

programme reform) below. 

ii.  Program need to have more volunteers, shoora members and active mother support groups 

regularly updated with each new influx of IDPs to improve coverage, case finding and 

defaulters tracing. Enhancing the skills of community people in use of MUAC to assess 

malnutrition  will not only strengthen community ownership and knowledge about program 

but will simultaneously improve program coverage, tracing absentees defaulters and reentering 

moved out cases upon their return to camp. Furthermore it will not need allocation of more 

resources just enhancing the skills of Community members will improve case finding as well.  

iii. Rescreening all children in camp should be regularly done at interval of every two to three 

months. 

iv. Coordination with camp administration should be strengthened to have roper record and 

addresses of all new and or returning IDPs. 

v. Program Staff (especially community mobilizers- nutrition promoters hired for community level 

work in camp) should be dedicatedly involved in Nutrition related program work and should 

not be multitasked for health and other relevant activities. 

vi. Solid steps should be taken to stop selling of RUTF/RUSF in camp. 

vii. Improvement in Internal monitoring for better service delivery at community level. 

viii. Maintenance of Buffer stock to avoid stock outs.  

ix. Broad cast sensitization to improve knowledge about nutrition program and address 

misunderstandings/confusions existing in community in relevance to CMAM. 

x. Improve linkages with Schools, religious leaders and private practitioners for active referrals. 

xi. Strengthen the stabilization centers at Nowshera in order to provide inpatient care for SAM 

cases with complications. 

xii. A coverage assessment using SQUEAC methodology should be repeated during first part of next 

year to measure changes after implementing the recommendations. 
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Table 4 Log frame for program reform 

Main area of activity Processes Process indicators Outcome indicators 
Mobilization • Regularly update the list 

of community leaders, 

Shoora members every 

month. 

• Train shoora 

members on use of 

MUAC and referrals. 

•    List completed  and updated   

        every month 

• Training and coordination 

meetings held for community 

leaders /shoora members 

who have been visited. 

• Number of children referred from Shoora 

members / community leaders. 

• High Level of awareness of the program by 

the community (including new IDPs). 

Recruit Teachers, religious 

leaders and private 

practitioners (For referral)  

• Identification and 

recruitment potential 

Teachers, religious leaders 

and private practitioners 

with coordination of 

community elders. 

• Conduct sensitization 

session about the 

program in term of 

        identification and 

strong referral 

• List of the trained Teachers, 

religious leaders and private 

practitioners   per phase for 

referral of cases to 

respective CMAM site. 

• Number of Coordination 

meeting with recruited 

volunteers. 

 

• Total number of cases referred by private 

practitioners, teachers, religious leaders. 

.       Improved early seeking behavior 

.      Short length of stay in program 

.       Total number of defaulters/absent/moved 

out traced through volunteers 

Strengthen internal 

monitoring 

• Monitoring of 

program 

activities 

• Monitoring visits by senior 

program managers of 

organization  

• Overall improvement in program right 

from following program protocols to 

community satisfaction 
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Activate the role of mother 

support groups 
• Identify potential 

positive deviant 

mothers as active 

members of support 

group for every CMAM 

site. 

• Train them on MUAC for 

the early identification 

of malnutrition. 

•    List of the recruited Mothers. 

•    Equip mother with MUAC 

tapes. 

•    Number of children referred by the 

PDMs. 

•    Level of high level awareness about 

CMAM by mothers. 

•    Number of mother to mother referrals 

•    ETS early treatment seeking 

•    Short LOS length of stay 

 

Regular screening to ensure 

detection of new cases of SAM 

(among new and or returning 

IDPs ) as well as patients with 

MAM relapsing to SAM 

• Screening allover the camp to 

be held regularly every two to 

three months. 

.       Regular Follow up visits by 

program staff (Community 

mobilizer / outreach worker). 

 

•    Watch list of children with 

MUAC , and follow up of 

those screened and 

referred to site but Did Not 

Appear 

 

 

•    ETS 

Broadcast sensitization. • Identification suitable methods 

and location for broadcasting. 

• Develop key messages 

for broadcasting. 

• List of key 

sites for 

broadcasting. 

• List of key messages 

to be used in 

broadcasting and 

schedule of 

dissemination 

• Proportion of identified 

sites covered. 

•    ETS / LOS 

Ensure availability of routine 

OTP & SFP 

Supplements/medicines at 

site. 

•    Place buffer stock of RUTF. 

•    Procure routine medicines 

• Liaise with UNICEF and WFP 

to prevent pipeline failures 

• Watch list of 

consumption of RUTF 

and medicine for each 

clinic in the camp. 

•  Number of reported stock outs of SFP   

     RUTF and routine drugs 
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Sensitize the community on 

the enrolment criteria 

through MUAC. 

• Make a map and List of the all 

sectors in the individual 

program areas and their serving 

volunteers, community members 

• Identify key 

messages/IEC materials 

for community 

sensitization 

• Supply adequate number of 

MUAC straps to be used in 

training and given in the 

community 

• Ready list of all the 

sectors and scheduled 

visits 

•    Adequate IEC materials and 

MUAC tapes 

• Number of sectors visited and 

sensitized on enrolment criteria. 

•    Number of self-referrals. 

Establishment of operational 

Stabilization center at DHQ 

Hospital Nowshera 

• Coordination with DOH and 

WHO for establishment of 

functional SC at district 

level. 

• Joint visits and meetings 

with WHO & DOH 

• Coordination done 

and SCs 

operationalized 

through Nutrition 

cluster 

• Number of patients treated 

in SC at Nowshera 

 

  



 

5. APPENDICES 

Appendix 1 Sector wise blocks sampled for SQUEAC assessment Jalozai 

  

Phase Sector Blocks  visited 
 

1 A, B,C,D 4-6 

C,D 7-9 

E,D 1-3 

F,G +School 1-9 

2 A 1-9 

E 1-9 

J 10-12 

G 1-10 

F + G 10-12 

3 D+E+E1+School 1-4 

F 1-8 

H 1-8 

I+J I3-I1,J1-J4 

4 A+B A1-A6, B6 

CFS+IRC Schools A7,A8 

Malak Jabeen Koroona 

+C 

10-12 

D+MAS School+CFS 5-10 

E 1-6 

G 1-4 

5 Kacha Koroona+Muslim 

Aid School+D 

D1to End 

E to H 1-4,7,8 and IRC 

School J+ K 1-4 

6 A 1-6 

D 1-6 

E 1-7 

H+I 1-6 

7 A 1-4 

F+G F7-11,G1-3 

B 1-4 

E+H E12,13,H7,8 

E E5,6,9,10 

8 B+C+D B9,C9,C10,D11,D12 

E+F E3,4,F4,5 

C+D C1-C3,D1-D3 

 

 

 

 

 

 



 

Appendix 2   Wide area survey results Jalozai 

Phase Sector Screened 

Total SAM 

cases 

Identified 

SAM Case  

in Program 

SAM Case 

not in 

Program 

Recovering 

cases in 

program 

All 

cases 

in 

progra

m 

1 A,B,C,D 20 0 0 0 0 0 

2 & 3 A,E,F,J,G,C,D 107 6 4 2 0 4 

4 A,B,C,D,G,E,Malik 

Jabeen koroona 

104 6 6 0 4 

6 

5 & 6 I,J,K,D,E,H 292 11 9 2 10 19 

7& 8 A,B,E,F,G,H 157 16 16 0 1 17 

        

        

Total 680 54 35 4 15 46 

  



 

 

Appendix 2 SQUEAC tally sheet 

 

District: Dera Ismail KhanUnion council (UC):                               _Village:    

 

Date:                                 Team number:    

 
Village Area SAM Cases SAM cases in 

Program 
SAM cases not in 

program 
Recovering cases 

     

     

     



  

Appendix 3 Mother/Carer interview guide 

 

CMAM Site:    

Interviewer Name:     

Date:             /           _/ 2013  

Union Council:    

Taluka:   

District:    

 

********************************************************************* 

Description of Questions: BOLD fonts define questions while ITALIC fonts declare guidance notes. 

Question# 1 How did this child get to be in this program? 

Guidance notes: (Take history, Explore local terms used for SAM children, find out its treatment seeking 

behavior, program case findings and referrals methods). 
 

 
 

Question#2 Do you know of any children in your village that are like your child and are not attending this 

program?     Yes                                         No 

Guidance Notes:  (Then ask about index child specific history from above, common SAM aetiologies like e.g 

recovered well after illness specific signs e.g thin arms, swollen feet, kwashiorkor signs etc, Treatment seeking 

behavior/pathways to care). 

if YES please follow Part-A if NO please follow Part-B 

Part-A why do you think child is not attending this program? (How do you know this, any other reasons, any 

other children, record name and home location of the informant for follow up). 

Part-B: if there were children like your child that are not attending this program why do you think they 

would attend the program? (Explore of any other reason that stops peoples coming to health facility?) 

 
Question#3 if I wanted to find children like your child and the children we have spoken about, how would I 

best describe them to other people? (discover local terms used to describe SAM in community e.g Kangi in 

sindhi and soori in Pashtu, sookha pan in Urdu, any other names used to describe sever malnourished 

children’s, are these the same things as malnutrition). 

 

Question# 4 if I wanted to find a children like your child and the children we have spoken about who would 

best be able to help me to find them? (Ask directly about midwives, traditional birth attendants, traditional 

healer’s, LHW, Community volunteer’s, the people mentioned in history when exploring treatment seeking 

behaviors and the peoples use by the programs for case findings/ referrals, Ask “why” and “why not” e.g 

confirm as an example “that you saying that I should ask PERSON LHW Miss. Robina etc to take me to see 

children with severe malnutrition called kangi  in this community” is that right). 



 

 

Appendix 4 Question guideline to community 

 

UC:                                                     date                              Team Members ________ Village: ___                                                                         

Distance from the CMAM Site: ___________________________ 

1.   Have you heard about the CMAM program? 

2.   Has anyone come to talk to you about the programme? 

3.   Have you seen MUAC tape 

4.   Have you seen Plumpy nut 

5.   Do people go to the programme for seeking treatment 

6. 

 
Appendix 5 Questionnaire for carers of cases not in the program 

 

UC:                                                     date                              Team Members _____ Village:  _____ 

Distance from the CMAM Site:    

1.   Do you think that this child is malnourished 

 

If YES……. 

2.   Do you know of a program that can treat malnourished children? 

If YES……. 

3.   What is the name of this 

program   
 

 

4.   Where is this 

program   
 

 

5.   Why is this child not attending this 

program? 

 

Do not prompt. Probe “any other 

reason” 

Tick reason 

 Program site is too far away 

 No time/ too busy to attend the program 

 Carer cannot travel with more than one child 

 Carer is ashamed to attend the program 

 Difficulty with child care 

 The child has been rejected by the program 
 

Record any other reasons… 
 

 
 

6.   Has this child ever been to the program site or examined by program staff 

If YES……. 

7.   Why is this child not in the program now? 



 

 

 

Tick Reason 

 Previously rejected 

 Defaulted 

 Discharged cured 

 Discharged as not cured 
 

Thank the carer, issue the referral slip. Inform carer of site and date to attend. 
 

 


