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SUMMARY OF FINDINGS 
 

 
Details of surveyed population (N = 786 households) 
Total sample population    5,444 
Average household size     6.80 members 
Population under-five     19.60% 
Population over-five     80.60% 
No of children measured for anthropometry  958 
Sex distribution of measured children    49.95% boys and 50.05% girls 
No of children from IDP households   18.50% 
No of children from resident households  81.50% 
 
Acute malnutrition by weight-for-height z-scores and/or oedema 
Global acute malnutrition 17.10%  95% CI: 13.70% to 20.50% 
Moderate acute malnutrition 14.70%  95% CI: 11.30% to 18.20% 
Severe acute malnutrition 02.40%  95% CI: 01.40% to 03.40% 
 
Acute malnutrition by weight-for-height median percentage and/or oedema 
Global acute malnutrition 10.40%  95% CI: 07.67% to 13.13% 
Moderate acute malnutrition 09.90%  95% CI: 08.10% to 12.00% 
Severe acute malnutrition 00.50%  95% CI: 00.20% to 01.30%  
 
Acute malnutrition by MUAC (Mid-upper-arm-circumference) 
Moderate malnutrition (>/= 110 to <125mm)  05.86% 
Severe malnutrition (<110mm)    00.70% 
Risk of malnutrition (>/= 125 to <135mm)  16.80% 
 
Morbidity 
Diarrhoea: Total sample – 25.90%  IDP children – 40.30% Resident children – 22.70% 
ARI:  Total sample – 38.10%  IDP children – 44.32% Resident children – 36.75% 
Fever:  Total sample – 31.30%  IDP children – 40.91% Resident children – 29.20% 
 
Retrospective mortality 
Crude mortality rate (CMR)   0.30 / 10,000 persons / day 
Under-five mortality rate (U5MR)  0.60 / 10,000 children / day 
 
Measles vaccination coverage 
Vaccination confirmed through card  52.20% 
Vaccination confirmed verbally   36.00% 
Not vaccinated at all    11.20% 
 
Coverage with vitamin-A drops   93.30% 
 
Enrollment of children into targeted feeding programs 
Therapeutic feeding program   08.70% 
Supplementary feeding program  14.00% 
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NNUUTTRRIITTIIOONN  AANNDD  FFOOOODD  SSEECCUURRIITTYY  SSUURRVVEEYY  
EEll  FFaasshheerr  ttoowwnn  aanndd  iittss  aattttaacchhmmeennttss  

 
1. BACKGROUND 
According to UN Humanitarian Profile 10, the greater Darfur region that  comprises the three Darfur 
states had about two million IDPs, of which about 410,000 live in North Darfur State – both in camps and 
host communities across the State. Due to sudden and massive incursions by the militia, most of the IDPs 
had to run for their lives and consequently were not able carry with them any of their belongings – food 
stores, basic kitchen sets and mattresses – to places where they currently live. While there is a direct 
impact of the conflict on the lives and livelihoods of IDPs, undisplaced communities are also suffering 
indirectly as in several instances they are hosting their displaced relatives and friends. Kinship assistance 
has been very strong in these Muslim communities.   
 
El Fasher is one such place where host communities and IDPs are living together. The population 
projections reveal the town currently has about 221,500 people, of whom about 15% are displaced people. 
These IDPs originally, before the displacement, were either pastoralists or agriculturists or agro-
pastoralists, thereby producing foods for themselves and also for the market-dependent urban 
population close to their villages. Following displacement and subsequently compounded by 2004 
droughts they were neither able to access and till their lands nor to produce any foods. Consequently, the 
prices of basic food items in the local markets have been showing sharp increases which currently lie well 
beyond the economic reach of both the host communities living in town as well as the IDPs themselves. 
In addition, North Darfur state as a whole has generally failed to present its people sustainable 
alternative livelihood strategies since time immemorial.   
 
El Fasher town has been poorly serviced by aid agencies, especially in relation to food assistance, as Aid 
agencies are committing all of their efforts and resources to places outside the town. The State Ministry of 
Health has been managing therapeutic and supplementary feeding programs to benefit malnourished 
children, while WFP is still considering re-establishing their General Food Distributions, after they 
suspended their assistance in July 2004.  
 
2. PURPOSE  
Current partners of State Ministry of Health and UNICEF, operating outside El Fasher town, normally 
assess, assist and monitor food, nutrition and, health interventions programs for the affected people in 
their operational areas on a SIX monthly intervals in order to understand and address the changing needs 
of the affected population. In El Fasher town, the State Ministry of Health has been managing UNICEF 
and WFP assisted therapeutic and supplementary feeding programs to contain severe and moderate 
acute malnutrition among vulnerable children, under-five years old. In addition, as sources reveal, some 
people from the town also access free food (targeted and general), medical and non-food services meant 
for IDPs in the adjacent Abu Shouk camp.  
 
Although the two projects – TFC and SFC - became operational in October 2004, no assessment/survey 
has taken place to understand either improvements or deteriorations in the health and nutrition situation 
of these children. Hence this survey was essential to understand the prevailing situation among both 
affected residents and the IDPs living in town. It was carried out as an inter-agency exercise coordinated 
jointly by SMOH and UNICEF. The survey was fully funded by UNICEF.   
 
3. OBJECTIVES 

 To determine malnutrition prevalence among 6 to 59 month old children in El Fasher AU and 
understand risks to their normal living  

 To estimate CRUDE and UNDER-FIVE mortality over a certain time-period in the past 
 To identify underlying causes of malnutrition and mortality – food, health and care – for response 
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 To estimate coverage of population under feeding interventions (both targeted and general) 
 To estimate measles immunization coverage among 9 to 59 months children. 
 To make timely and appropriate recommendations for response 
 To provide a platform from which to evaluate future responses to the concerns of affected people 

 
4. SURVEY METHODOLOGY AND ORGANIZATION 
A technical ‘task force’ was formed to finalize and guide the survey. This  included SMOH, UNICEF, 
ACF France, WFP, WHO, and CHF International. The ‘task force’ met twice to finalize the methodology – 
survey design and data collection tools. The sampling methodology and data collection instruments were 
translated into Arabic, pre-tested and were customized before use.   
 
Two stage cluster sampling technique 
A standard two-stage 30 x 30 random cluster sampling technique was used to choose clusters and 
households with in each cluster1.  An official list of all locations in El Fasher AU, with their respective 
population figures, was obtained from reliable sources, which provided a basis for drawing a 
representative sample into the study. IDP details were hard to come by, despite considerable efforts by 
the coordinators.  
 
In stage one, the list of villages/sections/residential units in the town was re-organized in the ascending 
order of their population and 6-59 month child population was computed for each village/section. Then 
cumulative total of 6-59 month was established with attribution of numbers to each village/section to 
determine the size of children.  
 
Then, as we needed a minimum of 30 clusters into the sample, the total 6-59 month population in the 
sampling universe was divided by 30 to get a sampling interval. A random number was drawn between 
zero and the sampling interval to mark the first cluster. The remaining 29 clusters were selected by 
successively adding the sampling interval to the random number. By interpretation, a large 
section/village may have sent more than one cluster into the sample and a small section/village may 
/may not have sent any cluster at all.  
 
In stage two, survey teams went to each of the chosen 30 clusters and, with local support, located their 
centers. They then spun their pens to choose a random direction and counted houses on both sides from 
center to the periphery and allotted numbers to each of the houses counted. Using raffle, they selected the 
first house from this pool of houses and chose subsequent houses that were to the right of the first.   
 
Sample size and data collection 
Anthropometric survey (questionnaire in annex 1): There was an understanding with all survey teams 
that they measured at least 32 6-59 month old (or 65 to 110 cm high) children in each cluster/village into 
the Anthropometric Survey, to get a total of 960 children into the study. An additional two children were 
measured to cover for any errors in data or measurements. Anthropometric survey skipped those 
households that had no 6-59 month children, but measured all of them in the selected households until 
the teams got 32 in each cluster/village.  
 
Survey teams strictly applied both age and height criteria to carefully choose only those children that 
either aged 6-59 month or measured 65 to 110cm high. When age was unknown or difficult to determine, 
the teams depended on height. When children were either not available or houses closed during their 
visit time, the teams returned to them later and took measurements. Likewise, if chosen children were at 
TFC/SFC, they were measured there.  
 

                                                      
1 Source: Draft FMOH Nutrition Survey Guidelines and WHO Nutrition Survey Guidelines in Emergencies 
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Mortality survey (questionnaire in annex 2) was carried out in the first 30 households, with or without 6-
59 month children, in each of the 30 clusters (total of 900 households). A 90-day recall method was used 
to collect mortality data retroactively for previous 90 days preceding visit date.   
 
Household food security survey (questionnaire in annex 3) was conducted in all selected households, 
with or without children. By the end of field work, the teams had administered household questionnaires 
to 687 households.  
 
Training 
One round of THREE-Day training was held to train and familiarize survey teams to the methodology 
and data collection instruments. SMOH, UNICEF, WHO and ACF France facilitated training sessions. 
First day was dedicated to in-house discussion, second day for pre-testing and standardizing the tools, 
and third day for feedback and finalize the methodology and instruments. ACF France took the 
responsibility to train teams on anthropometric and morbidity survey as well as standardize data 
collection and recording.  
 
Samples covered for this survey 

 30 villages/clusters, which is 35% of total villages in the sampling universe 
 687 households, which is roughly 2.40% of total households in the sampling universe 
 5,444 people, which is 2.46% of total population in the sampling universe 
 1067 6-59 month old children, which is 2.41% of total 6-59 month children in the sampling universe 

 
Survey teams 
This was an inter-agency assessment coordinated jointly by SMOH and UNICEF. Human resource was 
drawn from different agencies to ensure accuracy and accountability as well as build capacity of staff for 
use in future surveys. The following agencies committed human and material resources for the survey: 
 

 SMOH:  15 staff for anthropometric, morbidity, mortality and household survey 
 ACF France: 11 staff for anthropometric, morbidity and, mortality survey 
 WFP:  One staff for supervising the survey 
 SMOA:  Three staff– two for household survey and one for supervision  
 CHF Int’l:  Four staff for household survey 
 UNICEF:  One staff for overall supervision along with Team Leader from SMOH 

 
Technical supervision 
SMOH was the overall coordinator of the survey. Their Nutrition Director and UNICEF's national 
Nutritionist worked together to coordinate the whole survey. In addition, WFP and SMOH provided two 
nutrition specialists who assisted the teams and controlled quality. All four of them visited the teams 
daily during field work and acted as troubleshooters to ensure high quality data collection.   
 
Data analysis and presentation of findings 
Globally accepted EPI-INFO software version 6.04b was used to analyze the data. In this report, 
anthropometric results are defined in terms of ‘global acute’ and severe acute’ malnutrition using weight-
for-height Z-Score and weigh-for-height % median, that is,  
 

 Global Acute Malnutrition: <-2 Z-score +/- Oedema OR <80% Median +/- Oedema  
 Severe Acute Malnutrition: <-3 Z-score +/- Oedema OR <70% Median +/- Oedema 

 
An analysis of household food security and livelihoods, health, water, sanitation is presented in 
percentages, frequencies, and graphics wherever possible. These findings are largely documented as 
underlying causes of malnutrition and food insecurity among the sample population.  
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5. KEY FINDINGS FROM THE SURVEY 
Population composition (N = 687 households) 
Total sample population: 5,444 
Average household size: 6.80 members 
Population under five:   19.60% 
Population over five:   80.40%  
 
Anthropometry, Morbidity, Vaccination (N = 901) 
No of children measured:  958 
Sex distribution of children:  Boys 49.95%: Girls 50.05%   
% children from IDP households: 18.50% 
% children from resident households: 81.50% 
 
Table 1: Prevalence of acute malnutrition based on weight-for-height Z-scores (and/or oedema) and by sex 
 
Indicators of Acute Malnutrition 

All 
(N = 958) 

Boys 
(N = 476) 

Girls 
(N = 482) 

Prevalence of global malnutrition 
(<-2 z-score and/or oedema 

17.10% 
(95% CI: 13.70-20.50) 

18.90% 
(95% CI: 14.90-22.90) 

15.40% 
(95% CI: 10.80-19.90) 

Prevalence of moderate malnutrition  
(<-2 z-score and >=-3 z-score) 

14.70% 
(95% CI: 11.30-18.20) 

16.20% 
(95%CI: 11.80-20.60) 

13.30% 
(95% CI: 8.90-17.70) 

Prevalence of severe malnutrition 
(<-3 z-score and/or oedema) 

2.40% 
(95% CI: 1.40-3.40) 

2.70% 
(95% CI: 1.00-4.50) 

2.10% 
(95% CI: 1.00-3.10) 

 
Table 2: Prevalence of acute malnutrition based on the percentage of the median and/or oedema and by sex 
 
Indicators of Acute Malnutrition 

All 
(N = 958) 

Boys 
(N = 476) 

Girls 
(N = 482) 

Prevalence of global malnutrition 
(<80% and/or oedema) 

10.40% 
 (95% CI: 7.67-13.13) 

10.80% 
(95% CI: 8.03-13.57) 

9.90% 
(95% CI: 7.23-12.57) 

Prevalence of moderate malnutrition  
(<80% and >= 70%) 

9.90% 
(95% CI: 8.10-12.00) 

10.20% 
(95%CI: 7.70-13.40) 

9.50% 
(95% CI: 7.10-12.60) 

Prevalence of severe malnutrition 
(< 70% and/or oedema) 

0.50% 
(95% CI: 0.20-1.30) 

0.60% 
(95% CI: 0.20-2.00) 

0.40% 
(95% CI: 0.10-1.70 ) 

  
Table 3: Prevalence of acute malnutrition by age based on w/h z-score, w/h % median and/or oedema 

Severe wasting Moderate wasting Normal Oedema Age 
Months 

Total 
Number Median 

% 
Z Score 
% 

Median 
% 

Z Score 
% 

Median 
% 

Z Score 
% 

Median 
% 

Z Score 
% 

06-17 204 1.00 4.40 15.70 20.10 83.30 75.50 0.00 0.00 
18-29 226 2.70 4.40 11.10 20.80 86.30 74.80 0.00 0.00 
30-41 222 0.00 0.50 2.30 7.70 97.70 91.90 0.00 0.00 
42-53 186 0.00 0.50 4.80 11.80 95.20 87.60 0.00 0.00 
54-59 119 0.80 1.70 8.40 11.80 90.80 86.60 0.00 0.00 
 

 Malnutrition according to MUAC (N = 8872 1 to 5 year old children or height 75 – 110cm) 
Severe malnutrition (<110mm):    00.70%   
Moderate malnutrition (>/= 110mm to <125mm): 05.86% 
Risk of malnutrition (>/= 125 mm to <135 mm):  16.80%  
 

 Morbidity prevalence 

                                                      
2 71 children were either below one year old or less than 75cm in height 
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Diarrhoea3:  Total sample - 25.9% IDP children – 40.30% Resident children – 22.70% 
Respiratory infections4: Total sample - 38.1% IDP children – 44.32% Resident children – 36.75% 
Fever5:  Total sample - 31.3% IDP children – 40.91% Resident children – 29.20% 
 

 Retrospective mortality6 (N = 14 for CMR and 6 for U5MR) 
Crude mortality rate (CMR):  0.30 /10,000 persons/ day 
Under-five mortality rate (U5MR): 0.60 /10,000 children /day  
 

 Measles Vaccination status 
Vaccination confirmed through card: 52.20% 
Vaccination confirmed verbally:  36.00% 
Not vaccinated at all:   11.20% 
 

 Vitamin-A coverage:  93.30%  
 

 Current enrollment into feeding program (% coverage of malnourished children) 
Therapeutic feeding program:  08.70% 
Supplementary feeding program: 14.00% 
  
The sample population (5,444) works out to 2.46% of the total population7 in El Fasher AU and, according to 
population composition there are 44,313 children below five years old, in total. Estimations as per observed 
malnutrition prevalence by weight/height % median reveal there are about 4,387 (range 3,399 to 5,818) 
‘moderately acutely’ malnourished children and 222 (range: 88 to 576) ‘severely acutely’ malnourished 
Children in the whole population.   
 
6. UNDERLYING CAUSES OF MALNUTRITION AND MORTALITY (Ref: UNICEF causal framework) 
6.1 DEMOGRAPHY RELATED CAUSES 
Female headed households 
11.50% of the households are headed by females, and 80% of them have been traditional heads for many years. 
Male heads in 33% of these households died naturally, which might have added extra household burden to 
the female heads in these households, while males from another 31% households are in migration. 95% of both 
male and female heads are in the age bracket of 20-65 years which might mean they have required 
capacity/experience to make household domestic decisions. And 91% of them are married.  
 
Displacement 
The town population constitutes 15% IDPs, of whom about 44% have moved in <12 months ago and another 
55% > 12 months ago8. As per qualitative inquiry, most IDPs have migrated from four main locations – 
Tawilla, Korma, El Fasher rural and Kutum and, in most cases they have settled along the peripheries all 
around El Fasher town and also in the directions they came from. Their settlement in peripheral locations is 
largely due to the fact that  life in town center and other decent locations is expensive and is beyond their 
household economic reach. The density of IDPs in each location varies by the size of arrival into each of them 
and ranges from 10% to 80%. While precise numbers are unknown, some live with their relatives and others in 
compromised housing and basic necessities.  
 
6.2 WATER AND SANITATION RELATED CAUSES 
At aggregate level, around 40% of the households use unprotected water, mainly from tankers and about 54% 
households fetch water from protected sources – public tap and tube wells/boreholes. In terms of time 

                                                      
3  Diarrhoea was defined by ‘at least three loose watery stools in one day during last two weeks prior to visit date’ 
4  Respiratory infection was defined by ‘cough, cold, congestion in breathing during last two weeks prior to visit date’ 
5  Fever was defined by ‘chills, rise in body temperature during last weeks prior to visit date’ 
6 Retrospective mortality data was gathered for three months prior to the visit dates 
7 The survey used 2001 census as population base and projected 2005 population using World Bank Population Growth Rate for Sudan, 
which worked out to 221,567 people in El Fasher town-plus-its-attachments.  
8 Informal sources note El Fasher town has been housing IDPs for the last 20-25 years, although precise statistics are not known. This 
means, there has been a continuous pressure on the resources in town, although to varying degrees depending on the size of arrival 
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consumption, 71% households spend an average of one hour to fetch their daily requirement and another 29% 
1-2 hours.  
 
At disaggregated level, residents in town center and established sections have access to piped water and 
consequently spend less time to fetch. Due to large number of traders involved in collection and selling of 
water, it is also priced less.  
 
In locations where IDPs have settled, water appears to be a crucial issue. They rely mainly on hand pumps 
and that sold by tankers, in most cases on donkey backs. In some cases, the hand pumps have gone 
dysfunctional thereby limiting water availability to IDPs and, probably aware of this fact, the water sellers 
usually price their water high which is resulting in less water available /day / IDP in these locations. The 
running rate is about 800-1000 Sudanese Dinars per barrel, which roughly equates to one day’s wage in the 
local market, for unskilled casual labor. And, due to dysfunctional hand pumps and few water sellers, the 
IDPs in all likelihood end up spending more of their time to fetch water and less time to look for food and 
income acquisition strategies.  
 
Most households appear to have one or the other kind of in-house-built toilet facilities. 55% households either 
have traditional pit latrines or concrete toilets and only 2% use nature for defecation. Around 95% households 
use either wood / charcoal to cook their meals, with only about 5% households depending on either gas / 
electricity.  
 
6.3 HEALTH AND NUTRITION RELATED CAUSES 
Morbidity 
Around 40% of the children, measured anthropometrically, from sample IDP households suffered diarrhea9 
over two weeks preceding the survey while the incidence among children from resident households prevailed 
at around 23%, with overall incidence for total population being 26%.  
 
Acute respiratory infections10 were prevalent among 38% of the sample children, while it was about 44% 
among children from IDP households and about 38% among children from resident households. People in the 
town generalize any kind of fever11 as Malaria and, by this definition, 41% of IDP children and 29% of resident 
children were sick with fever over two weeks preceding the survey (overall fever rate 38%). 
 
This lack of water both in quantity and quality has led to households’ economic use of available water appears 
to be resulting in poor hygiene and sanitation behaviors among the population. The fact that IDPs have access 
to less water (ref: water and sanitation section) is thought to have been a main trigger to increased morbidities 
among IDPs as compared to the prevalence among resident children. By quantitative analysis, members from 
82% of sample households (N = 682) were sick/ill during one month prior to the survey and 94% of them 
sought treatment from three main facilities – Government health centers, NGO facilities and, TBAs/traditional 
healers. And 72% of the patients had to pay for their treatment and drugs.  
 
Sources of treatment (N = 526%):  
  Government health center 72% 
  NGO facilities   14% 
  Traditional facilities  09% 
 
As the data indicates (ref: morbidity prevalence), probably due to both economic and physical lack of access to 
health services, more children from IDP households suffered aforementioned morbidities than their cousins 
from resident households.  
 

                                                      
9  Diarrhoea was defined by ‘at least three loose watery stools in one day during last two weeks prior to visit date’ 
10  Respiratory infection was defined by ‘cough, cold, congestion in breathing during last two weeks prior to visit date’ 
11  Fever was defined by ‘chills, rise in body temperature during last weeks prior to visit date’ 
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Malnutrition 
Doubling of ‘global acute malnutrition’ now over that established from January 200412 survey (17.43% versus 
8.7%) could potentially be linked to a variety of reasons, prominent among them being the following. And 
current malnutrition prevalence is sufficient enough to signal all kinds of nutritional responses13  
 

 In terms of response, El Fasher AU is a neglected location since the beginning of conflict, almost 18-20 
months ago. State Ministry of Health remains the only agency responding to health and nutrition 
problems through their hospital based therapeutic feeding program and health-centers’ based 
supplementary feeding program. Probably, for lack of technical human resources and material support, 
SMOH has not been able to cope  with the problems and to improve their extension/outreach efforts in 
order to enroll all malnourished children for feeding and medical assistance.  

 
 Since the start of the conflict, Aid Agencies, particularly INGOs, have been targeting areas outside El 

Fasher AU for extending assistance and have clearly left out the town. This exclusion could largely be due 
to acceptable ‘global acute malnutrition’ that was established by previous survey that INGOs assumed no 
need for response in the town. And due to lack of surveillance system to monitor trends, more children in 
the town gone malnourished now.  

 
 Between two nutrition surveys, the town has received around 18.50% of conflict displaced children, which 

must have escalated malnutrition sharply to a level not acceptable according to Nutrition Protocol.  
 

 WFP supported General Food Distribution to affected population in the town ceased in August 2004 and 
up to now, it has not been resumed. This means lack of food coupled with increases in the incidence in 
morbidity have possibly driven more children into malnutrition as well as at-risk of malnutrition, which 
can be verified through MUAC that around 17% of population is currently at-risk of getting malnourished 
and, lastly,  

 
 The vicious nature of diseases and malnutrition (ref: vicious cycle) played a key role in driving more 

children into malnutrition, in the absence of adequate health and nutritional care 
 
Despite high morbidity and malnutrition, mortality appears to be still with in acceptable limits as per 
observations in the sample. Coverage of large number of children for measles vaccination and Vitamin-drops 
appear to be potentially containing mortality rates.  
 
Ante-natal care 
At the time of this survey, around 37% of the households (N = 261/653) had infants <12 months. By location of 
these deliveries, 81% of women delivered babies in their own homes without proper medical assistance and 
only about 17% in government health centers. And TBAs attended a meager one percent of the deliveries. It is 
possible, on-going conflict and resultant stress, impact of drought years, poor household economics to seek 
ante-natal services, and related causes have had significant negative impact on the health and nutrition of both 
mothers and their babies (under-nourished mothers during pregnancy and resulting low-birth-weight babies).   
 
Breastfeeding practices (N = 526) 
The analysis notes, 36% mothers (N = 526) exclusively breastfeed first four months after birth and another 42% 
first six months. And a significant 90% mothers continue to breastfeed their children, alongside 
complementary feeding, for an extended period of 15-20 month after the birth of their babies. While the 
nutrition science says prolonged breastfeeding is a good practice, the question remains that of adequacy in 
nutrition for these fast-growing children. Because of conflict, drought, poor household economics and 
insecurity related stress among people, there is a possibility whenever children cried for food they were put 

                                                      
12 January 2004 survey established a prevalence of 8.7% Global Acute Malnutrition and 2.1% Severe Acute Malnutrition using same 
methodology 
13 Malnutrition prevalence >/= to 15% OR 10-14% in the presence of aggravating factors calls for all types of nutrition interventions – 
Blanket Supplementary Feeding, Therapeutic Feeding Program and, General Food Distribution to cover at least 2100 Kcals/day/person 
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on breast milk to make them quiet and as a result these children have not received full nutrition during their 
growing period and hence are malnourished.  
 
Additionally, the data indicates 20% of these mothers got pregnant again when their children were still on 
their breasts and another 12% mothers reported being dry – no more breast milk. In four percent cases, 
mothers and their children were separated, probably due to conflict.  
 
6.4 FOOD AND INCOME SECURITY RELATED CAUSES 
Food and income acquisition strategies 
Although households pursue various strategies (Tables 1 & 2), their food and income security is highly 
restricted to few sources. A large portion of the population fulfills their needs from 4-5 sources: 
 
Table 4: Food acquisition strategies 

Agriculture, Salaries/wages and 
trading and business activities - 
small and big – provide primary 
sources of food to about 64% of 
households. While the latter two 
are fairly stable, the former is 
seasonal and so is peoples’ 
dependent on labor opportunities 
in that sector. Additionally, there is 
possibility insecurity and drought 
has severely restricted peoples’ 
dependence on it. 

Major food sources  
(% households involved in each) 

 
Food sources  
N = 687 I14 II III IV V 
1. Own production 15.90 7.10 1.90 - - - - 
2. Animal sales 1.60 2.30 1.00 0.30 - - 
3. Trading / business 13.50 3.10 0.30 - - 0.10 
4. Skilled labor for food 6.60 2.00 0.30 0.10 - - 
5. Unskilled labor for food 3.20 2.50 0.90 0.10 0.10 
6. Salaries/wages/remits 27.90 8.20 0.90 - - - - 
7. Petty trading/small business 22.40 13.70 3.40 0.70 0.10 
8. Relief foods 0.40 0.70 0.30 - - - - 
9. Loans / credits 3.50 28.10 13.80 1.50 - - 
10. Natural sources 1.20 4.70 2.30 0.10 0.10 
11. Gifts  / transfers 1.70 3.60 3.90 0.30 0.10 
12. Others 1.90 1.90 0.40 - - - - 
13. No major sources 0.10 22.10 70.60 96.80 99.30 

 
Alternatives to primary sources are 
either insignificant or non-existent 
with the exception of some small 
scale business activities. When 
households lack options, they 
borrow loans and/or buy food on 
credit to make their ends meet.    

 
Table 2: Income acquisition strategies 

Salaries/wages, labor 
opportunities and, trading and 
business – small and big – make 
primary sources of cash for 
around 78% of population in 
town. Agriculture and animal 
husbandry have hardly mattered 
to their livelihoods.  

Major income sources  
(% households involved in each) 

 
Income sources  
N = 687 I II III IV V 
1. Crop sales 9.60 3.20 1.50 - -  - -  
2. Animal sales 2.30 2.50 0.40 0.30 - -  
3. Trading / business 14.40 2.90 - -  0.10 - -  
4. Labor for cash 23.90 7.00 1.60 0.10 0.10 
5. Handicrafts – making/selling 1.70 2.30 0.60 0.10 0.10 
6. Salaries/wages/remits 27.70 7.40 0.40 - -  - -  
7. Petty trading/small business 11.80 8.60 1.50 0.10 - -  
8. Natural resources  1.90 7.0 1.50 0.10 - -  
9. Loans / credits 2.90 26.10 11.80 0.90 - -  
10. Others  3.60 5.50 2.00 0.40 - -  
11. No major sources 0.10 27.20 78.70 97.70 99.70 

 
El Fasher markets appear to 
serving a quarter of the 
population to generate their cash 
needs as about 25% are involved 
in them. With severe lack of fall-
back options, people turn to 
loans/credit to fulfill their cash 
needs.  
 

                                                      
14 I, II, III, IV and V – represent 1st major source, 2nd major source and so on........ 

 11



Field work: 26 – 31 March 2005 

Constraints and challenges to food and income acquisition strategies 
As the analysis reveals, restrictions in food and income acquisition options have resulted from a diverse range 
of causes. Some of the major constraints and challenges households experienced over six months preceding 
the survey are listed below (expressed in % households experiencing each constraint): 
⇒ Limited opportunities to acquire food / income  75% N = 680 
⇒ Higher food prices, our money buys less foods  70% N = 675  
⇒ Restricted movement due to insecurity   55% N = 683  
⇒ Sharing food/ income with our displaced relatives  50% N = 670  
⇒ Loss of access to agricultural lands    41%  N = 682 
⇒ Could not harvest what we planted (insecurity)  31% N = 681 
⇒ Crop failed, despite planting (drought)   31% N = 678 
⇒ Lost animals to militia     22% N = 682 
⇒ Sold our animals for shortage of fodder and water  19% N = 681 
 
Household coping mechanisms 
73% of the sample households expressed concerns about not having enough food to eat their normal meals. In 
order to cope with constraints and their reduced access to food and income, households have adopted a range 
of strategies. A vast majority of the population has used less destructive (reversible strategies) and easily 
reversible strategies, while 12-24% of the households have started relying on more destructive (irreversible 
strategies) in order to meet their daily food security.  
 
Insurance/reversible strategies……….. 
⇒ Depended on less preferred / less expensive foods   85% N = 535 
⇒ Borrowed food through kinship assistance    67% N = 533 
⇒ Bought food on credit basis      68% N = 534 
⇒ Ate less than normal during each meal    71% N = 535 
⇒ Reduced number of meals       72% N = 532 
⇒ Reduced expenditure on health/education    57% N = 527 
⇒ Sold jewelry to buy food      32% N = 669 
⇒ Sold household electronics – radio, watch, TV, etc   22% N = 668 
⇒ Sold household furniture – chairs, tables, beds, etc   23% N = 667  
⇒ Members are in migration for food/income    21% N = 667 
⇒ Household members sent to live with relatives/friends  17% N = 534  
 
Crisis/irreversible strategies ………………. 
⇒ Consumed seeds meant for planting     23% N = 533 
⇒ Sold household articles - utensils, blankets etc   24% N = 668 
⇒ Sold building materials - sheets, poles, etc    12% N = 667 
⇒ Sold poultry birds to buy foods     15% N = 667 
⇒ Sold small animals – goats, sheep – to buy foods   16% N = 667 
 
Reversible strategies do not tend the damage the future productive capacity of the households while 
irreversible strategies do. People anticipate problems in advance and try to minimize the effects of food 
insecurity through strategies mentioned above. However, as the availability of food reduces in the households, 
increases in the levels of moderate malnutrition may be seen. In the case of El Fasher, households have used 
more of kinship and social assistance networks (borrowings/loans/credits) or sold unproductive assets to 
have access to food and income they required. Reductions and compromises in the quality, quantity and 
frequency of food intake might have had negative impact on the nutrition of household members, children in 
particular, which could one of probable reasons for gradually increase in admissions to targeted feeding 
programs in the town.  
 
Irreversible strategies have potentials to reduce households’ productive assets and threaten their future 
livelihoods. During this stage, households have no option but to sell productive assets in order to meet their 
food needs. Erosion is household asset base is severe in this stage. Consequently, ‘moderate and severe’ acute 
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malnutrition as well as child mortality rise sharply. In the case of El Fasher, eating seeds meant for planting 
might have disabled 23% of the farming households from planting their gardens this season; 12-16% 
households who sold their animals/birds must have observed severe reduction in their herd size which has 
further constrained their food and income acquisition capacity and; 12-24% households who sold household 
articles or building materials might be suffering total destitution.  
 
Food aid and targeted feeding related causes 
Since August 2004, WFP ‘general food assistance has been suspended for both IDPs and affected town 
residents. However, there appears to be some assistance from government coffers, which is not covering all 
affected population. According to analysis, about five per cent of the households (35) held ration cards and 
about four households (24) received government food assistance. Further, all of them who received assistance 
reported selling part of ration for reasons noted below: 
 
⇒ To buy non-food items  27% 
⇒ To buy other foods   33% 
⇒ To pay medical/school fee  07% 
⇒ To pay for transport   33% 
 
According to observed malnutrition prevalence by weight-for-height percentage median, there are about 4,387 
‘globally acutely malnourished’ and 222 ‘severely acutely malnourished’ children in town. However, the 
actual coverage under targeted feeding program is in the order of 14% for SFP and 9% for TFP. This very low 
coverage could potentially be one of the leading causes for increasing malnutrition in the town.  
 
Various meetings that were held in the last few months with SMOH and UNICEF staffs visits to some of the 
heath centers in the town reveal health centers in town function on revolving drug fund scheme that is paid 
for by those seeking services from these facilities. Staffs in these facilities also have said the incidence of 
morbidity and malnutrition, particularly diarrhoea, ARI, and severe malnutrition, is on the rise. This could be 
a good proxy to weakened household economics among vulnerable communities who have not been able to 
seek services. Initial findings from the review of SMOH implemented SFP in town note that the program 
needs improving in main areas, particularly effective implementation, protocol application and outreach 
services. All the aforementioned reasons have probably collectively contributed to increasing malnutrition in 
town.  
 
7 RECOMMENDATIONS  
IDPs and affected residents require support in all facets of their life for an extended period, in the light of 
continuing conflict. An integrated approach to include varied levels of assistance in health, nutrition, water 
and sanitation and food security and livelihoods is essential to prevent further deterioration in their situation 
and also to have significant impact of response interventions.  
 

 There is a clear need to continue with on-going targeted feeding programs (therapeutic and 
supplementary) to rehabilitate and treat the malnourished children in the town and attachments. 
Coverage of malnourished children into feeding programs, SFP in particular, has been significantly low 
and SMOH outreach and extension capacity to improve coverage has been equally weak. Discussions with 
SMOH are currently underway to strengthen SFP management and service delivery either by adding 
capacity through partnership/s with INGOs or by handing over total SFP management to an INGO, if the 
former option fails to work.   

 
 On a priority basis, WFP needs to identify a partner and resume General Food Distribution for IDPs and 

affected resident population in El Fasher town and its attachments. According to the findings from this 
survey, relatively more IDPs live in the outskirts in compromised situations although some of them have 
joined their relatives in the town thereby adding pressure on resources in these households and making 
them also vulnerable.    
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 INGOs, currently operating in the health and nutrition sector in North Darfur state, are required to re-
adjust their geographic focus and include El Fasher town for their response interventions. Every IDP or 
resident seeking services from health centers in town is mandated to pay for the services they seek. Given 
increasing vulnerability among IDPs and affected residents, their household economics (57% households 
reduced expenditure on health/education – see coping strategies) fails to permit them to pay for these 
services. If INGOs could provide free diagnostic services and drugs – in agreement with SMOH and at 
least during the on-going hunger cycle – we could reduce the extent of suffering among town population.  

 
 There is need to expand and improve health and nutrition extension and outreach services to identify and 

enroll all malnourished children into targeted feeding – TFC and SFC – in the town. SMOH has plans to 
hire 10-15 nutritionists to strengthen their capacity in their headquarters and health centers. UNICEF 
would carry out capacity building sessions both for their new and existing staff on health and nutrition 
aspects. Given that Hunger Gap that has already set in and has all potentials to aggravate the situation of 
children in particular and the whole population in general in the coming 6-8 months, outreach services are 
essential to improve enrollment and treat and feed them.  

 
 On a priority basis, agencies operating in water and sanitation sector need to install new water systems 

and repair and maintain dysfunctional and existing ones in order to improve safe drinking water and 
influence better hygiene practices. According to findings from this survey, IDP locations along town 
peripheries and outskirts either have dysfunctional hand pumps or very few functional ones, which is 
limiting safe drinking water availability in these locations and hence need to be targeted for water and 
sanitation interventions.  

 
 Currently, less than a quarter of sample households are deploying destructive coping strategies in order to 

access their daily food and income security. These behaviors have all potentials to threaten their future 
food security. Aid agencies operating in food security sector need to think and support vulnerable 
households to improve their livelihoods in order to avoid further deterioration in the situation. While 
further investigations are called for to determine suitable and durable food security and livelihood 
strategies, those based on markets – group/home scale food processing (turning vegetables and fruits into 
pickles, pastes, jams etc), bread making, credit/savings/loan associations, backyard vegetable gardening – 
may work well. Again targeting women for these activities would influence better decision making at 
household level and creating better access to markets and improving the quality and standards of these 
finished products may result in more revenue to participating households.  
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El Fasher Town Nutrition Survey, March 2005 
Household Questionnaire 

 
Visit Date: ____________________________    Cluster Number: ___________ 

Location: _____________________________    Interviewer: _______________ 

 
1. HOUSEHOLD AND DISPLACEMENT DETAILS 
a) Head of household (HH):   (M) Male   (F) Female 
 

If the answer to Q 1.a is FEMALE, Ask 
b) Has your household traditionally been headed by FEMALE?  (Y) Yes  (N) No 
 

If the answer to Q 1.a is FEMALE, Ask 
c) What happened to MALE head of the household? 

(1) Died naturally   (2) Died in Darfur conflict  (3) Died in accident 
(4) Head replaced for family reasons (5) He is in migration  (6) Others: specify 

 
d) Age of current HH head (estimated in years)?  ___ ___ 
 
e) Marital status of HH head? 

(1) Married   (2) Divorced/separated  (3) Widowed (4) Never married  
 
f) Have you been a resident household here or displaced into this place, because of conflict?   

R – Resident  D – Displaced 
 

If the answer to Q 1.f is DISPLACED, Ask 
g) When did you have to leave your original village, because of the conflict? 

(1) < 6 months ago  (2) 6 to 12 months ago (3) 13 to 24 months ago (4) > 24 months ago 
 

If the answer to Q 1.f is DISPLACED, Ask 
h) Where did your household spend the most time in the past TWO years? 

(1) This place  (2) Other place/settlement/camp (3) In your original village  (4) Others: specify  
 
i) How long has your household been living in this place? 

(1) Since last 6 months  (2) Since 6 to 12 months  (3) Since 13 to 24 months  (4) Since 24 months 
 
2. WATER, SANITATION, FUEL 
a) What is the main source of drinking water for your household? 

(1) Public tap  (2) Tube well / borehole with pump (3) Protected dug well   
(4) Hand pump (5) Others specify 

 
b) How long does it take to collect water from this source, listed on Q 2.a?  

(1) <30 minutes (2) 30 minutes to 01 hour (3) 1 to 2 hour  (4) > 2 hour 
 
c) What kind of toilet facility does your household use? 

(1) Traditional pit latrine (2) Concrete toilet  (3) Open toilet (inside compound)  (4) Bush/nature     
(4) Others: specify 

 
d) What is the mail source of cooking fuel for your household? 

(1) Wood (2) Charcoal (3) Kerosene (4) Gas cylinders  (5) Electricity (6) Others: specify 
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3. “FOOD and INCOME” ACQUISITION STRATEGIES 
a) What have been the major sources of FOOD for your household, during the last SIX months? 

 
Use the following ‘Activity Codes’ to rank food sources from 1 to 5 (1 = first major source, 5 = fifth major source) 
Activity Codes 

1. Own production 2. Animal Sales 3. Established business / trading 

4. Skilled labor for food 5. Unskilled labor for food 6. Monthly salaries/wages/remittances 

7. Petty trading/small business 8. Relief food 9. Formal and Informal loans / credits 

10. Natural resources 11. Gifts and transfers 12. Others specify:  

Natural resources: water, firewood, charcoal, wild foods, bricks, etc 
Petty trading: selling household groceries, cigarettes, vegetables, etc 

 
1. First important source of food:  __ __ 

2. Second important source of food: __ __  

3. Third important source of food:  __ __  

4. Fourth important source of food:  ___ ___  

5. Fifth important source of food:  __ __  
 

b) Using “Proportional Piling or Divide the Pie” method, please estimate the relative contribution to 
total household food of each food acquisition strategy and record your estimates below: 
  
1. % contribution from first important source:  __ __ 

2. % contribution from second important source:  __ __ 

3. % contribution from third important source:  __ __ 

4. % contribution from fourth important source:  __ __ 

5. % contribution from fifth important source:  __ __ 

 
Note: 1:  If less than four sources are listed, please put 00 in the empty spaces 
 2: Ensure consistency between ranking of food sources and their relative contributions 
 3: Totals (b1 to b5) may not add up to 100%, DON’T NEED TO WORRY 

 
c) What have been the major sources of INCOME for your household, during the last SIX months? 
 

Use the following ‘Activity Codes’ to rank income sources from 1 to 5 (1 = first major source, 5 = fifth major source) 
Activity codes 

1. Crop sales 2. Animal Sales 3. Established business / trading 

4. Labor for cash 5. Handicrafts 6. Monthly salaries/wages/remittances 

7. Petty trading/small business 8. Natural resources  9. Formal and Informal loans / credits 

10. Others specify:  

Natural resources: water, firewood, charcoal, wild foods, bricks, grass, etc 
Petty trading: selling household groceries, cigarettes, vegetables, etc 

 
1. First important source of income:  __ __ 

2. Second important source of income:  __ __ 

3. Third important source of income:  __ __ 
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4. Fourth important source of income:   __ __ 

5. Fifth important source of income:  __ __ 

 
d) Using “Proportional Piling or Divide the Pie” method, please estimate the relative contribution to 

total household income of each income acquisition strategy and record your estimates below: 
  
1.� % contribution from first important source:   __ __ 

2.� % contribution from second important source:   __ __ 

3.� % contribution from third important source:   __ __ 

4.� % contribution from fourth important source:   __ __ 

5.� % contribution from fifth important source:   __ __ 

 
Note: 1:  If less than four sources are listed, please put 00 in the empty spaces 
 2: Ensure consistency between ranking of income sources and their relative contributions 
 3: Totals (d1 to d5) may not add up to 100%, DON’T NEED TO WORRY 
 
e) What were the problems/challenges, your household has faced DURING THE LAST SIX MONTHS 

to acquired Food and Income (Do not prompt, but probe and check reposes that apply to this household) 
 

1. We could not move freely to earn food and income (insecurity): (Y) Yes  (N) No 

2. There are less/NO opportunities to earn food and income: (Y) Yes  (N) No 

3. We could not access our agricultural lands to plant seeds: (Y) Yes  (N) No 

4. We planted our crops but could not harvest (insecurity):  (Y) Yes  (N) No 

5. We planted our crops but crop did not come up (drought): (Y) Yes  (N) No 

6. We grew some vegetable crops, but could not market them: (Y) Yes  (N) No 

7. We lost our animals to militia attacks    (Y) Yes  (N) No 

8. We sold our animals due to shortage of fodder & water:  (Y) Yes  (N) No 

9. Food prices are high, our money buys less now:   (Y) Yes  (N) No 

10. We had to share our food/income with DISPLACED relatives: (Y) Yes  (N) No 

11. Others specify: _______________________________  (Y) Yes  (N) No 

12. _____________________________________________  (Y) Yes  (N) No 

13. _____________________________________________  (Y) Yes  (N) No 

 
4. HOUSEHOLD COPING STRATEGIES 
a) Consumption coping strategies 

Were there any occasions in the LAST 30 DAYS that your household did not have enough food to 
have normal meals (Normal = type, amount, and frequency) 
 
(Y) Yes  (N) No 
 
If the answer to Q 4.a is YES, then try and get an understanding of whether/not they used any of the 
following strategies (Ask the respondent to list what strategies they used to cover the food gap); 
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1. Household relied on less preferred and/or less expensive foods:  (Y) Yes  (N) No 
2. Household borrowed food and received help from relatives/friends: (Y) Yes  (N) No 
3. Household purchased food on credit:     (Y) Yes  (N) No 
4. Household lived on wild foods from nearby bushes/forest:  (Y) Yes  (N) No 
5. Household consumed seed stock meant for next planting:  (Y) Yes  (N) No 
6. Household sent its members to beg:     (Y) Yes  (N) No 
7. Households sent its members to live elsewhere:    (Y) Yes  (N) No 
8. Household ate less during each meal:     (Y) Yes  (N) No 
9. Household reduced number/frequency of meals:   (Y) Yes  (N) No 
10. Household skipped with out eating:     (Y) Yes  (N) No 
11. Household reduced expenditure on health/education:   (Y) Yes  (N) No 

 
b) Other household coping strategies 

In addition to the coping strategies listed above, did your household have to do anything else 
EXCLUSIVELY to buy food, in the last 30 days? (Probe as much as possible, and check their responses 
that apply to this household)   

 
1. Household increased its dependence on wild foods/forest products: (Y) Yes  (N) No 
2. Household members have temporarily migrated for food & income: (Y) Yes  (N) No 
3. Household sold jewelry:      (Y) Yes  (N) No 
4. Household sold HH articles – utensils/blankets etc:    (Y) Yes  (N) No 
5. Household sold building materials – iron sheets/wooden poles etc:  (Y) Yes  (N) No 
6. Household sold electronics – radio/watch/TV, etc:   (Y) Yes  (N) No 
7. Households sold furniture – chairs/tables/beds, etc:   (Y) Yes  (N) No 
8. Household sold poultry birds:       (Y) Yes  (N) No 
9. Household sold small animals – Goats/sheep:     (Y) Yes  (N) No 
10. Household sold big animals – Oxen/cows/bulls etc:   (Y) Yes  (N) No 
11. Household sold agricultural implements – plough, hoe/cultivator, etc:  (Y) Yes  (N) No 
12. Household members are in permanent migration away from home:  (Y) Yes  (N) No 

 
5. FOOD AID  
1. Do you have a ration card/ coupon to receive Food Aid?  (Y) Yes  (N) No 

2. Did you receive Food Aid in the LAST TWO Months?  (Y) Yes  (N) No 

3. If the answer to Q 5.2 is YES, from which program? 
(a) General food  (b) Supplementary feeding  (c) Government Food  (d) Others specify:  
 

4. Did you have to sell any of the Food Aid you received?  (Y) Yes  (N) No 

5. If the answer to Q 5.4 is YES, why did you have to sell (Check all that applies)? 
(a) To buy non-food items  (b) To buy other types of food (c) To pay for medical/education 
(d) To meet transportation costs (e) Others specify:  

 
6. HEALTH 
1. Was any of your household member/s ill during the last month?  (Y) Yes  (N) No 
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2. Did you seek treatment for this person?     (Y) Yes  (N) No 

3. If the answer to Q 6.2 is YES, Where did you seek the treatment? 
(a) Government health center  (b) NGO health center  (c) Private clinic/drug shop  
(d) Traditional Birth Attendant  (e) Traditional Healers  (f) Others specify:  
 

4. Was the treatment free or priced? (a) Free  (b) Priced (c) Not applicable 
 

Breastfeeding: 
5.  Is there a child (less than 12 months) in your household?  (Y) Yes  (N) No 

If the answer to Q 6.5 is YES, Ask 
6. Where was the child delivered? 

(a) Government health center   (b) NGO health center  (c) Own house  
(d) Traditional Birth Attendant’s house  (e) Others specify: 

 
7. For how long, did you/do you exclusively breastfeed your last child after birth (No other foods 

introduced)? 
(a) Up to 4 months  (b) 4 – 6 months  (c) 6 – 8 months  (d) >8 months 

 
8. When did you completely stop breastfeeding your child (refer to your last child)? 

(a) 6 months after birth   (b) 8-10 months after birth  (c) 10-15 months after birth            
(d)  15-20 months after birth  (e) >20 months after birth 

 
9. Why did you stop breastfeeding completely? 

(a) Natural belief  (b) Mother got pregnant again (c) Mother sick, not advised to breastfeed  
(d) No breast milk  (e) Mother died   (f) Mother and child have been separated 
(g) Child refused to suckle (g) Any other specify:  
 

  
THANK YOU FOR YOUR TIME, END OF INTERVIEW 
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Visit Date: _________________ Cluster Number: _________ Location: ______________________ Team Leader: ___________________________

Child Status Age Sex Height Weight Oedema MUAC Measles Vac Vit-A Vac Diarrhoea Respiratory 
Infection Fever

1 = IDP 000.0cm Last 2 weeks Last 2 weeks Last 2 weeks

2 = Resident (000 mm)

65-110CM only Y / N Y / N Y / N

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

NOTES: 

Measles Vaccination and Vitamin-A Vaccination Definitions:

1 = Yes, Vaccinated - confirmed with Vaccination Card Diarrhoea: At least THREE loose watery stools in one day in the last TWO weeks

2 = Not vaccinated Respiratory infection: Cough, cold, congestion in breathing in the last TWO weeks

3 = Yes, Vaccinated, Confirmed Verbally, No Card Fever: Chills, rise in body temparature in the last TWO weeks

NUTRITION SURVEY: El Fasher Town - March 2005
Anthropometry and Morbidity Survey

Child currently enrolled into

Y / N

Child No HH No
6-59M only M / F 00.0kg Y / N 1,     2,     3

TFC SFC
1,   2,     3    
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Visit Date: _________________ Cluster Number: _________ Team Leader: ____________________

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

NOTES: PRESUMED CAUSES OF DEATH 6 = Mlanutrition (lack of food and proper nutrition)

1 = Diarrhoea (>3 water stools per 24 hours 7 = Accident

2 = Bloody diarrhoea 8 = Conflict (to be covered in the training)

3 = Measles 9 = Others - specify

4 = RTI (cough, chest pain, difficulty breathing)

5 = Fever

Cause of 
Death 1**

OVER 5 Mortality (last THREE months)

Death 1 Death 2Cause of 
Death 1**

Cause of 
Death 2**

UNDER 5 Mortality (last THREE months)

Death 1

NUTRITION SURVEY: El Fasher Town - March 2005
Retrospective Mortality Survey

Total Members in 
the Household Death 2 Cause of 

Death 2**

RemarksHH No

Household Composition

Children LESS 
THAN FIVE year 

old 

Persons MORE 
THAN FIVE year 

old


