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EXECUTIVE SUMMARY 

A Semi-Quantitative Evaluation of Access & Coverage (SQUEAC) assessment was 

conducted in Feb 2014 in Tando Mohammad Khan (TMK) & Badin districts, Sindh 

province, where ACF currently implements a Community Management of Acute 

Malnutrition (CMAM) program.  

The Severe Acute Malnutrition (SAM) coverage assessment revealed a number of 

addressable barriers as well as boosters to program access and coverage. The key 

boosters to the program included (i) Awareness about CMAM program, (ii) Active 

CBV's Community Based Volunteer's (CBVs) and(iii) Strong community outreach and 

follow-up. Key barriers to program access and uptake identified were (i) Distance 

/lack of public transport, (ii)Patchy coverage leading to uncovered SAM cases and 

(iii) Sharing of RUTF as it is considered as chocolate (mostly due to sachet 

packing). In Badin District, in addition to the above mentioned barriers, 

community migration due to labour demand was also a contributing barrier to 

continuity of availing service.  

The coverage assessments results obtained here are for areas where ACF 

implements CMAM since July 2012 in TMK District. Coverage was estimated to be:  

TMK: Coverage1 = 68.3 (95% CI =60.4%-75.1%) 

Coverage is above the SPHERE minimum standard for rural areas of 50%.  

The barriers identified in the last SQUEAC Jan-Feb 2013 that was conducted at 

TMK were mostly addressed, the recommendations were followed and eventually 

improved coverage. The coverage in TMK has improved to 68.3 (95% CI =60.4%-

75.1%) in Feb 2014 as compared to 62.6% (95% CI=53.8%-70.6%) in Feb 2013, with 

CIs that overlap. 

ACF is providing CMAM services in 4 UCs of Badin District since Sep 2011 through 

different ECHO grants. The coverage result from these 4 Union Councils is: 

Badin: Coverage= 61.5 (95% CI =52.7%-69.4%)  

 

  
                                                           
1
Based on the Bayesian SQUEAC calculator 
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INTRODUCTION 

ACF International intervenes in nutrition, food security and livelihoods (FSL), 

water sanitation and hygiene (WASH) since July 2012 in Tando Mohammed Khan 

(TMK) district2 and since September 2011 in Badin District.  

ACF implements a Community Management of Acute Malnutrition (CMAM) program 

in 13UnionCouncils (UCs) of TMK district and 4 UCs of Badin District. Children who 

have severe acute malnutrition (SAM) without complications are treated at 

Outpatient Therapeutic Program (OTP) sites established at the proximity of health 

facilities in infrastructures allocated to ACF by the community/Health system. As 

per the Nutrition cluster recommendation, minimum1 OTP site is established per 

each UC with satellite sites for distant populated pockets where needed. The SAM 

cases with complications and/or grade two and three oedema and/or who do not 

have appetite are treated at a central stabilization centre3 (SC) situated in the 

Civil Hospital (secondary level health care) in TMK. In TMK District Five OTP sites 

were established between mid-July 2012 and mid-August 2012 for the first phase 

and in a second phase, 6 additional OTP sites were established in November 20124, 

while two further were initiated in September 20135 making a total of 13 UCs 

operational in TMK. ACF has identified and trained a number of Community Based 

Volunteers (CBVs) who are actively working in close liaison with the ACF staff. 

These CBVs are doing active case findings, referrals and defaulter tracing at the 

community level. They are purely working with a volunteer spirit and no incentive 

is being paid other than acknowledging their work, providing respect and 

equipping them with the knowledge and necessary tools. The ACF Nutrition 

programme in the study area has been flexible to improve child survival by 

organizing buffer stocks of RUTF to mitigate the risk of OTP and SFP stock outs. 

Another programmatic adjustment towards increasing proximity and decreasing 

travel time was to establish satellite sites complimentary to the one static site per 

UC.  

                                                           
2Tando Mohammad Khan districts comprises of TalukasTando Mohammad Khan (T.M.Khan), Bulri Shah Karim and Tando 

Ghulam Hyder. T.M.KhanTaluka has UC-I & UC-II, Moya, Shaikh Bhirkio, TandoSaidad, Lakhat and Tarri. Bulri Shah Karim 

Taluka has MullanKatiar, Allah Yar Turk, JanhanSoomro, Bulri Shah Karim, Saeedpur, Saeed Khan Lund and Saeed Mato. 

Tando Ghulam HyderTaluka has Dando, Nazarpur, Tando Ghulam Hyder, Ghulam shah Bagrani and Moya.  
3SC is run under government department  
4 Mid July 2012: AllarYarKuk, Bulri Shah Karim, Nazar Pur, Ghulam Shah Baghrani, JanhanSomro. Mid November 

2012.MullanKatiar, Saeed Matto, Saeed Pur, Tando Mohammad Khan UC-I, Tando Mohammad Khan UC-II and Saeed Khan 

Lund.  
5Sheikh  Birkio and Lakhat 
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In order to measure the performance and coverage of the nutrition program in 

treatment of SAM and to provide information for decision making in the districts, a 

Semi Quantitative Evaluation of Access and Coverage (SQUEAC) was implemented 

in the program areas where ACF intervenes. 
 
 

OBJECTIVES 

 

The survey was guided by the following objectives:  
 

 Establish barriers and boosters to CMAM program coverage and uptake by 

the community  

 Measure CMAM (SAM) coverage for purpose of measuring its performance  

 Provide informed recommendations for improvement of CMAM program  
 

METHODOLOGY 

 

The approach used a mixture of quantitative (numerical) data collected from 

routine program database, and tallying the information from the patient records 

during the small-area survey. The qualitative data was collected from case 

studies, informal group discussions, focus group discussions and interviews with 

program staff, CBVs, carers, community and religious leaders. The information was 

collected iteratively using triangulation by source and method and sampling to 

redundancy6. Thus the stages used in the SQUEAC method are as follows:  
 

Stage 1: Identified areas of low and high coverage as well as reasons for coverage 

failure using routine program data. This was done mainly through visits to the OTP 

sites to get information from program staff, carers, CBVs and community 

members.  
 

Stage 2: Confirmed the location of areas of high and low coverage and the reasons 

for coverage failure identified in stage 1 through using small studies, small area 

surveys and case studies. The information obtained was compiled into barriers, 

boosters and questions. The information obtained from the respondents was 

triangulated by source and method. The barriers and boosters were ranked in a 

series of analysis to develop a prior for the Stage 3 survey.  

                                                           
6The term is used to refer to the process where information is sought repetitively using variety of methods till it yields 
consistent information exhaustively 
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Stage 3: Bayesian techniques were used to estimate overall program coverage with 

a small sample survey7. Statistical analysis was done using the Bayes SQUEAC 

software.  

 

RESULTS 

Stage 1: SQUEAC investigations 

4.1.1. Visit to the OTP sites  

The survey teams were taken to Saeed Mato UC on the 10th of Feb for an 

orientation visit. Additional visit sites were planned on a daily basis. Interviews 

were conducted at the OTP sites8 in both TMK and Badin districts9 between 11 and 

14th February 2014. In-depth and semi-structured interviews were held with 

carers attending the OTP sites and with ACF program staff.  

 

4.1.1.1. In-depth interviews with carers  

Perception of the Nutrition: Male and female carers interviewed mentioned that 

prior to the start of the CMAM program they did not perceive malnutrition as a 

disease and that did not know it can result in death. The common health problems 

that children experienced were reported to be malaria, diarrhoea, cholera, 

vomiting, malnutrition, waterborne diseases, asthma and tuberculosis. The carers 

stated that the symptoms of malnutrition are weakness, fat belly and no growth of 

children, they call it Sokhra and kanghiin the local language. The parents and 

caregiver's prefer to take sick children to the nearby Government Health Facility 

due to free treatment. 

Perception about CMAM program: Below are some highlights about the perception 

of CMAM program amongst the carers 

This program is a free of cost treatment program for weak, sick children and 

mothers. 

Volunteers and program staff visit households with a coloured tape for the 

identification of diseases in children and mothers. Most of the carers have heard 

about the program from volunteers, ACF staff and neighbours.   

Many weak children with this program get healthy. 

                                                           
7
Semi Quantitative Evaluation of Access and Coverage (SQUEAC)/Simplified Lot Quality Assurance Sampling Evaluation of 

Access and Coverage (SLEAC) Technical reference. Mark Myatt et al. October 2012 
8
Saeed Pur, Mulakatiar, JanhanSomro, Saeed Mato, Ghulam Shah Bagrani, Saeed Khan Lund in TMK and SF Rahu, Dubi, Kario, 

Rahuki in Badin 
9Both are neighbouring districts with almost same socio-cultural settings therefore the qualitative findings are applicable to 
both districts. Most of TMK area was a part of District Badin earlier.  
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As the CMAM program for both the mother and the child several community elders 

suggested is the need for labour room services and one medical doctor at every 

OTP site. 

The community terms ‘CMAM’ as ‘a site where the treatment of small weak 

children and mothers is provided’. They give chocolate in a soft sachet &biscuits 

(RUTF) to the sick and/or weak small children for treatment and give advice on 

feeding of mother milk to her sick small child. 

A positive perception reported was that the child gets cured by this program. A 

negative perception carers shared was that some religious leaders were saying 

that the ‘food’ (RUTF) could cause future impotency in children. 

The carers also knew that children defaulted due to migration and seasonal labour 

demand.  

Overall they reported that their experience was good with the service provided. 

 

4.1.1.2. Key informant interview with community elders/leaders: 

The community elders and religious leaders interviewed generally were aware 

about the CMAM program they were playing a positive role in promoting referrals 

for treatment.They suggest that honest and hardworking volunteers must be 

selected so that they will meet village leaders regularly. They suggested that the 

community is very poor and cannot afford transport expenses so the service should 

be provided in each village. One interviewee also suggested increasing number of 

centers or number of satellite sites. They also suggested expanding the scope of 

services to health facilities, including hygiene, livelihood and especially education 

which they felt a need for. 

  

4.1.1.3. Key informant interview with Community Based Volunteers (CBVs) 

Most of the CBVs have been volunteering in support of the CMAM program 

supported by ACF for more than one year. They explained and knew their role in 

CMAM program. As volunteers they do village to village screening in their 

respective area and refer malnourished children with referral slip from 6 months 

to 5 years to the nearest OTP site for further treatment of sokhra and kanghi. 

They also explained that when ACF staff from OTP sites communicate with them 

for absent patients in follow up visits, they re-visit those families. The absent and 

defaulted children are referred again for continuation of service. The ones who 

are absent are mostly due to migration as they are a member of the laborer 

family, the prolonged absence results into default. Their response reveals their 

contentment that more than half of their referred children are cured and some 

are still under treatment. Some of the CBV's response on the needed improvement 
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is the need for communication allowances for proper and on time communication 

to trace defaulters and increase in follow-ups. Transport needs were also 

indicated by them at the time of follow up visits, screening and tracing defaulters 

to far areas. They indicate long distance and migration as top barrier's to their 

community outreach activities.    

 

4.1.1.4. Key informant interview with Program staff 

Upon interviewing the CMAM staff most of them were found to have worked for a 

considerable time by now in CMAM and have received trainings on CMAM and IYCF. 

They have indicated need for refresher and advanced trainings. Some of the staff 

indicated the huge caseload/crowds as a hindrance in the quality of service 

delivery due to which they get less time with the patients and for follow-up. The 

OTP staff also indicated that after the closure of SFP services in December 2013 

the staff has more time to provide quality service to the community and focus 

more on the compliance to treatment. 

 

The staff has observed a better level of cooperation from the Pakistan People’s 

Health Initiative (PPHI) and the Department of Health (DOH) staff for the past few 

months. The staff has observed caseload peaks in severe winter (Nov-Jan), severe 

summer (June-August) and rainy seasons (Aug-Sept) while default peaks are 

highest in harvest season due to migration of seasonal labor. This migration is 

mostly prevalent in the Hindu Kohli communities who work as paid agricultural 

laborers. 

 

According to the staff most of the referrals are from CBVs and community 

mobilization staff. They are also receiving patients who heard from their nearby 

communities and neighborhood about the program. A small observation in the OTP 

sites at the secondary care hospitals was that most patients are referred from the 

Out Patient Department (OPD) and come from far away areas, they arrive at the 

OTP with some expectations and require good counseling to be convinced for 

enrollment of their child into the OTP.  

 

There are few husbands who do not allow pregnant and lactating women (PLW) to 

go to the OTP. They can be encouraged by other mothers for attendance. There 

are some other constraints affecting the enrolment of children into the program 

indicated by the program staff, including the land lord system and lack of 

transport facility. There is religious stigma in some communities regarding RUTF. 
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The same local terms from the last coverage assessment were used to identify and 

trace SAM cases, such as Kanghi and Sokhra. Some staff also indicated distance to 

travel from the community, supply breaks and staff shortage as a barrier to proper 

treatment.  

 

Some of the recommendations from the staff are to provide more communication 

allowance, more behavior change communication (BCC) expertise, and consistent 

provision of all essential drugs at the OTPs. The staff also stressed on FSL and 

WASH interventions across all nutrition intervention areas. More training is needed 

for volunteers and the key messages of this program should be spread through 

radio, TV and posters.   

 

4.1.2. Quantitative analysis of stage 1 

Several tally sheets were used during stage 1 to devise a quantitative picture of 

the access and coverage to the OTP programme. The data was taken from the OTP 

registers and the findings were compile as part of stage 1 to inform hypothesis for 

stage 2. 

  

4.1.2.1 MUAC at Admission: The MUAC data as collected from the OTP registers 

are depicted in Figure 3 below .The median admission MUAC was 109/110 mm in 

both of the districts showing an early identification of cases and timely enrolment. 

Few cases were found in very low MUACs which were mostly the prevailing cases 

at the start of the program.  

Figure 1. MUAC at admission
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4.1.2.2Time to travel to site: 

In figure 4 the distance information taken from the OTP registers from TMK & 
Badin districts shows that the majority of the beneficiaries were taking less than 
one hour to access the OTP site while most of them take only 15 to 30 minutes. 
This shows a better proximity between the service and the community attributable 
to the satellite sites in the different areas of the union council. With the passage 
of time the screening activities expanded to distant areas thus some cases found 
having increased time to travel to the OTP site in the recent months. It is because 
as the awareness of CMAM program increased overtime, people from farther areas 
also started accessing the program. 

Figure 2. Time to travel to site 
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4.1.2.3 Length of Stay (LoS) in the program 

Figure3 shows that the Median LoS for the two districts is 12 weeks. One of the 
factors of the increased LoS is that after the closure of the SFP component in mid-
December 2013, the children were retained in the SFP program while receiving 
one sachet of RUTF per day until they reach >125mm MUAC. This was an a 
approach implemented to ensure that children in care at the time had complete 
recovery as well as to prevent relapse. The cases at the tail end of the lower axis 
are the severe cases admitted at the beginning of the program. 

There is a very high number of cases of children that are in the program for over 
16 weeks.  This is due to retention of the children within the OTP program beyond 
115mm MUAC until they reached >125mm. The frequent absentees from follow-up 
visits due to labour demand was another reason of the increased LoS, as children 
recovered at a slower pace. 

Figure 3. Length of Stay in the program 
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Stage 2: Small Area Survey Results: 

The small area survey was done to inform the sample size for Stage 3 and to identify the 

high and low coverage areas and the reasons. The information was triangulated with 

barriers and boosters identified by different sources which analyzed and develop prior for 

stage 3.  

The main hypothesis explored for Stage 2 is that farther areas from the service delivery 

point have lower coverage that those closer to the OTP sites. Beneficiaries from close 

areas can easily access to the OTP sites as compared to farther areas. The also have a 

lower chance to default or experience late stage of SAM. Even nutrition teams can 

identify the cases but beneficiaries face difficulty to attend the OTP clinic due to 

distance. As per geographical context of Tando Muhammad Khan and Badin we have 

considered less than 30 minutes travelling time (by different mode of transport) in near 

areas and 30 or more 30 minutes distance is Far area.  
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The strategy to conduct study was considered the villages near and far from OTP 
sites, villages with CNV and without CNV, villages which are difficult to access. 

The program data analysis from Stage 1 revealed that there were more cases 
covered from nearby areas as compared to far areas.  

Therefore the hypothesis for stage two was that the coverage was lower in far 
areas.  

4.2.1 Tando Mohammad Khan District 

It was done in 20 villages throughout all Union Councils of TMK. Results by UC are 
presented in the table below.   

Table 1: TMK District Screening of SAM cases for Stage 2 

 

Union Council Total SAM SAM In Not In Recovering 

Saeed Pur 10 8 2 3 

Janhan Soomro 10 6 4 3 

Saeed Khan Lund 3 3 1 1 

Saeed Matto 6 - 6 - 

Bulri shah karim 5 1 4 - 

Nazar Pur 9 6 3 2 

Ghulam Shah Bagrani 10 10 - 2 

TMK- I 4 - 4 - 

TMK-II 9 8 1 5 

Total 67 42 25 16 
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Out of 42 children who were in the program, 32 children were within a sphere of 
30 minutes distance to the OTP sites. On the other hand, 17 children out of 25 
children who were not in the program, were on >=30 minutes distance by different 
mode of transport/walk from the OTP sites. This indicates a better coverage in 
nearby areas as compared to the distant Areas. 

Period Coverage:  

Numerator = SAM cases in program + recovering cases  

        = 42 + 16 = 58  

Denominator = SAM cases in program + recovering cases + SAM cases not in the 
Program 

  = 42 + 16 + 25 = 83   

d = (83 / 2 ) = 42.5  

Since the Numerator 58 is greater than 42.5,so the coverage is more than 50%. 

For the sample size of 3rd stage for TMK district, 67 (Total SAM) was the 
denominator and 42(SAM IN program) was the numerator. The sample size was 
extrapolated by entering these figures in to the Bayesian SQUEAC Calculator with 
Prior Mode(which is taken from BBQ scoring) with a precision of 10%. 

4.2.2 Badin District 

The small area survey was done in 11 villages of Badin District and the results per 
UC are presented in the table below. 

Table2: Badin District Screening of SAM cases for stage 2 

 

Union Council Total SAM SAM In Not In Recovering 

Dubi 6 2 4 1 

Karrio 4 4 - 3 

SFR 10 5 5 3 

Rahuki 8 6 2 4 

Total 28 17 11 11 
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Out of 17 Children who were in the program,14children were those were within a 
sphere of 30 minutes distance to the OTP sites. On the other hand 8 children out 
of 11 children who were not in the program, were on>=30 minutes distance by 
different mode of transport/walk from the OTP sites. This indicates a better 
coverage in nearby areas as compared to the distant Areas. 
 

Period Coverage:  

Numerator = SAM cases in program + recovering cases  

        = 17 + 11 = 28  

Denominator = SAM cases in program + recovering cases + SAM cases not in the 

Program = 17 + 11 + 11 = 39    

d = (39 / 2 ) = 19.5  

Since the Numerator 28 is greater than 19.5,sothe coverage is more than 50 %. 

For the sample size of 3rd stage for Badin district,28(Total SAM) was the 

denominator and 17 (SAM IN program) was the numerator. The sample size was 

extrapolated by entering these figures in to the Bayesian SQUEAC Calculator with 

Prior Mode(which is taken from BBQ scoring) with a precision of 10. 

4.2.3 Developing Prior for Wide Area Survey 
 
After finalization of Barriers and Boosters(Annex 1), the weighing of the BBQ 
resulted in the Prior Mode and their shape parameters alpha and Beta. Sum of 
weighing of Barriers was subtracted from 100% and Sum of Boosters was added to 
0%. The average of the two figures produced the Prior Mode. 
   
Thus TMK Boosters = +71 while Barriers = -52  
 
Prior mode calculation: 71% + 52% = 119 / 2 = 59.5%. and the shape parameters are 
alpha 20.1 Beta 13.4 for the third stage sampling by using Bayesian Calculator. 
and Badin Boosters = +56 while Barriers = -45 
  
Prior mode calculation: 56% + 55% = 111 / 2 = 55.5%.and the shape parameters are 
alpha 19.1 Beta 15.6 for the third stage sampling by using Bayesian Calculator. 
Both districts Prior shows that the Coverage level is more than 50% 
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Stage 3: Large Area Survey 
4.3.1 Screening findings of stage 3 

 Table 3: TMK District screening of SAM cases for stage 3 

District SAM IN SAM OUT Recovering Total SAM 

TMK 50 35 33 85 

 
 
Period Coverage:  
 

Period Coverage for TMK according to the SQUEAC calculator 68.3 (60.4%-75.1%) 
 
 
 
 Table 4: Badin District screening of SAM cases for Stage 3 
 

District SAM IN SAM OUT Recovering Total SAM 

Badin 35 33 23 68 

 
 
Period Coverage:  
 

 
Period Coverage for Badin according to the SQUEAC calculator 61.5 (52.7%-69.4%) 
4.3.2 Coverage according to SQUEAC calculator: 
 

The data used for the Bayes SQUEAC survey calculator generated Figure 4 and 5 
below are depicting the Prior, likelihood and Posterior results for TMK and Badin 
Districts. The coverage figure generated for TMK is 68.3 (95% CI =60.4%-75.1%) and 
for Badin it is 61.5 (95% CI =52.7%-69.4%). 
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Figure 4.TMK Coverage according to Bayesian SQUEAC Calculator 

 
 

ACF-TMK Prior, Likelihood and Posterior Graph 
 
Figure 5.Badin Coverage according to Bayesian SQUEAC Calculator 

 
ACF-Badin Prior, Likelihood and Posterior Graph 
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4.3.3 Reason for SAM not covered:   

Figure 6 reflects various reasons for the children who are not in the Program which 
SQUEAC team found during the wide area survey of both district TMK & Badin. In 
TMK most of the cases identified as SAM and not enrolled in the program were the 
new admissions who were not malnourished in the earlier round of screening – thus 
rejected from the program- while in Badin the highest contributor was found to be 
no knowledge about the program. 
 
Figure 6. SAM children not in OTP  
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 RECOMMENDATIONS Table 5: Log frame for program reform  
 

Main area of activity Processes Process indicators Outcome indicators 

Recruit CBs in 
uncovered villages 

Enrolment of volunteers at 
all villages under the 
coverage area 
Conduct training for 
recruited volunteers 
Regular follow-up of CMAM 
staff with the respective 
CBVs for reconciliation of 
referred  versus enrolled 

•    List of the trained 
volunteer per village 
•    Number of 
Coordination meeting 
with recruited 
volunteers 
•    Proportion of 
villages with recruited 
CBVs 

•   Total number of 
children screened and 
enrolled in program 
Less number of DNA 
default cases 

Engage Private 
Practitioner and 
paediatric OPDs 

Sensitize private 
practitioners     
(Paediatrics /MCH) for 
identification and 
referrals 
Monthly visits of CMAM 
supervisor to the 
Paediatric and MCH OPDs 
to promote referrals 
 

•    List of the private 
practitioner 
•    Proportion of private 
practitioner 
indoctrinated into the 
program 

•    Number of cases 
referred by the private 
practitioner. 
•    Improved early 
seeking behaviour 
•    Early Treatment 
Seeking (ETS) and Short 
length of stay-LOS in the 
program 

Ensure swift screening 
and re-screening of the 
whole coverage area 

Take list of all Villages of 
the covered area and 
produce accurate maps 
per UC level 
Supervisors/PM/DPMs to 
ensure complete screening 
is achieved in Maximum 
two months and 
rescreening done 
accordingly 

List of the complete 
villages 
List of screened villages 

High Number of villages 
screened as compared 
to the actual villages 
present 
Rescreening to be done 
continuously and 
inclusive of all 
villages/population 
present  
Promote uniform good 
coverage and prevent 
patchy coverage 
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Main area of activity Processes Process indicators Outcome indicators 

Tracking of possible new 
cases of SAM 

IYCF promoters and the 
mother to mother support 
group (MTMSG) members 
to keep track of the 
children 0-5 months 

Families with 0-5 
months old children to 
be systematically 
screened at the sixth 
month and referred to 
CMAM 
0-5 months also to be 
analysed for 
malnutrition through the 
visible symptoms 

New incident cases 
proceeding above 6 
months of age tracked 
earlier and referred for 
CMAM if visible 
symptoms are present 
The preventive focus 
increased to prevent 
getting malnourished.  
0-5 months feeble to 
suckle, or complications 
to be referred on time 
to the SC. 

Introduce screening of 
children in 
Government Health 
Facilities for Health 
system strengthening 

Continue Training the 
health care workers on 
the process of screening 
and referral of 
malnourished children. 
 

Distribute MUAC tapes 
and referral slips for 
continuation of 
screening 
Provide OTP reporting 
tools, medicines and 
RUTF to the Health 
facility to be able to 
treat the children who 
are presented in the 
absence of ACF staff 

•    Number of Health 
facilities screening 
regularly 
Number of children 
referred and/or enrolled 
through health facility 
staff of government 
•    ETS 

Awareness of 
community for taboos, 
stigmas and faulty 
practices 

Awareness to the  
community about 
malnutrition and about 
RUTF as a medicine 
(appropriate & targeted 
BCC strategy)  

Awareness sessions on 
recognition of 
Malnutrition as a disease 
and RUTF as a medicine 

More recognition of the 
community about 
Malnutrition 
ETS and more active 
community involvement 

To ensure Patients with 
MAM and at risk are 
screened regularly-to 
detect relapse to SAM.  

Follow up visits by 
program staff (Community 
mobilizer / outreach 
worker/volunteers) 
 

Watch list of children 
with MUAC of MAM and 
at risk (125mm-135mm) 
to be shared with the 
outreach staff.  

 ETS  
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Action Against Hunger's Pakistan Mission is part of ACF International, a 
humanitarian organisation committed to fight against under-nutrition & its causes 


