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EXECUTIVE SUMMARY

Introduction

aAyYRIylF2 Aa (KS aSO2yR fI NBSad 2F (GKS t KAf AL
the country.Since August 201®CF International Philippine Mission is implementingydar

convenio project inMindanaa It is an integrated developmeniroject consistingof WASH,

FSL, Nutrition and Goodgernance focused in 3 municipalities in Central Mindanao, Arakan

and Pres. Roxas in North Cotabato and Kapatagan in Lanao del Sur.

This ®UEAC assessment is condudtedn January23rdto Februaryl4th 2013in two
municipalites, Arakan and President Roxasiorth Cotabato.

Methodology

The SemQuantitative Evaluation of Access and Coverage (SQUEAC) method was used to
assess thecoverage Three stages assessméivestigation model was usedi) Stage 1,
analysed thegualitativeand quantitativedataii) Stage 2developing andesting the hypothesis,
conductedaW{ Y I f £ I iiyBtage 3 dahticid QW2 A RS | NBI &adz2NBSeQ

Main Results

x  TheOTPadmission

The programme admission data showed tf@atthe 2012out of 28 OTPS iArakanonly 10

h ¢ tafddout of 26President Roxasin 17 OrPghere were admission. Howeveluring the

Wide areasurveythere were someSAMcases foundn ares¢ K SNE Wy 2 duking e & 4 A 2 y ¢
2012

x  TheOTPdefaulter

The defaulter rate was found very high municipalities 37% inArakanand 21%n President
Roxas which immore thandouble for Arakan comparingith the minimum SPHERE standard.
However, thisdefaulter rateneeds to be considered withumber ofadmission. There were
very few admissions in 20%Berefore with few defaulters cases the percentagiedefaulter
could inflate

x Screeningat the communities
In north Cotabato the mass screenirggconduced once every quarter at the health pogt

detect the SAM cases During the screening children who are identified with red MUAC
(<115mm) and/or |8 Z scores (Weight for Height, WHO 2006), or Oedema are referred to the
OTP/SC as appropriatef the aretakers/mothers fail to turrup to screen their children the
Barangay Nutrition ScholaBNS are supposed to go to their homes screen thembut there

is no record to ascertain if the BM& followingthem up regularly

It is important to note that one of this programmeexit strategy iggraduallyhandover of the
progranme activities to theDepartment of Health[{oH in the middle of the implementation



period of 4 years. During the fir&tyears when nutrition program was a directly implemented
by ACF the screening was carried out monttWnen thehealth postsgraduallytook over the
responsibility to do the screening, schedule was done quarterly in accordance to the national
nutrition protocol.

x Coverage estimation

The final coverage estmatiog & R2y S | T0SdNiveykS W2 RP(I O NB2 IS
estimated at33% (19.6%50.2%).This estimate lies below theiral progranme areacoverage

of 50%based on SPHERE standard

x Main Barriers
Findings from the: & & S & Aist&geid the health posts/OTRRNdAWY 2 6 KSNE Q 62 NJ
were found to be the main hindrance of pocoverage and higR S ¥ | dritdl S N &

Key Recommendation
1. Use Cluster approach to screen and manage SAM cases

a. Train the community volunteers to do screening anase followup.
b. Adopt TB Treatment approadHirectly observe treatmenttgategy')
2. Workshop/refresheritaining on CMAM & Behavioural Change CommunicdB&C)
for Health/Workers.
3. Strict mplementation of the screening schedule (Operation TimBamgl MUAC
screening)
Regular monitoring and feedbabl the Area dResponsibilitfAoR)

Full implementation of 1% internal revenubciment- budget

Ensuring adequate supplies of equipment, drugs etc.

N oo g bk

To address root causes of under nutrition and address migration and poor health care
the provincial @vernment needs to work in an integrated manner.
8. ACF to provide Income Generating Activities (IGA) to those without land aciiss

agriculture ksfor those with and accesgsmall farm) focusing orfamilies with SAM
cases

9. To address, W&aH, Snitation & Hygiene issue®. highdiarrheacases

't approach and direct observation strateygating tuberculosis cases in the community in order to increase cure rate and
decrease defaters. This approach termed a8 DOTSTuberculosis Directly Observed Treatment Stratedhe patient
takes his TB drugs in the presence of a BHW to ensure the intake of medicine.

ZhLISNI (A2 Yy GAYOoly3dsS (KAA Aa welgng ghildien oyl 01 moates.dtBaslf chedule2a LINR G 2
bi-annually (January and June), quarterly and mon@ibgnnually for all children 871 months are weighed regardless of
the nutritional status Quarterlyall 0-71 months with normal Nut Status, Mtiy- only for children €24 months and those
who are underweight (weight for age).
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1. INTRODUCTION

1.1 CONTEXT OHANDANAO

The Philippine archglago is located about 1,21Km east of the coast of Vietham and
separated from Taiwan in the north by the Bashi Channel.dbisded by the Philippine Sea

and Pacific Oceann the east, by the Celebes Sea on the south, and by the South China Sea on
the west. The Philippines comprise 7,107 islands and has a total land area of 300000 km
divided into 17 administrative regiong.here are three main island groups: Luzon, Visayas, and
Mindanao.

aAyRIylF2 A4 (GKS aSO2yR fFNBSald 2F GKSoft KAf AL
the country. It has a ttal population of 21.6 milliors of Augus2007. Mindanao consistsf

regions IX, X, Xl, Xll, Xl aatonomous Region of Muslitdlindanao (ARMM), which are

further divided into 26 provinces, 422 municipalities andc#es In ARMMregion Muslim

make up 90% of theotal populatiort'.

Despite an abundance of natur@sources, ARMM and Region &fICentral Mindanao also
knownamong the poorest in the counttyvhich can partly be attributed tpolitical instability
in the region.

Many people in Central Mindanao do not have access to adequate healthcare, water and
sanitation facilities and nutritious food causing widesgae malnutrition. In addition to
political instability, droughts, floods, poor produgty, underinvestment in rural
infrastructure, unequal land and income distribution, igopulation growth andhe low
quality of social services lie at the root of rural poverty in Central Mindanao

In Mindanao a number of stakeholders are working towards improving nutritional status of
the population.These include the DgHhe National Nutrition Council, Ualgencies, UNICEF
and WFRaswell as a number dRNGOs, i.eMERN, the Assisi Foundation aRltE forLifeand
INGOsSave the children, MSF, The German Doctorsf«tid

ACFhas been working in Mindanao since 2000 and has implemented many projects to provide
with supportto the affected communitiesThat includegmergency response, early recovery
tasks and socioeconomic development.

3 National Statistical Coordinatidoar. List of Regions in the Philippines.
Available athttp://www.nscb.gov.ph/activestats/psgc/listreg.agp

* National Statics Officéindanao Comprised @it 24% ot KA f A LAY SEQ t 2Lddz F A2y d | { LISOAL ¢
Groupings Based on the Results of Cer2Q@%. Available atittp://www.census.gov.ph/data/sectordata/sr05173tx.html

® National StatisticaCoordination Board, World Bank. Estimation of local poverty in the Philippines. Manila:
November 2005. Available at: http://siteresources.worldbank.org/INTPGI/Resources/342674
109215788880/LocalEstimation_of_Poverty_Philippines.pdf

6 AusAIDPhilippines Country Profild&vailable athttp://www.ausaid.gov.au/country/country.cfm?CountrylD=31



In April 2010 ACF carried out a rapid asseent in Cetnal Mindanao and witlsupport from
AECIDdecidedto launch an integrated Food &grity, Nutrition and Water an&anitation
program in three municipalities with the oxadl objective to contribute tgoverty reduction
in these areas.

Since August 2010, AGHnternational Philippine Mission has beemplementing 4year

convenio projecttitled: Support for the socioeconomic development of the communities
GAOGKAY { LI yAaK 5S@St2LISyid [/ 22LSNraGA2yQa | O
until 2014. It is an integrated development projexchich consists of WASH, FSL, Nutrition and

Good Governance focused on the population of the 3 municipalities in Central Mindanao,
Arakan and Pres. Roxas in the province of North Cotabato and Kapatdgaramdel Sur.

The nutrition intervention use the CMAM approach to treat cases with acute malnutrition
using MUAC and weight for height z scores. ACF is also having a partnership with UNICEF for
the CMAM programme receiving supply suppofor the CMAMprogramme However the
treatment of SAM cases started from tbeginning of 2011 when the highestimberof cases

were found and treated. In 2012, the rate of admission reduceake than half(55%) of the
OTPdetween Arakan and President Roxas thereaveo SAM cases wefeund or admitted.

In 2010 ACF conducted the nutrition survey by using SMART methodatoggtablish a
baseline The survey results shows that President Roxas has the highest level of GAM (10.3%)
and SAM (2%@omparingwith two other municipalsiamely,Arakan and Kapatagardowever,

the prevalence rate oGobal Acute Malnutrition (GAM) has been lower than themergency
threshold (15%)following WHO2005 classificationof nutrition in crisissituation Graph

below:

Figure: 1 Trend of SAM & GAM prevalence rate

Prevelence of GAM & SAM, Arakan, Presi. Roxas & Kapatagan, 2012
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Source: ACEnthropometric Nutrition and Mortality Surveys, O&tec 2010

! ACFAnthropometric Nutrition andMortality SurveysMunicipal Arakan, President Roxas and KapataganD@ct2010



CMAM/IMAMapproachis new in the Philippines and is being implemented by few actors and
only in selected areas d¥lindanao. For more than two years, ACF has been integrating its
nutrition program in the routine health awfities of the local government for the longer term
and sustainable treatment of acute malnutrition.

The government of Philippines has made a sicgmit effort towards tackling malnutrition by
establishing the Barangay Nutrition Scholar (BNS) schefhe National Nutrition Council was

a key player in setting this upn the Philippines the administrative divisions are divided into
Regions, ProvincesMunicipalities and Barangays, whereas the Barangays are the lowest
administrative unit. See figure below, government structure for integration GMAM
activities.

Figure: Zhe government structure for CMAM programme

Comparing ACF vs. Phil. Health System
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Source: ACF, PPT byNbartin Ruiz Parrefid@Coordo Medico NutritiorPhilippine

Outpatient care programme(OTP)for SAM cases were integrated tmunicipalities to

I NJ ylevdl de@lth facilities in all three municipalities Arakan, President Roxas and
Kapatagan. The Coordination and program monitoring for the CMAM includes pirovince,
municipalities and &angays.

For the inpatient care/stabilisation car®r Arakan and President Roxas #aeilitating by the
German Doctors hospital in Buda. While for Kapatagan is served by the Montaner
Government Hospital. Th@erman Doctors an international NGO with medical interventions

® A programme that deploys local volunteers as nutrition program implementer in each barangay



in developing countries. They have been present in The Philippines for about 20 years while
the hospital in Buda has been operating since 2006. The hospital is in great conditions and fully
equipped andwith skilledstaffto provide the stabilisation care for the complicated SAM cases
Despite good implementation, still a number of challenges were noted that affect theativer
implementation of the programme such as screening schedule, local health seydistances,
secuity, protocol, to name a few

Apart from using the programme M&E tool, actual coverage edal G A2y Kl ayQi
conducted Therefore, a coverage assessmenfand training of on coverage assessment
methods has beencommissbned to the Coverage Monitoring Network (CMN), an alliance
programme to which ACF is the lead agency.

The Coverage Monitoring Network (CMN) Project is a joint initiative by ACF, Save the Children,
International Medical Corps, Concern Worldwide, HelenleKelnternational and Valid
International. The programme is funded by ECHOWSAIDThis project aims to increase and
improve coverage monitoring of the CMAM programme globally and build capacities of
national and international nutrition professionals; in particular across the West, Central, East &
Southern African countries where theM®@M approach is used to treat acute malnutrition. It

also aims to identify, analyse and share lessons learned to improve the CMAM policy and
practice across the areas with a high prevalence of acute malnutrition. The project will mainly
focus on building kills in Semi Qualitative Evaluation of Access and Coverage (SQUEAC)
methodology.

To assess the CMAM (OTP) coveragewo municipal Arakan and President RoxdigNorth
Cotabatoa Semi-Quartitative Evaluation of Access and Coverage (SQUEAQ method has been
used. The main objective of the SQUEAC method is to improve the routine monitoring
adivities by identifying potential barriers to accessservices. The findings intend to facilitate
an optimum coverage of the OTPservice. A team of nutrition professionals oACFof
Philippinescountry programmeand from Rural Health Unit oNorth Cotabatoand Lanao
del Surprovince as well aslintegrated Provincial Health Offi@nd from University of
Southern Mindanao were trained in the SQUEAC methodadogy to build the local capaaty
andto cortinue with the coverage monitoring assessmentthe caning months andears.




2. PURPOSE OF THE ASSESSMENT

The main purpose of this assignment was to provide training lamtt skills of the key
nutrition staff of ACF, staff of government municipal health facilities and staff from some other
stakeholders on SQUEAC method. In addition, provide technical suppednducting a
SQUEAC coveragssessmentin the ACF convenio project in the Municipalities of Arakan and
President Roxas in North Cotabatath a view to strengthen qualitpf programmeroutine
monitoringdataandimprove theprogramme coverage.

2.1 Specific Objectives

1. To train the key staff of ACF Philippine Mission and local government partners on the
updates methodology of SQUEAC andriglevantsoftware (x-mind, Bayesian calculator).

2. Assess the data qualityhilst in the field and during datanéry and analysis during the
SQUEAC survey implementation in the municipalities of ArakdnPaes. Roxas in North
Cotabato.

3. Identify gaps in access to the CMAM services and find solutions to these barriers using data
gathered from those cases found withcide malnutrition and not admitted in the
programme at the time of the survey.

4. Make recommendations based on thesessmento improve access to the CMAM services
and increase programme coverage in the project areas.

5. Provide technical input and assist tteam in writhg final coverage survey repdur the 2
municipalities, using the recently collected data from these areas and compilation of the
survey data, detailing théndings of the coverage surveyd highlighting any difference in
coverage attained by each municipality.

6. Provide a briefing for programme staff in which the coverage of the contrasting
programmes surveyed is compared and discussed

2.2 EXPECED OUTPUT

¢ Implementation of coverage survey the 2 municipalities (Arakan, President Roxas) with
handson mentoring

e Train on SQUEAftware

e Briefing and debriefing of local and international staff

e Power point presentations for municipkdvel and even provincidével dissemination of
preliminary esults

¢ Final coverage suey report for north Cotabato

2.3 DURATION OF THE ASSESSMENT & THE TRAINING
January 2%- February 8 2013(annex1)

2.4 PARTICIPANTS

Atotal of 18 staff were trained in the SQUEAC method of which, 7 were from ACF North
Cotabatq 4 from Rural Health Unit, 6 from Provincial Health and Nutrition Office (ministry of
Health), one formUniversity ofSouthernMindanao(annex -2). On addition,11 participants
from various agencies and ministry of healbere attended for the first two day of the



orientation of SQUEAC.

3. METHODOLOGY

The SemQuantitative Evaluation of Access and Coverage (SQUEAC) method was used to
assess the CMAM program coverage in Arakan and President Roxas iCotati#to. The
DUEAC method was developedto provide anefficient and accurate method for identifying
existing barriers to acce ssservices and assessing a@rage in an emergency as well asn
emergency context. This approach places a relatively low demand on logistical, finandal
and human resourcesto provide detailed information. Regarding the coverage estimation
areasof low and high coverage to be detected andhe principle factors preventing higher
coverage in targeted areas are to be identifiedlt is the hope that the programme will be
able to implement this method in a medium to long-term programme coverage assessment
even by theProvincial Office DoH For the north Cotabato assessment a 3 stages
assessmeriinvestigationmodel was used:

e  Stage lanalysi®f qualitative (contextual data) and quantitative (prog. routine data)

e Stage 2conductingg W{ Yl ff | NBI &dz2NBSe&Q
e Stage 3conducting W2 ARS | NBI adzNBSeQ

3.1 STAGE 1

Quantitative and qualitative data analysis to understand barriers/boosters to coverage

In stage oneexisting programme routine data which was collected and compiled in January

to December 2012 argathered and analysed. In addition to the routine programme data
gualitative datawas collected by the teams frothe CMAM programme areas. The data
(both qualitative and quantitative) were collected by using various methods and sources.

The method andsources used were focus group discussi¢RGR) with OTP staff and
mothers/caretaker of children admitted to O$P Semstructured questionnaire were used

for Key Informantnterviews (KH) with . | NI y 3| & Q the Traditigial Heglgrs and

Midwives A guiding questionnaire was developed and used to facilitate the information
collection(annex3). Based on the findings from routine data and information gathered from
communities, areas with low and high coverage were identified andypothesiswas
developedon area with highadmissionand area with lowadmission Reasons ér poor

coverage and coverage failure were identified by condudtingWa Y £ £ | NBI & dzNIJS ¢

Seaonal calendar

o Mark Myatt, Daniel Jones, Ephrem Emru, Saul Guerrero, Liondla Fieschi. SQUEAC & SLEAC: Low resource methods for evaluating access
and coveragein seledive feeding programs.



In this stage, a seasonal calendar is drawmrider to get a broader pcture of programme
performance @ainst context. A seasona cdendar isdrawn which includesgricultural labour,
disease, food availability, hunger gaps, migration antheteorological charges. Admissbns
and ddaulters trendswere then canpared to the seasonal cdendar to determine whether
the programmewas responding to seasonal changes and conext-spedfic factors.

The calendar is generally developed with the SQUEAC assessment team and with the OTP staff
and mothers/caretaker of OTP/SC children, compared, and then a final calendar was
developed to compare with the admission and defaulter trends of the programme from
January to December 2012.

Boosters and Barriers (Mind Map)

Figure: 4 Boosters and Barriers Cotabato

Information that was collected from
different sources through various
methods was plotted onWa A Y RYI LIQ
(Figure:2) which is a graphical way of
storing and organising data and ideas
. around a central theme coverage It
was used to summargethe findings of
the SQUEA@ssessmenand was drawn
and modified as the assessment

' proceeded. That information was later

. transferred to the XMind (annex 4).
Information from the Mindmapwas
weighed and scored by separating the
positive and negative eleemts tha
pushed coverageup or down. The
scoring was done by the assessment
team based on the weight of each
elementscale used from-B to score the
positive/negative elements (tablg).

The team scored them separately and it was expected that the scoring differed from group to
group as there were different perceptions. However, after a discussion the final scorlng for each_
element was agreedn and assignedThe average scores for eadh 8SI2NE 6SNB | RRS
dzLX¥  FTNRY [T SNRP o0AdSod 26540 LlRaairof S hipRegtSNI 3
possible coverage). Using theerages from these estimates théme upper and lower expected

values orcoverage were then estimated.



Table: 1Scoring of Mindmag setting up the#’t NA 2 N -SQUEAQoRhEatdbatoJanuary 2013

Negative Values | Values Positive
Remuneration of OTP staff 2 3 [1OGAGS .b{ = .1
Untrained Health Workers 1 Training for CMAM among Health

2 Worker
Improper Care Practice 2 2.5 | Knowledge on CMAM
Increasing trend of defaulter 1 2.5 | Availability of OTP Supplies
Low Knowledge on the program 1 2 Admission to the program
Lack of knowledge/sensitization on 1 Referral fromChief/ Barangay
malnutrition 2.5 | Captain
Traditional Healer treats SAM 1 2.5 | Knowledge of Malnutrition
Added workload to the Health Workerg 1 1.5 | Referral from TBA/TH/HC
Prolonged duration of stay in the 1
program 2.5 | Commitment to Work
Increased number of Readmission 1 3 Sensitization
Inadequate treatment on MAM 1 3 Benefits of the program
Poor quality of care practice (young 1
mother) 3 Program Performance
Minimal support for FSL 2 2 CMAM Program acceptance
Refused to go CMAM sge 1 3 Sustainability of thé\ctivity
Reducing trend of admission 0.5 Sustainability of Livelihood
2 program
Lack of potable water and sanitary 2
toilet 2 Positive feedback mechanism
2 Adequate treatment for MAM
Networking with relevant
stakeholders (partners/health
2 facilities)
Total Scores 19.5 43
Subtracted from Maximum Coverage |[100-19.5 | 43+0 | Added to Minimum Coverage (09
(100%) =89.5 =43
89.5+43=/2
66%
Alpha value 11.4 25.3 Beta Value

SQUEAC Report for North Cotabato, Mindartae, PhilippinesJanuary

2013
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Thehypothesis that was formulated in stage oafter analysing of the programmm@utine data

and contextual dataThe data showed that there are areas where admission is high and areas
where admission is low. Based dhis the hypothesis was developeds W kaNwith high
admission means coverage is high in that particular area whereas the area with low admission
meanscoverage i€ 2 ¢ Ay (0 KI  The HygotheSidzials tidtebtédBylcénducting a

small area survey. Forthe gmall area surveycommunities and sutlsommunities were selected
purposely, using the programme admission data; which indicated areas with high and low
coverage (table 2)t wasnot necessary taalculate sample size@ advance for this surveyhe
survey sample size wake number of SAM children found by the surveydight survey teams
sampled from seven neighbouring communities in a single day, three from high and four from
low admissionareas.The data was collected using active and adaptive -fiaskng methods.
Questionnaires were developed to record the cases (SAM), both current cases and recovering
cases(annex @). A separate questionnaire was used for the cases of mothers/caretaker that
were not attending the programme to find out the reasons for not attending to the programme
(annex 5b.

ACTIVEThe method actively searched for cases rather than just expecting cases to be found in a
sample.

ADAPTIVEThe method used based on information found during etseing exercises to be
informed and improve the search for case finding exercise.

Case Definition

The case definition used for the north Cotabato coverage survey was defined as & I-child
matching the admission criteria of the programmS £ Tihe admission criteria of the Philippines
CMAM programmeinduded dildren age letween 6and 59 months with at least one of the
following criteria.

1. AMid Upper Arm Grcumference (MUAQ) of<11.5 en
2. <-3 A&core, WHO2005
3. Bilateral pitting oedema

However for the SQUEAC assessimenal term was used for case (SAM) finding.

Local names for malnutrition in NortCotabato
Marasmus is known d2ayat,malnut
bdzONRGAZ2Y I € h SRIAYRIY A Y26y | a W

In this survey, only a MUAC of <11.5 cmand the presence of bilateral pitting oedema were
considered in the case definition for SQUEAC assessmeftte criterion of Z-score was not
consdered to identify cases. However in the Philippineg-score is used in screeningy the
BNSas well agor admission to OTP.

Semi Structure Interview (SSI)

14
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SSI was usefbr small and wide area surveys for the mothers/caretakalr the current cases

that were not attending the programme. Thisquires alist of questions or ideaswhich was
developed and used in interviewing the main stakeholder of the prograi@meex ).

o®o {¢!'D9 o W2L59 !Iwo9! {1 wx9, 6 Q

The overall programme coverage was estimated using the BayB8§&EAC technique. This
technique incldes an estimation ofhe prior, prediction of coverage before conducting a wide
areasurvgtocalculater &Y I £t &l YLX S & A forShe keliNdoddsardeR S || NB |

Based onthe programme routine data, thgualitative informationand the findings from the

Small aread dzZNBSe s G(KS GSIFY RSOARSR (2 OFt OdA MFGS G
Stage) assuming that the covgeof north Cotabato programme ailéely to be within the 8%

based on the results of wide area survey

Settingofi KS Wt NA 2 NI

¢CKS Wt NA2ND 3ISYSNI & sdclkas indeindtighIroniiskage ohdMRdawa) A y
to make an informedestimate about the most likely coverage value and then esgsrét as a
probability density.

Based on the programme routine datqualitative information(the barriers and boostersgnd
findhy3a FTNRY (KS WKSIE$SI ¥YNBSORRABDSEDSOI £ Odzf | G S
area survey, (3 Stage) assuming that therogrammecoverage is likelyotbe 30% With this
assumpion the prior was set to 30%he prior was then described using the probability density
Alpha prior =7.1and Beta prior 215.2using Bayesia@®QUEAC softwafseefigure 5).

It is important to note thatr & & dzYAy 3 | LILINRPEAYIF 68t & om: 02 FSN]
that was estimated based on the programrbeosters and barriers (table 1). Taking in to account
GKS FAYRAY3IEA FTNRBY W{YIfft | NBI ad2NWSeQ o6LRAYI
waiting for the quarterly screening by the BNS and cases to be refer to OTPS, not many cases
O2dzZ R 0SS F2dzy R WAY (GKS LINPINIYYSQd ¢KSNBEFT2NE
(30%) to keep the coverage estimation from wide area survey withén ekpected bracket
002y AARSNAY3I GKS 20SNIFLA 06SG6SSy Wt 2aiSNR2N.
prior was set to 30%, the prior was then described using the probability density Alpha prior = 7.1
and Beta prior = 15.2 using BayesBPUEAC software (see figure 5).

Therefore these two priors (boosters and Barriers and prior set by Bayesian calculator) are
disconnected

Figure: 5, the prior for the Likelihood survey in stage 3
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F SQUEAC Coverage Estimate Calculator (Version 2.02}_

4.0F

i0.0 20.0 30.0 40.0 50.0 €0.0 70.0 €0.0 90.0 100.0

Proportion (%)

Prior

The widearea survey covered entire programme catchment aregsdopting spatial sampling
method. A twostage sampling procedure wasployed

i) Estimation of Sample size

Sample size requirements were calculated (using simulation with the Bay®QBMAC
calculator) to provide a coverage estimate with &®%redibilityinterval and +15% precision
The minimum sample size required was calculated to bel® current SAM casegeither in
programme or not in programmeypee below formula for sampésstimation:

Mode x (2 mode)
N= | ————— -6h B
(Precision + 1.96)
Mode=0.3*(1-0.3) =0.21 (numerator)
Our Precision = (0.151.96¥

(0.15/1.96)*(0.15/1.96 0.005856(denominator)
Alphap 0 T ®mPpl15.1¢@ & R0.20
0.3 X (10.3)

N= |[——— - (7.1 +15.32) = 20.
(0.15 + 1.96}
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0.21
N= |— -20.
(0.005856)

=0.210.005856¢ 20.2 = 16

Therefore, the sample size was estimated to fliccases (SAM) hysing thewide area survey.

i) Sample area
e Covering the areas of health centreatchment areasthat are covered by CMAM services

during the assessment period
e Proportion of population living within the catchment of the CMAM service areas/OTP sites

To select the Brangay®d A f £  3S&ad0 (2 06S AyOf dZRSR FT2NJ WgAR
systematic sampling method:

A mapof the location showing all APsites irmunicipal Arakan and President Rox#asaded into
equal size of a quadrant, each quadrant was 10cm bycdDand was laid on the map that
yielded 34 number ofsquaresfor Arakan municipa(see picture below) Same process was
applied for President Roxas which yielded 32 squares.

Villagesin each square (Quadrant) were listed in the order to ensuspatial representation o&
sampling area Sampling locationf all Health centre/Health posin Arakan& President Roxas
municipalswvere selectedsystematically to find6 SAM cases.

It was estimated using the formula thainumber ofvillages would be required to fint current
SAM casesThe estimation was done hysing the proportion of the populatiotiving in the
survey area, perceageof U5 population and prevalence of SAM in the survey sifeam last
nutrition survey report ofACFMindanaowhich yield24 villages to be visitedh Arakan and
villages in President Roxas

Similar tothe W{ Y I £ £ | N®ite ar{d dehjifidedcase finding methods were used to find
cases. This method allowed inclusion of all, or nearly all, cuB&iM cases in sampled villages
From 32 villages 13 SAM cases were found.
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Figure:6 Map with Quadrantsmunicipal ArakanNorth Cotabato

SQUEAC Report for North Cotabato, Mindartae, PhilippinesJanuary 2013
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4. RESULTS

4.1 Stage 1 PROGRAMME ROUTINE DATA & CONTEXTUAL DATA

Data collection:

Quantitative and qualitative data was collected from routine programme data and different
informants using different methagin line with SQUEAC guidelines:

4.1.1 Programme Routine data analysis (from card & register books)

Admission data

. Admissions trend and disease calendar
e  Admissiondby MUAC (MUAC status)

e  Admission by MUAC arzscores

° Number of admission from vario@TP

. Sources of referral

Programme performance indicators

o Cured

o Defaulters

o Died

o Non responded

e Transferred cases to inpatient céreatment of chronic iliness
[ J

Defaulter data

Length of stay in the programme before cured discharged

. Defaulter trend and labour calendar

Reasons for defaulting

Figure: 7Programme Butine data analysis

MUAC status at the time of defaulted
Numberof weeks stayed in the programme before defaulted

Number of defaultes from various OTP

{fviol/ dziAfA&asSa LINRPINIYYSQ
that are accessible and directly related to
programme coverage to assess three thinjs

the accuracy and appropriateness of the data
related to the coverage & programme
performance, ii) whether or not a programme

is responding well to the demands of its context,

and iii) whether there are specific areas within

tKS LINBINI YYSQa GFNBSG NS
either a relatively low or high coveragkis

data isfirst andysed in isolation for, comparison

with the chaming/seasonal context of the

targeted area. Then the routine data is compared

to mternatlonal standard |nd|cator$83HERE) related to themplementation area. This isto
assesshe progNJ Y Y &®Rdity to respondto dhangesin demandfor its service.
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Admission data

OTPAdmissonsand Seasonatrend: diseases and hunger gap

From January to December 2012, the outpatient therapeutic feedinggrarome (OTP) in
Arakan and President Roxas North Cotabatohas admitted45 & 49children respectively
Therewere a lot of admissiogsat the beginning of the programme which gradually reduced

Arakan OTPadmission andeasonal trends

The assessment team consultation with the communitidentified that the peak of childhood
diseases and malnutrition related illness occurs fraumgust and continued till February. These
illnesses are linked with the rairgeasorwhich starts inSeptemberand continue till February
The assessment &s carried out in Januaryand number casewith red MUAC were found as
expected which has correlated with the figure belotihe figure below (figure 8a), indicated
that the programme admisdgons follow the disease and seasonaVariationof Arakan

Figure: 8aPattern of Admission & Diseases and hunger gap CalgAdakan

OTP Admission Smooth, Arakan CMAM Prog: RQiEn2012)

# Of children
o [ N w » al (o)) ~ o5}

Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12

ARI ‘ Skin Diseases’ Hunger Gap Diarrhoea

Dry Season ‘ ) ARI

| Rainy Season

Diarrhoea
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President Roxa®©TPadmission andeasonal trends

A separate analysis is doner fPresident Roxas as seasonffées and diseas@atterns differ
from Arakan The figure below(Figure ®) showingthe peak of childhood illnessccurs in
October and continuedill February, again inMay till August. Therefore there isome
association between diseasaad admission ta¢he OTRn President Roxas

Hgure: 8b Patten of Admission & Diseases andrier gap CalendaPresi. Roxas

OTP Admission Smooth, President Roxas, CMAM ProgD&tap012)
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Admission to OTP by age group

From the admission data, January to December 2012, it was found that over 79% of children
who were admitted to OTP were aged between 6 to 24 months in Arakan. In RreRideas

67% of the children weradmitted agebetween 624 months. h total about thee quarters of

the SAM cases that were admitted to the OTP werelageeen 6 to 24 months (figure)9

Figure: QAdmission and age grouporth Cotabato
Admission by age group, Arakan & Presi. Roxas, Jan-Dec 2012
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