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EXECUTIVE SUMMARY 

 
A SQUEAC (semi-quantitative evaluation of access and coverage) evaluation was conducted in Hazrat-e-Sultan 

District, Samangan Province, Afghanistan in November 2014, with the ultimate objective of providing information 

upon which to base programme reform. Hazrat -e-Sultan District, in Samangan Province, northern Afghanistan has a 

population of 40,8002. The Afghanistan National Nutrition survey conducted in 2013 identified alarming rates3  of 

severe acute malnutrition for Samangan Province, highlighting the acute need for treatment of severe acute 

malnutrition. In Hazrat-e-Sultan District treatment is integrated into the Basic Package of Healthcare Services, 

delivered by the partner, AADA (Agency for Assistance and Development Afghanistan), who are also responsible for 

the treatment and prevention of MAM through a supplementary feeding programme (SFP). 

Through qualitative and quantitative research (during Stages 1 and 2), the evaluation highlighted a number of 

boosters and barriers to access SAM treatment. Factors that were found to have both positive and negative effects 

on coverage (and therefore acted as both barriers and boosters) included; knowledge of malnutrition (both good 

and poor), knowledge of the programme (both good and poor), and CHW activity in SAM treatment (both good and 

poor). 

Positive factors (or boosters to access) identified included the dissemination of messages related to nutrition at 

community gatherings (such as weddings) and a good experience and perception of the programme (through both 

personal experience and word of mouth). It was found that the mullah is a very influential figure in all communities 

in the district and therefore when the mullah knew about the programme, this had a significantly positive effect on 

coverage. Finally, it was found that a significant proportion of admissions were admitted having being screened 

during a visit to the health centre for another illness. Therefore systematic screening of children at health facilities 

acted as a booster to access. 

The negative factors (or barriers to access) were more numerous than the positive factors. The most significant 

were related to distance since there is only one OTP in the whole district. These included distance itself, but often 

the distance was not the problem, but instead the lack of money to travel to the OTP. Barriers related to poor 

practice at the health facility were also discovered, including refusal at the health facility due to the mother 

residing in the catchment area of a different health centre, mothers having a previous bad experience at the health 

facility and poor adherence to nutrition treatment protocols (for example in data recording and anthropometric 

measurements). Other barriers included, ready-to-use therapeutic (RUTF) food stock breaks, the child already 

being enrolled in the SFP programme, insecurity, cold weather, sharing of RUTF and rejection from health centre 

(for various reasons). 

The wide area survey (Stage 3) exhaustively sampled a spatially representative sample of 11 villages across the 

district, and found a total of 32 SAM cases. Only four of these cases were found to be in the programme. A 

conjugate analysis of the likelihood data (wide-area survey result) and the prior information collected during stages 

1 and 2 produced a point coverage estimation of 24.5% [CI 95%: 15.7% - 36.7%]. This represents a coverage rate 

significantly below acceptable standards and indicates urgent need to reform the programme. 

To this end the evaluation presents six principal recommendations based on the findings. At community level AADA 

must improve the performance of the Community Health Workers (CHW) network and formalise engagement with 

key community figures (such as mullahs) and other pre-existing community networks (health shuras for example). In 

terms of the scope of the programme, AADA must increase the coverage of screening in certain areas with regular 

mass screening and also increase the number of sites that deliver SAM treatment. Finally, two recommendations 

are made that relate to the quality of the care provided.  Supervision of the OTPs must be increased in order to 

ensure the care provided by the health staff is of a minimum standard; this refers also to reporting of nutrition data 

which must be optimised and significantly improved to enable sufficient tracking of cases and programme 

adjustment when necessary. 

 

                                                           
2 Ministry of Public Health 2013-2014 (1392) figures 
3 ‘AFGHANISTAN - Prevalence of Wasting, NNS 2013 Summary’. UNICEF 
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Although more specific roles have been identified as those responsible for specific recommendations and sub-

recommendation, AADA have the overall responsibility for ensuring that a plan of action for the recommendations is 

put in place and followed-up. The current evaluation could also be used as an evidence base to improve SAM 

treatment in the other districts of Samangan Province; however each recommendation should be treated 

individually. 

 

 

 

 

 

 

 



1. INTRODUCTION 
 

1.1. Context 

 
The recently published 2013 National Nutrition Survey highlights alarmingly high rates of malnutrition in 

Afghanistan4. These figures underpin the urgency that Afghanistan and international partners have to address 

severe acute malnutrition (SAM) across the country. 

Since 2010, SAM treatment has been included in the BPHS5 (Basic Package of Health Service). There remain 

significant challenges in mainstreaming SAM management; however BPHS partners are required to include 

treatment under their contractual obligations. The BPHS is implemented by partners and funded by the World 

Bank’s SEHAT (System Enhancement for Health Action in Transition Project), and operates on a 3-yearly contract 

system. This means that every three years, the BPHS contract in any given province is released to tender. 

On January 1st, 2014, AADA (The Agency for Assistance and Development in Afghanistan) took over as BPHS provider 

from ACTD (Afghanistan Centre for Training and Development) and the Swedish Committee for Afghanistan in 

Samangan Province. Therefore AADA is responsible for the treatment of acute malnutrition in both out-patient and 

in-patient settings.  

After 10 months as BPHS implementers in Samangan AADA, with the support of SIDA (Swedish International 

Development Cooperation Agency) and ACF (Action Contre la Faim) decided that a coverage assessment was 

needed, in order assess the performance of the programme and identify areas to improve coverage. The coverage 

assessment would also serve to inform a potential long term partnership between ACF and AADA in Samangan to 

improve nutrition treatment services.  

Samangan Province is made up of seven districts. AADA chose Hazrat-e-Sultan district as the area for the coverage 

assessment because it is relatively secure and more easily accessible for the assessment team. It is intended that 

the findings of the assessment will be used to inform programme reform across the province. 

1.2. Objectives 

 
1) To asses point and/or period coverage of Hazrat-e-Sultan district programs  

2) Identify factors (boosters and barriers) affecting the access to the CMAM programme 

3) Develop specific recommendations to improve acceptance and coverage of the programme 

4) Enhance competencies of the nutrition program staff in coverage survey methodology.  

 

1.3. Methodology 

 

The SQUEAC (semi-quantitative evaluation of access and coverage) methodology6 was employed in order to 

determine the coverage rate in the district and to provide recommendations to improve coverage and a rich body 

of evidence to underpin them. The SQUEAC took place in the following stages: 

Stage 1: An analysis of all quantitative data, collection and analysis of qualitative information and the 

identification of negative and positive factors effecting coverage. 
 

Stage 2: Development and testing of hypothesise to confirm  (or deny) assumptions related to areas of high or 

low coverage, and to ascertain whether coverage is uniform throughout the district 
 

Stage 3: Wide-area survey to determine district wide coverage estimate using Bayesian techniques 

 

                                                           
4
 2013 National Nutrition Survey, Afghanistan 

5
 A Basic Package of Health Services for Afghanistan – (2010/1389)  Islamic Republic of Afghanistan, Ministry of Public Health 

6
 M Myatt et al 2012 Semi-Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling 

Evaluation of Access and Coverage (SLEAC) Technical Reference. Washington, DC: FHI 360/FANTA. 
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The assessment was facilitated by the Global Emergency Coverage Advisor from ACF-UK, with the remote support 

of the Coverage Monitoring Network in London. 

The core SQUEAC team consisted of nine people including the SAM treatment programme manager. 10 

supplementary enumerators were recruited to boost the numbers for the fieldwork during Stage 1 and the small 

and wide area surveys. 

The assessment took place over the course of three weeks from 13th October 2014 to 5th November7.  

1.4. Challenges and Limitations 

 
Insecurity 
 
Hazrat-e-Sultan District was chosen for its relative level of security however security was still a constraint for the 

assessment. Movements for the expatriate members of the team were limited to the health facility in Hazrat Sultan 

town and one area (largely speaking the catchment area for the Omali BHC8) was out of bounds for the entire team. 

This meant that in terms of supervision, certain members of the SQUEAC team were given the role of team leaders 

and responsible for ensuring data collection went to plan, and for reporting back to the team. In terms of the Omali 

area, we were unable to visit this area during the wide are-survey which must be taken into consideration when 

reading the results. That said some assessment of the likely coverage in this area can be made based on the other 

findings. 

Mahram  
 
In Afghanistan, as in many countries, men have very limited access to the private sphere of other families and also 

are often not able to converse with female members of a different family. Therefore it was critical that we had 

female members in the SQUEAC team. Furthermore, in Hazrat-e-Sultan District largely speaking women are not 

allowed to be in public without a male member of her family, or mahram. Therefore it was necessary to recruit 

enumerators in female/male pairs, posing an additional challenge to recruiting appropriate individuals. Strong 

supervision was provided by the core SQUEAC team to overcome this challenge. 

Data Availability and Quality 
 

The limited data available to the SQUEAC team must be taken into consideration when reviewing this assessment 

report. The short falls in data were on a number of levels: 

 The lack of available data at Community Health Work (CHW) level meant that the assessment was not able 

to ascertain (through quantitative sources) the level of CHW activity in more detail than BHC (Basic Health 

Centre)/CHC (Comprehensive Health Centre) catchment area. 

 The historical data available was limited to the beginning of 2014. Since the BPHS partner changed in 

January 2014 the current partner (AADA) did not have access to previous nutrition data. This meant that we 

were unable to analyse seasonal variances in admissions. 

 There was no individual patient data available therefore we were unable to analyse data for all the 

admissions. We therefore focussed on using the OTP cards for all admissions, for which we were able to 

access 84 cards of the reported 211 admissions (both Omali and Hazrat Sultan OTPs). The OTP cards for 

Omali (21) were inaccessible due to insecurity, and the remaining cards for Hazrat Sultan OTP were not 

available, even upon visiting the OTP. 

 Admissions and discharge data was presented per OTP per month meaning that we were required to create 

our own data base to enable aggregation and analysis. The inability of the programme to do this on a 

routine basis is of concern, and is dealt with later in the report. 

                                                           
7
 See Annex 1 for a full work plan 

8
 See map in Annex 2 
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 Data has been recorded in a mixture of the Gregorian and the Solar Hijri calendars. This posed a challenge 

for comparing different data sets. Where the Solar Hijri calendar has been used the Gregorian dates have 

been included in the report
9
. The year 2014 is the year 1393 in the Solar Hijri calendar. 

1.5. Description of Area and Population 

 

Hazrat -e-Sultan District, in Samangan Province, northern Afghanistan has a population of 40,80010. This rural 

population largely consists of small communities (between 200 and 2000 inhabitants) focussed around mosques. 

Each ‘mosque area’ is headed up by a mullah or a village leader, who has a strong oversight of the goings on in 

their community. Hazrat-e-Sultan District is a highly conservative population, where women are confined to the 

private space, and only allowed in public when accompanied by a mahram. The average house hold size is 7.3 and 

18% of the population are aged 6-59 months11. 

1.6. Nutritional Situation 

 
The Afghanistan National Nutrition survey conducted in 2013 using the SMART methodology identified a rate of 

4.4%12 severe acute malnutrition for Samangan Province. A SAM rate of 4.4% presents a significant burden to the 

community of Hazrat-e-Sultan, and is a highly unlikely estimation of the reality on the ground. During the small 

area-survey in Stage 2 when exhaustive searches for SAM children in four villages was carried out, this many SAM 

children were not found, and therefore an alternative estimation (2%) was used for the wide-area survey. 

1.7. Details of Nutrition Programme 

 
The SAM treatment programme in Hazrat-e-Sultan District is largely integrated into the health system. As far as the 

referral process goes it is fully integrated, but for reporting there remains a parallel system. 

1.7.1. Health system 

  

In order to understand how SAM treatment operates we need to look at the health structures in the district and 

what nutrition services they provide. The diagram below presents a graphic representation and the following table 

details of each structure and nutrition service provision. 

Table 1 Details of health structure and nutrition service provision for Hazrat-e-Sultan District 

Qty Type Nutrition Service Location (s) 

1 DH (District Hospital) TFU  
Aybak Town (Aybak 

District) 

1 CHC (Comprehensive Health Centre) OTP Hazrat-e-Sultan town 

3 BHCs (Basic Health Centres) 
Full screening and referral to DH 

(TFU), CHC (OTP) or SFP. 

Naiman, Big Mohammad 

and Omali 

2 Health Sub-Centres 
Full screening and referral to DH 

(TFU) 

Koko Balagh and 

Chouchman 

32 Health Posts (CHWs) 
MUAC screening and referral to BHC 

in all cases, unless Sub-centre exists. 

Multiple. See map in 

Annex 3 

 

In-patient stabilisation care (TFU) for Hazrat-e-Sultan district is provided in Aybak Town DH, in the neighbouring 

district of Aybak - there is no DH in Hazrat-e-Sultan. This DH is supported by the Essential Package of Hospital 

Services (EPHS) provider (MoPH) and therefore not supported by AADA. There is a lack of communication between 

                                                           
9 See Annex 4 also for the conversions between the two calendars for the period evaluated 
10 Ministry of Public Health 2013-2014 (1392) figures 
11 2013 National Nutrition Survey, Afghanistan 
12 ‘AFGHANISTAN - Prevalence of Wasting, NNS 2013 Summary’. UNICEF 



 
13 

the AADA and the Aybak DH, and therefore it is highly likely that children are lost upon referral to the Aybak DH. 

Upon discharge from TFU, outpatient care is continued, but provided by the DH in Aybak. Therefore a SAM with 

complications case from Hazrat-e-Sultan District will always be referred to Aybak DH, but upon discharge will 

continue outpatient treatment from Aybak DH and will not be referred to the Hazrat Sultan OTP. This is clearly not 

the most optimal arrangement and is likely to lead to a high default rate, and disruption to the child’s therapeutic 

care. But since AADA do not monitor this outpatient care provided by the Aybak DH it is difficult to be precise 

about this. 

Currently, there is one OTP in the district situated in the Hazrat Sultan CHC. Both the CHC and the OTP are 

managed by AADA. This is the only point in the district from which outpatient therapeutic care is provided. Up to 

February 2014 there was an OTP at Omali BHC, however due to insecurity this was stopped. 

There are three BHCs throughout the district. These are all managed by AADA but do not provide OTP care, even 

though the BPHS guidelines13 dictate that BHCs should provide out-patient therapeutic care (page 20). They are 

equipped with trained and paid staff who receive both patients referred by CHWs and self-referred. The BHC staff 

perform a full screening and assessment, and decide whether to refer to TFU, OTP, SFP or not at all.  

There are two Health Sub-Centres (Koko Balagh and Chouchman) which are essentially Health Posts with a nurse. 

These nurses are both paid and better trained that CHWs. In theory, they are able to perform full screening and 

take the decision of course of treatment (where to refer) therefore able to send a child direct to the OTP (without 

going first to BHC). The quality of service provided by the Chochman sub-centre was a concern for the AADA team. 

There are between 30-35 Health Posts throughout the district. Each Health Post consists of a male and a female 

Community Health Worker (CHW). CHWs are volunteers and therefore there is frequent uncertainty around the 

level of activity. CHWs are supervised by a Community Health Supervisor (CHS) who is responsible for reporting on 

CHW activities. There is one CHS per health facility (either BHC or CHC), who supervises the CHWs in the 

catchment area of that particular BHC/CHC. The locations of the CHWs are spread throughout the district with the 

exception of one area north east of Hazrat Sultan town that has none. AADA was unable to provide an explanation 

for this, since it is the Ministry of Public Health (MoPH) who allocate locations for CHWs. This is nevertheless of 

serious concern, and AADA, should take it upon themselves to press the provincial MoPH to allocate additional 

CHWs. 

The CHWs perform a MUAC screening on children and refer to the relevant health facility if MUAC is <125mm. They 

are not required to diagnose SAM, just refer to the relevant BHC depending on in what catchment area the child 

lives. This is not necessarily the closest health facility. Therefore a SAM child in the village of Qadam Ali (for 

example) would be referred to Big Mohammad BHC and then referred to Hazrat Sultan CHC where the OTP is 

present. This is clearly problematic, as it leads to unnecessary distances travelled and is likely to lead to 

defaulting. 

Finally, CHWs have a number of responsibilities with regards to community health, MUAC screening and referral 

being just one. See Annex 7 for a more detailed list of the CHW responsibilities. 

                                                           
13 A Basic Package of Health Services for Afghanistan – (2010/1389)  Islamic Republic of Afghanistan, Ministry of Public Health 
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Figure 1 Diagram showing SAM treatment structure in Hazrat-e-Sultan District The arrows represent direction of 

referral Hazrat-e-Sultan District, Samangan Province, Afghanistan, November 2014) 

 

1.7.2. Nutrition Programme Staff 

 

At BHC and CHC level health staff (nurses, doctors, midwives and health educators) are responsible for the referral 

and treatment of SAM children. This is one of many responsibilities. In the case of Hazrat Sultan OTP there was one 

midwife who had overall responsibility for SAM treatment but was supported by colleagues (doctors and nurses) 

when necessary. 

SAM treatment is then in theory supervised and supported by the AADA SAM Programme Manager. This one 

individual is responsible for supervising, supporting and monitoring the SAM treatment programme in Samangan (10 

OTPs, and 2 TFUs14). Therefore it is clear that the level of support this PM is able to provide to each OTP is limited. 

1.7.3. Reporting 

 

The HMIS (Health Management Information System) is in place to provide a robust and standardised reporting 

system for the BPHS provision. As far as nutrition goes, the only data provided by the HMIS relates to screening. The 

following three indicators are included: 

1. SAM children screened 

2. MAM children screened 

3. Non-MAM/SAM children screened. 

This data is recorded both at health facility (systematic/passive screening) and at CHS (active screening by CHWs) 

levels. 

An additional, parallel reporting system is in place for the OTPs and in the other districts in Samangan TFUs as well. 

On a monthly basis the AADA SAM Programme Manager is responsible for ensuring each OTP reports on admissions 

and discharges. This data is provided per month per OTP however there is no systematic aggregation and analysis, 

and no provision on individual patient data. This data is simply used, alongside stock reports, to track the provision 

of RUTF. 

                                                           
14 These do not include the DH in Aybak. 
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2. STAGE 1 
 

2.1. Quantitative data analysis 

 

Quantitative data analysis was done on three different levels. 

 

1. Analysis of the available SAM treatment data 

2. Analysis of OTP admissions cards for discharged patients 

3. Analysis of HMIS data related to SAM treatment 

 

The HMIS (Health Monitoring Information System) is the core system for recording all health data at community 

level across Afghanistan. This system is well resourced and forms a critical part of the SEHAT funding mechanisms, 

to monitor activities and track results. The nutrition data included in this system is limited to recording, at CHW 

and health facility level, nutrition screening figures (SAM, MAM or not malnourished).The reporting of SAM 

treatment is done through a parallel system, performed by staff at health facility level and supervised/managed by 

the SAM Programme Manager at AADA. Therefore the reporting system for SAM treatment has limited oversight from 

AADA (since one person covers the whole of Samangan). 

 

The existence of only one OTP in target area did not allow for comparison across OTPs. However we were able to 

compare the Hazrat Sultan OTP to other OTPs in Samangan. 

 

There is no recording of individual patient records at any level above health centre. Admissions data is recorded in 

the admissions book, including name, origin, age, MUAC and weight for height. Then each visit is recorded on the 

OTP card, until discharge, and admissions and discharges recorded numerically each month. This means there is no 

visibility on programme performance aside from admissions numbers and discharges outcomes. Therefore the 

analysis the performance of the Hazrat Sultan OTP relied heavily on a sample of 84 OTP cards. This represents the 

majority of the discharges since the beginning of 2014. 

 

2.1.1. Treatment card analysis 

 

A sample of 84 cards from Hazrat Sultan OTP was analysed. This is a significant proportion of the total 86 

discharges and 190 admissions recorded between February-August 2014. We requested only discharge patient cards 

(a total 89 recorded) however we later found out these were also ‘active’ cases. That said most of them (74) had 

‘defaulted’ (reasons are explored below) at least 6 weeks before we obtained the cards, therefore it is likely that 

only about 10 were actually active (i.e. still under-going treatment). 

Not one of the cards we analysed had been properly filled out and protocols followed. These included many weeks 

absentee without acknowledgement. The absentee was not recorded and treatment continued on next visit. The 

national protocol dictates15 that the week of absenteeism should be marked with an ‘A’ and not filled out, and the 

following column filled on next visit. Many had defaulted (>2 weeks away) without acknowledgement. In such cases 

the column should be marked A (absentee) for 2 weeks and then D (defaulter). These are classified as ‘hidden 

defaulters’. 

All of the patients whose cards were analysed had actually defaulted or discharged early. Meaning the patient had 

not yet reached the discharge criteria (MUAC>125mm for 2 consecutive weeks) before finishing treatment. Patients 

are discharged on whatever criteria they are admitted, and all of the 84 patients analysed had been admitted on 

MUAC, as opposed to oedema or weight for height z-scores. Only in one case was the discharge status recorded as a 

defaulter. And since a 100% cure rate has so far been recorded for Hazrat Sultan OTP, this did not make it to the 

monthly reporting. 

Finally there is a very strong preference for recording 111mm MUAC. In one case, a patient had a MUAC of 111mm 

over the course of 6 weeks, whilst the weight for height z-score increased. 

                                                           
15 Integrated Guidelines for the Management of Acute Malnutrition, Ministry of Public Health/Public Nutrition Department (2014) 
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The points of analysis take from the cards are included in the relevant sections below. 

2.1.2. Admissions overtime 

 

Figure 2 Total admissions over time for Samangan Province (Hazrat-e-Sultan District, Samangan Province, 

Afghanistan, November) 2014) 

 

Figure 3 Seasonal calendar showing disease, food production and key events constructed during the qualitative research 

and triangulated with additional information16 (Hazrat-e-Sultan District, Samangan Province, Afghanistan, November 2014) 

  Feb Mar Apr May Jun Jul Aug 

Pneumonia               

Diarrhoea 

 
            

Cholera 

    
      

Measles     
    

  

Typhoid 

   
        

Malaria 

    
      

Planting 

 
    

   
  

Harvest 

   
        

Lean season 

 
      

  
  

Ramadhan 

    
      

Winter     
 

        

 

The rise in admissions in March/April is consistent with the arrival of spring. Harsh winters in Afghanistan prevent 

movement, resulting in reluctance to access health services. This also extends to the access of food, which is 

limited, leading to degradation in levels of nutrition.  

 

Finally, an overall rise in admissions in June and July, is consistent with a concentration of seasonal illnesses during 

this time particularly diarrhoea, cholera, typhoid and malaria.  

By disaggregating the admissions over time into all OTPs throughout Samangan, we can see that admissions for 

Hazrat Sultan OTP broadly vary in line with other Samangan OTPs. Therefore similar observations for Hazrat Sultan 

admissions can be made to those for the province as a whole. 

                                                           
16 The seasonal calendar was formulated with information from four sources SQUEAC team, ACF’s Nutrition Multi-sectoral 
Seasonal Calendar, and in discussions with mothers and members of the community during the qualitative research. 
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Figure 4 Admissions over time by OTP for Samangan Province (each line represents an OTP, the red line represents Hazrat 

Sultan) Source: AADA monthly reporting data (Hazrat-e-Sultan District, Samangan Province, Afghanistan, November 2014) 

 

The only exception is that of a much larger number of admissions in February. These 49 admissions were made up 

of 25 admissions and 24 return defaulters, the latter being unusually high. This comes without explanation other 

than a data entry error or poor transfer of data and cases from the previous BPHS provider. There does not appear 

to have been a full handover of data from the previous BPHS provider therefore inconsistencies such as these are 

likely. 

 
2.1.3. MUAC on admission 

 
MUAC on admission analysis was taken from OTP card analysis since MUAC on admission data is not aggregated at 

management level. An analysis of the admissions register was not completed, however 84 cards represents almost 

50% of all admissions to Hazrat Sultan OTP since the beginning of 2014. 

Figure 5 MUAC on admission for Hazrat Sultan OTP (Hazrat-e-Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 

Median 
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The small amount of admissions under 110mm and a median MUAC on admission of 111mm indicates early 

admission, since cases are arriving at the health facility at an early stage of SAM. A high number of admissions with 

a low MUAC (<105mm) would indicate poor case finding and referral since the SAM has had longer to develop. 

However since we have not seen frequent and continuous active case-finding through other sources, it is more 

likely that the high MUAC on admission is likely due to to self-presentation at the OTP and an awareness of at least 

the child’s illness (and maybe even malnutrition). We have also discovered a correlation of admissions with 

seasonal illnesses further suggesting that self-admission is likely due to the presence of other illnesses combined 

with a strong awareness of a child’s sickness. 

A preference for recording a MUAC of 111mm can be seen both in the MUAC on admission and the MUAC on 

discharge (Figure 8). This further supports the conclusion that there are some worrisome levels of accuracy in data 

recording and a low capacity to identify SAM children. 

 
2.1.4. Distance from treatment centre 

 

In order to determine what effect location of villages vis-à-vis the OTP in Hazrat Sultan had, the SQUEAC team 

plotted the location of the admissions for the 84 OTP cards. This sample produced some very clear patterns as seen 

in the map in Figure 5. 

 
Figure 6 Map of Hazrat-e-Sultan District with origin of admissions plotted per village. The blue bubbles are 

proportional to the number of admissions from that village (Hazrat-e-Sultan District, Samangan Province, 

Afghanistan, November 2014) 
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The most telling observation having mapped the admissions is that the Big Mohammad/Naiman BHC catchment 

areas (bottom left) had only 1 admission. It was suspected that Big Mohammed and Naiman were referring SAM 

children to a different (slightly closer) OTP in the neighbouring district. However when visiting Big Mohammad, and 

villages in the area, it was discovered that this is not the case. Interviews with mothers in the area who knew about 

the programme as well as health facility staff, clearly explained that SAM children were referred to the Hazrat 

Sultan CHC. This, coupled with the rigid interpretation of health facility catchment area, supported the conclusion 

that the protocol of referring children to Hazrat Sultan was followed. Furthermore, during the wide area survey 

three covered children were found in the village of Qadam Ali (near Big Mohammed) who had all attended the 

Hazrat Sultan OTP. 

 
Other areas of low admission and therefore of concern include the Kulcha (top right) and Kokjar (centre bottom) 

areas. Both areas are characterised as far from the OTP, but with Kulcha having poor CHW coverage and Kokjar 

good CHW coverage. In stage 2 a hypothesis relating to the effects CHW coverage has on coverage was tested. 

 
Figure 7 Number of admissions per village plotted against distance to OTP site (Hazrat-e-Sultan District, Samangan 

Province, Afghanistan, November 2014) 

 
 
 
Distance from the OTP site tended to have an effect on the level of admissions and therefore indicating that 

coverage would be lower in villages far from the OTP. Figure 6 illustrates that there are only admissions from 

villages within 10 kms of OTP, with the exception of three villages which had one admission each (Khaja Pareshan, 

Alasha and Qadam Ali). This suggests that the programme is not succeeding in reaching and admitting children from 

beyond 10 km from the OTP. There are approximately 50 villages in Hazrat Sultan, 25 of which are more than 10km 

from the OTP. Although not included in this dataset (since they were recent admissions) an additional three 

covered children were found in Qadam Ali. It is recommended for the programme to investigate why we are seeing 

only a few admissions beyond 10km. Cases such as these three admissions merit further monitoring to determine 

what is enabling them to access the programme and how can we learn from these examples. 

 
2.1.5. Defaulting 

 
Since January 2014 Hazrat Sultan OTP has not reported any defaulters. This being a reality is highly unlikely, and is 

most likely due poor to recording of defaulters and adherence to protocol. Discussions with programme and health 

centre staff demonstrated an understanding of when a child is classified defaulter (after 2 weeks absent) but did 

not reveal a convincing demonstration of how defaulters where dealt with. Health staff indicated that where 

possible carers were called and requested to return to the OTP, however in no cases were the CHWs sighted as 
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playing a part in following up defaulting cases. However the analysis of 84 ‘discharged’ cases revealed that 100% of 

the patients had technically defaulted. Although it was not recorded as such, the fact that the patients had not 

received the complete course of treatment would classify them as defaulters, since they had ceased to attend the 

OTP before meeting the discharge criteria. 

 
Figure 8 Time to default for OTP cards analysed from Hazrat Sultan OTP (Hazrat-e-Sultan District, Samangan 

Province, Afghanistan, November 2014) 

  
 

The time to default analysis demonstrated a significant proportion of defaulters occurred after one visit to the 

OTP. This would suggest mothers did not know they were supposed to return, or were not able to. In the former 

case, this would be due to ineffective or even non-existent explanation of treatment. During the OTP visit by the 

SQUEAC team, an interview with the mother of a child that had that day been admitted showed that health staff 

did not adequately explain to the mother that she should return. Although health staff demonstrated a good 

understanding of treatment during interviews this was not necessarily being transferred to mothers.  

 
Figure 9 MUAC on discharge for defaulters from Hazrat Sultan OTP (Hazrat-e-Sultan District, Samangan Province, 

Afghanistan, November 2014) 
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An analysis of MUAC on discharge indicates that children are leaving the programme whilst MUAC is within the SAM 

criteria and often still severely malnourished. This is of immediate concern, as it means there are non-covered 

cases that have already been reached by the programme, but remain at risk. 

 
2.1.6. Screening and referral 

 

The analysis of screening and referral data allowed us to assess the level of activity related to both active (in the 

community) and passive (at health facilities) screening and the origin of referral for admissions. Considering the 

limited amount data available for admissions into the programme we turn again to the OTP card analysis. It is 

encouraging that the OTP cards have a space to record the origin of the referral however what this analysis told us 

was less encouraging. 

  
Figure 10 Origin of referral for OTP card analysis (Hazrat-e-Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 
 
Only 7% of the cards reviewed were referred by CHWs (‘community’), indicating that CHWs do not contribute to a 

great deal of the admissions to Hazrat Sultan OTP. This could be down to poor recording at health facility level, but 

the qualitative research did also report a weak community component. Also the referral system dictates that the 

CHWs refer children with a MUAC of <125mm, therefore should there be a high amount of children that are MAM 

the pie chart above would not reflect that.  
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Figure 11 Total SAM admissions into Hazrat Sultan OTP plotted against total children referred by CHWs in Hazrat 

Sultan District (Hazrat-e-Sultan District, Samangan Province, Afghanistan, November 2014) 

 

 
Figure 11 above demonstrates the numbers of children referred (MUAC <125mm) against the total admissions into 

the SAM treatment programme. The referred children figures are taken from the HMIS reporting, and the 

admissions from the SAM programme reporting. The data allows us to see that there is some screening activity 

reported by CHWs, but that it does not correlate with admissions into the SAM treatment programme. Therefore we 

can deduce that increase CHW referrals do not lead to increase SAM admissions as we would expect. This means 

that admissions reaching the programme due to other reasons such as self-referral. 

 

For the months of Asad and Sonbola CHW referrals are much higher than admissions. This is likely due to a large 

amount of MAM children being referred to the CHC (as protocol dictates) but not being admitted as SAM. 

 

A further analysis of screening data indicates further that CHW screening does not account for a significant 

proportion of the screening figures. An average of 511 children was screened throughout the 6 months for which we 

have data, which equates to an average of 14 children per CHW per month. This shows that there is a need to 

increase the level of screening taking place in the communities by CHWs, in order to find cases and effect 

admission rates. 
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Figure 12 Screening activity in Hazrat Sultan District (1939/2014) (Hazrat-e-Sultan District, Samangan Province, 
Afghanistan, November 2014) 

 
 

 

Although we only have data of active screening for 6 months, and it is in the Solar Hijri calendar, it does allow us to 

remark that as admissions increase from March-May (see Figure 2) active screening remains stable. On the other 

hand, there is a correlation between passive screening and admissions. Admissions between March and June 

correlate with an increase in passive screening activity. This further supports the conclusions that the community 

screening component is weak, and the passive screening currently has the biggest effect on admissions. 

 
Although we cannot gauge the level of activity for specific CHWs, the location of CHWs is also a strong indicator for 

where CHW activity is likely to be happening and therefore where there is the potential for low and high coverage. 

The map in Annex 3 indicates where CHWs are present and we can see a significant oversight in one area north east 

of Hazrat Sultan OTP, where there is a dearth of CHWs. This is likely therefore to be an area of particularly low 

coverage. However through comparison with the map in Figure 4 indicating origin of admissions, we can see there is 

not much of a correlation between CHW presence and admission. For example there is good CHW coverage in the 

Big Mohammed and Kokjar areas yet low admissions, and in the aforementioned area where there is no CHWs, we 

see some admissions. We can deduce therefore that the presence of CHWs does not lead to higher admissions, so it 

is unlikely that the presence of CHWs will lead to higher coverage. This leads us to question the quality and level of 

activity of CHWs. 

 
2.1.7. Outcome trends 

 
During 2014 Hazrat Sultan OTP consistently reported 100% cure rates. It is the only OTP other than Omali (which 

ceased to report any discharges after March due to insecurity) to do so. If we compare absolute numbers for 

discharge criteria across the programme we can see that Hazrat Sultan has a high number of discharged cured, 

compared to the other OTPs. This further supports the likelihood of hidden defaulters and unreported deaths. This 

is a serious concern for the programme. 
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Figure 13 Numbers of children discharged be OTP during 2014 across Samangan Province (Hazrat-e-Sultan District, 

Samangan Province, Afghanistan, November 2014) 

 
 
 

2.2. Qualitative Research 

 

Following the quantitative research analysis the SQUEAC team embarked on collecting and analysing qualitative 
data. This took place over the course of three days and was conducted by six of the nine17 core team members, 
plus an additional 10 enumerators. All participants were trained in qualitative data collection techniques over the 
course of two days, including group discussions and structured and semi-structure interviews. 
 
The team chose a selection of nine villages to visit that represented an even geographical spread18 and indicated 
coverage challenges or potential. 
 

Table 2 Villages chosen for qualitative research 

Village Reason for choosing 

Now Abad Ghaznigak Close to road therefore good access but far from OTP, yet high admissions reported. 

Bamian Good CHW coverage. Suspected that cases self-referred to Aybak hospital. No admissions reported. 

Nowabadi Chaqmaqli Far from Road. CHW present, very high admissions reported 

Qorugh Kabuli Payen No CHW presence, far from road and far from OTP 

Hazrat Sultan CHC  Site of OTP 

Now Abad Qaracha Blaq Far from OTP. But closer to Health Sub-Centre and with CHW. No admissions recorded. 

Chouchman Very far from OTP and no admissions reported 

Asia Abad CHW present, close to OTP. High admissions reported 

Big Mohammad BHC  Very far from OTP and host of SFP point. Suspected cases were going south to closer OTP. No admissions reported 

 

                                                           
17 For security reasons the other three were not able to go into the field, with the exception of a visit to Hazrat Sultan CHC 
where the OTP is based. 
18 A full list of all interviews/group discussions conducted can be found in Annex 5 
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During the training key informants were identified who were then targeted for interviews in the field. These 

included mothers of children in the programme, women and men in the community, CHWs and key community 

figures such as, mullahs, village leaders and bakshis (traditional healers). 

 

Health facilities were also visited, including one BHC (Big Mohammad) and one CHC with OTP (Hazrat Sultan). At 

these facilities mothers of children in the programme were interviewed, as well as health centre staff who both do 

and do not deal with SAM treatment. 

 

The teams were given four different questionnaire guides, aimed at mothers in programme, men/women in 

community, key community figures, and CHWs. The two different teams that visited the two health facilities were 

given an additional interview guide. 

 

The questionnaires were designed in order to collect various pieces of information, including the quality of the 

service provided, the knowledge of malnutrition and the programme, and other issues related to coverage. A 

variety of factors with both negative and positive effects on coverage were identified. They will be treated 

individually here, and then weighted in the section below building the prior. 

 

It is de rigeur to either identify factors as negative or positive. However, throughout Stage 1 the three most 

significant factors were appearing (on a daily basis) to contradict each other. Therefore we have included them 

here as both negative and positive factors, and then reflected this in the weighting by giving them relevant scores 

on both sides. 

 

Both negative and 

positive factors 
Explanation 

Knowledge of 

malnutrition 

All informants were questioned in such a way to gauge the level of malnutrition amongst 

them and their constituency. The assessment of the level of knowledge of malnutrition was 

varied across different groups of people in different locations. Generally speaking women 

(both with children in the programme and not) had a good understanding of malnutrition, 

and were able to equate symptoms and causes with the condition, whether using the direct 

translation for malnutrition or other local terms. Those with a poor understanding of 

malnutrition were generally key community figures and men. As explained below, when 

the mullah does know about the programme it presents a strong opportunity for increasing 

knowledge of malnutrition and therefore coverage. In cases where the mullah, or other key 

community figures, do not know about the programme this presents a significant barrier to 

access, since they are generally party to all problems in the community, including sick and 

malnourished children. In summary, amongst those interviewed during stage 1 knowledge 

of malnutrition was reasonably balanced (an equal amount knew about malnutrition as did 

not). 

Knowledge of the 

programme 

All informants were also asked questions to determine the level of knowledge that there is 

a SAM treatment service. Although in some cases there was a clear knowledge of the 

programme (since use of RUTF and location of OTP were cited) on the whole the 

knowledge of the programme amongst those interviewed was poor. Since the OTP 

programme is integrated into the health system it was difficult to distinguish knowledge of 

this particular service. In every case, informants knew the location of the local BHC or 

CHC, and therefore, if they were aware of malnutrition would be aware of where to go, 

even if they maybe did not know about the specific SAM treatment service. The locations 

that knowledge of the programme itself was stronger in Hazrat Sultan town and Big 

Mohammed, the location of the OTP and of a BHC, respectively, where informants had 

seen children eating RUTF or in the case of Big Mohammad RUSF. This was amongst men, 

women (of non-beneficiaries) and key community figures. This assessment did not include 

knowledge of the programme amongst mothers of children in the programme, since they 

were well aware of the programme they were in. 
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CHW activity 

In all focus groups and interviews questions were posed in order to assess the level of CHW 

activity. The teams were careful to ensure that where a CHW was present, they were also 

active, and were active in screening for malnutrition. It is no use if the CHW is present, 

and even present and active, unless they are also attentive to their responsibilities in SAM 

treatment (screening and follow-up). CHWs were reported to be active in Hazrat Sultan, 

Nowabad Qarcha Balagh, Asia Abad and Nowabadi Ghaznigak all of which we know to have 

CHWs from the quantitative analysis, although we cannot determine the level activity of 

these CHWs with the available data19. In these cases, informants in the community were 

able describe what the CHW did in the community, including going house-to-house with a 

MUAC tape, and measuring the arms of children. 

 

The CHWs interviewed generally described the screening and referral process well, with an 

acceptable frequency (every week). They also talked about going to neighbouring villages 

to screen children. However the interviews did not demonstrate that there was a frequent 

and efficient line of communication with the local BHC/CHC. Only in one case were weekly 

meetings and the follow-up process (for absent/defaulting cases) described. CHWs are not 

responsible for any form of sensitisation, which is allocated to the health facility staff, 

particularly the health educator. 

 

CHWs were not found to be active in all cases, in some cases informants even explained 

how they had never seen a CHW, despite there being a CHW officially present in that 

village (Chochaman and Kabuli Puyen). It goes without saying that activity was low in areas 

where there was no CHW (Baiman Chi) however presence did not necessarily mean activity 

(Chochman and Kabuli Puyen). The visit to the OTP did not reveal an assessment of strong 

CHW activity, the health centre staff failing to convincingly describe the engagement with 

CHWs related to defaulter follow-up and regular screening. 

 

 

Positive Factors Explanation 

Dissemination of 

messages at 

community 

gatherings 

It was reported that both the formal (through announcements) and informal (through 

discussion) dissemination of messages related to malnutrition and treatment services at 

community gatherings, had a positive effect on increasing coverage. A variety of sources 

(including mothers in the programme, women, men and key community figures) in Hazrat 

Sultan (including at the health centre, therefore informants from outside the town) and 

Kabuli Payen, explained that weddings and mosques were frequently used to spread key 

messages to the community. Although this was only reported in two different locations, it 

presents a strong opportunity for increasing awareness of malnutrition and the programme, 

and therefore coverage, in the future. 

Good experience 

and perception of 

the programme 

Those who did know about the programme (largely, but not limited to, mothers of children 

in the programme or relatives of past patients) generally had a very good perception. This 

was reported in five different localities by mothers, and women in the community. The 

availability of free and accessible treatment was considered in high regard by informants, 

and the clear success in the treatment was reported. 

Mullah knows about 

the programme 

Only in two instances (Kabuli Puyen and Bamain Chi) did the mullah interviewed already 

know about the programme, however in both cases this resulted in him sharing this 

knowledge with community members. Communities in Hazrat-e-Sultan District are 

structured as such that the mullah has a very strong oversight of all problems and 

challenges faced by the community. So much so that in most cases the mullah would be 

                                                           
19

 Activity of individual CHWs is not recorded by the programme. We can only determine the level of CHW activity per health 
facility catchment area. 
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the first to be informed in the case of a malnourished child. He would not be part of the 

treatment, but would be informed or consulted before any treatment is sort. Therefore if 

the mullah is aware of malnutrition and the treatment programme then this would equate 

to a significant booster to coverage. In each village there also tends to be a health shura 

(or health committee) that deals with the health issues that arise within the community. 

The community component of the SAM treatment programme should tap into this expertise 

to ensure early case-finding and close follow-up. Although we were unable to interview 

members of health shura, we did not find any engagement between the CHW/programme 

and the health shuras during the evaluation. 

Systematic/Passive 

screening at health 

facilities 

The quantitative data analysis revealed that systematic screening at both BHC and CHC 

level constituted a significant proportion of screened children in Hazrat Sultan district. 

Visits to Big Mohammad BHC and Hazrat Sultan CHC confirmed this, as health centre staff 

described well the process for screening and demonstrated that it was regularly done. 

 

 

Negative factors Explanation 

Distance to OTP 

The distance to the OTP in Hazrat Sultan was raised frequently as a challenging issue during 

stage 1. Having mapped the villages and nutrition structures, we could see that there are 

villages up to 80 km from the OTP. This was underpinned as a problem in five of the nine 

villages visited in stage 1, by a variety of sources. The distance however was often a 

challenge, but not necessarily an out and out barrier, unless coupled with financial, 

security, mahram or climate issues20. 

No money to travel 

to the OTP 

In two different locations, three different types of informants highlighted the lack of 

money as a limitation on being able to access treatment. As explained above, there is only 

a single OTP which is up to 80km from some villages within its catchment area. At times 

this is undoable on foot and therefore transport costs become a reality. Since the economic 

status of many of the rural communities under investigation is very low, resources are 

scarce. This barrier is strongly related to distance, the availability of a mahram and also 

the level of knowledge of malnutrition/the programme of the male family members, who 

often have economic control at household level. 

Refusal at health 

facility to origin 

Rejection from the health facility (both OTP and BHC) was discovered to occur for various 

reasons. The rejection was sometimes due to the origin of the mother. It became apparent 

that health facilities stick quite rigidly to their catchment areas and therefore do not 

accept patients who live in a different area. Therefore if a child from the catchment area 

of Omali, came first to Hazrat Sultan, they could be refused. Since CHWs should refer first 

to the local health facility (whether a BHC or CHC) and then if cannot be treated there is 

then referred to the more advanced centre. It was found that children were however being 

refused from CHC (OTP) even though all children in Hazrat-e-Sultan district are within the 

OTP catchment area of Hazrat Sultan CHC. This is down to confusion between BHC 

catchment and OTP catchment amongst OTP staff. 

Furthermore, it was cited that patients can be discriminated against because they are from 

a particular ethnic group or area, even if in the correct catchment area. Preferential 

treatment to beneficiaries from the villages of OTP staff, and thereby disadvantaging 

others because of their origin, was reported. This could result in refusal if the health 

centre closed its doors before tending to all waiting patients. 

Bad experience at 

health facility 

Although not necessarily strictly related to the SAM treatment programme, experience at 

health facilities was seen to have a negative effect on the willingness of people to go to 

BHCs and then the OTP. This could be related to both experience at the BHC or the OTP 

itself. The reason for this bad experience was varied, but was largely related to bad 
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 See concept map below for a clearer explanation of how these factors interact 
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treatment by health facility staff. As mentioned above, preferential treatment was 

discovered and also refusal to treat due to closing of the facility. Most worryingly though, 

bad quality of care provided by the health facility staff was raised as an issue that had a 

negative effect on coverage. 

Shame related to 

having a sick child 

Questions related to stigmatisation were posed to key informants, and although it was not 

very prolific it was, on occasion, raised as an issue. In Kabuli Payen, Chouchman and 

Nowabadi Ghaznigak key informants described how families can be ashamed to bring their 

sick (or malnourished) child into the public arena, and therefore to the health facility. The 

shame was related to it looking bad that they have allowed their child to fall sick, and 

demonstrates a lack of ability to care for their child. 

Poor adherence to 

nutrition treatment 

protocols 

As detailed above, the OTP card analysis revealed serious shortcomings in the recording of 

treatment for children admitted into the programme. The visit to the OTP confirmed the 

low level of adherence to standard protocols by health facility staff. The team witnessed 

two children being admitted, and therefore was able to observe how staff dealt with the 

admission. No oedema test was performed on either child, nor was a general medical 

examination undertaken. However the most significant (in terms of coverage) observation 

was the lack of explanation provided to mothers on the course of treatment. The mothers 

did not leave knowing that they had to return next week. This was triangulated with the 

high occurrence of defaulters after one visit. 

RUTF stock break 

There was an RUTF stock break between 06th September and 14th October 2014, meaning 

that SAM treatment was suspended during this period. Although this was only discovered 

during the qualitative research amongst health facility staff (CHC) and the quantitative 

research did not link any defaulters to this stock break (although eight defaulters did occur 

during this period), it is inevitable that coverage was negatively affected during this 

period. 

Already enrolled in 

SFP programme21 

It was discovered that sometimes there are SAM children that are in the SFP programme.  It 

was determined that this happens for two main reasons. Either a child is wrongly admitted 

into the SFP programme, out of both an error, or they are admitted because the OTP is too 

far and they will not go (this was found to happen in the Big Mohammad area), or 

alternatively the child is correctly admitted into the SFP programme but loses weight and 

falls into a state of SAM. This phenomenon was discovered on two occasions during the 

small area survey. In both cases, it needs to be addressed differently. The former in terms 

of addressing the issue of distance and awareness (the importance of going to the OTP) and 

in the second cases a monitoring system that connects the SFP/OTP programmes. 

Insecurity 

Insecurity was found to be an issue for the Omali BHC catchment area. This prevented the 

SQUEAC team from travelling there, and also was the reason the Omali OTP was suspended 

early on in 2014. Although travel within the area is allegedly possible for local residents, 

the fact that the OTP is no longer functioning, and the BHC itself is even not operating at 

full potential, means that screening coverage is decreased, and distance to the OTP (now 

Hazrat Sultan) is significantly increased. All of this having a negative effect on coverage in 

the area. 

Cold weather 

The cold weather was cited as a barrier to access during stage one largely by programme 

staff and mothers. The cold weather effectively increases the problems associated with 

long distances to the OTP. In other words, a longer distance would be more acceptable 

during the more mild months22. 

Sharing of RUTF 
The sharing of RUTF was cited by programme and health centre staff as having a negative 

effect on the coverage of the programme, since this is likely to lead to longer treatment 

                                                           
21

 This barrier was discovered during the small-area survey, but is nevertheless presented here, alongside the barriers discovered 
during the qualitative research. 
22

 See concept map below for further explanation 
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times and an increase in chance for defaulting. Unsurprisingly this was not discovered with 

other informants; however it was telling that the informants often considered the RUTF as 

a ’food’. Food is something that is shared amongst the family and therefore RUTF is likely 

to be also treated as such. 

Rejection from the 

health centre 

As well as refusal from the health centre due to origin rejection also happened for other 

reasons. Rejection also happened (correctly) because the child did not reach the admission 

criteria, and then fell into a state of SAM and did not go back because of this rejection. 

Although this rejection could be technically correct, the reason for rejection, and therefore 

the possibility that they would again need treatment and how to identify it, was not fully 

explained, thereby exposing a weakness in the programme. Rejection from the health 

facility was discovered again in both the small (one occasion) and wide (four occasions) 

surveys as reasons for non-covered cases. 

 

2.3. Concept Map 

 

Although constructed too late to enable the information to inform the prior, a concept map indicating negative and 

positive effects on coverage, and how they interact with each other was constructed. This concept map highlights 

in particular the fact that cold weather, proximity to OTP, awareness of male family member and no money to 

travel act interdependently in order to become barriers to access. 

 



Figure 14 Concept map showing the relationship between negative effects on coverage in Hazrat-e-Sultan District (Hazrat-e-Sultan District, Samangan Province, 
Afghanistan, November 2014) 

 



3. STAGE 2 
 
Based on evidence from Stage 1, the team suspected that the coverage throughout Hazrat-e-Sultan District was 

uniformly low (at least below 50% throughout). However there were some members of the team who rejected this, 

and believed that coverage in certain areas is likely to be higher. Therefore Stage 2 was undertaken with following 

2 objectives: 

1. To test our ideas for areas of potential high and low coverage 

2. To confirm that coverage is uniformly low throughout the district 

In order to fulfil these objectives we formulated the two following hypotheses: 

3.1. Hypothesis 1 

In areas close (within 7km) to the OTP coverage will be higher and beyond 7km coverage will be lower. 

During Stage 1 distance to the OTP turned out to be a factor that we determined could potentially have an effect 

on coverage. The distance from the OTP not only affected coverage in terms of how far it was for carers to travel 

to the OTP, but also in terms of awareness of the programme. The qualitative research revealed a higher level of 

knowledge about the programme in areas closer to the OTP. In terms of distance travelled Stage 1 highlighted this 

as a factor effecting coverage. For example the Big Mohammad area contained only one admission to the OTP, and 

interviews with community members (both men and women) highlighted the long distances to the OTP as an 

inhibiting factor. This was not only related to the distance but also to the cost, the availability of a mahram and 

travelling in cold weather. 

 

Therefore it was pertinent to test whether this proximity had the effect on coverage that we suspected, by 

identifying four villages, two close to the OTP and two far from the OTP. 

In order to test ‘near’ and ‘far’ from the OTP it was necessary to define this. Qualitative research revealed that 

two hours on foot was considered normal, and was not coupled with any issues. However anything beyond two 

hours was considered too difficult and requiring transport. Two hours on foot, at an average of 5km/hour (the 

average walking speed), would cover 10km. Deciding that a women carrying a child probably walked slower than 

the average, and to take a more conservative estimate, we defined ‘close’ as within 7km. 

3.2. Hypothesis 2 

In areas with good CHW nutrition activity coverage will be higher and in areas with low activity coverage will be 

lower. 

Although Stage 1 did not reveal a well-oiled and effective CHW system, it was decided that if any area was going to 

have high coverage, it would be areas with CHWs present. Also we felt that it would be helpful to determine 

whether our suspicion that CHW presence did not mean CHW nutrition activity and therefore high coverage was 

accurate. This would serve to strengthen the evidence base that the community element of the programme needed 

to be reformed. 

Therefore we identified four villages, two with CHW presence and two with no CHW activity, for the small-area 

survey. 

3.3. Small-Area Survey 

 
It was decided that a small-area survey would be the most appropriate method of reaching the desired objectives, 

and also would enable us to test both hypotheses. The following four villages were selected: 
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Table 3 Villages selected for the small-area survey (Hazrat-e-Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 
OTP far (>7km radius) OTP close (<7km radius) 

CHW present Markaz-e-hoorlamesh Yakatoot 

No CHW present Shoor Quol Hasain Khal 

 

The team was trained over the course of a day in active and adaptive case-finding as well as MUAC/oedema 

screening. Structured questionnaires for both covered and non-covered cases were developed and the teams were 

trained to use them. The questionnaires were translated from English into Dari and then back translated by a 

different person in order to verify the quality of the translation. 

The case definition (SAM children (MUAC<115mm or bilateral pitting oedema present) aged 6-59 months) was 

explained and language used for identifying malnutrition was identified as follows: 

Table 4 Local terms used for malnutrition in Hazrat-e-Sultan District in Dari and English (Hazrat-e-Sultan District, 

Samangan Province, Afghanistan, November 2014) 

Dari Word Pronounciation Meaning 

بی اشتها   -۱  be eshta Loss of appetite       

چشمان فرورفتگی-  chash man for  rafta Sunken eyes 

الغر     -  lagagher Thin 

 laghari  pay Thin feet الغری پای         

 pode da gy pay shkam  wa roe oedema   پونیدگی پای و شکم  و روی  

 sher suhtah شیر سوخته
A child who did not receive enough breast 
milk because of another child being born 

 Za ef     Weakness ضعیف

 Khoshk Dry حشک

 

In each village a guide was identified who as able to orientate the team, take them around the village and ensure 

each household was covered. In all cases (with the exception of Markaz-e-Hoorlamesh) the villages were small 

enough to all for door-to-door case finding. In the case of Markaz-e-Hoorlamesh, active and adaptive case-finding23 

was employed. 

Recovering cases were also sought, and the patient list in Aybak TFU was checked for patients in care from the 

villages surveyed. 

Table 5 Results from small-area survey (Hazrat-e-Sultan District, Samangan Province, Afghanistan, November 2014) 

Village Total SAM 
SAM not 
covered 

SAM 
covered 

Recovering 
Cases 

TFU 

Hasan Khail 6 4 2 0 0 

Yakatoot 2 2 0 0 0 

Markaz-e-hoorlamesh 6 6 0 0 0 

Shoor Quol 3 3 0 0 0 

                                                           
23 Active and adaptive case-finding uses information obtained on the ground in order to find all SAM cases in a community. 
Rather than going door-to-door to screen all children 6-59 months, children that are suspected SAM cases are found and 
screened. At the outset case definition is identified (6-59 months, oedema, MUAC <115mm and children in the programme) and 
local definitions of malnutrition are highlighted, being careful also to identify derogatory terms associated with the condition, 
to ensure they are avoided. In each community key informants are identified at the beginning and used to identify where 
suspected malnourished cases are (using local terms) and to ensure no malnourished child is over-looked. 
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Total 17 15 2 0 0 

 

Analysis of the results was done using the LQAS (simplified lot quality assurance sampling) in order to obtain a 

classification of coverage for the given standard. The SPHERE standard for coverage of rural CMAM programmes of 

50% was used. 

To determine the decision rule for each hypothesis, the following formula was used: 

 

d = decision rule 

n= number of cases found 

p= coverage standard defined. 

 

Table 6 Calculations of decision rule and results for each hypothesis in Stage 2 (Hazrat-e-Sultan District, Samangan 

Province, Afghanistan, November 2014) 

  Villages close to the OTP Conclusions 

 Yakatoot and Hasain 
Khail 

Target Coverage 50% 

The decision rule was not 
met therefore our 

hypothesis that coverage 
would be high close to the 

OTP has been denied 

n = 6 + 2  

Decision Rule (d)  =n*(50/100) 

 d = 4 

Covered SAM cases =2 

  Villages far from the OTP Conclusions 

Markaz-e-Hoorlamesh 
and Short Quol 

Target Coverage 50% 

 The decision rule has not 
been met, therefore 

confirming that coverage 
far from the OTP is low 

n = 6 + 3 

Decision Rule (d)  =n*(50/100) 

  = 4.5 

d = 4 

Covered SAM cases = 0 

  Villages with higher CHW presence Conclusions 

Markaz-e-Hoorlamesh 
and Yakatoot 

Target Coverage 50% 
 The decision rule has not 

been met, therefore 
denying our hypothesis 
that coverage could be 
higher in villages with 

CHW presence. 

n = 6 + 2 

Decision Rule (d)  =n*(50/100) 

  = 4 

Covered SAM cases = 0 

  Villages with low CHW presence Conclusions 

Hasan Khail and Shoor 
Quol 

Target Coverage 50% 

 The decision rule has not 
been met, therefore 

confirming our hypothesis 
that coverage would be 

lower in villages with CHW 
presence. 

n = 6 + 3 

Decision Rule (d)  =n*(50/100) 

 
= 4.5 

d =4 

Covered SAM cases = 2 
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The overall conclusion is that neither proximity to the OTP nor the presence of CHWs are likely to have a significant 

effect on coverage. Therefore we are probably correct that coverage is low throughout the programme area. 

Table 7 Reasons explained for non-covered cases found during the small area survey (Hazrat-e-Sultan District, 

Samangan Province, Afghanistan, November 2014) 

 

We took the opportunity of the small-area survey to collect further qualitative data, and further enrich our 

understanding of reasons why carers are not able to admit their child into the programme as well as, in the case of 

the two covered cases, how they ended up in the programme. This was performed through a structured interview. 

For the non-covered cases the most prolific reason for not being in the programme is ‘no knowledge of the 

programme.’ This, along with all but one of the other barriers, had already been identified in Stage 1 and therefore 

this data will be used to further triangulate with other sources and strengthen the evidence base. Full triangulation 

by source (type of informant and location) and method, will be outlined in the following section. 

The small-area survey raised one reason for non-covered cases that had not been raised in Stage 1; ‘Child already 

enrolled in SFP’. Further discussion with SFP staff revealed that there is no system in place to ensure children that 

are enrolled in the SFP programme that fall into a state of SAM are admitted to the OTP. Therefore we suspect that 

this is a common occurrence, especially since the SFP programme is run entirely in parallel to the OTP and other 

health services. 

Finally, the two covered cases did not reveal anything that would strengthen any of the boosters identified, since 

one child was referred after arriving at the clinic and another found out about the programme through a neighbour. 

If anything, this only adds to the evidence base that the community element of the programme is weak. 
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4. BUILDING THE PRIOR 
 

Before starting the wide area survey in order to obtain an overall coverage estimate, a prior belief of coverage, 

based on the evidence from Stage 1 and 2, was developed. A statistical representation of what the team believed 

the coverage was most likely to be, was developed through the weighting of positive and negative factors effecting 

coverage according to their relative importance. 

The information was grouped into 1. factors that contribute to reducing coverage (negative factors) and 2. factors 

that contribute to increasing coverage (positive factors), and each factor was weighted with the following weighted 

and simple weighting methods. 

Table 8 Key for weighting of positive and negative factors effecting coverage  

 
Source 

 
Methodology 

A Men in the community 1 Semi-Structured Interview 

B Women with children not in the program 2 Focus Group Discussion 

C Women with children in the program 3 SWOT Analysis 

D Key community figures (Shura, Mullah, Village elders, Bakshi) 4 Observation 

E Health staff (BHC and CHC) 5 Small Area Survey (Stage 2) 

F Community Health Workers (CHWs) 6 Structured Interview 

G Program staff 7 OTP cards analysis 

H programme staff (AADA) 8 Routine Program Data Analysis 

I Health centre staff 
 

  



Table 9 List of positive and negative factors used to inform prior belief on coverage with triangulation and weighting (Hazrat-e-Sultan District, Samangan Province, 

Afghanistan, November 2014) 

  Triangulation Weighting   Triangulation Weighting 

Positive Factors (Boosters) Sources Method Simple Weighted Negative Factors (Barriers) Sources Method Simple Weighted 

Good knowledge of malnutrition A, B, C 2,1, 5 5 4 Poor knowledge of malnutrition D 1, 5 5 3 

Good knowledge of program  A, B, D 2, 1 5 3 No awareness of program A, B, D 2, 1, 5 5 5 

CHW present, active + does screening/referral 
B, F, E, 

D 
2, 1, 8, 

7 
5 4 Distance too far to OTP 

A, D, E, F, 
C, D, H 

1, 2, 7 5 4 

Mullah knows about the program (and refers 
children) 

D 1 5 1 No CHW nutrition activity 
B, C, D, 

E 
2, 1, 7, 

6 
5 4 

Dissemination of messages at community 
gatherings/events (mosques, weddings etc) 

F, C, D, 
E 

1 5 3.5 No money to travel to OTP B, D 1, 2 5 2 

Good experience/perception of the program C 1, 2 5 3 Refusal at health centre due to origin A, B, F 1, 2 5 2 

OTP open 6 days a week E 2 5 2 Bad experience at health center A, B 2 5 3 

Systematic/Passive screening at the health facilities E 1, 8 5 2 Poor adherence to nutrition treatment protocols E, H 4, 1, 7 5 4 

    

  

Ashamed of having a sick/malnourished child, 
therefore ashamed to go to the health centre 

B 2 5 2 

  
  

 

 
Mother unable to travel to health centre because 
marharame unavailable 

B, D 2, 1 5 1 

  
    

No RUTF available (stock break) E, H 1 5 2 

  
    

Insecurity F 1 5 1 

  
    

Cold weather H 2 5 2 

  
    

The sharing of RUTF with family members H, E 1 5 1 

  
    

Already enrolled in SFP programme B 6 5 3 

  
    

Rejection from Health Centre B 6 5 3 

Totals   40 22.5     80 42 



Simple Weighting 

In this case each factor was given a weighting of 5. This is a simple method that ensures only the number of factors 

influence the prior mode, not the relevant importance of the factors. The mode is then calculated using the sum of 

the simple weights. In this case five was chosen as the value for each factor.  

 
and 

 
 

Therefore the mode calculated from the simple weighting 

 =  

 
 

Weighted 

In this case a score between 1 (low importance) and 5 (high importance) was given to each factor, depending on 

how significant the factor was as an influencer of coverage. This score reflected the evidence presented in Stage 1. 

The stronger the evidence (the more sources, the more methods, the higher frequency) in support of that factor, 

the higher the score it was given. 

 
and 

 
 

Therefore the mode calculated from the weighted method 

 =  

 
 

The prior mode was therefore calculated by taking the mean of the above two modes. 

Prior mode =  

 

Since this is the first SQUEAC that has been conducted in Hazrat-e-Sultan District it is recommended that a 

credibility interval of 25% is used, as the certainty is less that it would be with more prior coverage information. 

With a mode of 35.12% and a credibility interval of 25%, α = 11.21 and β=20.82 shape parameters were 

calculated. Using the BayesSQUEAC calculator our estimation of coverage, based on our prior information, is 

represented by the following curve: 
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Figure 15 Representation of the prior probability (Hazrat-e-Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 

α = 11.21 and β=20.82 
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5. STAGE 3 
 
The principal objective of Stage 3 is to provide an estimate for coverage across Hazrat-e-Sultan district. This firstly 

requires the development of a likelihood by way of a wide area survey, and then, using a Bayesian conjugate 

analysis, combine the prior and the likelihood to produce the posterior coverage estimate.  

5.1. Building the likelihood – the wide-area survey 

 

A wide area survey was conducted in 11 villages throughout the district, in order to determine the likelihood for 

coverage. 

5.1.1. Sample size calculation 

 

For the prior described above, and a precision of 12%, the BaysesSQUEAC calculator specified a minimum sample 

size of n=30. 

The following calculation was used to determine how many villages we were required to visit in order to achieve a 

sample size of 30: 

 
- n = 30 

- % population 6-59 months = 18%24 

- Prevalence of SAM = 2% 

- Average population of each village = 80025 

 

The latest SMART data from the National Nutrition Survey puts indicates a SAM rate of 4.4% for Samangan Province. 

This is extremely high, and was not supported by the case finding in Stage 2. Therefore, due to the lack of 

confidence in these SAM rates, and the need to be more conservative with the number of children we estimate to 

find in each village, we used a SAM rate of 2%.  

 
 

 

 
 

5.1.2. Sampling framework 

 

A two stage sampling method was used, firstly selecting a spatially representative sample of villages throughout the 

district, and secondly employing house to house or active and adaptive case finding to find all SAM children in each 

village selected. 

                                                           
24 Afghanistan National Nutrition Survey (2013) 
25 The population figures provided by AADA for each village within health facility catchment areas were used to determine this 
estimate. This was triangulated with population figures of villages visited during Stage 1 and 2, which were obtained from 
village leaders.  
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First Stage: The 11 villages were selected using the CSAS (centric systemic area sampling) quadrant method, for 

which quadrants of 10km were drawn on a map of the district, and the village closest to the centre of the quadrant 

was chosen for sampling. This ensured a spatially representative sample of villages was selected. Where the more 

than 50% of the quadrant was taken up with uninhabited areas or areas outside of Hazrat-e-Sultan District the 

quadrant was omitted. 

Figure 16 Map of Hazrat Sultan with quadrants (Hazrat Sultan District, Samangan Province, Afghanistan, November 2014) 
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Figure 17  Map of Hazrat-e-Sultan with selected villages (Hazrat Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 

In three cases, the village selected fell within an area deemed too insecure for the team to travel to (Qaflani, Aq 

gonbaz et Badam Bagh). Therefore these villages were not surveyed. The area of Kokjar (G4) would normally not be 

selected since that particular quadrant was more than 50% covered by an area outside of Hazrat-e-Sultan District. 

However as there were only 10 valid quadrants it was decided that this quadrant should be used and a village be 

selected (Nowadad Kokjar).26 Furthermore this area represented a significant cluster of villages that should be 

covered. 

Second Stage: In each village a sampling process identical to that employed in the small area survey was 

employed. In most cases, door-to-door sampling was employed to ensure all children meeting the case definition 

(SAM children (MUAC<115mm or bilateral pitting oedema present) aged 6-59 months) were found. In cases where 

door-to-door was not feasible in the given time frame active and adaptive case finding was employed. In both cases 

the language used for identifying malnutrition was used by the survey team (see Table 2), as well as photos of 

malnourished children and packets of RUTF to help identify children that met the case definition. 

A questionnaire for both covered and non-covered cases was employed in order to ascertain the reasons for both 

cases. As with Stage 2 the questionnaires were translated into Dari and then back translated by a different person 

in order to verify the quality of the translation. The questionnaires can be found in Annex 9 and 10 respectively. 

The wide-area survey was done by three teams of four to six over the course of four days. Each team was able to 

cover one village per day. 

5.1.3. Results of the wide-area survey 

 
The wide-area survey uncovered a total of 32 SAM cases. The cases found are presented below. 

                                                           
26 See Annex 6 for a fall list of villages sampled during the wide-area survey and the cases found. 
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Figure 18 Total SAM cases found during the wide-area survey (Hazrat Sultan District, Samangan Province, 

Afghanistan, November 2014) 

Type of case Number found 

Total SAM cases 32 

SAM cases not in the programme (non-covered) 28 

SAM cases in the programme (covered) 4 

Recovering cases (in programme with MUAC >11.5cm) 2 

 

Analysis of the questionnaires filled out for the non-covered cases revealed five different barriers. 

Figure 19 Reasons for non-covered cases found during the wide-area survey27 (Hazrat Sultan District, Samangan 

Province, Afghanistan, November 2014) 

 

                                                           
27 There was a total of 28 non-covered cases but only 26 reported reasons. This is due to missing questionnaires. 
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6. COVERAGE ESTIMATE 
 
A point coverage estimator was deemed the most appropriate representation of coverage in the target area due to 

the poor level of case finding identified during stage 1. Period coverage is more appropriate for a programme that 

has good case-finding and short lengths of stay, since point coverage would not reflect high performance and cases 

loads will be lower (since they are being efficiently treated). Point coverage can be calculated with the following 

formula: 

 

Point coverage was calculated through the BayesSQUEAC calculator that combines the information of the prior and 

the likelihood and produced the following result: 

 

This coverage estimation is well below the SPHERE standard for rural community based SAM treatment programmes 

(50%), therefore presents a strong justification for significant programme reform. 

The BayseSQUEAC calculator presents the following posterior curve (red), based on both the prior (blue) and the 

likelihood (green) information (through a Baysien conjugate analysis). 

Figure 20 Graphic representation of the point coverage estimate including the prior, likelihood and posterior 

information (Hazrat Sultan District, Samangan Province, Afghanistan, November 2014) 

 

The conjugate analysis does not present any conflict between the prior and the likelihood. As the green curve is 

taller than the blue curve the likelihood evidence (wide-area survey) is stronger than the one produced by the 

prior.  The prior is still in accordance with the likelihood since the curves overlap.  
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7. CONCLUSIONS 
 
The coverage estimation of 24.5% [CI 95%: 15.7%-36.7%] presents significant justification for programme reform.  

This is well below the SPHERE standard of 50% for rural community based management of acute malnutrition 

programmes, and therefore measures to increase coverage need to be taken immediately. The barriers discovered 

during the wide area survey provide hard evidence of how this reform should be prioritise in order to achieve high 

coverage as soon as possible. The information collected during Stage 1 provides in depth information on how the 

reform should be structured and the following section (Recommendations) outlines suggested steps. 

The evaluation has highlighted significant shortfalls in the community component of SAM treatment, including 

awareness raising, screening, referral and follow-up of absent and defaulting cases. It is clear that the coverage of 

CHWs is inadequate, with one cluster of villages without a single CHW, and the active network of CHWs requiring 

improvement. AADA is not necessarily free to decide on CHW numbers since the MoPH is responsible for allocating 

CHWs and even limits the number of CHWs able to be recruited. However the evaluation presents a strong evidence 

base on which they could advocate for change. 

In terms of CHW activity related to nutrition, this must be considered in the context of the wide-range of 

responsibilities CHWs have. It is clear that the model for an efficient system is there (simple and clear referral 

system, process for following up cases) however adherence to this system on a systematic and reported basis needs 

to be facilitated. In many cases it appears CHWs are left to their own devices and therefore there is irregular 

screening, irregular reporting and sometimes non-existent follow-up of cases. Improvements in terms of supervision 

and communication between the local health facility, the CHWs and the CHS would lend themselves to improve this 

situation. 

The existence of a long-established health system means that awareness of health services is quite high therefore 

knowledge of where to seek treatment (for whatever sickness) is good. However knowledge of malnutrition (and 

therefore of treatment services) was found to be weaker. The evaluation exposes significant opportunities for 

awareness-raising at community level especially formal relationships with village leaders and mullahs to 

disseminate messages. 

The fact that there is only one point at which OTP care is delivered in the whole of Hazrat-e-Sultan District 

presents significant challenges in terms of access. It is therefore concluded that this number of points needs to be 

increased in order to increase coverage of the programme. A measured approach to determine the areas most in 

need of an additional point, including calculation of what distance is acceptable to travel and estimated SAM case 

load, and balancing this with resources available, should be taken. 

An increase in the number of OTPs would clearly result in an increase in supervision and training. This was found to 

be sub-standard and is in need of reformulation. Currently one programme manager is responsible for supervision of 

10 OTPs and two TFUs in Samangan. The level of supervision needs to be increased in order to ensure treatment 

protocols are followed, training needs are identified and provided, and reporting is accurate. Turnover of staff was 

often cited as a challenge however it needs to be dealt with by tracking all new staff, and ensuring they receive 

nutrition training (including reporting). 

Finally, the reporting process for the OTP programme merits reform. Ideally, this would be fully integrated into the 

HMIS system which should be a long-term goal for AADA and other BPHS partners. Since the provision of SAM 

treatment is a responsibility of the BPHS provider, and the activity is integrated into health care provision, it would 

be more efficient to integrate this into the HMIS system. In the short-term, AADA needs to ensure that better 

quality and more in depth data is available in order to identify shortfalls in programme performance and changes in 

needs. This includes more detailed data at CHW level and on-going analysis of individual OTP performance. SQUEAC 

tools, such as MUAC on admission analysis, provide opportunities in this regard. 



8. RECOMMENDATIONS 
 

 

Recommendation Findings Evidence Actions to be taken 
Responsible 
people 

Level 
of 
priori
ty 

1 
Improve performance of 
Community Health Workers 
network 

1. Low 
awareness of 
malnutrition and 
programme                   
2.Absence of 
active CHWs 

1. Low awareness of 
malnutrition and 
programme at community 
level.  
2.  Low knowledge about 
nutrition activities amongst 
CHWs.  
3. No CHWs in area certain 
areas.  
4. Low activity of CHWs in 
nutrition activities.  
5. Poor/non-existant 
awareness-raising amongst 
CHWs 

Ensure refresher trainings take place during monthly CHW 
meetings and record participation. Ensure CHSs conduct on-
the-job supervision and training 

Training unit, 
CBHC unit 
and CHSs 

High 

Recruit more CHWs for areas not covered (particularly in the 
area north east of Hazrat Sultan) 

Training unit, 
CBHC unit 
and CHSs 

Medium 

Improve monitoring and supervision of CHWs by CHSs. Keep 
individual CHW performance records and identify action plan 
for weaker CHWs. 

CBHC unit 
and CHSs 

High 

Integrate awareness-raising (on programme and malnutrition) 
into CHW tasks through training and provision of visual support 
materials. Include prevention and treatment procedures, 
especially measures targeted to avoid sharing. 

PM, CHWs 
and CHSs 

Medium 

Develop and disseminate IEC materials (related to 
malnutrition and the programme) to communities 

PM Medium 

Increase awareness-raising by CHWs during their home visits, 
through training, the development of materials and increased 
monitoring of CHW performance. 

PM, CHS, 
CHW 

High 

Consider an incentive system tied to the number of children 
correctly referred, the number of defaulters effectively 
returned to OTP/TFU and  to effective reporting  as well. 

PM Medium 

Ensure follow up of the absent and defaulting children, 
through strong communication with OTP and documentation of 
defaulting cases and reasons for default. 

CHWs and 
CHSs 

High 

2 
Formalise engagement with 
key community figures and 
other community networks 

1. Engagement 
between CHW 
and community 
structures is low   
2.Communities 
have strong 

No awareness of programme 
amongst key community 
figures. Low engagement 
between CHWs and 
community figures (mullah, 
health shura and village 

CHW should build basic community mobilisation plans (who are 
the key figures, how messages are disseminated) specific to 
each village to ensure cases are covered. 

CHWs and 
CHSs 

High 

Involve key figures in follow up and addressing of absent and 
defaulting cases. 

CHSs and HFs 
staff 

High 



 

hierarchical 
structures 
therefore 
present clear 
opportunity for 
efficient 
dissemination of 
messaging 

leaders). Poor Knowledge of 
malnutrition amongst key 
community figures 

Engage health shuras more systematically in the monitoring 
and support of CHW activities 

CHSs and HFs 
staff 

High 

Engage key figures in community mobilisation activities key 
messages about nutrition services provided by CHWs, SFP and 
OTP. 

CHW/CHS   

Use community events (weddings, meetings, pray etc.) to 
disseminate messaging related to nutrition. 

CHW/CHS High 

Ensure male members of the community are engaged in 
awareness-raising activities 

CHW/CHS   

Coordinate with vaccination campaigners to identify SAM 
children 

CHW/CHS   

Encourage mothers to raise-awareness of malnutrition and the 
programme in communities 

CHW/CHS   

Invite key figures to CHW/CHS monthly meetings 
CHSs and HFs 
staff 

Medium 

3 
Increase screening coverage 
in areas with potential high 
numbers of cases 

1. Mass 
screenings do 
not take place. 
2. Villages of 
concern 
identified during 
SQUEAC 

Very low coverage 
throughout district. Surveys 
identified villages as having 
a suspected high number of 
cases that have no CHW or 
weak CHW activity. 

Do mass screenings immediately in Koka Balagh and 
Chouchman. Coordinate with mullahs to inform community in 
advance. Prepare OTP for subsequent spike in demand.  

PM High 

Identify local CHWs and/or SFP staff to assist PM   

4 

Increase geograpahical 
coverage of SAM treatment 

1. Only one 
service delivery 
point for the 
whole district 2. 
Distance found 
to be a barrier 
to access 

Very low admissions beyond 
10km from OTP site. Other 
barriers (cold weather, no 
money to travel and no 
mahram) related to 
distance evident as well. 

Determine criteria for service delivery expansion PM High 

Open OTP in Big Mohammad BHC to serve Chouchman and 
surrounding villages. 

AADA 
Management 

High 

Provide SAM treatment at BHCs (in line with BPHS guidelines) 
AADA 
Management , 
PM 

High 

Provide SAM treatment at Koko Balagh Health Sub-centre 
whilst Omali is inaccessible 

AADA 
Management 
PM 

  

Areas of particular concern include 'Big Mohammad/Couchman 
area', Boyah area and Quosh Para area 

PM High 

 
Follow-up case studies of successful admissions and discharges 
from long distances to determine reasons for good access. This 
can be done with a simple questionnaire for mothers/fathers. 

PM low 

5 
Increase supervision of OTPs, 
and improve the quality of 

1. Only one PM 
for whole 

Poor adherence to national 
protocols. Poor quality of 

Increase resources to train and supervise health facility staff 
AADA 
management 

Medium 



 

health facility staff related to 
nutrition 

province 2. 
Limited 
supervision visits 
to OTPs 3. 
Limited time 
and commitment 
to SAM 
treatement 

reporting. low consistency 
of SAM treatment 

Ensure staff commitment and dedication to the OTP 
programme. It is part of the BPHS and part of their 
responsibilities. 

AADA 
Management 
PM 

  

Train staff in how to ensure an appropriate 'bed side manner' 
to ensure experience at OTP is as pleasant as possible for 
mothers 

PM   

Ensure care is provided on first - first (even if 'wrong' facility) PM   

Identify strong OTPs and staff to provide peer-to-peer training 
to weaker OTPs 

PM   

Ensure each new staff is trained and an on-going supervision 
plan is designed 

PM   

6 
Optimise reporting on 
nutrition data 

1. Limited data 
available 
through current 
reporting system 
2. Poor quality 
of data that is 
collected 

Inaccurate and incomplete 
data. Poor recording on 
admissions cards at health 
centre level. No recording 
of individual CHW activity. 
No systematic analysis of 
OTP performance. 

Ensure admissions cards are correctly filled out with 
referesher training and on-going support and supervision. 

PM High 

Record individual patient details PM High 

Report on individual CHW activity PM/CHSs High 

Integrate suitable SQUEAC tools (MUAC on admission, 
defaulter tracing and analysis, admissions analysis) into 
monitoring at management level 

PM Medium 

Increase qualitative monitoring with mothers to ensure good 
awareness of treatment, especially after first visit, and 
increase understanding of reasons for default. 

PM   

Conduct small-area surveys for areas suspected in having 
problems with coverage to confirm and determine challenge 
to be over come 

PM Medium 

Integrate nutrition data into HMIS system  
PM/HMIS 
personnel 

High 

Instigate interface between SFP/OTP to ensure SAM children 
do not remain in SFP programme 

PM/SFP PM   

Seek nutrition data management staff to handle the nutrition 
program data 

AADA 
management 

Low 

Ensure full data set (since 2014) is transferred to the next 
BPHS provider 

AADA 
management 

Low 

 



9. ANNEXES 
 
Annex 1 SQUEAC Work Plan (Hazrat Sultan District, Samangan Province, Afghanistan, November 2014) 

Date Activity 

13th October Arrival in Kabul. Security briefing and briefing with CD 

14th October Travel to Mazar - Preparation/planning with Mazar team 

15th October SQUEAC and Coverage Training 

16th October Quantitative Data Analysis + getting to know the programme 

17th October Qualitative Research Training 

18th October Preparation for Qualitative Data Collection 

19th -21st October Qualitative Data Collection and Analysis 

22nd October Formulation of Hypothesis and planning for Stage 2 + training of enumerators 

23rd-25th October Stage 2: small area survey 

26th October Hypothesis analysis and Formulation of Prior + Preparation for Wide Area Survey (Sample, Log etc.)  

27th -30th October Stage 3: Wide area survey 

31st-1st November Development of Posterior, Recomeandations and Action Plan 

2nd November Travel back to Kabul 

3rd November Debriefing with CD/Nutrition HoD etc. 

4 th November Travel Home (1530 dep) 

 

Annex 2 Map of Hazrat-e-Sultan District marking areas of insecurity and areas affected my flooding (Hazrat Sultan 

District, Samangan Province, Afghanistan, November 2014) 
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Annex 3 Map of Hazrat-e-Sultan showing health structures (Hazrat Sultan District, Samangan Province, Afghanistan, 

November 2014) 

 

 

Annex 4 Solar Hijri and Gregorian calendar conversion (Hazrat Sultan District, Samangan Province, Afghanistan, 

November 2014) 

Solar Hijri Calendar Gregorian (in 2014) 

Jadi 22nd December - 20th January 

Dalvae 21st January -19th February 

Hut 20th February - 20th March 

Hamal 21st March-20th April 

Sawr 21st April -21st May 

Jawza 22nd May-21st June 

Saratan 22nd June-22nd July  

Asad 23rdJuly -22nd August 

Sonbola 23rd August-22nd September 

Mirzan 23rd September – 22nd October 

Aqrab 23rd October-21st November 

Qaws 22nd November-21st December 

 

 



 
50 

Annex 5 List of focus-group discussions and semi-structure interviews done during Stage 1 (Hazrat Sultan District, 

Samangan Province, Afghanistan, November 2014)  

Date Village Place type Type of informant 
# 

people 

20/10/2014 Hazrat Sultan CHC SSI Doctor of HC 1 

20/10/2014 Hazrat Sultan CHC SSI Midwife OTP 1 

20/10/2014 Hazrat Sultan CHC SSI Health educator OTP 1 

20/10/2014 Hazrat Sultan CHC SSI Familt Doctor 1 

20/10/2014 Hazrat Sultan CHC SSI Mother of beneficiary 1 

20/10/2014 Hazrat Sultan CHC FGD Mothers of beneficiaries 2 

20/10/2014 Kabule Payen C FGD Mullah 8 

20/10/2014 Kabule Payen C FGD Teacher of the village 6 

20/10/2014 Kabule Payen C FGD Leader of the village 7 

21/10/2014 Chochman C FGD Elder of village and Mullah 8 

21/10/2014 Chochman C FGD Leader of the village 10 

21/10/2014 Chochman C FGD Mullah  11 

20/10/2014 Kabule Bala C FGD Wife of village leader 8 

20/10/2014 Kabule Bala C FGD Lactating mother 10 

20/10/2014 Kabule Payen C FGD women and mother of the beneficiarie 7 

21/10/2014 Chochman C FGD Head of the house wife 11 

21/10/2014 Chochman C FGD Lactating mother 10 

19/10/2014 Ghaznigake Naw Abad C FGD women  17 

19/10/2014 Ghaznigake Naw Abad C FGD Lactating mother 11 

19/10/2014 Kabule Pain C FGD women 18 

19/10/2014 Bamian Che C SSI The deputy of Fezullah Shura 1 

19/10/2014 Bamian Che C SSI Shabuldin Villager 1 

19/10/2014 Bamian Che C SSI Mohmad Evaz Villager 1 

19/10/2014 Bamian Che C SSI Salim Shah Villager 1 

19/10/2014 Bamian Che C SSI Teacher 1 

19/10/2014 Naw Abad Chakmaklie C FGD mothers  8 

19/10/2014 Naw Abad Chakmaklie C FGD mothers  8 

20/10/2014 Naw Abad Karachach Bulak C FGD mothers 7 

20/10/2015 Naw Abad Karachach Bulak C FGD women 7 

20/10/2016 Naw Abad Karachach Bulak C FGD mother of the beneficiaries 6 

21/10.2014 Big Mohmmad BHC FGD women 8 

21/10.2014 Big Mohmmad BHC FGD mother of the beneficiaries 7 

21/10.2014 Big Mohmmad BHC FGD Mothers of beneficiaries 5 

19/10/2014 Naw Abad Chakmaklie C FGD Mullah ; cashier of the village 9 

19/10/2014 Naw Abad Chakmaklie C FGD Community members 8 

19/10/2014 Naw Abad Chakmaklie C FGD Mullah 5 

20/10/2014 Naw Abad Karachach Bulak C FGD CHW 9 

20/10/2014 Naw Abad Karachach Bulak C FGD Community members 7 

20/10/2014 Naw Abad Karachach Bulak C FGD Community members 10 

21/10/2014 Big Mohmmad C FGD Mullah ; cashier of the village; Bakhshe 10 

21/10/2014 Big Mohmmad C FGD Community members 15 

21/10/2014 Big Mohmmad C FGD Cashier 10 

19/10/2014 Bamian Che C SSI Bebe Fatimah 1 
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20/10/2014 Markaze Hazrat Sultan C FGD mother of the beneficiaries 15 

20/10/2014 Markaze Hazrat Sultan C FGD HF staff 4 

20/10/2014 Markaze Hazrat Sultan C FGD women and mothers in the village 10 

20/10/2014 Markaze Hazrat Sultan C SSI CHW 1 

21/10/2014 Asia Bad C FGD Mothers 10 

21/10/2014 Asia Bad C FGD Mothers 11 

21/10/2014 Asia Bad C FGD Community members 10 

21/10/2014 Asia Bad C FGD Leader of the village and Mullah 7 

21/10/2014 Big Mohmmad C FGD SFP Staff  2 

20/10/2014 Markaze Hazrat Sultan C FGD Fathers of the benificiaries 7 

20/10/2014 Markaze Hazrat Sultan C SSI CHS 1 

20/10/2014 Markaze Hazrat Sultan C FGD Emam of the Mosque 8 

20/10/2014 Markaze Hazrat Sultan C SSI Doctor of clinic 1 

      FGD focus-group discussion 

    SSI Semi-structured Interview 

    C community 

    CHC Comprehenisve Health Centre 

    BHC Basic Health System 

     

Annex 6 Villages and results from wide-area survey (Hazrat Sultan District, Samangan Province, Afghanistan, 

November 2014) 

Nb  Village   HF Catchment  
Total 

SAM 

SAM NOT 

IN 
SAM IN TFU 

RECOVERING 

CASES (in <11.5cm) 

1 Shaglatoo Hazrat Sultan 3 3 0 0  0 

2 Qoush Para Hazrat Sultan 0 0 0 0 0 

3 Koka Balagh Hazrat Sultan 8 8 0 0 0 

4 Khaliq Bay Hazrat Sultan 1 1 0 0 0 

5 Sarakia Afghania Hazrat Sultan 0 0 0 0 0 

6 Kartesul Hazrat Sultan 0 0 0 0 1 

7 Now Abad Kokjar Hazrat Sultan 7 6 0 1 0 

8 Chouchman Jaklash Kamar Big Mo 4 3 1 0 1 

9 Hoorlmash Now Abad Big Mo 3 3 0 0 0 

10 Qadam Ali Big Mo 5 2 3 0 0 

11 Qorugh Hazrat Sultan 1 1 0 0 0 

   

32 27 4 1 2 

 

 

 

Annex 7 List of CHW responsibilities in Afghanistan 

This list is taken from the HMIS system and details the indicators used to monitor CHW activity, which gives an 

idea of the responsibilities of CHWs. 

 

# of Children Screened with MUAC 

# of Meetings with Health Committee 

# of Normal Deliveries Referred by CHW 
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ARI 

Chloroquine 

Oral Pills (cycle) 

Total Number of Family Visited 

Referred for EPI (<1y) 

Number of Weighing Sessions 

# of Children Referred for Malnutrition 

# of Obstetric Complications Referred 

Acute Diarrhea 

Condoms (dozen) 

Cotrimoxazole 

Women Referred for TT 

Number of FHAG Active 

Number of Children Weighted 

Injectibles (injection) 

Malaria 

Number of Maternal Death 

Oral Contraceptive 

Referred for TB 

Number with Adequate Weight Gain 

Number of Neonatal Deaths 

ORS 

ANV at Home 

Zince Tablets 

PNV at Home 

Vitamin A 

Died at Home 

 

 

Annex 8 SQUEAC Team (Hazrat Sultan District, Samangan Province, Afghanistan, November 2014) 

Name Position 

Ben Allen Global Coverage Advisor (ACF-UK) 

Anne Gitari SQUEAC Officer (ACF) 

Ariana Achakzai Assistant Nutrition Head of Department (ACF) 

Asadullah Yusuf SFP Staff (AADA) 

Ab. Habib Hazrati SFP Staff (AADA) 

Sebghatullah Haqani M&E Officer (PIN) 

Dr Kamalnasir Zadran SAM Treatment PM (AADA) 

Mohammad-Malik Khuram SFP Staff (AADA) 

Dr Muhammad Yousaf Nutrition Programme Manager (HealthNet-TPO) 
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Annex 9 Questionnaire for non-covered cases used during the small and wide area surveys (Hazrat Sultan District, 

Samangan Province, Afghanistan, November 2014) 

 

 هستند غیر تحتی پوشش  که   SAMپر سش نا مه  برای مورد

 :  قریه

  تاریخ           : 

 :  تیم

 

 اسم کودک:   
 :ولد/ بنت   

 
 ار است؟مایا فکر میکنید که کودک شما بی. ۱

 دری کودک تان رنج میبرمابلی. از کدام بی ☐

 توقف کنید  ←. نخیر ☐

 
 ؟ چار سوء تغذیی  استایا فکر میکند که کودک شما د. ۲

  توقف کنید ←. نخیر ☐.                                                                                                بلی ☐
 

 
 ؟ سوء تغذیی()ببرید شما میدانید که به کجا کودک خود را برای تداویآیا . ۳

 توقف کنید  ←. نخیر ☐.                                                   است  بلی، نام ان برنامه  چیست/ان در کجا □

 
 اید؟ نبرده صحی مرکز به را خود کودک شما چرا. ۴

_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________ 

 

 تداوی حاصل کرده بود  ؟) جواب  درست  را حلقه کنید(  TFUیا  OTP ،SFPقبالً از  . ایا  طفل شما۵

 

  توقف کنید ←نخیر □                               ؟نیستند  پروگرام شامل دیگربلی: انها چرا  □

□ ۱ :Defaulter   ؟  :    چه وقت.                               چرایا غایب 

 شد:    چه وقت ؟ مرخصشفا یاب شده : ۲ □

 : بدون اعالج مرخص شده:  چه وقت ؟۳□

 : دیګر علت ها: ۴□

 

 

 

.رجعت دهی  را ارایه کنید ت کننده ورقه با تشکر از مراقب  

 

 /مشاهدات اضافی تفسیر  برای 
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Annex 10 Questionnaire for covered cases used during the small and wide area surveys (Hazrat Sultan 
District, Samangan Province, Afghanistan, November 2014) 

  تحت پوشش SAM موارد برای پرسشنامه

 

 :  قریه

  تاریخ           :

  :                   تیم

 

 : اسم طفل 
 :            ولد/ بنت   

 

 

 

 ؟ اول شما چگونه فهمیدید که کودک شما دچار سوء تغذیی  شده . برای بار۱ 

__________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________ 

 

 

 آید ؟ . شما در مورد برنامه چگونه  خبر شده۲

  

 

 

 ؟کرده اید  تداوی را خود کودک شما ایا OTPمرکز صحی/ به امدن از قبل .۳

؟ بلی، چگونه   ☐ 
_________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________ ه کری؟ ن به شفا خانه مراجعآو چرا شما پس از  
__________________________________________________________________________________________________________________________________________ 

 

 

 

 باشد؟ تغذیی  سوء دچار که میشناسید تان جامعه در را دیگری کودک شما آیا. ۴

____________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________ 

 


