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EXECUTIVE SUMMARY 

 
Introduction  
aƛƴŘŀƴŀƻ ƛǎ ǘƘŜ ǎŜŎƻƴŘ ƭŀǊƎŜǎǘ ƻŦ ǘƘŜ tƘƛƭƛǇǇƛƴŜǎΩ тмлт ƛǎƭŀƴŘǎ ŀƴŘ ƛǎ ƭƻŎŀǘŜŘ ƛƴ ǘƘŜ ǎƻǳǘƘ ƻŦ 
the country. Since August 2010, ACF- International Philippine Mission is implementing 4-year 
convenio project in Mindanao.  It is an integrated development project consisting of WASH, 
FSL, Nutrition and Good governance focused in 3 municipalities in Central Mindanao, Arakan 
and Pres. Roxas in North Cotabato and Kapatagan in Lanao del Sur.  
 
This SQUEAC assessment is conducted from January 23rd to February 14th 2013 in two 
municipalities, Arakan and President Roxas in north Cotabato.   
 
Methodology 
The Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) method was used to 
assess the coverage. Three stages assessment/investigation model was used: i) Stage 1, 
analysed the qualitative and quantitative data ii) Stage 2, developing and testing the hypothesis, 
conducted a Ψ{Ƴŀƭƭ ŀǊŜŀ ǎǳǊǾŜȅΩ iii) Stage 3, conducted ŀ Ψ²ƛŘŜ ŀǊŜŀ ǎǳǊǾŜȅΩ  
 
Main Results  
 
× The OTP admission  
The programme admission data showed that for the 2012 out of 28 OTPS in Arakan only 10 
h¢tΩǎ and out of 26 President Roxas , in 17 OTPs there were admission.  However, during the 
Wide area survey there were some SAM cases found in areas ǿƘŜǊŜ Ψƴƻ ŀŘƳƛǎǎƛƻƴΩ during the 
2012.  
 
× The OTP defaulter 
The defaulter rate was found very high in municipalities, 37% in Arakan and 21% in President 
Roxas which is more than double for Arakan comparing with the minimum SPHERE standard. 
However, this defaulter rate needs to be considered with number of admission. There were 
very few admissions in 2012 therefore with few defaulters cases the percentage of defaulter 
could inflate.  
 

× Screening at the communities 
In north Cotabato the mass screening is conducted once every quarter at the health post to 

detect the SAM cases.  During the screening children who are identified with red MUAC 

(<115mm) and/or <-3 Z scores (Weight for Height, WHO 2006), or Oedema are referred to the 

OTP/SC as appropriate.  If the caretakers/mothers fail to turn up to screen their children the 

Barangay Nutrition Scholar (BNS) are supposed to go to their homes to screen them but there 

is no record to ascertain if the BNS are following them up regularly.  

 

It is important to note, that one of this programme exit strategy is gradually handover of the 

programme activities to the Department of Health (DoH) in the middle of the implementation 



  
 

 

period of 4 years. During the first 2 years when nutrition program was a directly implemented 

by ACF the screening was carried out monthly. When the health posts gradually took over the 

responsibility to do the screening, schedule was done quarterly in accordance to the national 

nutrition protocol. 

 

× Coverage estimation 
The final coverage estimation ǿŀǎ ŘƻƴŜ ŀŦǘŜǊ ǘƘŜ ΨǿƛŘŜ ŀǊŜŀ surveyΩ thŜ ΨtƻƛƴǘΩ ŎƻǾŜǊŀƎŜ ƛǎ 
estimated at 33% (19.6% - 50.2%). This estimate lies below the rural programme area coverage 
of 50% based on SPHERE standard. 
 
× Main Barriers 
Findings from the ŀǎǎŜǎǎƳŜƴǘ Ψdistance to the health posts/OTPsΩ and ΨƳƻǘƘŜǊǎΩ ǿƻǊƪƭƻŀŘΩ 
were found to be the main hindrance of poor coverage and high ŘŜŦŀǳƭǘŜǊΩǎ rate. 
 

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

a. Train the community volunteers to do screening and case follow-up. 

b. Adopt TB Treatment approach (directly observe treatment strategy1) 

2. Workshop/refresher training on CMAM & Behavioural Change Communication (BCC) 

for Health/Workers. 

3. Strict implementation of the screening schedule (Operation Timbang2 and MUAC 

screening) 

4. Regular monitoring and feedback by the Area of Responsibility (AoR) 

5. Full implementation of 1% internal revenue allotment- budget 

6. Ensuring adequate supplies of equipment, drugs etc.   

7. To address root causes of under nutrition and address migration and poor health care 

the provincial government needs to work in an integrated manner. 

8. ACF to provide Income Generating Activities (IGA) to those without land access while   

agriculture kits for those with land access (small farm)- focusing on families with SAM 

cases  

9. To address, WaSH, Sanitation & Hygiene issues i.e. high diarrhea cases 

                                                           
1 TB approach and direct observation strategy- treating tuberculosis cases in the community in order to increase cure rate and 

decrease defaulters. This approach termed as TB DOTS- Tuberculosis Directly Observed Treatment Strategy. The patient 
takes his TB drugs in the presence of a BHW to ensure the intake of medicine. 

2  hǇŜǊŀǘƛƻƴ ǘƛƳōŀƴƎΣ ǘƘƛǎ ƛǎ ǘƘŜ ƴŀǘƛƻƴŀƭ ƎƻǾŜǊƴƳŜƴǘΩǎ ǇǊƻǘƻŎƻƭ ŦƻǊ weighing children from 0-71 months. It has 3 schedules: 

bi-annually (January and June), quarterly and monthly. Bi-annually- for all children 0-71 months are weighed regardless of 

the nutritional status Quarterly- all 0-71 months with normal Nut Status, Monthly- only for children 0-24 months and those 

who are underweight (weight for age). 
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1. INTRODUCTION 
 
1.1 CONTEXT OF MINDANAO 
 
The Philippine archipelago is located about 1,210 km east of the coast of Vietnam and 
separated from Taiwan in the north by the Bashi Channel. It is bounded by the Philippine Sea 
and Pacific Ocean on 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 300,000 km2 

divided into 17 administrative regions.  There are three main island groups: Luzon, Visayas, and 
Mindanao.  
 
aƛƴŘŀƴŀƻ ƛǎ ǘƘŜ ǎŜŎƻƴŘ ƭŀǊƎŜǎǘ ƻŦ ǘƘŜ tƘƛƭƛǇǇƛƴŜǎΩ тмлт ƛǎƭŀƴŘǎ ŀƴŘ ƛǎ ƭƻŎŀǘŜŘ ƛƴ ǘƘŜ ǎƻǳǘƘ of 
the country. It has a total population of 21.6 million as of August 20073. Mindanao consists of 
regions IX, X, XI, XII, XIII and Autonomous Region of Muslim Mindanao (ARMM), which are 
further divided into 26 provinces, 422 municipalities and 33 cities. In ARMM region Muslim 
make up 90% of the total population4. 
 
Despite an abundance of natural resources, ARMM and Region XII of Central Mindanao also 
known among the poorest in the country5 which can partly be attributed to political instability 
in the region.  
 
Many people in Central Mindanao do not have access to adequate healthcare, water and 
sanitation facilities and nutritious food causing widespread malnutrition. In addition to 
political instability, droughts, floods, poor productivity, under-investment in rural 
infrastructure, unequal land and income distribution, high population growth and the low 
quality of social services lie at the root of rural poverty in Central Mindanao6  
 
In Mindanao a number of stakeholders are working towards improving nutritional status of 
the population. These include the DoH, the National Nutrition Council, UN agencies, UNICEF 
and WFP as well as a number of NNGOs, i.e. MERN, the Assisi Foundation and PIE for Life and 
INGOs Save the children, MSF, The German Doctors and ACF. 
 
ACF has been working in Mindanao since 2000 and has implemented many projects to provide 
with support to the affected communities. That includes emergency response, early recovery 
tasks and socioeconomic development. 
 

                                                           
3 National Statistical Coordination Boar. List of Regions in the Philippines. 

 Available at: http://www.nscb.gov.ph/activestats/psgc/listreg.asp], 
4  National Statics Office, Mindanao Comprised about 24% of tƘƛƭƛǇǇƛƴŜǎΩ tƻǇǳƭŀǘƛƻƴΦ ! {ǇŜŎƛŀƭ wŜƭŜŀǎŜ ƻƴ bŜǿ aƛƴŘŀƴŀƻ 

Groupings Based on the Results of Census 2000. Available at: http://www.census.gov.ph/data/sectordata/sr05173tx.html 
5 National Statistical Coordination Board, World Bank. Estimation of local poverty in the Philippines. Manila: 

   November 2005. Available at: http://siteresources.worldbank.org/INTPGI/Resources/342674- 
   1092157888460/Local Estimation_of_Poverty_Philippines.pdf 
6 AusAID Philippines Country Profile. Available at: http://www.ausaid.gov.au/country/country.cfm?CountryID=31 



  
 

 

In April 2010 ACF carried out a rapid assessment in Central Mindanao and with support from 
AECID, decided to launch an integrated Food Security, Nutrition and Water and Sanitation 
program in three municipalities with the overall objective to contribute to poverty reduction 
in these areas. 
 
Since August 2010, ACF- International Philippine Mission has been implementing 4-year 

convenio project, titled: Support for the socioeconomic development of the communities 

ǿƛǘƘƛƴ {ǇŀƴƛǎƘ 5ŜǾŜƭƻǇƳŜƴǘ /ƻƻǇŜǊŀǘƛƻƴΩǎ ŀŎǘƛƻƴ ȊƻƴŜǎ ƛƴ ǘƘŜ tƘƛƭƛǇǇƛƴŜǎ ŦǳƴŘŜŘ ōȅ !9/L5 

until 2014. It is an integrated development project which 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 Kapatagan in Lanao del Sur.  

 

The nutrition intervention uses 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 supports for the CMAM programme. However the 

treatment of SAM cases started from the beginning of 2011 when the highest number of cases 

were found and treated.  In 2012, the rate of admission reduced, more than half (55%) of the 

OTPs between Arakan and President Roxas there were no SAM cases were found or admitted.   

 

In 20107 ACF conducted the nutrition survey by using SMART methodology to establish a 
baseline. The survey results shows that President Roxas has the highest level of GAM (10.3%) 
and SAM (2%) comparing with two other municipals namely, Arakan and Kapatagan.  However, 
the prevalence rate of Global Acute Malnutrition (GAM) has been lower than the emergency 
threshold (15%), following WHO 2005 classification of nutrition in crisis situation. Graph 
below: 
 

          Figure: 1 Trend  of SAM & GAM pr evalence rate  

 
        Source: ACF Anthropometric Nutrition and Mortality Surveys, Oct- Dec 2010 

                                                           
7 ACF, Anthropometric Nutrition and Mortality Surveys, Municipal Arakan, President Roxas and Kapatagan, Oct- Dec 2010 



  
 

 

 

CMAM/IMAM approach is new in the Philippines and is being implemented by few actors and 

only in selected areas of Mindanao. For more than two years, ACF has been integrating its 

nutrition program in the routine health activities of the local government for the longer term 

and sustainable treatment of acute malnutrition.  

The government of Philippines has made a significant effort towards tackling malnutrition by 

establishing the Barangay Nutrition Scholar (BNS) scheme8. The National Nutrition Council was 

a key player in setting this up. In the Philippines the administrative divisions are divided into 

Regions, Provinces, Municipalities and Barangays, whereas the Barangays are the lowest 

administrative unit. See figure below, government structure for integration of CMAM 

activities. 

                             Figure: 2 the government structure for CMAM programme 

  
                        Source: ACF,  PPT by Dr. Martin Ruiz Parreño, Coordo Medico Nutrition-Philippine  

 
Out-patient care programme (OTP) for SAM cases were integrated to municipalities to 

.ŀǊŀƴƎŀȅΩ level health facilities in all three municipalities in Arakan, President Roxas and 

Kapatagan.  The Coordination and program monitoring for the CMAM includes the province, 

municipalities and Barangays. 

For the inpatient care/stabilisation care for Arakan and President Roxas are facilitating by the 

German Doctors hospital in Buda.  While for Kapatagan is served by the Montaner 

Government Hospital. The German Doctor is an international NGO with medical interventions 

                                                           
8
 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 and with skilled staff to provide the stabilisation care for the complicated SAM cases. 

Despite good implementation, still a number of challenges were noted that affect the over-all 

implementation of the programme such as screening schedule, local health service, distances, 

security, protocol, to name a few. 

 

Apart from using the programme M&E tool, actual coverage evalǳŀǘƛƻƴ ƘŀǎƴΩǘ ōŜŜƴ 

conducted. Therefore, a coverage assessment and training of on coverage assessment 

methods has been commissioned 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, Helen Keller International and Valid 

International.  The programme is funded by ECHO and USAID. This 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 the CMAM 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 skills in Semi Qualitative Evaluation of Access and Coverage (SQUEAC) 

methodology.  
 

To assess the CMAM (OTP) coverage in two municipal Arakan and President Roxas of North 

Cotabato a Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) method has been 

used. The main objective of the SQUEAC method is to improve the routine monitoring 

activities by identifying potential barriers to access services. The findings intend to facilitate 

an optimum coverage of the OTP service.  A team of nutrition professionals of ACF of 

Philippines country programme and from Rural Health Unit of North Cotabato and Lanao 

del Sur prov ince as wel l  as Integrated Provincial Health Office and f rom University of 

Southern Mindanao   were trained in the SQUEAC methodology to build the local capacity 

and to continue with the coverage monitoring assessment in the coming months and years. 

 
           Figure: 3 SQUEAC training in progress, North Cotabato ACF, January 2013  
 

 
 
 



  
 

 

2. PURPOSE OF THE ASSESSMENT 
 
The main purpose of this assignment was to provide training and build 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 support in conducting a 
SQUEAC coverage assessment  in the ACF convenio project in the Municipalities of Arakan and 
President Roxas in North Cotabato with a view to strengthen quality of programme routine 
monitoring data and improve the programme 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 and the relevant software (x-mind, Bayesian calculator).  

2. Assess the data quality whilst in the field and during data entry and analysis during the 
SQUEAC survey implementation in the municipalities of Arakan and Pres. 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 with acute malnutrition and not admitted in the 
programme at the time of the survey. 

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

5. Provide technical input and assist the team in writing final coverage survey report for the 2 
municipalities, using the recently collected data from these areas and compilation of the 
survey data, detailing the findings of the coverage survey and 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 EXPECTED OUTPUT  
 Implementation of coverage survey in the 2 municipalities (Arakan, President Roxas) with 

hands-on mentoring 

 Train on SQUEAC software 

 Briefing and debriefing of local and international staff 

 Power point presentations for municipal-level and even provincial-level dissemination of 
preliminary results 

 Final coverage survey report for north Cotabato 
 

2.3  DURATION OF THE ASSESSMENT & THE TRAINING 
      January 21st- February 6th 2013 (annex 1) 
 

2.4  PARTICIPANTS  
A total of 18  staff were trained in the SQUEAC method of which, 7 were from ACF North 
Cotabato, 4 from Rural Health Unit, 6 from Provincial Health and Nutrition Office (ministry of 
Health), one form University of Southern Mindanao (annex -2).  On addition, 11 participants 
from various agencies and ministry of health were attended for the first two day of the 



  
 

 

orientation of SQUEAC.  

3.   METHODOLOGY 
 
 
The Semi-Quantitative Evaluation of Access and Coverage (SQUEAC) method was used to 

assess the CMAM program coverage in Arakan and President Roxas in north Cotabato. The 

SQUEAC9 method was developed to provide an efficient and accurate method for identifying 

existing barriers to a cc e ss  services and assessing coverage in an emergency as well as non-

emergency context. This approach places a relatively low demand on logistical, financial 

and human resources to provide detailed information. Regarding the coverage estimation,  

areas of low and high coverage to be detected and the principle factors preventing higher 

coverage in targeted areas are to be identified. It is the hope that the programme will be 

able to implement this method in a medium to long-term programme coverage assessment 

even by the Provincial Office, DoH.  For the north Cotabato assessment a 3 stages 

assessment/investigation model was used:   

 

 Stage 1, analysis of qualitative (contextual data) and quantitative (prog. routine  data) 

 Stage 2, conducting ŀ Ψ{Ƴŀƭƭ ŀǊŜŀ ǎǳǊǾŜȅΩ  

 Stage 3, conducting ŀ Ψ²ƛŘŜ ŀǊŜŀ ǎǳǊǾŜȅΩ  
 

3.1 STAGE 1   
 
Quantitative and qualitative data analysis to understand barriers/boosters to coverage  
 

In stage one, existing programme routine data which was collected and compiled in January 
to December 2012 are gathered and analysed.  In addition to the routine programme data 
qualitative data was collected by the teams from the CMAM programme areas. The data 
(both qualitative and quantitative) were collected by using various methods and sources.  
 

The method and sources used were focus group discussions (FGDs) with OTP staff and 
mothers/caretaker of children admitted to OTPs.  Semi structured questionnaire were used 
for Key Informant Interviews (KIIs) with .ŀǊŀƴƎŀȅΩǎ /ŀǇǘŀƛƴǎ, the Traditional Healers and 
Midwives.  A guiding questionnaire was developed and used to facilitate the information 
collection (annex-3). Based on the findings from routine data and information gathered from 
communities, areas with low and high coverage were identified and a hypothesis was 
developed on area with high admission and area with low admission. Reasons for poor 
coverage and coverage failure were identified by conducting ŀ ΨǎƳŀƭƭ ŀǊŜŀ ǎǳǊǾŜȅΩ όǎǘŀƎŜ нύ 
 
 

Seasonal calendar 
 

                                                           
9
 Mark Myatt, Daniel Jones, Ephrem Emru, Saul Guerrero, Lionella Fieschi. SQUEAC & SLEAC: Low resource methods for evaluating access 

and coverage in selective feeding programs.   



  
 

 

In this stage, a seasonal calendar is drawn in order to get a broader picture of programme 
performance against context.  A seasonal calendar is drawn which includes agricultural labour, 
disease, food availability, hunger gaps, migration and meteorological changes. Admissions 
and defaulters trends were then compared to the seasonal calendar to determine whether 
the programme was   responding   to   seasonal   changes   and context-specific  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 on ΨaƛƴŘƳŀǇΩ 
(Figure:2), which is a graphical way of 
storing and organising data and ideas 
around a central theme, coverage. It 
was used to summaries the findings of 
the SQUEAC assessment and was drawn 
and modified as the assessment 
proceeded.  That information was later 
transferred to the X-Mind (annex 4). 
Information from the Mindmap was 
weighed and scored by separating the 
positive and negative elements that 
pushed coverage up or down. The 
scoring was done by the assessment 
team based on the weight of each 
element scale used from 1-3 to score the 
positive/negative elements (table-1).

 
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 scoring for each 
element was agreed on and assigned.  The average scores for each cŀǘŜƎƻǊȅ ǿŜǊŜ ŀŘŘŜŘ ǘƻ άōǳƛƭŘ 
ǳǇέ ŦǊƻƳ ȊŜǊƻ όƛΦŜΦ ƭƻǿŜǎǘ ǇƻǎǎƛōƭŜ ŎƻǾŜǊŀƎŜύ ŀƴŘ ǘƻ άƪƴƻŎƪ Řƻǿƴέ ŦǊƻƳ млл҈ όƛΦe. highest 
possible coverage). Using the averages from these estimates then the upper and lower expected 
values on coverage were then estimated. 
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Table: 1 Scoring of Mindmap & setting up the ΨtǊƛƻǊΩ ōȅ .ŀȅŜǎƛŀƴ-SQUEAC, North Cotabato, January 2013 

Negative  Values  Values Positive  

Remuneration of OTP staff 2 3 !ŎǘƛǾŜ .b{ Σ .I²Ωǎ 

Untrained Health Workers 1 

2 

Training for CMAM among Health 

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 

malnutrition 

1 

2.5 

Referral from Chief/ Barangay 

Captain 

Traditional Healer treats  SAM 1 2.5 Knowledge of Malnutrition 

Added workload to the Health Workers 1 1.5 Referral from TBA/TH/HC 

Prolonged duration of stay in the 

program 

1 

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 

mother) 

      1 

3 Program Performance 

Minimal support for FSL 2 2 CMAM Program acceptance 

Refused to go CMAM sites 1 3 Sustainability of the Activity 

Reducing trend of admission 0.5 

2 

Sustainability of Livelihood 

program 

Lack of potable water   and sanitary 

toilet      

2 

2 Positive feedback mechanism 

  2 Adequate treatment for MAM 

  

2 

Networking with relevant 

stakeholders (partners/health 

facilities) 

Total Scores 19.5 43  

Subtracted from Maximum Coverage 

(100%) 

 100-19.5          

=89.5 

43 +0   

= 43 

Added to Minimum Coverage (0%) 

    89.5+43= /2  

 66%  

Alpha value 11.4 25.3 Beta Value 
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оΦн {¢!D9 н Ψ{a![[ !w9! {¦w±9¸Ω 
 
The hypothesis that was formulated in stage one after analysing of the programme routine data 
and contextual data. The data showed that there are areas where admission is high and areas 
where admission is low. Based on this the hypothesis was developed as, ΨŀǊea with high 
admission means coverage is high in that particular area whereas the area with low admission 
means coverage is ƭƻǿ ƛƴ ǘƘŀǘ ǇŀǊǘƛŎǳƭŀǊ ŀǊŜŀΩΦ  The hypothesis was then tested by conducting a 
small area survey. For the small area survey, communities and sub-communities were selected 
purposely, using the programme admission data; which indicated areas with high and low 
coverage (table 2). It was not necessary to calculate sample size in advance for this survey. The 
survey sample size was the number of SAM children found by the surveyors. Eight survey teams 
sampled from seven neighbouring communities in a single day, three from high and four from 
low admission areas. The data was collected using active and adaptive case-finding methods. 
Questionnaires were developed to record the cases (SAM), both current cases and recovering 
cases (annex 5a).  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).    
 

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

 

ADAPTIVE: The method used based on information found during case-finding 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 άŀ child 
matching the admission criteria of the programmŜέΦ The admission criteria of t h e  Philippines 
CMAM programme included children age between 6 and 59 months with at least one of the 
following criteria:.  
 

1. A Mid Upper Arm Circumference (MUAC) of <11.5 cm 
2. <-3 Zscore, WHO 2005 
3. Bilateral pitting oedema 

 

However for the SQUEAC assessment local term was used for case (SAM) finding.  
 
Local names for malnutrition in North Cotabato 
Marasmus is known as Payat, malnut  
bǳǘǊƛǘƛƻƴŀƭ hŜŘŜƳŀ ƛǎ ƪƴƻǿƴ ŀǎ ΨIǳǇƻƴƎΩ 

In this survey, only a MUAC of <11.5 cm and the presence of bilateral pitting oedema were 
considered in the case definition for SQUEAC assessment. The criterion of Z-score was not 
considered to identify cases.   However in the Philippines Z-score is used in screening by the 
BNS as well as for admission to OTP.    
 
Semi Structure Interview (SSI) 
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SSI was used for small and wide area surveys for the mothers/caretakers of the current cases 
that were not attending the programme.  This requires a list of questions or ideas which was 
developed and used in interviewing the main stakeholder of the programme (annex 5b).   

оΦо {¢!D9 о Ψ²L59 !w9! {¦w±9¸Ω  
The overall programme coverage was estimated using the Bayesian-SQUEAC technique. This 
technique includes an estimation of the prior, prediction of coverage before conducting a wide 
area survey to calculate ŀ ǎƳŀƭƭ ǎŀƳǇƭŜ ǎƛȊŜ ŦƻǊ ΨǿƛŘŜ ŀǊŜŀ ǎǳǊǾŜȅΩ for the likelihood survey. 
 
Based on the programme routine data, the qualitative information and the findings from the 
Small area ǎǳǊǾŜȅΣ ǘƘŜ ǘŜŀƳ ŘŜŎƛŘŜŘ ǘƻ ŎŀƭŎǳƭŀǘŜ ǘƘŜ ǎŀƳǇƭŜ ǎƛȊŜ ŦƻǊ ǘƘŜ Ψ²ƛŘŜ ŀǊŜŀ ǎǳǊǾŜȅΣ όоrd 
Stage) assuming that the coverage of north Cotabato programme are likely to be within the 30% 
based on the results of wide area survey. 
 
Setting of ǘƘŜ ΨtǊƛƻǊΩ 

¢ƘŜ ΨtǊƛƻǊΩ ƎŜƴŜǊŀƭƭȅ ǎŜǘ ǳǎƛƴƎ ǘƘŜ ǇǊƛƻǊ ƛƴŦƻǊƳŀǘƛƻƴ such as information from stage one and two 
to make an informed estimate about the most likely coverage value and then express it as a 
probability density. 
 

Based on the programme routine data, qualitative information (the barriers and boosters) and 

findƛƴƎǎ ŦǊƻƳ ǘƘŜ Ψ{Ƴŀƭƭ ŀǊŜŀ ǎǳǊǾŜȅΩΣ ǘƘŜ ǘŜŀƳ ŘŜŎƛŘŜŘ ǘƻ ŎŀƭŎǳƭŀǘŜ ǘƘŜ ǎŀƳǇƭŜ ǎƛȊŜ ŦƻǊ ǘƘŜ Ψ²ƛŘŜ 

area survey, (3rd Stage) assuming that the programme coverage is likely to be 30%.  With this 

assumption the prior was set to 30%, the prior was then described using the probability density 

Alpha prior = 7.1 and Beta prior = 15.2 using Bayesian-SQUEAC software (see figure 5).  

It is important to note that ŀǎǎǳƳƛƴƎ ŀǇǇǊƻȄƛƳŀǘŜƭȅ ол҈ ŎƻǾŜǊŀƎŜ ŘƻŜǎƴΩǘ ǊŜŦƭŜŎǘ ǘƘŜ ŎƻǾŜǊŀƎŜ 

that was estimated based on the programme boosters and barriers (table 1). Taking in to account 

ǘƘŜ ŦƛƴŘƛƴƎǎ ŦǊƻƳ Ψ{Ƴŀƭƭ ŀǊŜŀ ǎǳǊǾŜȅΩ όǇƻƛƴǘ ŎƻǾŜǊŀƎŜҐл҈ύ ŀƴŘ ŎƻƴǎƛŘŜǊƛƴƎ ǘƘŀǘ ŎƻƳƳǳƴƛǘƛŜǎ ŀǊŜ 

waiting for the quarterly screening by the BNS and cases to be refer to OTPS, not many cases 

ŎƻǳƭŘ ōŜ ŦƻǳƴŘ Ψƛƴ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩΦ ¢ƘŜǊŜŦƻǊŜ ǘƘŜ ǘŜŀƳ ŘŜŎƛŘŜŘ ǘƻ ǎŜǘ ǘƘŜ ǇǊƛƻǊ ǇǳǊǇƻǎŜƭȅ ƭƻǿ 

(30%) to keep the coverage estimation from wide area survey within the expected bracket 

όŎƻƴǎƛŘŜǊƛƴƎ ǘƘŜ ƻǾŜǊƭŀǇǎ ōŜǘǿŜŜƴ ΨtƻǎǘŜǊƛƻǊΩΣ Ψ[ƛƪŜƭƛƘƻƻŘΩ ŀƴŘ ΨtǊƛƻǊϥύΦ  ²ƛǘƘ ǘƘƛǎ ŀǎǎǳƳǇǘƛƻƴ ǘƘŜ 

prior was set to 30%, the prior was then described using the probability density Alpha prior = 7.1 

and Beta prior = 15.2 using Bayesian-SQUEAC 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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The wide-area survey covered entire programme catchment areas by adopting spatial sampling 
method.  A two-stage sampling procedure was employed:  
 
i) Estimation of Sample size:  

Sample size requirements were calculated (using simulation with the Bayesian-SQUEAC 
calculator) to provide a coverage estimate with a 95% credibility interval and ±15% precision.  
The minimum sample size required was calculated to be n =16 current SAM cases (either in 
programme or not in programme). See below formula for sample estimation: 
 
             Mode x (1- mode) 
N =                                     - όʰ Ҍʲ -2) 
             (Precision ÷ 1.96) 2 
 
 
Mode= 0.3*(1-0.3) =0.21 (numerator) 

Our Precision = (0.15 ÷ 1.96)2   

(0.15/1.96)*(0.15/1.96) = 0.005856 (denominator) 
 
Alpha (h ύ тΦмҌ .Ŝǘŀ όʲ) 15.1 ς 2 = 20.2 

 
             0.3 X (1-0.3)  
N=                                  - (7.1 +15.1 -2) = 20.2 
             (0.15 ÷ 1.96)2 
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                  0.21 
N=                             - 20.2 
              (0.005856) 
 
 
  = 0.21/0.005856 ς 20.2 = 16  
 

Therefore, the sample size was estimated to find 16 cases (SAM) by using the wide area survey. 
 
ii) Sample area 

 Covering the areas of health centres catchment areas  that are covered by CMAM services 
during the assessment period 

 Proportion of population living within the catchment of the CMAM service areas/OTP sites  
 
To select the Barangays όǾƛƭƭŀƎŜǎύ ǘƻ ōŜ ƛƴŎƭǳŘŜŘ ŦƻǊ ΨǿƛŘŜ ŀǊŜŀ ǎǳǊǾŜȅΩΣ ǳǎŜŘ ǉǳŀŘǊŀƴǘ ǎǘǊŀǘƛŦƛŜŘ 
systematic sampling method:  
 
A map of the location showing all OPT sites  in municipal Arakan and President Roxas divided into 
equal sizes of a quadrant, each quadrant was 10cm by 10cm and was laid on the map that 
yielded 34  number of squares for Arakan municipal (see picture below).   Same process was 
applied for President Roxas which yielded 32 squares. 
 
Villages in each square (Quadrant) were listed in the order to ensure a spatial representation of a 
sampling area.  Sampling location of all Health centre/Health post in Arakan & President Roxas 
municipals were selected systematically to find 16 SAM cases.  
 
It was estimated using the formula that a number of villages would be required to find 16 current 
SAM cases. The estimation was done by using the proportion of the population living in the 
survey area, percentage of U5 population and prevalence of SAM in the survey areas from last 
nutrition survey report of ACF Mindanao which yield 24 villages to be visited in Arakan and 8 
villages in President Roxas.   
 
Similar to the Ψ{Ƴŀƭƭ !ǊŜŀ {ǳǊǾŜȅΩ active and adaptive case finding methods were used to find 
cases. This method allowed inclusion of all, or nearly all, current SAM cases in sampled villages. 
From 32 villages 13 SAM cases were found. 
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  Figure: 6 Map with Quadrants, municipal Arakan, North Cotabato 
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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 from different 
informants using different methods in line with SQUEAC guidelines: 
 
4.1.1 Programme Routine data analysis (from card & register books) 
 

Admission data 
 Admissions trend and disease calendar  

 Admissions by MUAC (MUAC status) 

 Admission by  MUAC and Z-scores 

 Number of admission from various OTP 

 Sources of referral  
 

Programme performance indicators 

 Cured 

 Defaulters 

 Died 

 Non responded 
 Transferred cases to inpatient care/treatment of chronic illness 
 Length of stay in the programme before cured discharged  

 

Defaulter data 
 Defaulter trend and labour calendar 
 MUAC status at the time of defaulted 
 Number of weeks stayed in the programme before defaulted 
 Reasons for defaulting  
 Number of defaulters from various OTP 

 
Figure: 7 Programme Routine data analysis   

{v¦9!/ ǳǘƛƭƛǎŜǎ ǇǊƻƎǊŀƳƳŜΩǎ ǊƻǳǘƛƴŜ ƳƻƴƛǘƻǊƛƴƎ 
that are accessible and directly related to  
programme coverage to  assess  three  things: i) 
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 

tƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ǘŀǊƎŜǘ ŀǊŜŀ ŜȄǇŜŎǘŜŘ ǘƻ ƘŀǾŜ 
either   a  relatively  low  or  high  coverage.  This 
data is first analysed in isolation for, comparison 
with the changing/seasonal context of the 
targeted area. Then the routine data is compared  

to international standard indicators (SPHERE) related to the implementation area.  This is t o  
assess the progǊŀƳƳŜΩǎ capacity to respond to changes in demand for its service.                                                                               
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Admission data  
 
OTP Admissions and Seasonal trend: diseases and hunger gap 
 

From January to December 2012, the outpatient therapeutic feeding programme (OTP) in 
Arakan and President Roxas in North Cotabato has admitted 45 & 49 children respectively.  
There were a lot of admissions at the beginning of the programme which gradually reduced. 
 
Arakan: OTP admission and seasonal trends 
 

The assessment team in consultation with the community identified that the peak of childhood 
diseases and malnutrition related illness occurs from august and continued till February. These 
illnesses are linked with the rainy season which starts in September and continue till February. 
The assessment was carried out in January and number cases with red MUAC were found as 
expected which has correlated with the figure below. The figure below (figure 8a), indicated 
that the programme admissions follow the disease and seasonal variation of Arakan.   
 

Figure:  8a Pattern of Admission & Diseases and hunger gap Calendar, Arakan 
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President Roxas: OTP admission and seasonal trends 
 

A separate analysis is done for President Roxas as seasonal effects and disease patterns differ 
from Arakan. The figure below (Figure 8b) showing the peak of childhood illness occurs in 
October and continues till February, again in May till August. Therefore there is some 
association between diseases and admission to the OTP in President Roxas. 
  

  Figure:  8b Pattern of Admission & Diseases and Hunger gap Calendar, Presi. Roxas 

 
 

 

 
 
 
 

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 President Roxas 
67% of the children were admitted age between 6-24 months. In total about three quarters of 
the SAM cases that were admitted to the OTP were age between 6 to 24 months (figure: 9).  
 
   Figure: 9 Admission and age group, north Cotabato 

 

0

2

4

6

8

10

12

14

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

#
 o

f 
ch

ild
re

n 

OTP Admission Smooth, President Roxas,  CMAM Prog. (Jan- Dec 2012) 

ARI Skin diseases 

Diarrhoea 

Dengue 

Deng

ue 

Heavy Rainfall 

ARI/Pneumonia 

Dry Season 


