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EXECUTIVE SUMMARY

Between November and December 2011, two independent Sguaintitative Evaluation of Access &
Coverage (SQUEAC) investigations were carried out by ACF in two townships (i.e. Maungdaw and
Buthidaung) othe Northern Rakhine State. BoBQUEAC evaluatisnveredesigned to provide an overall
coverage estimate of ACF nutrition programming as well as key barriers/boosters affecting coverage,
access and services uptakehe two separate evaluations used a siffigdi version of the standard,-3

stage, Bayesian bet®-binomial conjugate analysis.

1/ C YdziNAGA2Y LINPINIYYSQad O20SNI IS Ay aldzy3IRI 6 ¢25Yyar
Point Coverage: 40.7% (37.7%8.2%)
Period Coveragei6.1 % (49.9%62.2%).

The point griod estimate tends to be more representative of the coverage programme performance as

analysis showed adequate sedfferral and timeliness of treatment.

The coverage in th@ownship isacceptablethough it is not uniform as the northern part of thestfict
remained uncovered. Efforts should be pursued to achieve uniformly high coverage in the whole area.
Distance (and time to travel) is the main factor affecting programme coverage. Another key barrier is the
costopportunity for the beneficiary to aénd the programme, indicated that the problems with interface

are various, including waiting time, rejection and communication with caregivers who children do not fit
the admission criteria as well as religious constraints with husband not allowing madihege the
nutrition facility. Lastly, awareness about malnutrition symptoms and treatment availability was found to
be high and should be maintained that way if coverage is to be increased and sustained.

The investigation recommendedl) Increasing geagphical programme distribution to cover the
northern part of the district with additional nutrition facilities; 2) Strengthening awareness amongst the
communities including systematically religious, traditional leaders and fathers; 3) Reducing the pobblem
rejected referrals through regular trainiegf Super Community CareTaker; 4)e8gthening nutrition
facility interface in terms of better working conditions for nutrition staffhich will in turn impact how
caregivers are treated and waiting time. drder to evaluate the impact of these recommendations, the
exercise will be repeated in the next twear time although regular clinical audit should be performed to
provide continual and incremental improvement of service delivery

The coverage of theutrition programme in Buthidaung Township was more complex and difficult to

apprehend since the start of the investigation. Despite promising and new findings, no reliable estimate of

overall programme coverage can be presented, as someskeyents werenot taken into account at the

time of the SQUEAC process. The major assumption in the area was tHaiNiEI NI YYSQa O2@SNI 3 S
low and patchy as OTP spatial distribution was mainly concentrated in the centre and the south of
Buthidaung Other factors sah asunreliableprogramme performance, transportation costs, distance, and

low community awareness contributed in going in that direction

The results othe stage 3howevebrought about new developments that were not envisaged at the time

of developingthe Prior. Subsequent analysis suggests that OTPs are well positioned and cater for the

needs of malnourished population, with medium/high coverage around nutrition facility sites. The

NBlI a2yad 060SKAYR (KS LINEIANIF YYSQdfpadk spafid @TP Siatdbutianzor G K SNB T 2 |
LINE I NI Y Y S Q are linked tb teNd&rticalatzdontext of NRS.

Despite tangible overall coverage estimate, the investigation recommended: 1) Strengthening the number
of nutrition facilities to increase access pyvogrammetreatment in the centre and the south of the
district; 2) Raising programme & malnutrition awareness within communities to improve acceptance and



understanding of admission criteria of the programme; 3) Encouragingngements with local boat

owners to provide services free of charge on distribution daysinimize transport costs;

3) Srengthening health facility interface Y R & SNIWA OS RSt AGSNE (G2 AYLNRBGS LI GA
of protocols, data recording and staff attitude towardsriediciaries; 4 Reducing the problem of rejected

referrals through regular trainirepf Super Community CareTaker.

In order to evaluate the impact of these recommendations, the exercise will be repeated in the next two

year time although regular clinicaludit should be performed to provide continual and incremental

improvement of service delivery
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BACKGROUND

ACFis the main actor in nutrition in Northern Rakhine State (NRS) and has been running nutrition
programmes in Maungdaw (MGBhd Buthidaung (BTD) Townships respectively since 2003 and 2004.
The report does not provide a full contextual pictwkthe NRS as this is out of the scope of the SQUEAC

investigationper sebut a number of key documents were consulted to understand the peculiarities of

NRS. Readers are encouraged to read them to get familiar with the problematic.

In a nutshell, the tw main ethnic groups are the Rakhine and Bengali Muslims. Others ethnical groups are
Mro, Chin, Khami, Kaman, Dyet and Marmagri. The Bengali population is Muslim and does not speak
Myanmar; the other ethnic groups are Buddhists. The Bengali populationyahiar was estimated to

be 730, 000 in 2009

NRS is one of the poorest, most densely populated and vulnerable areas of the country characterised by
protracted high rates of acute and chronic malnutrition. Chronic food and nutrition insecurity is the dire
consequence of marginalisation of the Muslim populatidinis situation is affecting the ability of the
majority of households to access sufficient levels of nutritious food and income as well as basic services
such as clean water, health and education.

The last 2011 WFP VAM surveys estimate that 45% of households are severely food insecure and 33% are
moderate in the NRS with low access to agricultural land, limited purchasing power and exposure to
natural disasters as underlying factors to prolondedd insecurity. Additional determinants such as
inadequate care practices coupled with limited access to water, hygiene and sanitation, and poor access
and quality of health services have also been identified as contributors to malnutrition.

ACF reguldy conducted nutrition anthropometric surveys in the area to monitor and estimate the
prevalence of acute malnutrition. The last SMART sﬁrire;December 2010 indicated that the Global
Acute Malnutrition (GAM) rates in both Townships (i.e. Maungdaw artti@aung) remained at critical
level, well above the thresholds of emergency according to WHO (i.e.ZGJAH%)?

The nutrition activities in NRS have been through a number of changes since it started in 2003 (e.g. the
involvement of ACF has evolvikdm direct implementation of inpatient facilities to the introduction of
outpatient care, admission criteria from NCHS to WHO etc.). The integration of Comrhasdy
Management of Acute Malnutrition (CMAM) into routine national health services has been not
considered as a feasible and sustainable solution so far due to a number of limiting factors (e.g.
unaffordable health costs, poor access to health service, lack of skilled staff and/or no medical staff from
the Bengali Population etc.), although discussi@are currently orgoing to start a pilot project with the

MoH in BTD. Therefore, Myanmar is one of the latest countries where ACF acts as a direct implementer of
nutrition activities and does not provide technical support to the MoH in rolling out CMAM.

1 The UN, cited by the New York Times on April 19th, 2009

2 In Maungdav, 19.7% [14.8 25.8 95% C.1.] of children under five@ere acutely malnourished. 2.9% [1.5.5 95%

C.l] were suffering from Severe Acute Malnutrition (SAM). In Buthidaung, the prevalence of Global Acute
Malnutrition (GAM) was 20.3% [16.225.1 95% Q.]. The prevalence of SAM was 2.6% [1.8.3 95% C.1.].

3 WHO Expert Committee. 1995. Physical Status: The Use and Interpretation of Anthropometry, WHO Technical
Report Series #854., Geneva, WHO.



Several initiative’s- of which the SQUEAC investigation is part of themas been on going in 2011 to (1)
improve quality services and coverage, (2) adjust programme to needs and (3) design alternatives and/or
innovative programme features to avoiperational sclerosis. This is the first time that a SQUEAC is
conducted in Myanmar and the outcomes are under great scrutiny as ACF has been long working in NRS,
where the caseload of SAM children admitted and treated is high, without effectively megsinen
programme coverage.

In particular, the SQUEAC evaluation took place with two main objectives:

1 To provide a robust baseline coverage for both Townships and identify main factors and
barriers affecting coverage and services uptake.
1 To provide key reammendations to improve quality and coverage.

It was decided to conduct an independent and separate SQUEAC investigation in each Township because
the programme patterns and performance really differ from Maungdaw to Buthidaung. The reporting
period coverghe year 2011, including January to October in MGD and January to Septemberin BTD.

The SQUEAC methodology is tlwdroughly explained to keep the report short; the full methodology
however can be accessedatp://www.brixtonhealth.com/handbookSQUEAC/handbookSQUEAC.html

The SQUEAC investigation provideslepth understanding of the programme and malnutrition spatial
distribution in both Townships although it was not po$sito report any overall coverage estimate in BTD
for a number of reasons detailed in the report.

Yet, the SQUEAC investigation feeds discussion and brings timely guidance towards refining the
programme in the perspective of the new ECHO funding, enguhat the coming intervention adopts
recommendations to increase programme quality and coverage. The SQUEAC investigation was carried
out by ACF Myanmar with the strong support of ACE Q& 9@ fdzZt GA2yas [SIFNyAy3
¢ KA & NB LiZeNduSingeadidl SIQ4BACHzports template.

“This includesa two-stage external evaluation, desigrpdbt project with theVioH, alternativeRUTF protocols etc.
® Data of October in BTD were not available at the time of investigation.


http://www.brixtonhealth.com/handbookSQUEAC/handbookSQUEAC.html

1) MAUNGDAW

The SQUEAC assessment started in Maungdaw Township.-ahaglysis of programme performance,
history and geographical distributiof@.g. longrunning programme, reliable dataset, experienced staff,
number of sites etc.) provided stromiidance and a detailed understandiofithe quality and coverage
performance of the nutrition programming in the Township. This helped in ragelglopingsome of the
major assumptionswhich were confirmed at eacétage of the investigation.

A) STAGE ONE

The objective of stage one was to identify areas of low and high coverage and the reasons for coverage
failure using routine programme data or easycollect quantitative and qualitative data.

1. Programme AdmissionfOverall Numbers)

Since 2008 a total of17,712children under 5 have been admitted to different ACF nutrition facilities
implementing Outpatient Therapeutic Programme (OTP) in MGD Township. Evolution of overall
admissions is illustrated in Figure 1.eTiumber of admissions has been fluctuating as the protocols for
admissions changed a number of times. In February 2009, the WHO standard expressedria \dere

applied as admission criteria in ACF nutrition centres according to international recomtioersdéor
treatment of malnutrition, which was immediately reflected in a steep peak in admissions.

In February 2010, ACF was requested by the MoH to switch back to the NCHS reference (e.g. based on
percentage of the median). In February 2011, ACF admisgiiteria were modified again using a
combination of both standards as recommended by the MoH (i.e. MUAC < 115 mm and/or W/H <70%
and/ or bilateral oedema).

Figure 1: Admissions trends in MGD over time with and without smoothing from 22081

WHO/NCHS

Admissions
o
o
o

Year since start of th programme

%1t was decided to present admission trends from 2008 to 2011 as a full set of data were available for this period of
time.
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increase from May to October due to the combined effects of the rainy season and the hand over from

MSF of 5 OTP locations in MGD South.

2. Admission by Servicedivery Unit (SDU)

ACF runs 3 OTPs in 8 locations. The map in Annex 1 illustrates the spatial location of OTPs. Admissions
were analysed by service delivery unit (i.e. nutrition facifjtfFigure 2) in order to identify potential

disparities in admissiorecross the different facilities.

OTP 1 in MGD downtown, followed by OTP2B Kyein Chaung (KC) and OTP2A Ngan Chaung (NC) received
the bulk of admissions. The location of the three facilities near the road, thetéyngimplementation,
the OTP schedule eping as well as the community awareness are kastors to explain the clear
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indication of a potential difference in coverage between facilities in thereeof the township and those

located in the south. The OTP schedule is expected to play a role and differs per SDU. OTP 1 in MGD
downtown opens 5 days a week; OTP 2A NC opens on Monday and Tuesday while OTP 2B KC receives
patients from Wednesday to Frida@ TP 6 rotates and opens once a week in every of the 5 locations.

Figure 2:Admissions per location from January to October 2011 (n= 3881)
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3. Admissions vs. Needs

The communities, the caregivers and the ACF team identified the months betWwagand Odober (e.g.

Monsoon) & GKS &SI NIieé& LISNA2R ¢gKSy ySSRa

g SNB

ANBFdSado

diseases (e.g. diarrhoea and malaria) peaks with the rainy season, food stocks and job opportunities are
low, and food prices are high. Prograrardata shows that admission&d increase during the lean period



(responding to the need) with a stable curve in August (e.g. Ramadan) and September. Refer to Annex 2
for matched admissions with seasonal events.

4. Spatial coverage of Admissions

Figure 3 Admissions by home location & OTP catchment areas

The home locations of admissiomere

to indicate the spatial coverage o Maungdaw Township

CMAM activities itMGD(see Figure 3). uﬁ:’g;ﬁ%":f::::{:;:::‘:gi;

The analgis of this mapping exercis
helped toidentify specific areas:

1 Where no admission has bee
reported - in the northern area
and along the coast.

1 Where few admissions dve
been reported- mainly in MaD
South.

1 Where the bulk of admission:
have been reported¢ around
the OTPs. The greyrcled areas
indicate the OTP catchment are
of 10 Km.

Similarly, the analysis showed the
admissions were higher in communitie
in MGD downtown, along the network
of roads and from the more densel
populated areas.

This wa a key exercise towards guidin
the investgation in the formulation of
three different hypotheses on coverage

for testing as part of Stage Twdhis iﬁ.ﬁ'ﬂlﬁ:&.
also confirmed the  preliminary B 50 Admissions
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coverage.

5. MUAC at admission

In order to further understand whether the programme is reaching SAM children early, the MUAC at
admission was plotted for all recorded admissions since the start of the prografimeaesults are found
in figure 4 below. The median MUAC at admission was 112 mm and the mean MUAC was 111 mm.

Overall, children arrive and are admitted early. Mothers/caregivers seem to look for nutrition treatment

in a timely manner, which also reflets adequate programme awareness amongst the communities. This
is confirmed with the low number of complicated cases on arrival as only 2% of children between 6 to 59

10



months are directly referred to stabilisation center (SC) and by the high number oéfeifals. 67% of
the total admissions are spontaneogsndicative of a positive word of mouth.

Figure 4: Median (in pink) and Mean (in red) distribution of MUAC at admission for the period of
January to October 2011 (n=3772)
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6. Programme Exits

The bllowing table presents cumulative programme performance indicators for the period from January
to October 2011.

Table 1: Outcomes of children treated of SAM (n = 2810)

Treated according

to 2011 SPHERE 2011 SPHERE

STANDARDS Standards
Outcome
Curé %(n) 55.9 % (1570) 75%
Defaulte? % (n) 32.4 % (911) 15%
Death® % (n) 0.5% (15) 10%

" SPHERE standards provide benchmarks against which to interpret the functioning of indivighaaierin
programmes. They give an indication of what mi ght be consi
conditions.

8 This equals theotal number of patients that achieve the discharge criteria used by the programme as a proportion of

the total number leaving the programme (not including those that are transfetyed

® The patient has not returned for 2 consecutive visits and a hisiheanfirms that the patient is not dead. The

defaulter rate equals the total number of patients discharged as defaulters as a proportion of the total number leaving

the programme. During the SQUEAC investigation, it was decided to merge the catefiddigenown (e.g. the

patient has not returned for 2 consecutive visits and no home visit has been performed to determine the fate of the

patient or unfruitful home visit) and Defaulter together to fully exploit the data, although ACF is well aware that all
6unknownd children are defaulters. Due to high number of ¢
were not conducted and children remained classified as unknown. However, from experience and field observation,

most of unknown casesweredali | t er s or beneficiaries with 6dmultiplebd regi

11



Nonresponder/nonrecovered™ 11.2% (314)

Treatment Responsé
Weight gain (g/kg/day) 3.9+28
Length of stay (days) 52+ 17

Programme exits exhibit a reteely high defaulting rate (32.4%) with negative implication for programme
coverage in MGD. The cure rate is below the SPHERE minimum staqQaaedswhile the death rate is
low. ThenomNB a L2 Y RSNJ NI 6S Aa WNBtFiAGSteQ KAIKO

Whenprogramme exits aranalysed over time (see Figure 5 below), it is interesting to note that
defaulting peaks twice in the yearin February and August. Ramadan took place in August meanwhile
new admission criteria were implemented in February resulting in a peak in admissading to
overcrowding of OTPs and long waiting time. The-responder rate increased during the lean season
when Plumpy Nut being reported to be shared between the different members of the household.

In linking the elevated defaulter rates with other information collected, some reasons for defaulting were

identified including distance, transportation costs, presence of kpeints, lack of caregiver and rejection
of caregiver under 12 since the implementation of ACF new rules in August 2011.

Figure 5: Programme exits from January to Octobét of total exits (n= 2816§
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This equals the total number of patients that died during the programme as a proportion of the total number leaving

the programme.

1 patient that has not reached the discharge criteria after 406daggks) in SC and 2 months (8 weeks) in OTP.
2 Treatment response is calculated only for those children who were discharged cured.

13 During the reporting period, 285 children were discharged following admission mistake (e.g. multiple registration,
measuement error etc.) and were not included in the standard programme exits calculation.
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7. Review of Defaulter Records

To better understandhe factors affecting defaulting and potentially affecting coverage, various stages of
analysis were conducted specific to defaulting.

91 Defaulter versus admission and over time (Figure 6 and 7)

In bringing together admissions and defaulters per nutritfacility, it is possible to identify a few trends
in the graphs below. Nutrition facilities with larger number of admissions also have a higher proportion of
defaulters, such as MGD downtown, KC and NC. On the same note, nutrition facilities with lower
admissions also have lower proportion of defaulters, except Zaw Ma Tet (ZMT) and Ah Leh Than Kyaw
(ALTK). The level of admissions and the proportions of defaulting are highly cortétaedrition facility
overcrowding and longer waiting time for caregivaay be the reasons for defaulting. The increase of
defaulting in February could be the result of the increase of admission during the same period due to
change of admission criteria. Defaulting peaks in May and June are linked to the start of the Mansoon
with the exception of OTP2B KC. Some beneficiaries of OTP2B KC have to travel more long distance to
come to the centre. This timi-travel is an opportunity cost too high as longer times to travel to the
programme sites mean less time for work, reqtin early sefflischarge and higher defaulting patterns
over time.

Figure 6: Defaulter in % versus Admissions per nutrition facility (n=911)
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Figure 7: Defaulter versus Admissions per nutrition facility over time (n=911)

14Using an excel correlation test (r = 0.903)
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1 Early vs. Late defaulter

The investigation also analysed the timing of defaulting, in an effort to determine possible redseund

it. Overall, defaulter happens late based on average length of stay in the programme observed from
treatment charts, with 50% of defaulting occumgi at 6 weeks or later. Late defaulting usually means that
the child recovered although he/she has not reached yet the criteria of programme discharge and self
discharged himself/herself, indicative of a shift in the eogportunity decision to stay in ¢atment.

Early defaulting can however be observed in the first two weeks of treatmentggesting that quality
service (e.g. nutrition facility interface) may be enhanced. In order to explore possible correlations
between defaulting and programme numbetbte analysis was done by nutrition facility as shown below
(Figure 8) and corroborating the previous findings. The highest early defaulting is happening in OTP1 MGD
downtown, OTP2A KC and OTP2B NC, with the highest number of admissions and childeegen ch
Although recently reopened in May 2011, OTP6 with fewer children in charge in MGD South, report a low
number of defaulting. This indicates that a main factor linked to defaulting is the interface problem
between ACF nutrition staff and beneficiawhich is caused by overcrowding of nutrition facilities.

Figure 8: Defaulting by No of weeks from the period of January to October 2011 per location (n=911)
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1 Defaulters by Home Location

Figure 9: Defaulter by home location & OTPs

Maungdaw Township
Defaulters by Home Location

When plotting defaulter i village of origin
and by nutrition facilities,the mapping
shows that areas located in the centr:
western part of MGD, along the main roac
and around MGD downtown, have recorde
higher defaulting levels that those in thi
south.

The map reveals that @ore number of
defaulters are coming from within MGIL
downtown where nutrition facility is located.
and providing treatment &Hlay a week,
suggesting that physical access is not t
only barrier.

These findings suggest that distanc
interface with nutrifon facilities and cost
opportunity decisions to attend treatment
are responsible for defaulting in many ¢
these cases.

® OTP Location
100 Defaulters
50 Defaulters
10 Defauhters

8. Qualitative data

A set of Focus Group Discussion was conducted with mothers/caregivers of children admitted in the
programme, ACF nutrition programme staff as well as communities (e.g. lay and key informants) to
capture their perception of programme.

9 Causes of malnutrition

Malnutrition is easily recognised and understood in the whole MGD Townshifnich may be the
consequence of ACF lomgtzy Yy Ay 3 AYGSNBSYyGA2y Ay GKS I NBF® al fydziNR
R A a S IKin& foranya Byararor Layra Byaran Presence of oedemas is rarely associated with

malnutrition as there are very few cases of kwashiorkor. Less than 1% of total admissions had oedemas.

I O0O2NRAYy3 (2 GKS O2YYdzyAiGAS&a>X GKS YI A ysochtSdwitldzNBE 2F  YI
other symptoms such as irritability, apathy, changing hair, not willing to play, appearing bones and big

belly.

The awareness about programme treatment is also ljgls most of the communities know about ACF

nutrition facilities or other NGOs medical facilities such as MSF or Malteser. The main determinants of
malnutrition identified from the community members encompass: diseases such as diarrhoea, malaria,
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and measles, not enough milk, new pregnancy, poor hygiene practices, loss oft@ppetilack of food.

. FR ALIANRGE 61 & ftaz YSyidAaAz2ySR Fa | O2yiNARodziAy3d TFI ¢

1 Health-seeking behaviours

CKSNBE FNB YdzZf GALX S FIOG2NBR AyFidzSSyOAy3a OF NBEIAGDSNRaA
suggest that when a child is malnourished, céregseeks health treatment from local doctor or/and

Traditional Health Practitioners in the village and directly go to medical or nutrition facilities (e.g. MSF and
Malteser). The timing dfiealth seeking behaviour particularlyimportant, not only becaseearly

presentation ensures higher cure rates, but also because it suggests that a programme is known, trusted

and perhaps most importantly accessible to the population.

The presence of medical and nutrition INGOs is found to trigger positive hezdtking behaviours in a
deprived environment where the population tends to take advantage of the existing services. Another
boosting factor identified to seek for treatment is nomedical. As women suffer from restriction of
movements, the nutrition factly is perceived as a place where women can talk to each other freely (e.g.
social gathering).

i Barriers to Access
The table below summarises key findings on possible reasons for defaulting aradte@odance.

Table 2. Reasons for Defaulting & Nd@titendance

Distance Distance¢ especially in the northern part have been identified a:
main barrier to access treatment. A quick assessment done
caregivers reveals that beneficiaries are not ready to travel
walking and/or travelling by road or by bdanore than 2 hours to g
to the centre. Between 1 and 2 hour is considered as the maxii
acceptable distance to travel.

Physical Barrier Especially during the rainy season (May to October) when river/stre
become difficult/dangerous to cross and roadtwork is bad.
Rejection Many caregivers come on a regular basis to nutrition facilities

screening as they hear about the programme from other caregive
Community CareTakers (CCT). As some of the children do not f|
criteria, they are not aditted and this is relayed back to communitig
Therefore, sometimes, mothers/caregivers may notice symptoms
they may be told by other women in the community not to attend
nutrition facility, as they will not be admitted anyway. In additicI
numerows cases of rejection after CCT referrals were reported in
past.This problem should be improved with the implementation d
new methodology (May 2011), which consists of reducing the nun
of CCTs and conducts periodic trainings and tighter supenvisio

Husband does not allow Women are cloistered at home due to peer pressure, tradition and
women to go out religion and are not allowed to move freely.
Cost/Opportunity Busy at work or no time to attend the programme was also reporte

a number of stieholders (e.g. caregiver, lay and key informant, C
tKSaS NBlaz2ya akKz2dzZR 0SS Fylte
'Y Rk 2 NJ Thy @ldcdt®Q df a full working day to OTP vi
represents a direct loss of income and a significant bafoiemany
caregivers.

Lack of caregiver This is a standard CMAM barrier, which is relate@tdzi Y A 3 ||
male family members andikely to gain significance in the comi
months with the new ACF rule within the center. Caregiver under
not accepted aymore (since August 2011). Lack of caregiver
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especially mentioned in MGD South where the breadwinner is like
be fisherman and away from home for long period.

Nutrition Facility service Despite some improvements on site (e.g. stafffrat A 2 y = WIj
provision number of CMAM beneficiaries in charge in the 3 main nutri{
facilities of MGD is too high jeopardizing quality of services/informal
provided to caregivers. Waiting times (often 1 full day) are long
negatively impact on the graNJ YYSQa 02 @SN]
cost/opportunity to access treatment. Measure such as dowuhbtén
may be implemented less occasionally to suit to needs of the family

9. Areas of High, Medium and Low Coverage

¢KS Wadl yRIFENRQ {v! 9! dentifying (afées RR2HigR Andl low AoVedagel Yet, dfter
discussing with the team, it was clear that this would not be enough to reflect the picture in MGD
especially in MGD South where ACF just took over former MSF OTP locations.

Even though this riskebleing too precise, it was decided to add an intermediary level of analysis to see if
a difference between low and high coverage (e.g. medium coverage) could be iderBifiseld on the
information collected and analysed in Stage One, the investigationwaeat that coverage is likely to be
acceptable but not homogenous throughout MGD Township.

Two primary factors affecting coverage were identified:
1. Spatial distribution and distance (no admissions & no facility in the northern part of the Township)
2. Awareness about the programme

The hypothesis was therefore that:
1 Coverage is lowin northern areas that do not have a nutrition facility providing CMAM
services.
1 Coverage is mediunm southern areas that have nutrition facilities providing CMAM but no
community awareness about programme.
1 Coverage is higlin central areas that have lorgnning ACF nutrition facilities providing
CMAM.

B) STAGE TWO

The objective of Stage Two was to confirm the locations of areas of high, medium and low coverage as
well as he reasons for coverage failure identified in Stage One using-aneallsurvey. One team of 5
members was formed and performed the sraalea survey in the whole Township.

6 identified locations were sampled in three days. The case definition waedbr both marasmus and

kwashiorkor cases (although not common) measuring by MUAC (< 115 mm) and/or bilateral oedemas as

well as children in the programme but no longer with severe acute malnutrition (recovering cases< 120

mm). Terms used included: childrenffering from very thin disease, thin and weak, oedemas or swollen

01 6FaKA2N]I 2NbSE AA01 HAGK NBIdzZ F NI RAFNNK2SIF X OKAfRNBY

Combined active & adaptive with house-house case finding methodology was used dnsure

exhaustive coverage of targeted areas. The list of the villages sampled for theassaalburvey is
available in Annex 3. The main findings of the siauadh survey are summarised in Table 3 below.
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Table 3. Stage TwoFindings from smalbrea survey

Total SAM Found 24
SAM Cases in the Programme 0
Recovered Cases in the 0
Programme
Low coverage Northern pa_lrt 10 Distance
of Township
7 Programme Awareness
SAM Cases not in the Programn 24 5 Closure of Malteser
1 Sigma
1 Busy
Total SAM Found 97
SAM Cases in the Programme 29
Recovered Cases in the
44
Programme
6 Programme Awareness
5 Rejection
Medium Southern part 3 Husband does notllaw
coverage of Township 2 Malnutrition Awareness
. 2 Busy
SAM Cases not in the Programn 24 5 Childcare at home
2 Other
1 Distance
Travelling with more than
1 .
one child
Total SAM Found 134
SAM Cases in the Programme 50
Recovered Cases ind
43
Programme
13 Busy
. Centre of 10 Rejection
High Coverage Township 7 Stigma
. 4 Other
SAM Cases not in the Programn] 41 3 Malnutrition AWareness
2 Distance
1 Programme Awareness
1 Transport costs

Based on the information collected and discussiatith the team, the most likely coverage was classified

in three levelsagainst a threshold of (i) 50%, (ii) between 20 and 50% and (iii) less than 20%. The SPHERE
minimumstandard for rural contexts (50%jas considered very unlikely. A decision rule (dBsw
calculated using the following formula:

d=[ nx p/104
n = total number of cases found

p = coverage standard set for the area

The results of coverage classification are presented in Table 4.
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Table 4. Coverage Classification fromalirarea survey

Coverage standarq < 20%

(p) Number of cased
Decision rule (d) [n x 20/10 is 4
Northern part of (@ [ 9 covgr.ed ©) is
Low coverage . [24x0.2 decision rule (4)
Township 48
dl 4 Coverage is < 20%

Cases covere(q 0

Coverage standarq > 20% Number of casef
(p) | <50% covered (29) is
Decision rule (d) [n x 25/10Q decision rule (24)
. Southern part of
Medium cowerage hi [97 x0.2%
Towns Ip 24.25 Coverage is > 209
d 22 and < 50%

Cases covere( 29

Coverage standar¢ >50% Number of cases
(p) covered (50) is {
Decision rule (d) [n x 50/10Q decision rule (67)
High Coverge Centre of Township [134x0.%
67 Coverage is < 50%
d| 67

Cases covere( 50

The smalbarea survey findings confirmeithe hypothesis that (1) distance is the main factor affecting
programme coverage in the northern part of the Township; (2) level of programme awareness is low and
contributes in reducing coverage in MGD South; (3) despite high caseload ancutmnmgg nutition
facilities, coverage is lower than expected in MGD central area; theopgeirtunity for the beneficiary
being the primary barrier to access. In addition, it revealed that awareness about malnutrition symptoms
and treatment available in differentraas is rather good and indicated that the problems with interface
are various, including waiting time, rejection and communication with caregivers who children do not fit
the admission criteria as well as religious constraints with husband not allowirtensoto go the
nutrition facility.

C) STAGE THREE

The objective of Stage 3 was fimovide an estimate of overall programme coveraggngBayesian
techniques. To do thisthe evaluation relied on the standard Bayesian beta to binomial conjugate
analpsis.

1. Developing a Prior

The information collected was separated between factors that reflect positively about CMAM coverage
and factors that reflect poorly. Each factor was ranked using a simple weighed (5 to 1) point system. All
positive factors wereadded to the minimum possible coverage (0%) while all the negative factors were
subtracted from the highest possible coverage (100%).
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Positive Factors Value Negative Factors
Self referrals/ Spontaneous 5 4 Distance
Timely treatment seeking (admiss MUAC) 5 4 Cost/opportunities
Long time implementation / ACF staff has gog 5 3 Poor spatial homogeneity within the Township
experience (work for a long time) No OTP site in the northern part
Awareness of malnutrition 4 3 Travel authorisation/checfgoints/
Nasaka pressure
Programme indicators 35 35
Medium pr(_)portlon of cured Rejection after SCCT referral
Low mortality
Medium defaulting
Nutrition programme awareness 3.5 2.5 | Transport costs/inexistent transportation
Number of OTP sites 3.5 2.5 | Lack of community awareness in MGD South
Quiality service 3 2.5 | Religion constraints / traditional beliefs/ Shamé
to get treatment/Stigma
Admissions respond to seasons 25 2 Programme indicators:
Increased number of nerespondent
Good interface with SFP 2 1.5 | No active screening organised by ACF in remg
area
Referral from other medical NGOs 2 1 Frequent changes in admission criteria over th
past 2 years
Referrals from the community 2 1 OTP schedule of opening: one day per week
Efficient patient flov at programme sites 1 1 Closure Malteser
Other ACF activities (especially WASH) 1 1 |wlk]1KAYS 1LIJS2LX S R2yQi
Word of mouth 1 0.5 | Awareness of malnutrition
Added to Minimum Coveragf)%) 44 33 | Subtracted from Maximum Coverad&00%)
Median 38.5
h @I 12.74] 20.35] bvalue

An average was calculated and used as the median for a trial distribution curve (Prior) plotted using the
BayesSQUEAC Calculator. The final curve used for a prior is present in Figure 10.
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Figure 10. Prior (Programme Caage)

2. Sampling methodology

1  Minimum Sample size
To estimate the minimum number of cases (children) needed in the-wide survey (n), the following
formula is used:

n= | mode x (1-mode) - (a+p-2)
| (precision / 1.96)’

Using thea (12.7) andb (20.4) values and a mode of 38.5% (see section above), fb&iio minimum
sample is as follows:

n =[0.385 x (10.385)/(0.1/1.963 - (12.74+20.32)]
n =[ (0.24/0.003) 31]
n= 90.9% 31
n =60
In order to achieve a confidence of-f 10%, a minimum of 60 cases needs to be identified.

1 Minimum numberof villages
The minimum number of villages to be sampled was then calculated with the use of the following values.

Target Sample Size 60
Average village population 1066
Prevalence of SAM 2.9
% of children aged-69 months® 18

Values were used irhe following formula:

*Based on prevalence for WHZ SAM cases from ACF SMART survey, December 2010
*Based on UNHCR data, 2006
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A vilages = n

average village population g ge x percent of popul ationsss —eepy % prevalendos
100 100

N ilages= 60/ (1066 x 0.18 x 0.029)
N villageS= 60/5.56

Nyillages= 10.79

N vilages= 11

As a result, a minimum of 11 villages has to be sampled in order to reach the minimum sample size of
children.

1 Spatial represendtion

In order to achieve spatial representation, the Stage Three survey involved-stagye sampling:

1) Village selection First, a 10 km x 10 km grid was plotted over the map of MGD (Figure 11). The map
was obtained from the Myanmar Information Managent Unit. In total, 7 quadrats were selected to
cover all the areas, excluding quadrats that we made up of less than 50% land mass. The centre of the
guadrat was then identified, and the closest village to the centre of each quadrat selected in thergampli
process. The list of villages selected for the wadea survey is in Annex 3.

Figure 11: Sampling areas
2) Within-community sampling method Stage Three used attive & adaptive caséndingto ensure
that selected communities were ampled exhaustively. The actual Stage Three wideea
surveywascarried out over sevedays (Decembe‘:‘th-14‘“) by two teams of two people, one
teamsupervisor, and was overseen by the Nutrition Programme Manager and the Lead Invest@gder.
definition and methodology used in Stage Two was replicated in this stage of the process.
1 Wide Area Survey Results

Main results for the wide area survey are summarised in Table 5.

Table 5. Stage Three (wide area survey) Main Findings

Types of Cases Number of @ses

Number of current (SAM) cases 145
Number of current (SAM) cases attending the programme 60
Number of current (SAM) cases not attending the programme 85
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| Number of recovering cases attending the programme | 63 |

The main reasons for not attending CM/ARrvices available are summarised in Figure 12.

Figure 12. Main reasons for neattendancec¢ Stage 3 (h=50)

Mo young careglver (<12 years old] accepted 1
In ACF center

A

Transports costs are too high

The child has been rejected by the programme
Mo fimeftoo busy to attend the programme
Difficulty with childcare at home

Carer cannaot travel with mare than one child

Husband does not want the child to attend the
programme

Programme site |s too far  ITRE—
[V 1% 2% 0% A% S0% [0k

3. Overall Coverage Estimation
Point coverage only is presented in this section. The focus is set on point coverage as it provides a more
accuratepicture of the actual coverage of SAM cases at the time the investigation was conducted. See
footnote below for the estimated period covera’de

1 Point Coverage
Point coverage provides a shapshot of programme performance and places strong emphasis on the

coverage and timeliness of case finding and recruitment. To calculate point coverage, the numerator and
the denominator were selected from the results for the wialea survey using the formula.

No. of current (SAM) cases attending the programme
No. of current (SAM) cases

Selected data was used as a denominator (145) and nume(&0) when inputted into the BayesSQUEAC
/1 £O0dzA FG2N®» b20S GKS RSYy2YAYyFr (2N Aa NBfFdiAGSte WKAIK
and led to a software adjustment to cater for this need. Refer to figure 13 below.

YPeriod coverage inctles recovering cases (i.e. case that should be in the programme because they have not yet met
the discharge criteria). Based on existing prior and small area survey (likelihood) a period coverage was estimated to
be56.1 % (49.9% 62.2%). The minimal oveasp found between the prior and the likelihood, the period coverage can

be said to be less representative of the present situation of the programme coverage, potentially indicating better
coverage earlier in the programme period and the accompanying defairiters as a result of overcrowding and lean
season.
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Figure 13¢ Prior, Likelihood and Posteriar Point Coverage
Based on the existing prior and wide area survey (likelihpait coveragewas estimated to bel0.7%
(33.7%- 48.2%}8. This provides an appropriate snapshot of programme performance especially as
coverage and timelessness of cases finding and recruitment in the programme are estimated to be
adequate.

4. Conclusions and Recommendations

I Since 2008, a large number of children under 5 have been admitted and treated in ACF
nutrition facilities in MGD. Wkhough the number of OTPs has increased this year
(subsequently improving the spatial distribution of programme coverage), the number of
nutrition facilities must be augmented in order to ensure that the population has adequate
access to treatmeng espedally in the northern part of the Townshipand ensure spatially
uniform and high coverage.

The impact may be twiold: first, access is improved and second, further decentralisation
can make caseload more manageable for overcrowded facilities, redthe@nglatively high
opportunity-cost of attending the programme especially in Maungdaw downtown, Kyein
Chaung and Ngan Chaung.

Seasonal OTPs should be considered as potential alternatives to improve coverage and
respond to seasonality.

Joint planning Wh communities is an essential step in determining the optimal location of
programme sites as two hours were reported as the maximum acceptable distance to travel.

18l values were calculated using the BayesSQUEAC calculator.
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1 The programme coverage will be improved if some milestone steps are taken with the MoH.
Provided the environment is conducive, there is need to incrementally and jointly work with
the existing health facilities, and ensure staff capacity building in detecting and treating
SAM.

1 Awareness about malnutrition and treatment availability is rathgwod in the whole
Township but should be strengthened especially in MGD South where no community
mobilisation activities have been undertaken so far. The community mobilisation and
awareness strategy must be further elaborated beyond community caregiaéririg and
leader sensitisation meetings to systematically include religious, traditional leaders as well as
fathers.

1 The problem of rejected referrals (e.g. spontaneous and referrals from the CCT) was
identified as one of the main reasons for natiendance, which negatively affects the
programme coverage. According to ACF guidelines on integrated management of severe
acute malnutrition (2012), the referred patients who travel to the centre and are found not
to meet any of the admission criteria must noé rejected and turned away. They should in
any case receive education and moderately malnourished children should be referred to that
programme.
W{dzZLJSND // ¢ Ydzad o06S adGNRy3Ife adzISNBAASR | yR NE
measurements. In additioto refreshing trainings, standardisation tests must be performed
on a regular basis to improve measurements accuracy and precision. Regular discussion with
GKS O2YYdzyAideé FyR AYONBIFIASR GNIyaLl NByode I|yR
admission criteria gaalso minimise the damaging effects of rejection.
Although the standardisation of referral and admission criteria through the use of a single
uniform method is an essential step towards reducing the negative feedback associated with
rejected referrals, te admission criteria of the programme should remain MWAR/HF to
ensure the treatment of as many SAM cases as possible. Periodic active case finding (using
W/H NCHS) must however be conducted by ACF team to identify SAM children that are
beyond the reaclof Super CCT referfal

1 Defaulting rates are more than double the target set by SPHERE standards. A main cause
identified has been OTP interface in Maungdaw downtown, Kyein Chaung and Ngan Chaung,
due to large volume of children to be seen in one dayAI3F nutrition team, which can be
stressful for the personnel and lead to long waiting hours for caregivers. Although some
efforts have already been made, it is vital to work with the teams to improve service
delivery. The new ACF internal rule (i.e. careg> 12 years old in place since August 2011)
may potentially become a growing reason for defaulting as lack of caregivers has already
been identified as a barrier.

1 The requirement of travel authorisations and/or the presence of military checkpointe ha
long been identified as hindering factors to access treatment. ACF should pursue its efforts
in advocating for free movement and in the mean time encourage local solutions to the
problem, such as travelling in groups.

1 Another SQUEAC investigation i€aommended in tweyear time at the same season to
evaluate the impact of the implementation of recommendations. Results will be shared with
ACF team, local authorities (if conducive) and donors to show the benefits of the exercise
and plan additional joinBQUEAC evaluations. In the mean time, improving the quality and

19 A recent internal ACF studyindicates that only 30% of SAM casesept both MUAC < 115 mm and WZ < -
3SD in Myanmar.
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monitoring of programme routine data (e.g. mapping of admission/defaulting) is an essential
aGSL) G2 ARSYdGATFe LINPINIYYSQE oF NNASNAR FyR 2LLR
should beperformed to provide continual and incremental improvement of service delivery.

The point period estimate tends to be more representative of the coverage programme
performance as analysis showed adequate-sgfiérral and timeliness of treatment.
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2) BUTHIDAUNG

The preliminary thoughts of programme access and coverage in BTD Township were somehow less
optimistic than MGD for a number of reasons including fewer sites, physical barriers to attend treatment
(e.g. rivers) questionable dataset and lastly amcavered and poor understanding of the nutritional
situation in the northern part of the Township. These challenges were reflected in less accurate
assumptions and insufficient programme analysis, which explained the unexpected outcomes at the final
stageof the investigation.

A) STAGE ONE

The objective of stage one was to identify areas of low and high coverage and the reasons for coverage
failure using routine programme data or easycollect quantitative and qualitative data.

1. Programme Admissions (OvdtdNumbers)

Since 2008, a total of 15,011 children under 5 have been admitted to different ACF facilities
implementing OTP in BTD Township. Evolution of overall admissions is illustrated in Figure 14. The
number of admissions has been fluctuating as phetocols for admissions changed a number of times. In
February 2009, the WHO standard expressedsoate were applied as admission criteria in ACF nutrition
centres according to international recommendations for treatment of malnutrition, which was
immediately reflected in a steep peak in admissions.In February 2010, ACF was requested by the MoH to
switch back to the NCHS reference (e.g. based on percentage of the median). In February 2011, ACF
admission criteria were modified again using a combinatibrbath standards (i.e. MUAC < 115 mm
and/or W/H <70% and/ or bilateral oedema).

Figure 14: Admissions trends in BTD over time with and without smoothing from 22081
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Looking at 2011 (See Figure 15), the number of admissions in BTD remains stedldpgathe year

(except two slight peaks in February and May) and does not respond to the effects of seasonality between
June and September. The number of admissions decreased in June and July (which is the start of the rainy
season and the hunger gaghe main reason being the difficulty of access and transportation due to

21t was deided to present admission trends from 2008 to 2011 as a full set of data were available for this period of
time.
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heavy rains and abnormal flooding during the two months, preventing people from coming to the
nutrition facilities. Although slightly rising, the small number in August may be thsegoence of the
Ramadan, with fewer movement reported (e.g. fasting, increased peer pressure and movement
restriction).

The change of admission criteria was expected to gradually boost the number of admissions gbR011

this merely took place in Febarty and was not sustained during the rest of the year. Overall, the number
of admissions remains low and may be explained by the following factors: inadequate perception of
admission criteria (with a high number of children in charge above 5 years odgieg the caseload and
overcrowding the nutrition facilities), poor OTP interface and staff behawioespecially in OTP3 BTD
downtown and OTP4 Inn Chaung (IC), fear and/or previous experience of rejection, low referral from
W{ dzLISN / / ¢33 hifgt(e.gaDdag Radaeék foR QTP5A PNL and OTP5B PPAP), lack of
malnutrition awareness, and programme treatment in remote areatso reported in the vicinity of ACF
facilities - heavy rains and lack of programme supervision due to administrative camtstrga.g. the
international Nutrition Programme Manager waited for 9 months to get the administrative authorisation
to work in BTD).

Figure 15: Admissions trends in BTD from January to September 2011 (n= 2190)
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2. Admission by Service Delivery Unit (SDU)

ACF runs 3 OTPs in 4 locations. The map in Annex 4 illustrates the spatial location of OTPs. Admissions
were analysed by service delivery unit (i.e. nutrition facigjtfFigure 16) in order to identify potential
disparities in admissions across the diffiet facilities. OTP3 in BTD downtown, followed by OTP5B PPAP
and to a lesser extent OTP4 IC received the bulk of admissions. The location of the three facilities near the
main rivers, in densely/sertiensely populated areas may explain the number of adions. In OTP 5B

PPAP, the weekly referrals from MSF operating in Rathidaung Township, contributes in a regular number
of admissions. The number of children referred to SC is higher than in MGD and linked to the scarcity of
medical facilities ran by INGOs
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Figure 16 Admissions per location for the period of January to September 2011 (n= 2190)
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3. Admissions vs. Needs

The communities, the caregivers and the ACF team identified the months betMagand October (e.g.

Monsoon)as the yearly period whesf SSR& 6SNB INBIF GSadd ¢KS WiSlIy LISNA?Z2
diseases (e.g. diarrhoea and malaria) peak with the rainy season, where food stocks and job opportunities

are low, and food prices are high. Refer to Annex 5 for matched admissions witmakagents.

l'a &aidlFrGSR SINIASNE GKS LINE JiNdrexs¥ Suringlithé (e Nofriad. Bh&«2 6 y 2 |
programme does not conform with seasonality expectation as it should be treated more cases at time

when the incidence of acute malnutrition tlEgher. This deviation may be indicative of a potential
LINPOESY 6AGK | LINPINIYYSQa NBONHAGYSY(d LINEPOSRdAzZNBa&®

When discussing with the caregivers, the lay and key informants from the communities, a problem linked

02 LINPAINIYYSQaA IRYAHARBYSANRE (§ X0 3ORYS > dzM@SAy 3 3I22R
reported as the criteria for being admitted and beneficiary of the nutrition prograngmsaggestive of a

poor programme understanding among the communities with potential damaging effects on A@d-oma

Y2y RAAONAYAYLFGAZ2Y YR GNI}yaLlkNByOed hiKSNI YA&at SIFRAY
OF NBIA SN

{ SOSNI f NBlF&az2ya Yireé SELXIAY (KA& LI22N) dzy RSNAGlI YRAY 3
changes in admission criteria ouvie past two years contributed in creating confusion, but also the lack

of regular, time bounded and transparent communication regarding admission standards played a role.

The lack of programme supervision (in relation with the absence of the Programmagdg may also be

highlighted in two different ways. Field observation from the SQUEAC team reported consistent errors in

MUAC, age, weight and height measurements in OTP3 BTD downtown and OTP4 IC, and poor follow up

and/or understanding of protocols adssions. In addition, caregivers reported some misbehaviours from

ACF nutrition staff, including rudeness to beneficiaries/caregivers with no or little information given about

programme protocols. Lastly, the nutrition programme in BTD has admitted a higtber of children

above 5 years old which are not included into this analysis. One can wonder about the impact of this
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very high caseload (n= 6X521% of total admissiong the majority being admitted with W/H < 70%
NCHS) on programme performance, ntibn facilities interface and provision of service. This high
number of admission of children above the standard age raises several issues that urgently require
decision and guidance.

From an ethical perspective, ACF must evaluate the kind of supporit ttet provide to these children.

The latest edition of ACF guidelines (2012) for the integrated management of severe acute malnutrition
recommends the admission of children between 5 and 10 years on W/H only (i.e. W/H <70% NCHS and/or

presence of bilateal pitting oedema). This approach may however not be adapted or feasible in the NRS

context of high caseload. Perhaps more importantly, it must consider the impact on the treatpuent

lack thereofc¢ on children under 5 as a result of overcrowding withnreligible children. From a medical

viewpoint, ACF must think about the implications of applying medical protocols to children that may not

0S adadlrofsS G2 GKS LI GASYydiQa O2yRAGAZYyad [Fadte TFNR
eligible chilren affects the provision of high qualitative service, overloads the staff, contributes in
RAAG2NIAY 3T GKS LINPINI YYSQa | OOSLIikyOS YR dzyRSNEGI YR
financial and logistical costs.

Twomeasures should benplementd straight awayand their impact monitored in the coming 6 months.

These include a more selective triage of SAM children above 5 years presenting severe medical
complications, and zero admission of children between 5 and 10 years on MUAC. The impaettmay b

fold: reducing the caseload and improving the perception of programme admission criteria. In the mean

time, advocacy should be conducted to increase medical presence and treatment in the ageaost of

the children above 5 are malnourished as ttesult of medical complications and poor access to health

services.
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4. Spatial coverage of Admissions

The home locations of admissions wel
to indicate the spatial coverage o
CMAM activities irBTD(see Figurel?).
The analysis of this mapping exerci:
helped toidentify specific areas:

1 Where no admission has bee
reported - in the northern area
and in the central western anc
eastern mountainous sides o
the Township.

1 Where the bulk of admission:
have been reprted ¢ around
the OTPs corresponding toan
OTP catchment area @D Km.

Similarly, the analysis showed the
admissions were higher in communitie
in BTDdowntown, alongthe main rivers
and from the more densely populatec
areagsettlements SeeAnnex 6¢ map

of population in BTD from ACF Atlas
2009.

Note: the green point out of the scope
of BTD Township refers to MS
admissions coming from Rathidaun
Township.

This was a key exercise towards guidi
the investigation in the formulation of
two different hypotheses on coverage
for testing as part of Stage Two.

Buthidaung Township

Admissions by Home Location

Figure 17: Admissions by home location
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5. MUAC at admission

In order to further understand the timeliness of adsions, the MUAC at admission was plotted for all
recorded admissions since the start of the programme. The results are found in figure 18 below. The
median and the mean MUAC at admissions were similar at 113 mm, which is close to programme
admission crigria (i.e. MUAC <115 mm) but may be biased as further explained below.

Overall, children arrive and are admitted early. Mothers/caregivers seem to look for health treatment in a
timely manner. This is confirmed with the low number of complicated caseardval as only 3% of
children between 6 to 59 months require inpatient care and are directly referred to SC, by the very low
number of oedemas (e.g. 1.7% of children) and by the high number ofedetfals. 77% of the total
admissions are spontaneogsndicative of good programme awareness.

However, the distribution of MUAC at admission shows an abnormal pattern with a long tail of MUAC >
120 mm. When looking idepth, 9.4% (n=191) of the total MUAC at admission range from 121 mm and
145 mnf'¢ suggeting a problem in recruitment procedures. In bringing admissions and MUAC >120 mm
together per location, it is possible to identify and corroborate previous findings. The bulk of critical cases
takes place in OTP 3 and OTP 4 where issues of admissiens enitd staff problems were reportéQd

Figure 18: Median and MeaDistribution (in pink) of MUAC at admission for the period of January to
October 2011 (n= 2027)
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2L 1.4% (n=31) of admions have both MUAC> 120 and W# 70%
2t is not rarehoweverto seechildren in treatment with a W/H < 70% and a MO 115 mm This deserves further
investigation and cannot be addressed within the SQUEAC.

33



6. Programme Exits
The following table presents cumulative programme performancéatdrs for the period from January
to September 2011.
Table 6: Outcomes of children treated of SAMn = 1650)

Treated according 2011 SPHERE

to SPHERE Standard$*
STANDARDS
Outcome
Curé®% (n) 83.3 % (1374) 75%
Defaultef° % (n) 11.8 % (195 15%
Deattf’ % (n) 0.3% (5) 10%
Nonresponder/non 4.6% (76)
recovered®
Treatment
Responsé’
Weight gain (g/kg/day) 4.8+2.38
Length of stay (days) 54+ 14

All programme exits comply with the SPHERE Standards and exhibit a high eui@3ra%o), a relatively

low defaulting rate (11.8%) and low death rate (0.3%). Theregponder rate is below 5% he median
duration length of stay is 55 days (i.e. 7. 8 weeks), which confirms previous findings of early admissions
and good adherence tdie CMAM protocols by the programme staff.

Whenprogramme exits aranalysed over time (illustrated in Figure 19), it is interesting to note that
programme performance remains steady during the whole yewith very low seasonality effects. The
defaulting rate slightly increased in February, July and Septerglagxd may be explained by the start of
the rainy season. The death rate is almost-nithich is easily explained by the fact that complicated cases
are discharged to the hospital, and are not mgied as ACF beneficiary anymore. The-responder
rate increased during the lean season when PlumpyuNatshared between the different members of
the household and when defaulting slightly increased.

2 During the reporting period, 56 children were discharged following admission mistake (e.g. multiple registration,
measurement error etc.) and were not includetdrstandard programme exits calculation.

%SPHERE standards provide benchmarks against which to interpret the functioning of indivighziler
programmes. They give an indication of what mi gpdet be consi
conditions.

% This equals the total number of patients that achieve the discharge criteria used by the programme as a proportion of

the total number leaving the programme (not including those that are transfetyed

% The patient has not returnedrf2 consecutive visits and a home visit confirms that the patient is not dead. This

equals the total number of patients discharged as defaulters as a proportion of the total number leaving the programme.

During the SQUEAC investigation, it was decidedmerge the categories of Unknown (e.g. the patient has not

returned for 2 consecutive visits and no home visit has been performed to determine the fate of the patient or unfruitful

home visit) and Defaulter together to fully exploit the data, although ACFwe | | aware that all/l 6unkno
defaulters. Due to high number of cases and limited human resources, many follow up visits were not conducted and

children remained classified as unknown. However, from experience and field observation, omdgiafn cases

were defaulters or beneficiaries with 6émultipled registrat
2 This equals the total number of patients that died criteria used by the programme as a proportion of the total number

leaving the programme.

Zpatient that has not reached thectiarge criteria after 40 days (6 weeks) in SC and 2 months (8 weeks) in OTP.

Treatment response is calculated only for those children who were discharged cured.

34



Ly fAYy1Ay3I (GKS NIGSa 6A0GK LINB@GA2dza FAYRAY3IE& |yR A
performances and the lack of seasonality raised a numbelj d2S a G A2y a | 62dzi RFGF Qa NI
accuracy. The low defaulting rate combined with very low or zero variation over time suggests

programme failing to identify and/or recording defaulting cases.

Two senior staff management openly mentioned the issuerdy the SQUEAC investigation, reporting

OrasSa 2F RFGF YAaYlFylF3SYSyd Fyz2y3a adGrTF G2 RAALI & W:
{v!'!91l/ GSIrY aeadSylridiaortte ONRPaAaaOKSOlSR (G(KS FTRYA&&aAZ
OTP3 showed istakes in measurement and/or recording of the followings categories: MUAC, weight,

height and age. These findings were corroborated with field observation in the different nutrition

facilities.

Figure 19: Programme exits from January to Septemb® d total exits (n= 1650)
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7. Review of Defaulter Records

To confirm that defaulters were adequately identified and to better understand the factors affecting
defaulting, various stages of analysis were conducted specific to defaulting.

T WIARRSYQ 5S¥I dzt GAYy 3

Past beneficiary record cards of September from all OTP sites were examined and classified according to

the programme discharge criteria (i.e. Cured, Defaulting/Unknown, Non responder, Medical Transfer &

Admission Mistake). Out of 200 discharged as Bife 2y f & p 6SNB F2dzyR (2 o6S W
suggesting that undereporting does not seem to relate to defaulting. These findings were supported by

interviews with the nutrition staff. Reasons for low defaulting mentioned included regular home vidits an

double ration during the rainy season.
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9 Defaulter versus admission and over time

In bringing together admissions and defaulters per nutrition facility, it is possible to identify a few trends

in the graphs below. Although numbers of defaulting are gldtv, nutrition facilities with higher number

of admissions also have a higher proportion of defaulters, such as OTP3 Buthidaung downtown, OTP4 IC
and OTP5B PPAPespecially in May. It should be noted that the ratio admission/defaulting in slightly
highe in OTP4 IC, suggesting potential specific and localised problem in this facility. Lay informants and
caregivers complained about the staff attitude with insufficient communication about protocols and
treatment as well as rudeness towards the beneficisri®©verall, these trends suggest a possible
correlation between the levels of admissions and the levels of defauttimgfrition facility overcrowding

and long waiting time for caregiver may be the reasons for defaulting.

Figure 20: Defaulter versus Adssions per nutrition facility (n= 195)
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Figure 21: Defaulter versus Admissions per nutrition facility over time (n= 195)
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1 Early vs. Late defaulter

The investigation also analysed the timing of defaulting, in an effort to determine possible rdatond

it. Overall, defaulter happens late based on average length of stay in the programme observed from
treatment charts, with 50% of defaulting occurring at 6 weeks. Late defaulting usually means that the
child probably recovered but has not yet reachbe criteria of discharge, which shifts the cdmnefit
balance to stay in programme. Early defaulting can however be observed in the first two weeks of
treatment ¢ suggesting that quality service (e.g. nutrition facility interface and/or staff behavinay) be
improved.

In order to explore possible correlations between defaulting and programme numbers, the analysis was
done by nutrition facility as shown below (Figure 22). The highest early defaulting is happening in OTP4 IC,
and OTP5B PPAP but not@TP3 as this could be expected. When collecting additional qualitative
information, other factors for defaulting were identified including transportation costs (between 400 and
1000 MMK), distance, security and cost/opportunity decision to attend the progre, may explain

these early defaulting patterns.

Figure 22: Defaulting by No of weeks from the period of January to September 2011 per location
(n=195)
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1 Defaulters by Home Location
Figure 23: Defaulter by home locatiota OTPs

Buthidaung Township

Admissions by Home Location

8. Qualitative data

When plotting defaulter by village of origil
and by nutrition facilities,the mapping
shows that defaulters come from villages
that are distant from the OTPs with th
exception of OTP4.

These findings corroborate the previous
ones, indicatinghat distance, transportation
costs/availability, interface with nutrition
facilities staff behaviour (especially fo
OTP4) as well asostopportunity decisions
to attend treatment, are responsibleof
defaulting in many of these cases.

When reviewing October defaulting card
(n=20) in OTP3, 65% of defaulters had
travel between 1 and 2 hours, 20% had -
travel between 2 and 3 hours and 5% mo
than 3 hours confirming the issue ¢
distance.

The data provides some useful trends; th
relative low number of defaulters (n=195
(compared to the number of admissions
should lead to cautious data interpretation.

A set of Focus Group Discussion was conducted with mothers/caregivers of children admitted in the
programme, ACF nutrition programme staff as well as communities (e.g. lay and key informants) to

capture their perception of programme.

1 Causes of malnutrition

Malnutrition is well recognised especially in areas/settlements close to OTPs and knowledge about severe
acute malnutrition was overall found to be adequate. As observed in MGD, malnutritioalifieflas the
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with malnutrition as there are very few cases of Kwashiorkor. Less than 2% of total admissions report

oedemas. According to the commukiS & =
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associated with other symptoms such as irritability, apathy, changing hair, not willing to play, appearing

bones and big belly.

Awareness about the programme treatment is found to be googeemlly in areas surrounding OTPs,
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Caretaker® and longrunning programme especially in the southern part of the Township contributed in
increasing awarenasabout malnutrition and ACF programme treatment. ACF started nutrition activities
in the south and BTD downtown in 2004 and 2005. OTP4 is more recent and was established in 2009.

The main determinants of malnutrition identified from the community menberclude: diseases such as
diarrhoea, malaria, and measles, not enough milk, new pregnancy, poor hygiene practices, loss of
FLIISGAGS YR 101 2F F22R® 4. R aLANRGE g1 a |faz YSyi

1 Health seeking behaviours

There are multiple factors ift<Sy OA y 3 OF NBIABSNNa RSOAaAz2y G2 asSS{ ¥F2N
that when a child is malnourished, caregiver firstly seeks health treatment from local doctor or/and

CNF RAGAZ2Y I I SFfGK t N OGAGA2YSN®E andl yhe fankhs cardaiférd 1 IS L T
transportation costs, caregivers come to ACF nutrition facilities. The timihgadth seeking behaviour

is particularlyimportant, not only becausearly presentation ensures higher cure rates, but also because

it suggests tht a programme is known, trusted and perhaps most importantly accessible to the

population. In BDT, the high levels of gelferrals and early presentation may be the result of fairly high

programme awareness AND the lack of access to health servicegjiveas come to ACF facilities to

attend free medical consultation and receive basic medical treatment.

1 Barriers to Access
The table below summarises key findings on possible reasons for defaulting asadt@ondance.

Table 7. Reasons for Defaulting 8oN-Attendance

Transports costs The only way to move/travel in BTD Township is by boat; there:l
patients HAVE to pay transportation costs to access progra
treatment. The fees range from 400 to 1,000 mmk depending on
distance. In addition, transpbavailability may vary as boat owne
make their boat available on set date (e.g. once a week) for rer
or small villages.
Distance Distancec in the northern surrounding areas of OTP 4 have b
identified as a main barrier to access treatment. Adcapunting
exercise in two OTPs revealed that most of beneficiaries travq
between 20 minutes and 2 hours to go to the centre. As seeg
MGD, between 1 and 2 hour is considered as the maxin
acceptable distance to travel.

Physical Barrier Especially during the rainy season (May to October) whj
river/stream become difficult/dangerous to cross.
Rejection Some caregivers come to nutrition facilities for screening as

hear about the programme from other caregivers or referred
W{ dzLJS N2 /e bftth@ childéen dohof fit the criteria, they arf
not admitted and this is relayed back to communities, leading
poor opinions of the programme.

The problem of rejection after CCT referral should be improved
the implementation of a new methodologyMay 2011), which
consists of reducing the number of CCTs and conducts ped
trainings and tighter supervision.
The poor understanding of admission criteria and erroneous be

30 A new policy has been set up in May 201teducing the number of CCT (2 per villages) titprove supervision
and referrals.
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(e.g. fathers are not accepted in the centre) contribute
strengtheningthe cycle of negative feedback in the host populatio

Cost/Opportunity

Busy at work or no time to attend the programme was also repo
by a number of stakeholders (e.g. caregiver, lay and key infor
W{dzLISND // ¢0d ¢KS&a$sS NBdnjantigrawit
Yt O1 27F T2 2 Hhelalifdatior dNa LIynwORinGS&y
OTP visits represents a direct loss of income and a signi
barrierfor many caregivers.

Stigma

Carer is ashamed to attend the programme. This is obse
amongst rich families or families of religious leaders/Mullah.

Security

Caregivers explicitly reported security as a barrier to att
treatment with the presence of military camps/checkpoints to cr
to access programme.

Lack of caregiver

This is a stasard CMAM barrier, which is related fodzli T Y A 3

male family members antlkely to gain significance in the comi
months with the new ACF rule within the center (since August 20
Caregiver under 12 is not accepted anymore.

Nutrition Facilityservice
provision& staff attitude

The number of CMAM beneficiaries in charge in OTP3, OTP4 an|
5B facilities may be too high at specific period of times, jeopard
quality of services/information provided to caregivers. Waiting tin
(oftenlfulld @ 0 FNB f2y3 yR yS3ldGa

coverage shifting the cost/opportunity to access treatment.
addition, caregivers complain of nutrition staff attitude towar|
them at nutrition facility.

9. Areas of High and Low Coverage

Based on th information collected and analysed in Stage One, the investigation concluded that coverage

is likely to be low and patchy in BTD Township, except in the limited surroundings of nutrition facilities.

Three primary factors affecting coverage were identifie
1. Spatial distribution (no facility in the northern part of the Township)

2. Distance
3. Programme awareness

The hypothesis was therefore that:

1 Coverage is lowin northern areas that do not have a nutrition facility providing CMAM

services.

1 Coverage is highrearound OTP catchment areas and in the South

B) STAGE TWO

The objective of Stage Two was to confirm the locations of areas of high and low coverage as well as the
reasons for coverage failure identified in Stage One using -smredl surveys. One team ofdembers was
formed and performed the small area survey in the whole Township.

4 identified locations were sampled in three days. The case definition used was for both marasmus and
kwashiorkor cases (although no common) measuring by MUAC (< 115 mm) hildferal oedema as
well as children in the programme but no longer with severe acute malnutrition (recovering cases< 120
mm). Terms used included: children suffering from very thin disease, thin and weak, oedemas or swollen

(kwashiorkor), sick withregud) RAF NNK2 S| = OKAf RNBYy | FFSOGSR o8&

Combined active & adaptive with house-house case finding methodology was used to ensure
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exhaustive coverage of targeted areas. The main findings of the small area surveys ararisachrim
Table 8 below.
Table 8. Stage TwoFindings from smaHarea survey

Total SAM Found 8
SAM Cases in the Programme 0
Recovered Cases in the 1
Programme
Northern part
Low coverage . 2 Transpot costs
of Township
2 Programme Awareness
SAM Cases not in the Programn 7 1 Distance
1 Malnutrition Awareness
1 Other-
Total SAM Found 40
SAM Cases in the Programme 11
Recovered Cases in the 12
Southern part Progamme
of the 4 Busy
Township 4 Transport costs
High Coverage| and around 3 Malnutrition Awareness
OTP 1 Stigma
catchment | SAM Cases not in the Programn| 17 1 Childcare difficulties
area 1 Distance
1 Programme Awareness
1 Husband does not want
1 Other

Based on the informtion collected and discussions with the team, the most likely coverage was classified
in two levelsagainst a threshold of (i) 50% and (ii) less than 20%. The SPHERE nstandand for rural
contexts (50%jvas considered very unlikely. A decision rui® (vas calculated using the following
formula:

d=[ n x p/104

n = total number of cases found

p = coverage standard set for the area

The results of coverage classification are presented in Table 9.
Table 9. Coverage Classification from srrika survey™

Coverage standarq < 20%

() Number of cases
Decision rule (d) [n x 20/10 is 4
Northern part of (@ L 9 covgr_ed (1) s
Low coverage . [8x0.2 decision rule (1)
Township 16
dl1 Coverage is < 20%

Cases covere(q 1

Coverage standard >50% Number of case
(p) covered (11) is {
Southern part of the Decision rule (d) [n x 50/10Q decision rule (20)
High Coverage Township and [40x 0.9

around OTP 20 Coverage is < 50%
catchment area il 20

Cases covere( 11

31 The use of lowdntermediarythresholds(i.e. < and > 30%, rather than <20% and $5@s recommended in
SQUEAC methodologyvould have enabled the tedmpick upthe variatiors betweerthe twoareas and would have
provided a more accurate picture of the coverage at this stage.
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presence of OTP but more importantly suggested uneven patterns of malnutrition distribution across
villages. The high number of uncovered SAM cases (n=9kinitlage of high coverage area and the low
number of SAM cases (= 8) in two villages of low coverage area, raised the possibility of malnutrition
affecting some communities more than others within the Township

In addition, the findings confirmed thatistance and transport costs are the main barriers to access
treatment in BTD and that awareness about malnutrition symptoms and treatment available in different
areas varies with distance.

C) STAGE THREE

The objective of Stage 3 was fimovide an estimateof overall programme coverageingBayesian
techniques. To do thisthe evaluation relied on the standard Bayesian beta to binomial conjugate
analysis.

1. Developing a Prior

The information collected was separated between factors that reflect petjtiabout CMAM coverage

and factors that reflect poorly. Each factor was ranked using a simple weighed (5 to 1) point system. All
positive factors were added to the minimum possible coverage (0%) while all the negative factors were
subtracted from the hifest possible coverage (100%).

Positive Factors Value Negative Factors
Selfreferrals/Spontaneous 4 5 Poor spatial homogeneity within the Townshig
Long time implementation 4 4 Distance/physical barriers (rivers)

Timely treatment seeking 3 3.5 | Transporation costs
Good interface with SFP 2 3.5 Unreliable programme performance indicators
Awareness of malnutrition 2 3.5 Rejection after (S)CCT referrals
Nutrition programme awareness 2 3 Cost/Opportunity
RUTF pipeline 2 3 Travel authorisation/check poist
Word of mouth 1 2.5 Low number of OTP sites
Other ACF activities in the area 0.25 5 No active screening organised by ACF in rem
area
2 Religious constraints/ stigma /Ashamed to
receive treatment
2 Staff behaviour
1 Admission does not respdrto seasonality
1 No referral from other medical NGOs (except
Min BTD South)
1 Waiting time at admission
05 Rakhine people are not coming to get
' treatment
Added to Minimum Coveragé)%) 19.25 | 37.5 | Subtracted from Maximum Coverad&00%)
Median 28.375
h @I 802 | 20.25 | bvalue

An average was calculated and used as the median for a trial distribution curve (Prior) plotted using the
BayesSQUEAC Calculator. The final curve used for a prior is present in Figure 24.
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Figure 24. Prior (Pragmme Coverage)

2. Sampling methodology

1 Minimum Sample size
To estimate the minimum number of cases (children) needed in the-waig& survey (n), the following
formula is used:

n= | mode x (1-mode) - (a+pB-2)
| (precision 1 1.96)’

Using thea (8.02) andb (20.2) values and a mode of 28.3% (see sectiowvea}ohe following minimum
sample is as follows:

n=[0.283 x (10.283)/(0.1/1.967 - (8.02+20.252)]
n =[ (0.20/0.026); 26.27
n="7& 26
n =52
In order to achieve a confidence of-8f 10%, a minimum of 52 cases needs to be identified.

1 Minimum number of villages
The minimum number of villages to be sampled was then calculated with the use of the following values.

Target Sample Size 52
Average village population 695
Prevalence of SAM 2.6
% of children aged-69 months® 18

32Based on prevalence for WHZ SAM cases from SMART survey, December 2010
%Based on UNHCR data, 2006
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i villages = f

average village population 4 4. percent of popu ationssg —.-x; %  prevalence
100 100

Values were uxd in the following formula:
N vilages= 52/ (695 x 0.18 x 0.026)
N vilageS= 52/3.25
nvillages: 15.98
N yilages= 16

As a result, a minimum of 16 villages has to be sampled in order to reach the minimum sample size of
children.

1 Spatial repesentation

In order to achieve spatial representation, the Stage Three survey involved-stage sampling:

1) Village selectionFirst, a 10 km x 10 km grid was plotted over the map of BTD (Figure 25). The map was
obtained from the Myanmar InformatioManagement Unit. In total, 10 quadrats were selected to cover

all the areas, excluding quadrats that we made up of less than 50% land mass. The centre of the quadrat
was then identified, and the closest village to the centre of each quadrat selected gathgling process.

The list of villages selected for the wideea survey is in Annex 7.

Figure 25: Sampling areas

2) Within-community sampling method Stage Three used attive & adaptive casBndingto ensure
selected communiés were sampled exhaustivelyhe actual Stage Three wideea survewascarried
out over severdays (Decembe‘t‘th—léfh) by two teams of two people, one deputy Programme Manager,
and was overseen by the Nutrition Programme Manager and the Lead InvestiGatee definition and
methodology used in Stage Two was replicated in this stage of the process.

It is worth noting that the second village of quadrat 2 does not exist anymdne team went to the K]
one to complete the survey. The only village locate quadrat 3 could not be found. Lastly, quadrat 6
was not accessible due to long travelling distance and fragile security environment.
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1 Wide Area Survey Results
Main results for the wide area survey are summarised in Table 10.

Table 10. Stage The (wide area survey) Main Findings

Types of Cases Number of cases

Number of current (SAM) cases 57
Number of current (SAM) cases attending the programme 44
Number of current (SAM) cases not attending the programme 13
Number of recovering cases attendithe programme 25

The outcomes of the widarea survey wereinexpected, although they were in line with the preliminary
findings of stage 2t wasassumed that the malnutrition was not evenly distributed across villages (to a
larger extent Township)ui the sample size was too small to provide valid conclusion. Stage 3 however,
confirmed it in even greater proportions.

Overall, the number of SAM cases is very low across the Township and nil in the northern part of the
Township. On the same note, sorsampled villages showed a few SAM cases whereas othensdmed

Against these, it appears that severe acute malnutritiomngquallyspread across the Township with
pockets of malnutrition in some areas/settlements/hen looking more idepth, the SAMcases were
overwhelmingly concentratedn Muslim population and almost inexistent in Rakhine or other ethnic
minorities (e.g. Mro, Kame3uggesting a strong correlation between ethnicity and SAM

This finding was not picked up during the last 2010 SMA®RVey. Although it requires further
investigation, this may be the consequence of two different and independent factors:

- Alow sample of SAM cases found during the SMART, preventing from having an accurate and
statistically representative SAM picture tife whole Township as the sample size of SMART
survey is calculated to account for the GAM prevalence and not the SAM one.

- A few northern areas were left out of the SMART sampling due teatorssibility. These areas
were accessible (with the exceptiaf quadrat 3) and investigated during the SQUEAC survey.
The settlements are scattered and less densely populated and include Rakhine and other ethnic
minorities (e.g. Mro} where no SAM/MAM cases could be detected during the SQUEAC (using
MUAC only). Thexclusion of population less affected by acute malnutrition in the north may
have biased the Index of Dispersion {lD3ed to detect any pockets of malnutrition within a
surveyed areaand may have potentially overestimated the prevalence at Townskigl.le

1 How does this impact the SQUEAC survey?

The results of the widarea survey brought about new developments that were not envisaged at the time

of developing the Prior. Based on the assumption that malnutrition was equally spread across the
Township,the team concluded thathe LIN2 I NJ YYSQa O2@SN)} 3IS sta 26 | yR
distribution was mainly concentrated in the centre and the south of BTD. Other factors such as
guestionable programme performance, transportation costs, distance, and wmunity awareness

contributed in going in that direction.

This erroneous belief led to underestimating the Priehjch should have reflected the difference in SAM

incidence between the two population groupsy R a K2 dzf R Kl @S | aaS&adeDRa 1 KS LINR 3
smaller geographical area. The fact that both of these factors were not taken into account during this
investigation meant that the results of the investigation (i.e. the conjugate analysis of the Prior and

Likelihood results) were unreliable andnnot be presented.
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Subsequent analysis suggests that OTPs are well positioned and cater for the needs of malnourished
population, with medium/high coverage around nutrition facility sites. The reasons behind the
LINEINI YYSQa LI G§OKAYKS aNB &Edzf (0K SNB FRINB NIy & i G A | €
failure but are linked to the particular context of NRI®. this situation, it becomes meaningless to
estimate any overall programme coverage, as key elements were not taken into account duing th
SQUEAC process.

het

It was attempted to investigate programme point coverage per quadrat to detect areas of probable high
and low coverage areas, using the data collected for the likelihood survey. Outcomes are presented in
table 11 below but are very liteid as a result of the very low number of SAM cases.

Table 11: No of SAM cases (in and out programme) per visited quadrat

SAM Cases In programme
Quadrat 1 1 0
Quadrat 2 1 0
Quadrat 4 1 0
Quadrat 5 0 0
Quadrat 7 45 44
Quadrat 8 0 0
Quadrat 9 7 0
Quadrat 10 2 0

1 How will this impact the next SQUEAC survey?

The very extreme and unusual case of BTD raised up one major methodological issue related to sampling
in context of ethnically diverse population. It is very likely that findings of stage 3dwmave been
different if additional Muslim villages had been sampled. Alternatively, the number of SAM cases was
likely to be even lower if Rakhine villages only had been sampled. The following issue was raised up in the
perspective of conducting anoth&@QUEAC in twgear time: Is there a need for introducing bias in the
sampling methodology (i.e. stage 3) in context of diverse ethnic groups and uneven distribution of acute
malnutrition?

In future investigations, the sampling methodology should remh&dame as the programme intends to
cater for the needs of all ethnic groups in the area. However, the variation in SAM incidence and the
performance of the programme in areas with higher caseloads should be better reflected in the
construction of the Prin In addition, overall estimate of programme coverage at Township level holds
little value and efforts should focus on identifying low and high coverage areas in smaller geographical
areasc in OTPs surroundings areas.

3. Conclusions and Recommendations

Despite the absence of tangible coverage estimate, the SQUEAC investigationdafawirsga number of
lessons learnt and provides relevant operational guidance for the nutrition team in BTD. Some of them
are similar to MGD.

1 Since 2008, a large number difildren under 5 have been admitted and treated in ACF
nutrition facilities in BTD. The number of OTP in the South/Centre of the township may be
augmented in order to ensure that the population has adequate access to treatment
especially during the raingeason (e.g. seasonal OTP). Transport costs were found to be the
primary barrier for norattendance in BTD. Discussion with community leaders and
arrangements with local boat owners to provide services free of charge on distribution days
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may ensure that beeficiaries do not have to bear an economic burden resulting from the
physical constraints of the area (only rivers).

1 The requirement of travel authorisations and/or the presence of military camps and
checkpoints have long been identified as hinderingtda to access treatment. ACF should
increase its efforts in BTD in advocating for free movement and in the mean time encourage
local solutions to the problem, such as travelling in groups.

1 Awareness of malnutrition and treatment availability is good bhbuld be strengthened.
The community mobilisation and awareness strategy must be further elaborated beyond
community caretaker training and leader sensitisation meetings to systematically include
religious, traditional leaders and fathetespecially irBTD south.

1 All performance indicatorqcured, death and defaulter) are all above their corresponding
SPHERE standard. Although no evidence of systematic under&paenting was found
during the investigation, poor measurement and record keeping, ifeggtraining and
supervision limit the capacity of the programme to identify peaks/negative trends in
programme attendance.This is an essential step in setting the necessary processes in
motion to identify and address barriers to accestronger and me regular programme
monitoring is urgently requiredin addition,it is crucial to urgently respond to the challenge
of children above 5 admitted in treatment. The high caseload and its ethical, medical and
operational implications cannot be ignored aretjuires the implementation and monitoring
of field measures and advocacy.

i The problem of rejected referrdls.g. spontaneous and referrals from the CQigs
identified as one of the main reasons for natiendance, which negatively affects the
programme coverage.According to ACF guidelines on integrated management of severe
acute malnutrition (2012), the referred patients who travel to the centre and are found not
to meet any of the admission criteria must not be rejected and turned away. They should in
any case receive education and moderately malnourished children should be referred to that
programme.
W{dzLJISND // ¢ Ydzad o6S &adGNRy3Ife adzZISNBAASR | yR NE
measurements. In addition to refreshing trainings, standardisatimts must be performed
on a regular basis to improve measurements accuracy and precision.
Regular discussion with the community and increased transparency and communication
F62dzi LINPINI YYSQa | RYAA&A2Y ONARGSNALF théaK2dzf R 068§
damaging effects of rejection and get rid of the incorrect perception associated with
admission criteria in OTP 3 and OTP 4.
Although the standardisation of referral and admission criteria through the use of a single
uniform method is an essentialegt towards reducing the negative feedback associated with
rejected referrals, the admission criteria of the programme should remain MAZHF to
ensure the treatment of as many SAM cases as possible. Periodic active case finding (using
W/H NCHS) must haver be conducted by ACF team to identify SAM children that are
beyond the reach of SCCT refeftal

1 It is recommended to improve service provision delivery in OTP4 and OTP3 by conducting
refresher protocol trainings, implementing staff rotation anstaff appraisals. The
Programme Manager should ensure that the nutrition staff of each facility adequately
behaves with the beneficiaries, respects the ACF charter and is bound by the code of
conduct.

34 A recent internal ACF studyindicates that only 30% of SAM casesept both MUAC < 115 mm andl/HZ < -
3SD in Myanmar.
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Another SQUEAC investigation in line with the currentifigs is recommended in twyear

time at the same season to evaluate the impact of the implementation of recommendations.

The variation in SAM incidence between the two major ethnic groups of BTD should be
adequately reflected in the construction of the &ri As seen, overall estimate of
programme coverage at Township level is meaningless and efforts should focus on
identifying low and high coverage areas in smaller geographical areas, in OTP surroundings
areas. In the mean time, improving the quality an@nitoring of programme routine data

0SdId YILIWAY3IA 2F | RYAAaA2YkRSTFlLdz GAy3a0 A& Iy
and opportunities and should be done a quarterly basis.
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