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EXECUTIVE SUMMARY 

On December 4th 2012 typhoon Bopha, known locally as Pablo, hit eastern Mindanao causing 

widespread damage. In conjunction with the government and the private sector, numerous INGOs 

provided emergency relief to the province for shelter, health and nutrition and food security and 

livelihoods (FSL).  

An IMAM programme was implemented as part of the response in partnership with the LGU and 

services are implemented through local health workers (midwives, Barangay Nutrition Scholars (BNS) 

and Barangay Health Workers (BHWs)) with INGOs providing technical support and supervision. 

Prior to the typhoon, Davao Oriental had not implemented any CMAM activities; health workers and 

local government staff had no previous technical knowledge. A Semi-Quantitative Evaluation of Access 

and Coverage (SQUEAC) coverage assessment was undertaken prior to the two INGOs leaving the area 

and handing over to the LGU which will happen at the end of October (Merlin) or mid-November 

(SCI). 

The assessment identified factors affecting coverage: barriers and boosters, increasing and limiting it. 

Identifying these ‘boosters’ and ‘barriers’ has enabled the creation of a set of recommendations for the 

INGOs and LGU which will facilitate an INGO exit strategy resulting in improved access for 

malnourished children and better programme coverage.   
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BARRIERS BOOSTERS 
Community 

▪ Poor knowledge, tolerance and acceptability of 
RUSF/RUTF by community 

▪ Working parents/caregivers are unable to attend 
OTP/SFP - high opportunity costs 
 

▪ Well oriented community leaders in CMAM and IYCF 

▪ Positive attitude of community leaders towards CMAM 

▪ Good knowledge of CMAM in the wider community 

▪ CMAM acceptance by the community 

▪ Active community mobilisers in some activity areas - IEC on 
health and nutrition  

▪ Little stigma around malnutrition 
Program 

▪ Poor technical knowledge of CMAM by the BHWs, BNS 
and midwives (RUTF/RUSF, admission/discharge 
criteria, length of stay) 

▪ No constant active screening in the community by 
BHWs 

▪ Competing priorities of health workers - CMAM adds to 
the workload 

▪ Poor data management 

▪ Limited incentives for BHW and BNS, resulting in 
limited activities 

▪ Inaccessibility due to distance in large barangays with 
physical access issues (3 hours walking on rough 
terrain) 

▪ Inaccessibility due to cost of travel for carers and health 
workers. For health workers, no travel allowance 

▪ Lack of support for CMAM from BLGU & MLGU 
(specifically due to the limited budget available for 
nutrition) 

▪ Adequate CMAM equipment and supplies 

▪ CMAM integration in DoH health initiatives: Operation 
Timbang and 4Ps (CCT) 

▪ Barangay based OTPs 

▪ Good attitude of health workers towards CMAM 

▪ Good coordination between LGU and INGOs 

▪ Support from LGU, INGOs and some barangays 
 

 

 

 

 

 

 

 

 

 

 



 

 

5 

ACRONYMS 

BHW  Barangay Health Worker  

BNC  Barangay Nutrition Council 

BNS  Barangay Nutrition Scholar 

CMAM  Community-based Management of Acute Malnutrition 

CMN  Coverage Monitoring Network 

IEC  Information, Education and Communication 

IMAM  Integrated Management of Acute Malnutrition  

ITP  Inpatient Therapeutic Programme 

IYCF  Infant and Young Child Feeding 

LGU  Local Government Unit 

MAM  Moderate Acute Malnutrition 

MUAC  Mid-Upper Arm Circumference 

OTP  Outpatient Therapeutic Programme 

RUTF  Ready-to-Use Therapeutic Food 

RUSF  Ready-to-Use Supplementary Food 

SAM  Severe Acute Malnutrition 

SCI  Save the Children International  

SFP  Supplementary Feeding Programme 

WFP  World Food Programme 

UNICEF United Nations Children’s Fund 
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1 INTRODUCTION 

1.1 CONTEXT 

Mindanao is the second largest of the Philippines 7,107 islands and Davao Region (Region XI) is 
located on the South-East of the island. Davao Oriental is one of the region’s four provinces and is 
where the municipalities of Boston, Cateel and Baganga are located. These municipalities have an 
estimated total population of 92,640.1     

 
 

On December 4th 2012 typhoon Bopha, known locally as Pablo, hit eastern Mindanao causing 
widespread damage. The area, normally considered to be outside of the typhoon belt, undertook 
evacuation procedures prior to the typhoon’s arrival but the death toll still reached 1,067 in Davao 
Oriental and it’s neighboring province of Compostela Valley.2  Across the Philipines it was estimated to 
have affected over 6.2 million people3 damaging houses and livelihoods. However, Davao Oriental and 
Compostela Valley was particularly badly affected with 92% of the total number of homes lost across 
the country in those two provinces alone. This also included the destruction of health and water 
facilities meaning communities were unable to access clean water supplies. In conjunction with the 
government and the private sector, numerous INGOs provided emergency relief to the province for 

                                                           
1
 National Nutrition Council of the Philippines: http://www.nnc.gov.ph/component/k2/itemlist/category/81 

2
 http://www.nnc.gov.ph/regional-offices/region-xi 

3
 UN OCHA Philippines, Typhoon Bopha, Situation report no. 19. Accessed at: 

http://reliefweb.int/sites/reliefweb.int/files/resources/OCHA%20Philippines%20TyphoonBopha%20Situation%20Report%20No.
19%2013February2013.pdf 

http://www.nnc.gov.ph/component/k2/itemlist/category/81
http://www.nnc.gov.ph/regional-offices/region-xi
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shelter, health and nutrition and food security and livelihoods (FSL).  To address acute malnutrition, 
Merlin and SCI implemented a CMAM programme in Davao Oriental.  
 
There was already a high rate of malnutrition in the area, as defined by underweight, although there 
was no IMAM intervention available to address it. Provincial data from 2010 puts the prevalence of 
underweight and severely underweight of children aged 0-72 months at 6.24% (Cateel), 7.46% 
(Boston) and 7.27% (Baganga).4 This was identified during Operation Timbang, a quarterly growth 
monitoring and health screening programme. After the emergency, an estimated 67,000 children 0-59 
months were at risk of developing malnutrition. Rapid screening by the Nutrition Cluster identified 
2,128 cases of severe and moderate acute malnutrition in both Davao Oriental and Compostela Valley.   
 
There were additional factors which increased the risk of malnutrition developing further. First there 
were limited health services as many health centres and supplies were destroyed. Plus many health 
workers were focusing on rebuilding their own lives and unable to attend clinics. Second, there was 
significant damage to livelihoods. The majority of households engaged in subsistence farming of 
commodities such as bananas, coconuts, durian and cacao.5 They had good access to markets and with 
complementary income raising activities, they were able to meet the needs of their families. However, 
as identified by the Emergency Food Security, Nutrition and Livelihoods Assessment for Typhoon 
Bopha (Pablo),6 the typhoon destroyed numerous crops, most notably coconut trees and banana 
plantations. Third, minimal rainfall in 2013 is expected to result in a reduced harvest (for those able to 
plant), potentially leading to an additional hunger gap in the last part of the year.  
 
To address these issues, the initial emergency response included a General Food Distribution (GFD) 
which ended in March.  The lack of large scale crops has led to many unable to access essential 
additional income schemes, so they are now heavily relying on subsistence farming (supported by 
seed bank programmes), cash for work and cash transfer schemes.  
 
The LGU already undertakes nutrition activities as part of the national nutrition action plan such as 
IYCF IEC. However, these were limited and the national CMAM protocol is still in its draft form.  
 
 

1.2 CMAM PROGRAMMES IN THE AREA 

Davao Oriental health staff had no previous knowledge of CMAM as it had not been implemented in 
the area before. In response to the typhoon, MSF undertook immediate emergency response nutrition 
activities which were then handed over to Merlin and SCI. Merlin began their nutrition emergency 
response in January 2013 and SCI in February. The former were funded through in-kind support and a 
small scale grant from UNICEF while SCI’s nutrition activities were funded by UNICEF and WFP. In 
May 2013, a consortium was formed between SCI, Merlin, ACF International and Care Nederland. 
Through this, SCI and Merlin received funds from ECHO to continue nutrition activities in the early 

                                                           
4
 Republic of the Philippines, Department of Health, NATIONAL NUTRITION COUNCIL XI, Operation Timbang, January – March 

2010. Available at :http://www.nnc.gov.ph/region-xi-facts-a-figures. 
5
 Relief Web, Social impact of Bopha in Davao Oriental and Compostela Valley, Available at : 

http://reliefweb.int/sites/reliefweb.int/files/resources/Social%20impact%20of%20TS%20Bopha%20in%20Davao%20Oriental%2
0and%20Compostella%20Valley.pdf 
6
Multi-agency report led by WFP.  

http://www.nnc.gov.ph/region-xi-facts-a-figures
http://reliefweb.int/sites/reliefweb.int/files/resources/Social%20impact%20of%20TS%20Bopha%20in%20Davao%20Oriental%20and%20Compostella%20Valley.pdf
http://reliefweb.int/sites/reliefweb.int/files/resources/Social%20impact%20of%20TS%20Bopha%20in%20Davao%20Oriental%20and%20Compostella%20Valley.pdf
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recovery phase. RUTF and RUSF were provided by UNICEF and WFP. Both INGOs will complete 
activities and hand over to the LGU at the end of October (Merlin) or mid-November (SCI). 
 
As CMAM was new to the area, first the training of nurses, doctors and municipality nutrition staff was 
necessary and took place in early February across all three municipalities as well as in Cateel district 
hospital. Therefore activities were not initially at full scale. Merlin was initially implementing health 
activities in the more rural and isolated barangays in the three provinces so also implemented CMAM 
in the same areas. SCI covered the remaining barangays which were largely less isolated and nearer to 
the coast, although there are some exceptions. See table 2 and map in annexe 4.  
 
The programme is implemented in partnership with the LGU and services are implemented through 
local health workers (midwives, Barangay Nutrition Scholars (BNS) and Barangay Health Workers 
(BHWs)) with INGOs providing technical support and supervision.  These health workers also provide 
other mother and child health services. Each barangay has an SFP and OTP, located in the barangay 
health centre and all three provinces use the ITP located in Cateel district hospital.  
 
 

 SCI Merlin 
 Admission Discharge Admission Discharge 
SAM W/H ≤3 Z score 

and/or MUAC <115 
mm and/or 
Bilateral edema  (+ 
or ++) 

To SFP W/H -3 and/or MUAC 
≤ 114mm and/or 
bilateral piting 
oedema (+ or ++) 

≥-1.5 Z-score 
and/or 
>125mm AND 
no oedema for 
14 days 

MAM MUAC 11.5 cm-
12.cm Z score -3 to -
2, 

-1.5 Z score, Without 
signs of complications 

W/H ≤ -2 z-score 
and/or MUAC 
115mm – 125mm 

≥-1.5 Z-score 
and/or >125mm 
AND no oedema 
for 14 days 

Table 1: Admission and discharge criteria for SFP and OTP 
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Municipality Implementer Barangay 
Boston Merlin 

 
 
 
 
SCI    

Caatihan 
Simulao 
Cabasagan 
Cawayanan 
Sibajay 

 San Jose 
Carmen 
Poblacion 

Cateel Merlin 
 
 
 
 
 
 
SCI 

Abijod 
Sta. Filomena 
San Alfonso 
Taytayan 
San Antonio 
Baybay 
Aragon 

 Alegria 
Aliwagwag 
Maglahus 
Mainit 
Malibago 
San Miguel 
San Rafael 
San Vicente 
Poblacion 

Baganga Merlin 
 
 
 
 
 
 
 
 
SCI 

Ban-ao 
Batiano 
Binondo 
Campawan 
Kinablangan 
Mahan-ub 
Mikit 
San Isidro 
San Victor 

 Baculin 
Batawan 
Bobonao 
Dapnan 
Lambajon 
Lucod 
Salingkumot 
Saoguigue 
Central 

 

Table 2: SCI and Merlin supported IMAM implementing barangays within the three 

municipalities (see map in Annexe 4) 
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2 OBJECTIVES 
 

2.1 MAIN OBJECTIVE 
To evaluate IMAM program coverage in Boston, Cateel and Baganga municipalities, Davao 

Oriental of children aged 6 -59 months using the Semi-quantitative Evaluation of Access and 

Coverage (SQUEAC) methodology.  

 

2.2 SPECIFIC OBJECTIVES 
1. Provide training on SQUEAC methodology to staff of ACF, Save the Children and Merlin working 

in Davao Oriental.  
2. Identify areas of high and low coverage. 
3. Identify boosters and barriers to access.  
4. Provide recommendations to improve coverage. 
5. Present results to stakeholders from INGOs and Local Government Units (LGUs) and provide 

and disseminate a report outlining the analysis and results. 

3 METHODOLOGY 

3.1 THE SQUEAC APPROACH 

The SQUEAC approach, developed in 2008, is a low cost, reliable and accurate way to measure 
programme coverage. Combined with effectiveness, it enables programmes to identify their 
programme impact. Coverage is defined as the number of children in the programme vs. the number 
of children that should be in the programme.  

This methodology enables an investigation in to the factors affecting coverage, both those things that 
increase and limit coverage. Identifying these ‘boosters’ and ‘barriers’ allows programmes to take 
steps to address the barriers and ensure the boosters are maximised. The method uses a combination 
of qualitative and quantitative information and surveys in three stages.  The stages are as follows:  

Stage 1 – Identifies areas of high and low coverage and reasons for these outcomes by assessing 
programme routine quantitative data and qualitative data collection using the Boosters, Barriers and 
Questions (BBQ) tool. The qualitative aspect is guided by questions arising from the routine 
quantitative data. BBQ was developed in 2012 as a method of triangulation by source and method 
which validates qualitative findings. In practice this is done by identifying as many key sources in the 
community as possible and appropriate interview methods.  Data is collected and cross checked 
against each other. If information is confirmed by more than one source it is considered reliable and 
so included as a booster or barrier. Any data which is not confirmed is listed as a ‘question’ and 
investigated further either with the same sources or with new sources. This is continued until 
repetition appears.    
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Key informants:       Methods: 
Barangay Captain (or Kagawad on health)    Semi-structured interviews 
IP leader        Focus Group Discussions (FGDs) 
Traditional healer       Observation 
Women’s leader 
Parent leader (from 4P programme7) 
Day Care Worker 
BHWs 
OTP/SFP staff (BNS and midwives) 
OTP/SFP mothers 
Programme staff (Merlin and SCI) 
MNAOs/PNAOs 
OTP/SFP patient records 
 
Due to the limited timeframe available for this investigation, it was not possible to sample to 
redundancy (when no new information comes to light).  However, only information from multiple 
sources was considered ‘confirmed’ thus included in the results. Those factors which could be 
considered boosters or barriers but were not confirmed are also included in the results but clearly 
labelled as ‘possible influencing factors’ and not confirmed boosters or barriers.  

12 barangays were chosen in which to undertake the qualitative data collection. Two barangays with 
high OTP admissions8 and two with low OTP admissions were chosen in each municipality and where 
possible two barangays supervised by each INGO was also chosen to take account for any differences 
in implementation (see table two). However due to the uneven split between the NGOs in Boston 
municipality (SCI covered three barangays and Merlin five) this was not done. The location of 
barangays was also taken in to account with barangays both in isolated areas with demanding 
physical access (as identified by the team) and close to the main road being included. These barangays 
provided a representative sample of the whole intervention area.  

Municipality Barangay Admissions INGO 
Boston Cabasagan High Merlin 
 Poblacion High SCI 
 Cawayanaan Low Merlin 
 Caatihan Low Merlin 
Cateel Baybay High Merlin 
 Maglahus High SCI 
 Aliwagwag Low SCI 
 Abijod Low Merlin 
Baganga Kinagblagan High Merlin 
 Mahan-ub High Merlin 
 Salingcomot Low SCI 
 Baculin Low SCI 

                                                           
7
 The 4Ps programme is a government department of Social Welfare and development (SWD) initiative. Poor and vulnerable 

families are targeted to be part of a peer to peer support group and receive conditional cash transfers. Each group elects a 
leader from the group who is the ‘parent leader’. The group also invite various organisations and programmes to provide 
information and support on key issues such as IYCF and other health and family development topics.      
8
 OTP admissions were used only and not OTP/SFP combined as SFP information was not available at the time of sampling.  
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Table 3: Barangays sampled for the qualitative data collection 

 

Stage 2 – Having identified boosters and barriers to coverage, a hypothesis is formed to test whether 
these factors are influencing coverage. Potential areas (barangays) of high and low coverage are 
identified based on stage 1 and this hypothesis is tested using a small area survey. A case definition is 
identified and all children (aged 6-59 months) in the chosen barangays have their anthropometric 
measurements (MUAC) taken and classified as MAM or SAM according to this case definition. Cases 
are categorised as ‘in the programme’ or ‘not in the programme’ and through the decision rule 
calculation the hypothesis is either confirmed or denied. All cases not in the programme are 
interviewed through a structured interview (questionnaire) to ascertain their knowledge of 
malnutrition and the programme, their reasons for non-attendance and whether they are defaulters. 
As defaulters are ‘direct coverage failures’ this allows us to identify why coverage is limited thus 
helping to identify appropriate ways to increase access and coverage.    

Stage 3 - Bayesian techniques are used to estimate overall program coverage with a wide area survey. 
Due to the limited timeframe, the patchy coverage found in stage 2 and the low rate of malnutrition 
which would require a large sample size, the third stage was not undertaken. Therefore no overall 
coverage estimate for the three municipalities was identified.  

 

3.2 TARGET AREA 

The target area for the assessment was all 42 barangays in three municipalities of Davao Oriental – 
Boston, Cateel and Baganga.  Although the intervention area is split between Merlin and SCI, this 
investigation has viewed the whole implementation area as a single unit. The aim of the assessment is 
to identify boosters and barriers to coverage and ways in which to overcome the barriers to improve 
coverage. As both INGOs will be withdrawing from Davao Oriental in the coming months, the 
investigator identified the most productive outcome of the SQUEAC investigation to be a plan of action 
for the LGU to address the barriers so to improve the coverage of the IMAM intervention over the next 
six months. However, where possible some routine programme data for each INGO is presented 
separately.    

A SQUEAC coverage investigation normally assesses only OTP coverage. However due to the low 
number of admissions in OTP, SFP (MAM) was also included in this investigation.  

 

3.3 SQUEAC IMPLEMENTATION AND TRAINING 

The coverage assessment and on-the-job training was undertaken between the 23rd September - 2nd 
October 2013 with the technical input of a CMN coverage advisor. The trainees were fifteen in total: 
seven ACF Philippines staff from Compostela Valley, one Municipal Nutrition Action Officer (MNAOs) 
from each of the three municipalities, one Provincial Nutrition Action Officer (PNAO), one Merlin 
Nutrition officer and a midwife from Cateel and a Boston nurse. One LGU staff member from 
Compostela Valley was also present (see annexe one).  Two SCI staff each attended one day of the 
classroom sessions. The staff were taken through the two stages of the investigation including both 
classroom and fieldwork sessions.  
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3.4 LIMITATIONS OF THE STUDY 
- Short time frame. This study was undertaken in a very short time frame due external security 

circumstances, limiting the extent of the investigation. Only those boosters and barriers which 
were confirmed (validated) by the investigation were included in the results. However other 
potential boosters/barriers were identified but could not be validated. Therefore there may be 
other boosters/barriers affecting access and coverage which have not been identified here.    

 
- Incomplete quantitative data. Health centre level data is not complete so should be interpreted 

with caution.   
 
- Limited access to health centre records. BNS and midwives were attending a training week outside 

of the programme area (Mati) during the week of the assessment and they had taken the OTP and 
SFP registration books with them. Although two members of the investigation team attended the 
training to undertake key informant interviews and assess the registration books, some health 
staff had left their books in their homes so they could not be included in the review. This also 
limited any further investigation in to defaulters/sources of referral or cross checking with overall 
programme data that may have strengthened the investigation and findings.   
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4 RESULTS 

4.1 STAGE 1 – IDENTFYING AREAS OF HIGH AND LOW COVERAGE AND 

BARRIERS TO ACCESS 

Each INGO provided routine programme data for the investigation. SCI provided data from February – 
August 2013 while Merlin’s data covered January – July 2013, due to differences in the 
implementation period. Therefore the datasets have been combined for the common months of 
February – July 2013 for both OTP and SFP. Where appropriate, data has been presented separately 
for each INGO. OTP and SFP data is also presented separately due to the different anthropometric 
indices of SAM and MAM.  

4.1.1 REVIEW OF PROGRAM DATA 

Programme admissions 

 

 

Feb Mar April May June Jul 

Rain   Dry 

  
Labour demands 

Hunger gap 
  

Hunger gap 

  
ARI 

  
Diarrhoea 

Figure 1: OTP (top) and SFP admissions and seasonal calendar, February – July 2013. 
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Overall OTP admissions were low with 185 children9 admitted across all 42 barangays between 

February and July 2013. As expected, admissions were highest in March as the nutrition emergency 

was at its peak (implementation began in February but was in conjunction with staff training) and 

services fully available, followed by a gradual decline. In May there was a dip in admissions which 

could be explained by the local elections resulting in a field work ban for INGOs thus health workers 

were working with little supervision. SFP admissions were higher than OTP, as expected, with a total 

of 862 children admitted.10 A similar dip was seen in May, although this picked up late than OTP 

between June and July.  

There were a very high number of readmissions across the three municipalities in both OTP (40 

readmissions) and SFP (130 readmissions). This is 22% and 15% of all admissions respectively. This 

indicates a high rate of defaulting but also effective defaulter tracing..  

A calendar was created with members of the community suggests the hunger gap in June-July was met 

by the programme indicated by the increase in both OTP and SFP admissions in July, closer to pre-May 

levels (see figure 1).  

OTP admissions were varied across the three barangays. In Baganga the larger barangays had a higher 

number of admissions (e.g. Kinablagan and Mahan-ub) while the smaller, easy to access barangays 

had lower to no OTP admissions (San Victor and Baculin). There was no apparent relationship 

between population size and admissions. However in Boston and Cateel OTP admissions were higher 

in the smaller easier to access barangays (e.g. Poblacion (Boston) and Taytayan). SFP admissions do 

not follow this trend and did not appear to vary according to any particular barangay characteristic.  

Overall Baganga municipality had more admissions in OTP and SFP combined than Boston or Cateel.  

SCI changed their admission criteria from -3 and -2 WHZ-score to <-3 and <-2 in September, after the 

period being analysed.   

 

Figure 2: OTP and SFP admissions by municipality 
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MUAC at admission  

According to the programme protocol case finding should be done using WHZ-score and MUAC, with 

both indicators recorded at admission. However, investigation in to the use of MUAC during key 

informant interviews indicated poor knowledge of MUAC admission criteria and limited use of MUAC 

tapes by BHWs, suggesting that MUAC is not used as an independent admission criterion. As W/H 

appears to be the preferred indicator, MUAC on admission records are not complete. The OTP records 

available are presented separately for each implementing INGO as it demonstrates the quality of case 

finding in each programme. Merlin had a higher caseload (108 OTP admissions compared to 71 in the 

time period specified) than SCI so as expected, they also had a greater number of cases with a MUAC 

<11.5. However there were some very low MUACs recorded, nine of which were <10.5 which are 

considered as having a very high risk of mortality. In contrast, SCI had only five cases with a MUAC 

<11.5, with the minimum at 110m suggesting effective and prompt case finding. The use of WHZ-score 

cut off criteria of -3z-score and -2z-score may have picked cases up earlier than if using <-3 and <-2 

although the impact of this is unclear. The SFP data was not available for analysis.  

 

 

Figure 3: MUAC on admission, Merlin, January – July 2013 

 

 

Figure 4: MUAC on admission, SCI, February –August 2013 
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Defaulters 

 

Figure 5: OTP programme performance indicators (smoothed), February –July 2013 

There is a high rate of defaulting across the three municipalities. The rate gradually falls, as families 

rebuild their lives after the typhoon and have less competing priorities compared with the first few 

months of the emergency.  It could also indicate improved outreach activities with BHWs carrying out 

timely follow up on absent cases.  In July the rate is still significantly higher than the SPHERE standard 

(<15%). As the programme started in January the defaulter rate is inflated by there being no cured 

cases in February which needs to be taken in to account. There was one death which was asthma 

related.  The non-responder rate is increasing between May (6.7%, n=2) and July (14.3%, n=3) which 

may be due to children having been admitted and not initially recognised as non-responders.   

 

Figure 6: SFP performance indicators (smoothed), February – July 2013 

The SFP defaulter rate also starts high which, as with OTP, can in part be attributed to the lack of 

cured cases early compared with defaulters in the first few weeks of the programme.  However in July 

it falls below the SPHERE standard at 12%. The increase in May can perhaps be attributed to the lack 

of supervision provided to health staff due to the local elections. There were no deaths and the non-
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responder rate was very low. The cure rate was initially low, but achieved the SPHERE minimum 

standard in July at 88.2%.  

Defaulters by site 

An analysis of the number of defaulters per barangay failed to show any particular trends. Some 

barangays spread over a large area had high numbers of defaulters (Kinablangan and Mahan-ub) as 

did some smaller, easier to access barangays (Poblacion- Boston, Taytayan). The quantitative and 

qualitative data indicates a high rate of re-defaulting (a child defaults more than once) although there 

is not enough accurate quantitative data to demonstrate the extent to which this is happening.   

Age at admission 

A large proportion of OTP admissions occur at 6 months, suggesting an issue with IYCF in the 

community. There were reports and observations of bottle feeding of infants instead of exclusive 

breastfeeding, particularly since the typhoon. Milk donations were made by a private donor early on 

in the emergency response, although the nutrition cluster managed to intervene before it became 

widespread.    

Screening 

There was no data available on the total number of children screened by the programme for all three 

municipalities. One INGO provided the information on sources of referral with all cases found either 

by health workers through passive or active screening. Further investigation suggests that ‘active 

screening’ is solely through Operation Timbang and not through constant active screening by BHWs. 

This notion is supported by their apparent lack of knowledge of admission criteria and the lack of 

MUAC tapes available. There is only one set of scales and height board in the barangay which normally 

remains in the health centre suggesting monthly screening at the health centre may be an appropriate 

way forward.   

 

4.1.2 QUALITATIVE DATA 

The 12 informants and data sources were interviewed by the assessment team in each of the twelve 
barangays chosen for data collection. Not all of the informants were available for interview on the 
field days so some barangays were revisited to follow up. A few barangays had informants with dual 
roles (e.g. the women’s leader was also a BHW), so for the purposes of this investigation they were 
interviewed under their main role as defined by the investigator.    

The following are boosters to coverage, those factors which are increasing access and coverage of 
CMAM, validated through triangulation, using the BBQ method.  
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Well oriented 
community leaders in 
CMAM and IYCF 

The majority of community leaders were aware of the programme, whether 
they were specifically orientated by an INGO, read IEC materials or found 
out about it on their own initiative. All except one traditional healer 
referred children they identified as malnourished (defined by them as 
‘thin’) to the health centre, only treating those with ‘health’ problems. 
However this assumes no link between ill health and malnutrition 
suggesting further dialogue is needed with them. Additionally, five 
Barangay Captains were not willing to be interviewed or saw the 
knowledge of the programme as the responsibility of their Kagawad on 
Health (and/or the Rural Health Midwife (RHM)) which has implications 
for barriers to access (see barriers).      

Positive attitude of 
community leaders 
towards CMAM 

All interviewed leaders talked positively about the programme and were 
pleased it was being implemented, even if they did not have full knowledge 
of the programme themselves (e.g. Barangay Captains). Their pivotal role in 
influencing community opinion means that this is essential for access as it 
suggests it is accepted by the community.  

Good knowledge and 
acceptance of CMAM 
by the wider 
community 

OTP and SFP mothers were particularly positive about the programme 
suggesting a ‘trickle down’ acceptance throughout the community.  

Active community 
mobilisers on IEC on 
health and nutrition 

BHWs undertake barangay based sessions on nutrition and IYCF. These are 
usually held in the health centre or barangay halls which could limit the 
spread of information in the larger barangays so particular care needs to be 
taken to ensure that this information is provided to these areas. Some 
undertake these in each purok which is a more appropriate method for 
those barangays with remote areas.  

Adequate CMAM 
equipment and 
supplies in health 
centres 

Only one barangay reported needing any additional CMAM equipment 
(replacement for a faulty height board in Kinablangan).  Health workers 
didn’t feel they needed any further materials although the limited use of 
MUAC tapes may reflect the lack of tapes available but this is not confirmed.  

CMAM integration in 
DoH health initiatives: 
Operation Timbang 
and 4Ps (CCT) 

Including SAM and MAM in Operation Timbang, the quarterly screening 
activity, ensures all children in all puroks are screened. Additionally, INGO 
interaction with the 4P programme has ensured more vulnerable mothers 
are aware of the CMAM services and encouraged to attend if appropriate. 
The 4P programme is not yet active in all barangays but in extending the 
programme, this would positively affect access to the IMAM programme.    

Barangay based OTPs All barangays have a health centre where OTP and SFP were located. This 
means that carers often don’t have too far to travel, also limiting 
opportunity costs.  

Little stigma around 
malnutrition 

There was little stigma reported around malnutrition which may be the 
result of good knowledge of the causes of malnutrition in the community.  

Good attitude of 
health workers 
towards CMAM 

All health workers were keen to take part in CMAM and were happy to have 
been provided with the skills and knowledge to treat MAM and SAM. They 
appreciated the INGO support.  

Table 4: Boosters to coverage identified during the qualitative research 
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The following barriers to access were identified by stage 1 and confirmed through triangulation: 

Poor knowledge, 
tolerance and 
acceptability of 
RUSF/RUTF by 
community 

There was inadequate knowledge of RUTF/RUSF among OTP/SFP mothers and 
health workers. Reports suggested children aren’t consuming RUTF/RUSF 
correctly and health workers don’t have the knowledge to counsel them 
correctly although they are willing to do so. There were a few reports (Baybay) 
of some carers refusing CMAM treatment for their child as they had negative 
beliefs about the programme, stemming from this issue. This should be 
addressed before it becomes a larger problem.  

High opportunity 
costs - Working 
caregivers are unable 
to attend OTP/SFP 

Carers are not able to attend OTP/SFP as they are at work and children are 
usually left behind in the home or with family members. The low incomes of the 
families (so not enough money to buy food) was commonly cited as the main 
cause of malnutrition in the community.  It is unclear whether this has been 
accentuated by the typhoon due to crops being destroyed or if it was an issue 
prior to the emergency. The recent dry season which has affected crop growth 
and thus suggesting a limited harvest is expected to worsen this situation.   

Poor technical 
knowledge of CMAM 
by the BHWs, BNS and 
midwives 
(RUTF/RUSF, 
admission/discharge 
criteria, length of 
stay) 

Health workers had poor technical knowledge of CMAM, particularly in 
reference to RUTF/RUSF, admission and discharge criteria, treatment protocols 
and data management. For example, one BHW insisted on visiting the home of a 
MAM child with each sachet of RUSF to ensure the child consumed the product, 
instead of assigning this role to the mother (in Dapnan). This barrier to access 
could be due to the BHW’s confusion with the TB treatment protocol. Few 
BHWs, BNS or even midwives knew the MUAC or WHZ-score admission criteria 
for CMAM. There was confusion about how long a child should be in the 
programme and when they should be discharged which was exacerbated by the 
confusion over which week the child was admitted (see ‘poor data 
management’). The registration books suggested health workers were 
completing the week’s information even in the absence of the child suggesting 
poor knowledge of which children have been absent or have defaulted. As 
CMAM is new to the health workers this is not unexpected. There were reports 
of previously trained health workers being removed from their post by newly 
elected officials (elections took place in May 2013) and replaced by untrained 
staff. INGOs were then required to train the new staff. Due to the initial decision 
by the nutrition cluster to slightly adapt the admission criteria for WHZ-score 
for MAM and SAM (MAM = -2 WHZ-score, SAM =-3 WHZ-score), there doesn’t 
appear to be a standard protocol used across the three municipalities which 
may cause confusion once the INGOs leave. SCI is now admitting on <-3 and <-2 
WHZ-score but Merlin are using -3 and -2.   

No active screening in 
the community by 
BHWs 

BHWs are not carrying out active screening in the community. Screening is 
either passive or relies on Operation Timbang (quarterly) to identify cases.  This 
is supported by the limited of knowledge of admission criteria, few BHWs 
having MUAC tapes and some BHWs assigned to remote areas in which they 
don’t live themselves. Some BHWs reported that the BNS/midwives had the 
MUAC tape and they did not have access to one. This is a significant barrier to 
access as cases are not being identified as early as possible. Operation Timbang 
had taken place the week before the investigation so it was difficult to identify 
the extent of this as a barrier to access.  There was little knowledge about the 
importance of active screening as part of CMAM even among programme and 
municipal level staff (MNAOs).  

Competing priorities 
Health workers implement other mother and child health programmes and 
have only been implementing CMAM since January/February. They have a large 
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of health workers - 
CMAM adds to the 
workload 

workload and not enough time/motivation to dedicate to CMAM activities.  

Limited incentives for 
BHW and BNS, 
resulting in limited 
activities 

BNS and BHWs are not government employees, unlike midwives, and rely solely 
on incentives which come from the provincial, municipal and barangay levels. 
Each barangay controls the amount given to their health workers resulting in 
varying levels of incentives across the three municipalities.  Since the typhoon, 
few health workers have received incentives at all and when they do, they are 
deemed low (lower than the neighbouring Compostela Valley province). This is 
negatively affecting HW motivation and activities. 

Poor data 
management 

There are no individual patient cards for OTP, only the registry book. Often the 
health workers take home the registry books so they are not available if that 
health worker is not present. In some barangays this was due to a disagreement 
between BNS and midwives and in others it was due to the health worker 
having no specific area in the barangay station. As previously mentioned, some 
of the registry books were completed even when the child had not presented at 
the health centre on the CMAM day. Knowledge of defaulters was poor and this 
is likely to have contributed to this. Confusion over the week number in the 
registry books suggested that length of stay was not properly monitored or 
managed. MUAC was not always recorded on admission. Data is not collated on 
a monthly basis and escalated from health centre to health office to MNAOs to 
INGOs and currently INGOs get data direct from the health centre and provide it 
to the MNAOs. Once the INGO leaves this could become problematic and be a 
barrier to effective monitoring at all levels.     

Inaccessibility due to 
distance in large 
barangays with 
physical access issues  

Physical access varies across all barangays although there are some which can 
be classified as isolated and some, closer to the main road with easy access. In 
the isolated barangays, there are puroks which can only be reached by walking 
for up to 3 hours. Carers are unwilling to make this journey for OTP/SFP leading 
to a high rate of defaulting. BHWs are also unwilling to make the journey. In 
Kinablangan barangay, around 400 people live on an island situated off the 
main coast. The INGO (Merlin) significantly increased access for these 
inhabitants as previously health workers refused to visit the island to provide 
healthcare.  However, the high rate of defaulting in this barangay can be 
contributed to this island and once Merlin depart, this may become a more 
significant barrier to access.  

Inaccessibility due to 
cost of travel for 
carers and health 
workers. For health 
workers, no travel 
allowance 

Although some puroks have motorbike access, the cost of travel is high. It can be 
up to 1000 pesos for a return journey. Carers are unable or unwilling to pay this 
cost to seek treatment and health workers don’t receive a travel allowance so 
cannot afford to make the journey.  

Lack of support for 
CMAM from BLGU & 
MLGU (specifically 
due to the limited 
budget available for 
nutrition) 

Although the LGU is vocally supportive of the programme, they do not provide 
an adequate budget for the programme to be able to run effectively. This is in 
turn influenced by the lack of national budget available.  As CMAM has only 
been implemented since January after the annual nutrition budget had been 
agreed, this is to be expected. However the lack of incentives and travel 
allowance is a significant barrier to access.    

Table 5: Barriers to coverage identified during the qualitative research 
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There were other barriers to access emerging from the qualitative data which were not validated in 

stage 1 and required further investigation. However, they may be affecting access to services. They 

most significant issue was:  

 Inactive Barangay Nutrition Councils (BNCs) – There is a national mandate that each barangay 

has a BNC headed by the Barangay Captain. They are required to have a nutrition action plan 

and they decide the level of incentives provided to health workers. The qualitative data 

suggested that these are currently largely inactive although the INGOs are working to revive 

them. These could be limiting access and coverage.  

 

 
Focus group discussion (FGD) with BHWs in Mahan-ub, Baganga 
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4.2 STAGE 2 

Stage 2 is used to confirm the areas of high and low coverage and the reasons for coverage failure as 

identified through the combined qualitative and quantitative data in stage one. A hypothesis is formed 

which is tested through a quantitative small area survey.  

4.2.1 SMALL AREA SURVEY 

Hypothesis: 

Barangays which are rural and have difficult physical access will have lower coverage due to:  
- Long distance to OTP/SFP for some (unequal access of puroks) 
- Health workers don't have money to travel to remote areas 
- Carers don't have money to travel to OTP/SFP 
- Higher rates of malnutrition (higher needs) 
 
Barangays close to a main road which have good physical access will have high coverage due to:  
- All  live close to the OTP/SFP  
- All puroks have equal access to  the barangay OTP /SFP (for mothers and health workers) 
- Lower rates of malnutrition (lower needs) 
 

Six barangays were sampled, one isolated barangay and one easy to access barangay in each 

municipality, representing the hypothesis.  

 

Municipality Barangay Characteristics 
Boston Caatihan rural, hard to access 

 Cawayanaan easy to access, near 
main road 

Cateel Aliwagwag rural, hard to access 
 San Rafael easy to access, near 

main road 
Baganga Mahan-ub rural, hard to access 

 Dapnan easy to access, near 
main road 

Table 6: Barangays surveyed in stage 2 

A small area survey was undertaken using door-to-door case finding (as both SAM and MAM are 
included). If only OTP was being assessed, the active and adaptive case finding method would have 
been used.  MUAC was the sole anthropometric measurement used unlike the programmes admission 
and discharge criteria which generally rely on the WHZ-score due to a lack of knowledge about MUAC 
and availability of MUAC tapes. This resulted in less cases being found than those listed as current 
cases in the programme. Any cases found during the survey were referred to the programme and 
health staff informed of their existence and location.  
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Case 

definition: Children aged 6-59 months either MAM <125mm or SAM <115mm and/or bilateral pitting 
oedema.   

Each team was assigned to a barangay and provided with a list of current cases. As not all of the 
current cases lists were up to date, all cases were asked if they were in the programme and asked to 
show their RUTF/RUSF packets if they claimed they were in the programme but were not on the list. 
The teams spent two and a half days undertaking the survey due to the wide and disparate areas that 
needed to be covered in some of the barangays. One barangay was revisited as the screening was not 
thorough on the first visit.   

Based on the information collected, the data was classified against a threshold of 50%, using the 
simplified LQAS testing procedure. The rationale for choosing this threshold was that coverage was 
expected to be low due to the results of stage one. However due to the lack of accurate health centre 
data, it was difficult to ascertain how far below 50% coverage was likely to be in the isolated 
barangays. Therefore the SPHERE standard for rural areas was chosen.  

 

A decision rule (d) was calculated using the formula:  

 

 

 

 
d: decision rule 

n: total number of cases found  
p: coverage standard set for the areas 

 

MAM:  

 Calculation/ 
Findings 

Classification Deductions 

Isolated 
barangays with 
limited physical 
access   
 (low coverage 
area) 
 

Coverage standard 
(p) 

= 50% Number of cases covered (3) is 
equal to the decision rule (3) 

Coverage is <50% 

The first part of the hypothesis is 
confirmed 

Decision rule (d) = 7/2 
= 3.5 
= 3 

Cases covered 3 

Barangays located 
on the main road 
with good 
physical access 
(high coverage 
area) 

Coverage standard 
(p) 

= 50% Number of cases covered (2) is > 
than the decision rule (1) 

Coverage is >50% 

This part of the hypothesis is 
confirmed 

Decision rule (d) = 3/2 
= 1.5 
= 1 

Cases covered 2 

Table 7: results of the Small area survey (MAM) 

Therefore, for MAM, the hypothesis was confirmed.  
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SAM: 

SAM cases were only found in barangays classified as ‘isolated’ (n=4) and none were found in 
barangays classified as having ‘easy access’.  Therefore we are unable to say anything about OTP 
coverage. However, the four cases found had MUACs of 105mm (n=2), 113mm and 114mm. Although 
the latter two are close to the SAM threshold of <115, the two cases of 105mm represent poor case 
finding as they are 10mm less than the threshold suggesting they are not new SAM cases. Both of 
these cases were a long walking-only distance from the OTP (1 hour and 3 hours walk).   

The low total number of cases found also represents a low prevalence of malnutrition.  

Of the 14 cases found (10 MAM and 4 SAM), nine children were not in the programme. The carers of 
eight of these cases answered a questionnaire so we could assess their knowledge of malnutrition and 
the programme.  One carer was not available (both parents out of the house looking for work in a 
neighbouring area) for interview.   

 8/9 respondents thought that their child was malnourished. This suggests good knowledge about 
malnutrition in the community which is supported by the stage 1 information. However, as their 
children have just been measured in front of them and they have been informed that their child is 
considered malnourished, this needs to be interpreted with care.  

4/8 respondents knew about the IMAM programme suggesting that there is varied knowledge of the 
programme. Those that didn’t know about the programme lived in the more isolated puroks.   

4/6 children had been admitted in to the programme previously. Three of these were SAM cases and 1 
MAM case. Two of the SAM cases were twelve month old twins who had defaulted from the 
programme due to the long walking distance to the OTP over rough terrain.  

These six cases were not in the programme for the following reasons:  

- Carer is working 
- Distance to OTP too far to walk 
- Child recently ill and lost appetite 
- Carer thought child was already cured   
 
 
The small area survey confirmed the hypothesis that isolated, difficult to access barangays have low 

coverage and easy to access barangays situated on the main road have high coverage. As the 

hypothesis outlined, coverage is negatively affected in isolated barangays due to the long distance to 

the OTP, the high cost of travel for motorbikes to these areas leading to carers not able to afford travel 

and health workers not being given a travel allowance. The rate of malnutrition may also be higher in 

these areas although this would need further investigation.  
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Door to door case finding during stage 2 

4.3 STAGE 3 

It was decided that a stage 3 was not appropriate in this investigation due to the patchy coverage 

found in stage 2. ‘Patchy’ coverage is when the percentage of children in the programme varies across 

the entire investigation area so an overall coverage percentage misrepresents the level of coverage.  . 

 

Figure 7: An example of patchy coverage 
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4.4 

BOOSTERS AND BARRIERS TO COVERAGE 

Combining stage 1 and stage 2, the following boosters and barriers to access were identified in 

Boston, Baganga and Cateel. These need to be addressed by the programme so to improve programme 

coverage.   

BARRIERS BOOSTERS 
Community 

▪ Poor knowledge, tolerance and acceptability of 
RUSF/RUTF by community 

▪ Working parents/caregivers are unable to attend 
OTP/SFP - high opportunity costs 
 

▪ Well oriented community leaders in CMAM and IYCF 

▪ Positive attitude of community leaders towards CMAM 

▪ Good knowledge of CMAM in the wider community 

▪ CMAM acceptance by the community 

▪ Active community mobilisers in some activity areas - 
IEC on health and nutrition  

▪ Little stigma around malnutrition 

Program 

▪ Poor technical knowledge of CMAM by the BHWs, 
BNS and midwives (RUTF/RUSF, 
admission/discharge criteria, length of stay) 

▪ No constant active screening in the community by 
BHWs 

▪ Competing priorities of health workers - CMAM 
adds to the workload 

▪ Poor data management 

▪ Limited incentives for BHW and BNS, resulting in 
limited activities 

▪ Inaccessibility due to distance in large barangays 
with physical access issues (3 hours walking on 
rough terrain) 

▪ Inaccessibility due to cost of travel for carers and 
health workers. For health workers, no travel 
allowance 

▪ Lack of support for CMAM from BLGU & MLGU 
(specifically due to the limited budget available 
for nutrition) 
 
 

▪ Adequate CMAM equipment and supplies 

▪ CMAM integration in DoH health initiatives: Operation 
Timbang and 4Ps (CCT) 

▪ Barangay based OTPs 

▪ Good attitude of health workers towards CMAM 

▪ Good coordination between LGU and INGOs 

▪ Support from LGU, INGOs and some barangays 
 

Table 8: Boosters and barriers to access in Boston, Cateel and Baganga 
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5 DISCUSSION 
This investigation found there to be varying levels of coverage across the three municipalities. Stage 

one identified boosters and barriers to coverage across the whole area (e.g. inadequate technical 

knowledge of health workers, no active screening by BHWs) and some which were considered to be 

particularly pertinent in barangays which were large with isolated and hard to access puroks (e.g. 

long walking distance to OTP/SFP, lack of health worker travel allowance). These were confirmed by 

stage 2.  

Many of the barriers identified are easy to address including a) technical knowledge of health 

workers, b) BHWs implementing active screening, c) knowledge of RUTF/RUSF in the community, d) 

improving data management, e) increasing BHW and BNS incentives and f) providing travel allowance 

for health workers.   

Those more challenging barriers a) long walking distance to OTP/SFP and b) high opportunity costs 

for carers accessing care, are more specific to isolated barangays and are more difficult to address. 

However as some health workers suggested during the investigation, taking the CMAM service to the 

children affected by these barriers would be an appropriate solution. Due to the small caseload in 

Davao Oriental suggesting a low rate of malnutrition generally, this may be an appropriate and 

feasible option. However these barangays would need to be identified and would subsequently need 

additional focus and support from the municipal and provincial levels to achieve this and remove the 

barriers to access to increase coverage.    

As the SCI and Merlin prepare to exit Davao Oriental, the recommendations below could be 

incorporated in to the exit strategy and planning as the LGU incorporate IMAM in to its routine 

mother and child health services.  
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6 RECOMMENDATIONS 
     Recommendation          Rationale          Evidence 
Provide refresher training to 
staff on CMAM components, 
IMAM protocol and data 
management.  Follow up with 
on-the-job training on CMAM 
days. 

 BHWs unclear on numerous 
aspects of the CMAM protocol 
resulting activities being 
carried out incorrectly.  

 CMAM is new to Davao 
Oriental in 2013 and the 
caseload is low so staff have 
limited experience 
implementing IMAM 

 Reliance on Operation Timbang which is a quarterly 
activity and passive screening resulting in low MUACs 
on admission and low MUACs found during stage 2 in 
remote puroks 

 Some very short lengths of stay suggesting 
inaccurately implemented admission and discharge 
criteria 

 After May elections some health workers were 
replaced by untrained health workers for due to their 
political affiliation. This may happen again in the 
future.   

 Register books not correctly filled out 
 Number of admissions is low so each health worker 

gets limited on the job experience  
 Health workers unable to appropriately counsel 

carers on RUTF/RUSF, unclear on admission and 
discharge criteria. 

Provide written materials 
(posters) for each OTP/SFP 
outlining the 
admission/discharge criteria 

 This would provide a clear 
reference point for all health 
workers on the job.  

 Lengths of stay of one week in SFP which means 
children may be relapsing soon after discharge as 
they may still be vulnerable to malnutrition despite 
no longer being ‘MAM’ or ‘SAM’.  

 Health workers unclear on the admission and 
discharge criteria, both for MUAC and WHZ-score 

Ensure BHWs are assigned in 
the area in which they live, 
then assess the best way to 
deliver treatment to the remote 
puroks 

 BHWs not willing to walk a 
long distance to visit their 
assigned area leading to 
defaulting and missed cases 

 SAM cases found in some remote puroks of large 
barangays during stage 2. 

 Reports of barangay officials replacing health 
workers due to their political affiliation which may 
have led to this.    

 High defaulter rates 
Reassess total workload of 
health workers and consider 
employing more health 
workers where appropriate 

 Health workers feel they have 
too many competing priorities 

 CMAM protocol not consistently correctly 
implemented which may be due to a large workload.  

Introduce individual OTP cards 
in all barangays 

 Don’t yet exist across all 
barangays 

 Poor data management and tracing of individual cases 
 Even if a child is not present, registry books filled out. 

The OTP card would provide a way to cross-check 
information  

Ensure health workers leave 
the registration books in the 
health centre or in a common 
place in the barangay 

 Not all health workers have 
access to the registry books 
when required 

 

 Investigation team unable to see all records as books 
left at health workers homes 

 Limits systematic monitoring as books belong to the 
health workers rather than the barangay 

Ensure data is collated each 
month in the health centre and 
systematically provided to the 
health office and MNAOs 

 MNAOs currently rely on 
INGOs to access monthly data 
 

 Monitoring of data is essential to monitor the 
defaulter rate and admissions which indicates and 
issue with access and coverage 

Increase nutrition budget at 
provincial, municipal and 
barangay level, including 
engaging with the BNCs. 
 

 Health workers lacking 
motivation due to limited 
incentives and irregular 
payments and no access to 
travel allowance 

 Remote areas not currently visited by health workers 
due to cost of travel 

 Cost of travel too high for carers so health workers 
are only way of ensuring chid stays in the programme 

Reduce the CMAM days to  Some barangays have very  
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ANNEX 1: EVALUATION TEAM 
 

Names Position Agency 
Dr. Rosalia Bataclan Head Of Programme: SQUEAC ACF INTERNATIONAL 
Ray Anthony Banglos Nutrition Supervisor ACF INTERNATIONAL 
Pearl Joy Catingub Surveyor ACF INTERNATIONAL 
Charis Theresa Albao Surveyor ACF INTERNATIONAL 
Salze Casilac Surveyor ACF INTERNATIONAL 
Marrion Micheal Lluisma Surveyor ACF INTERNATIONAL 
Efren Daayata Surveyor ACF INTERNATIONAL 
Irene Sunggay Provincial Nutrition Coordinator Dav.Or PLGU 
Lucia de los Reyes MNAO- Cateel Cateel MLGU 
Cherry Perdido MNAO- Baganga Baganga MLGU 
Amie Monredondo MNAO- Boston Boston MLGU 
Julkeffel Sinarimbo Nutrition Officer Merlin 
Georgel Ta-ala Nutrition Aide New Bataan MLGU 
Rebecca Ty Midwife Cateel 
Diana Manog Nurse Boston 

fortnightly for remote puroks distance areas which require a 
long walk to reach OTP/SFP 
resulting in defaulting 



 

ANNEX 2: SCHEDULE OF ACTIVITIES 
Date Day Time Activity Facilitator 

23 Sept. Day 
1(Mon) 

8:00-8:30 
8:30- 17:00 
 
 
 
 
 
 
17:00-17:30 

Travel to training centre (ACF Car) 
Classroom:  

 Opening Session 

 Introductions 

 Schedules & fieldwork teams 

 Overview of the SQUEAC methodology 

 Assessment team’s perception about the programme 

 Planning for field visit 
Back to hotel (ACF Car) 

Ellie 

24 Sept. Day 2  
(Tues) 

8:00-8:30 
8.30 – 17.00 
  
 
 
17:00-17:30 

Travel to training centre (ACF Car) 
Field work - Collection of contextual data from the field:  
 
 
 
 
Training centre to hotel (ACF car) 

Team 
 

25 Sept Day 3 

(Wed) 

8:30-17:00 
 
 
 

Classroom  

 2 members of team to travel to Mati for data collection from BNS & 
midwives 

 Contextual data analysis (Field/Barangay visits data) 

 Identification of potential barriers and boosters of coverage 

Ellie/Sally/ACF 

staff 

26 Sept Day 4 

(Thurs) 

8.30 – 17.00 
  
 
 

Field work: 
AM: Further qualitative data collection 
Classroom: 
PM: Analyse data collection & plan for small area survey  

Team 

27 Sept Day 5 (Fri) 8.30 – 17.00 
 

Field work: 

 Start small area survey (in 6 barangays, 2 in each municipality) 
 

Team 

28 Sep Day 6 
(Sat) 

8.30 – 17.00 
 

Fieldwork: 

 Continue small area survey 
 

Ellie/Sally/Tea
m 
 

29 Sept.  Day 7 
(Sun) 

 Day off  

30 Sept Day 8  
(Mon) 

8.30 – 14.00 
  
14.00 – 17.00 

Fieldwork: 

 Complete small area survey  
Travel to Mati 

Team  
 

1 Oct Day 9 
(Tues) 

8.30 – 17.00 
 

Fieldwork/ Classroom 

 Analyse small area survey findings 

 Create concept maps 

 Finalise boosters and barriers 

 Recommendations with MNAOs  

Ellie/Sally/tea
m 

2 Oct. Day 10  
(Wed) 

8.30 – 17.00 
 
  
 

Present findings findings to provincial and municipal representatives, 
INGOs & WFP.  

 Identify recommendations 

 Action plan & conclude SQUEAC 

Ellie & Team 
 

 



 

ANNEX 3: QUESTIONNAIRE FOR CARERS OF 

CASES NOT IN THE PROGRAM 
Small area survey- Davao Oriental, Sept - Oct 2013 

Questionnaire for the guardians of the children (Active SAM/MAM cases) NOT in the program 

Name of Child: ______________________________________Municipal: ___________________________________         

Barangay /OTP/SFP : ________________________________ Purok: ______________________ Date:________________ 

 

1. DO YOU THINK THAT YOUR CHILD IS MALNOURISHED? 

         YES                                  NO 

2. DO YOU KNOW A PROGRAM WHICH CAN HELP MALNOURISHED CHILDREN? 

       YES                     NO                       If answer is NO stop here.  
 
  If yes, what is the name of the program? ______________________________ 

3.   WHY DIDN'T BRING YOUR CHILD IN FOR CONSULTATION TO THIS PROGRAM?  

 Too far (What distance to be travelled with foot? .........how many  hours? ..........)  

 I do not have time/too occupied  

 To specify the activity which occupies the guardian in this period_______  

 The mother is sick  

 The mother cannot travel with more than one child  

 The mother is ashamed to go the program (no good cloths etc…) 

 Problems of safety  

 The quantity of services  too poor to justify to go 

 The child was rejected before.  

 The child of other people was rejected  

 My husband has refused  

 The guardians do not believe that the program can help the child (or prefers the traditional medicine, etc.)  

 Other reasons: __________________________________________________  
 

4. Was the CHILD ALREADY ADMITTED IN the PROGRAM before?  

       YES                  NO              

           If answer is NO stop, if answer is yes continue,  
 

 Why isn’t s/he registered any more at present?  

 Defaulted, when? ................. Why? .....................  

 Cured and discharged from the program (When? ..........................)  

 Discharged but not cured (When? .................)  

 Others: _________________________________________________  

                              (Thank the guardian) 
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ANNEXE 4: MAP OF THE INTERVENTION AREA 
Acrobat Document

 


