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Executive Summary 

Damaturu SMART survey was conducted in the month of June 2021, which was a baseline assessment, 

to determine the nutrition situation in the Local Government Area (LGAs) as well as prevalence of 

other multi sector indicators to support the Health Resilience of North East (HeRoN) project 

activities. The assessment also served as a guide for Yobe State Primary Health Care Management 

Board (SPHCMB), Nutrition Sector and other actors in the LGA in improving the current level of 

programming and planning of programs to improve the nutritional status of the children in those 

areas.  

The general objective of this survey was to assess the nutritional status of children aged (6-59 months), 

crude and under-five mortality rates in Damaturu LGAs. The survey team collected information from 

34 clusters attaining a total of 466 households and 553 children taken anthropometric measurement.  

The survey findings show that Damaturu LGA nutrition situation based on WHZ was at 14.5 % (11.6 

- 17.8 95% C.I), classified as serious by WHO with the higher confidence interval  level at critical 

above 15%1. There was no significant difference in acute malnutrition prevalence between boys and 

girls. The prevalence of stunting (HAZ) was 32.3 % (27.0 - 38.0 95% C.I.) while the prevalence of 

underweight (WAZ) was 30.9 % (26.3 - 36.0 95% C.I) categorized as high and very high 

respectively1.  

The survey   also reveals poor complementary feeding practices with infants aged 6-8 months fed with 

soft/ semi-solid food during the previous day at 52.6% (35.8% - 69.0, 95% CI) leaving out nearly half 

of children 6-8 months not receiving adequate diet to supplement breastmilk. The survey also revealed 

a low minimum acceptable diet among children aged 6-23 months at 38.7 % (31.5 – 46.2, 95% CI). 

 

The prevalence of child morbidity was 12.9% (10.3 – 15.9, 95% CI), with the majority of the children 

(75.3%) suffering from fever, acute respiratory infection (ARI) (49.3%) while watery diarrhea affected 

6.8% of the children. There was a noted low level of deworming with findings indicating that 49.6% 

of children 12 -59 months had received at least one deworming tablet in the past six months leaving 

out half of the children not dewormed. . 

 

The survey found that majority of the households (68.5% (64.0% - 72.6%, 95% CI) collected water 

from piped water sources (unsafe water source) while 10.5 %( 7.8 -13.6, 95% CI) of households 

obtained their water from dams and ponds considered unsafe water sources. Further analysis indicated 

that the majority of households 66.9% (62.5% - 71.2 %, 95% CI) do not do anything to their water to 

make it safe for drinking which puts households at a higher risk of water borne disease. 

The program team, based, on the study findings developed recommendations as shown in Table 1 

 

 

 

 

 

                                                           
1 https://www.who.int/nutrition/nlis_interpretation_guide.pdf 
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Table 1: Survey Recommendations 

Study Findings  Possible contributing factors Recommendation  

High prevalence of 
acute malnutrition  
14.5 %( 11.6 - 17.8 
95% C.I.) classified 
as serious by WHO 

Household food access with 
31.9% of households 
employing one form of 
coping mechanism 

Mapping of households with  food challenges and 
provide with food support  

12.9% of children were sick 
two weeks prior to the survey 
date. (75.3%) suffered from 
fever, ARI (49.3%) while 
watery diarrhea affected 
6.8%  

Design programs to enhance household hygiene to 
reduce diseases such as diarrhea and ARI. 

High prevalence of 
stunting and 
underweight at 32.3 
% (27.0 - 38.0 95% 
C.I.) for stunting 
while underweight 
was at 30.9 % (26.3 - 
36.0 95% C.I.)  

low prevalence of age specific 
complementary feeding with 
infants aged 6-8 months 
feeding with soft/ semi-solid 
food  

Build capacity of health facility staff especially Lady 
Health Visitors (LHV) & Lady Health Workers 
(LHWs) to provide appropriate counselling on 
IYCF practices specifically to those who have 
children of 0-23 months or are pregnant.  

low minimum acceptable diet 
among children aged 6-23 
month at 38.7 % (31.5 – 46.2, 
95% CI) both stunting and 
underweight  

Design a comprehensive Behavior Change 
Communication (BCC) program on Infant and 
Young Child Feeding use change agents to roll out 
BCC program (i.e. mothers, caregivers, fathers, 
volunteers Lady Health Workers and/or facility 
staff). 

Watery diarrhea at 
6.8% of children  

10.5 % (7.8 -13.6, 95% CI) of 
households collect water 
from dam or pond which 
could be contaminated 
putting households at a 
higher risk of water borne 
disease. 

Improving household access to safe drinking water 
to avoid them collecting water from unsafe sources. 
Mapping housholds who use unsafe water sources 
and providing them with safe sources or water 
purification options for them to use. 

Low water treatment with 
66.9% (62.5% - 71.2 %, 95% 
CI) of households doing 
nothing to their water to 
make it safe for drinking.  
 

Raise community awareness on importance of water 
treatment or purification to enhance water quality 
for safe drinking. 
Provide housholds with water treatment chemicals 
or any locally available and acceptable methods of 
water treatment. 

Poor health seeking 
behavior during 
illness 

38.6% of caregivers sought 
care from shops, 2.7% from 
Community Health Workers 
and 2.7% from  traditional 
healers  2.7% 

Educate mothers/caregivers and the entire 
community through road shows, health facility, and 
through community volunteers on the importance 
of appropriate health seeking during illness. 
Advocate for community based programs on 
primary home based treatment of diarrhea and ARI 
cases 

Low child-
deworming   

The survey findings indicated 
that 46.9% of children aged 
12-59 months had been 
dewormed.  

Nutrition programs can serve as an entry point for 
increasing deworming coverage. There is a need to 
bridge the gap between deworming and nutrition 
programs. Moreover, all stakeholders (government 
and non-governmental organizations) should work 
closely together to increase the coverage and 
enhance proper documentation. 
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1.0. Introduction  

HeRoN (Health Resilience of North East) is a three-year accountable grant (March 2020-February 

2023), financed by the UK Foreign, Commonwealth and Development Office (FCDO) and co-funded 

by the United States Agency for International Development (USAID). The project is implemented by 

a consortium of three agencies led by the International Rescue Committee (IRC) together with Action 

Against Hunger (AAH) and Society for Family Health (SFH). The overall goal of the project is to 

ensure that crisis affected communities in Borno and Yobe States have meaningful access to quality 

primary health care and nutrition services in the immediate term, while also contributing to the 

sustained health systems strengthening at the Local Government Area (LGA) level. The project aims 

to achieve three overarching goals; support the provision of basic primary healthcare, support the 

early recovery of health systems and respond to short-term emergencies. HeRoN supports at least 84 

health facilities across 23 LGAs (13 LGAs in Borno and 10 LGAs in Yobe) as shown in Figure 1 
 

 
 
    Figure 1: Lafiya HeRoN- Intervention LGAs 
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1.1. Description of the Study Area 

Damaturu Local Government Authority (LGA) is one of the 17 LGAs in Yobe state Figure 2. 

Damaturu LGA headquarters is in 

Damaturu town and consists of several 

towns and villages, which include Sasawa, 

Bayan Tasha, Gwange, Maisandari, 

Bindigari, and Lamisula. It has an estimated 

population of 194,089 inhabitants. 

Damaturu LGA covers a total area of 2,366 

square kilometres and has an average 

temperature of 35 degrees centigrade. The 

LGA is predominantly urban. 

Yobe state is in Northeastern Nigeria, 

bordering Borno state to the East, Jigawa 

state to the Northwest, Gombe and Bauchi 

states to the South, and Niger to the North. 

Yobe has 17 Local Government Areas 

(LGAs) and an approximate population of 

three million people across 47,153 square 

kilometers.  

The major ethnic groups in the State 

include Kanuri/Manga, Fulani, Kerai-

Kerai, Bolews, Ngizim, Bade, Hausa, 

Ngamo, Babur/Maga, as well as other 

ethnic groups from elsewhere in Nigeria. 

Hausa, Kanuri and Fulfulde languages are 

widely spoken, whilst the official language is English2. 

The climate is hot and dry, with the hottest months being March, April and May and rainy season 

from June/July (depending on the livelihood zone) or June to September with seasonal activities 

shown in figure 3. Yobe is susceptible to environmental challenges, including desertification, erosion 

and flooding. Land degradation attributed to deforestation, over-grazing livestock, increasing demand 

for firewood and increased agricultural activity has led to soil breakdown. Additionally, sand dune 

build up has resulted in a reduction of plant growth and productivity in Yobe.  

According to FEWSNET’s 2018 revised livelihood zoning of Nigeria, the state of Yobe is divided 

into six livelihood zones: Northeast Sahel: Millet, Sesame, Cowpeas and Livestock (NG04); Borno-

Yobe-Bauchi: Millet, Cowpeas, Groundnuts and Sesame (NG05); Northeast: Maize dominant with 

Rice, Soybeans, Cowpeas and Groundnuts (NG15). The three other zones areas close to Komadugu 

river (Hadejia–Nguru Wetlands: Mixed Cereals, Vegetables and Fishing (NG10); Sokoto-Rima-Kano 

                                                           
2 Yobe State Integrated Recovery Plan, 2018. 

 

 
Figure 2: Map of Yobe State-Damaturu LGA 

highlighted 
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Riverine Flood: Plain Rice and Fishing (NG06), Komadugu-Yobe: Irrigated Peppers with Rice, Millet 

and Vegetables (NG07). 

Small-scale subsistence farming, fishing and livestock rearing are the main source of employment. 

Crops such as maize, sorghum, millet, groundnut, cowpea, cotton, sesame seeds and beans are widely 

produced. Livestock include sheep, cattle, goats and Yobe holds rich fishing grounds 

1.2. Nutrition and Health Context 

Acute malnutrition is a major public health problem in several LGAs in North Eastern Nigeria with 

the update of Cadre Harmonisé analysis conducted in October 2020 on Nigeria Food Security 

Outlook, October 2020 to May 2021 suggesting deterioration of the nutrition and food security 

situation with more people expected to face crisis3. The report further points out that Nutrition 

situation in Adamawa, Borno and Yobe States remains a challenge. According to the Nutrition and 

Food Security Surveillance (NFSS)4 Round 9, the Global Acute Malnutrition (GAM) for Yobe South 

where Damaturu LGA is located was 10.2%(8.1 – 12.7, 95% CI) categorized as serious  according to 

WHO classification5 with the prevalence of combined GAM at 12.3% (11.1 – 16.2 ,95% CI). The 

prevalence of underweight 26.2% (22.7 – 30.0, 95% CI) while prevalence of stunting was 44.6 % (39.9 

– 49.4, 95% CI) classified as very high respectively5. 

The impact of the COVID-19 pandemic and the associated containment measures disrupted 

households income generating activities (IGAs) and led to sub-optimal livelihood functionality, 

reduced income sources and levels across all the states. Sporadic attacks by the non-state armed groups 

(NSAG) in the northeast states of Adamawa, Borno, and Yobe have continued to negatively impact 

on livelihoods and consequently on food and nutrition stability and increase in the number of 

internally displaced persons (IDPs). These internally displaced populations in northeast and northwest 

Nigeria remain vulnerable to food and nutrition insecurity. Urban populations across the 15 states and 

the FCT, especially informal workers were severely affected by the disrupted and loss of livelihoods 

occasioned by lingering negative impact of the COVID-19 restricted movements and lockdowns 

measures3. According to the Cadre Harmonize report, the majority of the population in Yobe were 

projected to be in crisis in the absence of intensified resilience-driven livelihood interventions and 

food aid support from the humanitarian actors as shown in Figure 3. 

 

 

 

 

 

 

 

 

 

                                                           
3 https://fscluster.org/sites/default/files/documents/nigeria_ch_fiche_october-2020-final-23-11-2020.pdf 
4 Nutrition and food security surveillance: north east Nigeria – emergency survey, December 2020 
5 https://www.who.int/nutrition/team/prevalence-thresholds-wasting-overweight-stunting-children-paper.pdf?ua=1 
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1.3. Rationale for the Survey 
 

The assessment conducted in Damaturu LGAs was a baseline assessment, to determine the nutrition 

situation in the LGAs as well as prevalence of other multi sector indicators to support HeRoN project 

activities.  There has been no 

SMART survey conducted at the 

LGA level for more than four 

years, in all of the 10 HeRoN 

supported LGAs in Yobe state, 

thus updated and LGA specific 

Nutrition and health indicators 

were unavailable for programming. 

Action Against Hunger (ACF) 

conducted a SMART Nutrition 

and mortality survey in the LGA to 

estimate the prevalence of 

malnutrition to serve as a baseline 

for HeRoN interventions and 

inform the HeRoN partners to 

respond to the needs and adjust 

project activities. The assessment 

also served as a guide for Yobe 

State Primary Health Care Management Board (SPHCMB), Nutrition Sector and other actors in the 

LGA in improving the current level of programming and planning programs to improve the 

nutritional status of the children in those areas. 

1.4. Purpose/Rationale of conducting SMART survey 

The main purpose for conducting the SMART Survey for Damaturu LGA was to assess baseline 

information on nutritional status of children aged 6-59 months for purposes of decision making 

towards better programming for ACF/AAH and other stakeholders. Previous surveys (NFSS) was 

conducted at domain level (representing more than one LGA) and thus it was not possible to have 

findings that reflect the actual situation at LGA level.  

1.5. Study Objectives 

General objective 

The general objective of this survey was to assess the nutritional status of children aged (6-59 months), 

crude and under-five mortality rates in Damaturu LGAs.  

Specific objectives 

▪ To determine the prevalence of acute malnutrition (wasting), chronic malnutrition (stunting), 

and underweight among children aged 6-59 months. 

▪ Determine the prevalence of crude death rate (CDR) and under-five death rate (U5DR).  

▪ To determine the prevalence of main childhood illnesses among children aged 0-59 months 

(2 weeks recall).   

 

Figure 3: Food and Nutrition insecurity projection June-August 

2021 
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▪ Determine the prevalence of selected infant and young child feeding (IYCF) indicators: 

Early initiation of breastfeeding <1 hour of birth, exclusive breastfeeding (EBF) <6 months, 

continued breastfeeding at 1 year (12-15 months), introduction of solid semisolid food (6-8 

months), minimum dietary diversity (MDD) among children aged (6-<24 months), minimum 

meal frequency (MMF) among children aged 6-<24 months, minimum acceptable diet among 

children aged 6-<24 months.  

▪ Determine Vitamin A supplementation coverage among children aged 6-59 months, 

deworming coverage among children aged (12-59) months and Measles vaccination coverage 

among children aged (9-59) months.  

▪ Determine the prevalence of maternal malnutrition by MUAC among women aged 15-49 

years.   

▪ Determine the water, sanitation and hygiene (WASH) practices at household level.  

▪ Assess household food security situation; Household Dietary Diversity Score and coping 

strategy  and Food consumption score  

▪ To establish recommended actions to address identified gaps to support planning, advocacy, 

decision making and monitoring.  

 

2.0. Study Methodology 

2.1. Target population 

The target population for this survey were children aged 6 – 59 months for anthropometric indicators, 

while the general population in the sampled households in selected clusters were interviewed for the 

mortality indicators. Caregivers of children aged 0 - 59 months were interviewed as respondents to 

provide information on child health and nutrition as well as other health and nutrition indicators.  

2.2. Survey design 

The study employed across-sectional quantitative method applying a two-stage cluster sampling using 

the SMART survey methodology with Stage 1(one) involving selection of clusters through Probability 

Proportional to Size (PPS) of their population using Emergency Nutrition Assessment (ENA) for 

SMART software version 11th January 2020. Stage 2 involved the selection of households from the 

sampled clusters using systematic random sampling.   

2.3. Sampling Procedure: Selection of Households 

Definition of household for the survey: A Standard SMART definition of household was adopted 

defined as a group of people living together, cooking and eating from the same cooking pot. 

Polygamous families were defined based on the same concept, if a husband had several wives who 

had their own separate cooking arrangement, even if living in the same compound, were treated as 

different households. On arrival in the selected clusters/community, the team leader met with the 

community leader, introduced themselves and explained the survey objectives.  

Household selection techniques: A total of 14 households per sampled cluster were included in the 

survey with each team working on one cluster per day. In case a child, caregiver or entire household 

were absent the team re-visited the household on the same day after completion of data collection 

from the other households.  
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Systematic random sampling was employed where a sampling interval (S.I.) was calculated followed 

by selection of starting point; a number between 1 and S.I was randomly selected to determine the 

first household. The team leader with support of the team then proceeded to calculate the remaining 

households by adding the sampling interval from the first selected household until the obtained they 

required 14 households. In larger clusters with more than 250 households or households spread across 

the cluster, segmentation was applied followed by random selection of one portion or segment.  

In all selected households, the age for children aged 0-59 months was confirmed from health records, 

birth certificate, immunization card and calendar of events, followed by taking of anthropometric 

measurements for children 6-59 months while caretakers or mothers of children aged 0-23 months 

were interviewed on Infant and Young Child Nutrition (IYCN).  

2.4. Sample size calculation 

The sample size for the assessment was calculated based on key parameters for the primary outcomes; 

(Global Acute Malnutrition (GAM WHZ<-2SD) and Crude Mortality Rate (CDR). Table 2 illustrates 

the sample size calculations for both the anthropometric and mortality which was done using the ENA 

for SMART software version 11 January 2020 for Damaturu LGA. 

  

Table 2: Anthropometric and Mortality sample size and justification 

Description  Prevalence 
used  

Assumptions Based on Context 

Estimated 
Prevalence of 
GAM (%) 
 

12.7%  NFSS, 9th Round at domain level; Upper confidence limit was applied since 
no previous survey had been conducted at LGA level. The global acute 
malnutrition GAM rate (WHZ<-2SD) for Southern Yobe domain under 
which Damaturu LGA is found, was 10.2% (8.1-12.7 95% C.I). 
Situation Projection: The second projection period (May – August 2021) 
indicated a significant reduction in food availability, increased insecurity, 
heavy rains, and increased household workload. The food stores’ depletion 
and reduced market activity due to roads damaged by the heavy rains would 
result in increased food prices, reduced delivery of food aid and other 
humanitarian services, especially in hard to reach areas. Nutrition and health 
program activities were projected to be affected by access constraints. The 
projection period was characterized by a high prevalence of diarrhea and 
malaria, a significant cause of acute malnutrition among children under-five. 
The overall care practices were also affected by the increased farm workload 
(planting) among women in farming communities. 
As a result, the levels of acute malnutrition was expected to significantly 
increase across the LGA compared to the projection period of January – 
April 20216. 

± Desired 
Precision 

3.75 A low precision was applied to keep the sample size to a necessary minimum. 
The justification of the low precision was based on estimated GAM 
prevalence used and consideration of implementation of SMART surveys 
during COVID-19.   

Design 
Effect  
(if applicable) 

1.5 Previous Design effect at the LGA level was unavailable. Domain level 
design effect from NFSS Round 9 for Southern Yobe  data was 1.35, Since 
there is no LGA specific a  design effect, of 1.5 will apply  

Children to 495 As calculated from ENA for SMART software 

                                                           
6 IPC Acute malnutrition analysis September 2020 to August 2021 
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be included 

Average HH 
Size 

5.9 Obtained from NFSS round 9  for Southern Yobe Domain 

% Children 
under- 5 

20.2 Obtained from NFSS round 9  for Southern Yobe  Domain 

% Non-
response 
Households 

10% To cater for any unforeseen challenges but also reported experiences on 
non-responses from recent NFSS round 9 at Southern Yobe domain.  

Households  512 As calculated from ENA 

Estimated 
Death Rate/ 
10,000/day 

0.24 Obtained from recent NFSS round 9 at domain level where CDR was 0.13 
(0.07- 0.24) for Yobe South Domain. Upper confidence limit was applied.  

± Desired 
Precision 
/10,000/day 

0.3 Precision was based on estimated death rate applied in sample size 
calculation as guided by SMART methodology.  

Design 
Effect (if 
applicable) 

1.5 Previous DEFF at LGA level is unavailable. The Domain level Design effect 
is 1. A conservative design effect of 1.5 is thus used. 

Recall Period 
in Days 

149 The only memorable recall event for mortality indicator was new year 
celebrations. Data collection  was planned for 15th to 21st May 2021 the 
number of recall days will be  135 days  

Population  1123 As calculated from ENA 

Average HH 
size 

5.9 Obtained from NFSS round 9  

% Non-
response 
Households 

10% To cater for any unforeseen challenges but also reported experiences on 
non-responses from recent NFSS round 9 at domain level. 

Households 
to be 
included 

211 As calculated from ENA for SMART software 

 
Given the sample size for Anthropometry was higher than mortality, by more than half, the 

survey team  skipped  one household to administer the mortality questionnaire in the order 

of Household 1,3,5,7,9,11,13. 

2.5. Number of clusters 

The number of clusters and households required in the LGA was determined based on the number 

of households a survey team could comfortably assess in a day with calculation indicated in Table 3. 

This was adjusted based on SMART survey guidelines on conducting household level data collection 

in humanitarian situations during COVID-19 pandemic7.  

 

 

 

 

 

                                                           
7 SMART interim guidance on conducting household level data collection in humanitarian situations during COVID-19 Pandemic, 
October 2020. 
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Table 3: Calculation of households assessed per team per day 

Activity Estimated Time (Variable depending on 
security context) 

Departure from Office to the Field 8:00 AM 

a)Daily morning Briefings 10 minutes 

b)Travel to clusters 20 minutes 

c)Introduction and household list development  30 minutes 

d)Lunch break/prayers 40 minutes 

e)Average time taken from one household to next 5  minutes 

f)Travel back to base 20 minutes 

Total time for household listing, travelling and breaks 
(a + b + c + d + f) 

120 minutes 

Arrival back to Base 5:00 PM 

Total Available time in a day-Given Ramadhan Period  8hrs (480 minutes) 

Available time for work  480 –120 minutes= 360 minutes 

Average time taken to complete one questionnaire 20 minutes 

Average time taken to complete a household in the LGA based on the above calculation was 25minutes. 
Number of households to be completed per cluster per day are: 360/25=14 households 

 

2.6. Survey teams, training. 

Seven teams were trained in Potiskum to implement the survey in both Damaturu and Fune for 5 days 

from 5th to 9th June 2021 which included three class days, standardization test and pilot where mothers 

and their children aged (6-59 months) were mobilized and voluntarily participated in the exercise. The 

results of standardization test are shown in Annex 2. Three teams conducted the survey in Damaturu 

LGA.  

Each team was composed of four (4) members (Team Leader, Measurer, assistant and Local 

Guide).The survey team was also supported by two supervisors, one from ACF and one Yobe State 

hospital primary healthcare management board. 

 

Field Test-Pilot Test  

The survey teams were engaged in pre-testing data collection tools and methods, sampling of 

households, interviews and recording of responses a day after standardization test exercise. The field 

test was implemented in two community units/clusters not sampled clusters for actual data collection. 

2.7. Case Definitions  

Anthropometry 

Acute malnutrition (Weight-for-height Z score (WHZ) 

Acute malnutrition among children 6-59 months was expressed using two indicators: Weight-for 

Height (WHZ) and Mid-Upper Arm Circumference (MUAC) as described below. A child’s nutritional 

status is estimated by comparing to the WHZ curves of a reference population. These curves have a 

normal shape and are characterized by the median weight (value separating the population into two 

groups of the same size). MUAC is used as screening tool for identifying malnourished children and 

women of reproductive age 15-49 years for management. Many countries and programs have 

established their own MUAC cut-offs to determine eligibility for program services. The criterion used 



15 
 

to determine nutritional status of children and women of reproductive age and appropriate referrals 

done based on the respective cut-offs (Table 4) 

Table 4: MUAC thresholds and interpretation 

 
Weight-for-height 

index (W/H) 

MUAC for 
children 6-59 

MUAC for Women  
15-49 years (NFSS) 

Nutritional status/ 
interpretation 

Children 
6-59 

months 
and 

Women 
15-49 
years 

WFH  -2.0 Z scores 125≤135mm ≥221  None/Mild 

WFH  - 3.0 and <-
2.0Z scores ,No edema 

11.5≤125mm 
 
214 ≤ 221mm 
 

Moderate acute 
malnutrition 

WFH <-3.0  Z scores 
and/or edema 

<11.5mm 
 

 
<214 

Severe acute 
malnutrition 
 

 

Chronic malnutrition (Height-for-age Z score (HAZ) 

 

Stunting is the impaired growth and development that children experience from poor nutrition, 

repeated infection, and inadequate psychosocial stimulation. Children are defined as stunted if their 

height-for-age is more than two standard deviations below the WHO Child Growth Standards 

median8 . This index reflects the nutritional history of a child rather than his/her current nutritional 

status. The same principle is used as for WHZ; except that a child’s chronic nutritional status is 

estimated by comparing its height with NCHS 1977 standards height-for-age curves. The height-for-

age index of a child from the studied population expressed in Z-score (HAZ). The HAZ cut-off points 

in are shown in (Table 5). 

Underweight (weight-for-age Z score (WAZ) 

Underweight indicates the weight of the child compared to Weight-for-Age index and in Z-scores of 

NCHS 1977, with underweight cut-off points shown in Table 5.  

Table 5: Cut offs points of the Height for Age index (HAZ) and Weight for Age (WAZ)  

Indicator  Stunting (Height for Age -HAZ) Underweight(Weight for Age-WAZ) 

Global  HAZ < -2 S Z scores WAZ< -2 Z scores 

Moderate  HAZ < -2 and ≥ -3 Z scores WAZ < -2 and ≥ -3 Z scores 

Severe  HAZ < -3 Z scores WAZ < -3 Z scores 

 

Nutritional bilateral pitting edema 

Nutritional bilateral pitting edema is one of the most severe clinical forms of severe acute malnutrition. 

Children with bilateral edema were categorized as being severely malnourished, regardless of their 

WHZ.  

 

 

 

                                                           
8 https://www.who.int/news/item/19-11-2015-stunting 
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Mortality  

 

The mortality indicators included all households, regardless of the presence of children. All members 

of the household were listed using the household definition with calculations for Crude and under 

five Death rate shown below9 .  

Crude death rate (CDR) 

Number of persons in the total population that dies over a defined period.  

 

 

Under-5 death rate (U5DR)  

The probability of children aged 0-5 years to die during a specific time. Calculated as:   

 

 

Where K time period 

 

Health  

Immunization status, vitamin A supplementation and deworming 

Mothers/caregivers of all children 6-59 were asked if the children had received all the necessary 

vaccinations. The vaccinations asked were; Measles for children 9-59 months while Vitamin A 

supplementation in the last six months was asked for children aged 6-59 months. Deworming was 

asked to caregivers of children 12-59 months. If the vaccination card was not be available to confirm, 

then recall by the caregiver was considered. Vitamin A samples were shown to caregivers. 

Morbidity 

Mothers/caregivers of children (0-59) months were asked if the children had experienced any illness 

in the 14 days prior the day of the survey. Acute respiratory infection (ARI), fever, malaria, and 

diarrhea was recorded when symptoms matching the case definition were described by the caregiver. 

Other diseases mentioned were also captured. 

 

Water Sanitation and Hygiene (WASH) 

The respondents were asked about the source of drinking water and distance taken to reach the source. 

The distance to water, or time to collect water, is often the main constraint of access to water, and 

associated with the quantity of water used. The caregivers were also asked on what occasions they 

                                                           
9 SMART_MAY_2021/SMART_Guideline/SMART-Manual-2.0_Final_January-9th-2017-for-merge-3%20(1).pdf 
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washed their hands and what they used to wash their hands to determine the hand washing practices 

and types of toilet facilities used.  

 

Infant and Young child feeding (IYCF) 

The IYCF indicators were determined by asking the mothers/caregivers of children aged 0-23 months 

on the feeding practices as follows among others: 

 

 Child ever breastfed:  Proportion of children aged 0-23 months who have ever 

received breast milk. 

 Exclusive breastfeeding under 6 months: Proportion of infants (0-5) months of 

age who are fed exclusively with breast milk. 

 Continued breastfeeding at 1 year:  Proportion of children (12-15) months of age 

who are fed with breast milk. 

 Minimum Dietary Diversity Score: Proportion of 6-23 months children who 

consumed minimum four food groups in the last 24 hours. 

 Appropriate complementary feeding: The transition from exclusive breastfeeding 

to family foods – referred to as complementary feeding – typically covers the period 

from 6–23 months of age, even though breastfeeding may continue to two years of 

age and beyond10  

Household questionnaire: This tool collected contextual household information to include 

household foods consumed and sources, coping mechanism during food stress times among other 

indicators (Annex 5) 

2.8. Data collection, data management and Data Quality 

 

Data Collection and Supervision 

 

 The survey was led by ACF SMART Survey Manager with support of ACF program teams. Local 

consultants with technical oversight from the SMART Survey Manager implemented training and data 

collection. Other ACF staff11, as well as Yobe State Primary Health Care Development Agency 

BSPHCDA staff provided supervision of the survey teams. Daily data quality checks was conducted 

and feedback given to teams on a daily basis. Data was collected through Kobo collect where 

ACF/AAH Server was used to transmit the data.  

 

Data Analysis, results and output 

The anthropometric and mortality data was analyzed using ENA for SMART software version 11th 

January 2020 while data on immunization, maternal nutrition, morbidity and other indicators were 

analyzed using SPSS and excel.  

 

                                                           
10 World Health Organization (WHO) - Evidence for Nutrition Actions (eLENA) 
 
11 Security coordinator , Community mobilizers, Logistics and HeRoN Project officers  
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Ethical consideration and Clearance   

Approval to conduct the survey was sought from the Nutrition Sector Nutrition Information Working 

Group (NIWG) where the survey protocol was shared and presented for input and validation. This is 

after methodological clearance from Action Against Hunger ACF technical Advisers and other 

internal data quality check mechanisms. 

 

Clearance to conduct the survey was sought from respective LGAs and in strict conformity with 

country COVID-19 protocol ensuring all prevention procedures were adhered to as detailed in the 

guideline including procurement of needed supplies, observing social distancing during training and 

at household data collection.  

 

At the household level, consent was orally sought by reading out to all respondents within the sampled 

household’s informed consent and asking if they agreed to participate. Only respondents who 

voluntarily accepted to participate in the survey were interviewed and anthropometric measurements 

taken for children 6-59 months taken where appropriate. The survey teams ensured strict adherence 

to ACF policies including security, prevention of Sexual exploitation and Abuse (PSEA) policy, code 

of conduct during implementation of the survey.  

 

3.0. Survey Challenges  

Six clusters were not reached due to security risks, subject to this challenge, reserve clusters were 

activated as per the SMART survey methodology. 

Given the security advice to reduce the number of teams conducting data collection, increased data 

collection period hence risks delaying response, given SMART results in this context is used in 

response programming. 

Damaturu LGA being predominantly urban, the survey team had challenges accessing housholds as 

well as meeting respondents as most of household heads had gone to work in their businesses in town, 

forcing the teams  to make several call backs till late in the day. 
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4.0. Survey Results  

4.1. Survey achievements and data quality  

At the end of the data collection period, the survey teams managed to collect data from 467 (91.2%) 

households with one household declining interview. The sample size achieved was within the target 

sample factoring a 10% non-response rate during the planning stage. The survey team managed to 

conduct the assessment in 30 clusters out of 36 clusters. Six clusters were not accessed due to security 

reasons thus the team activated all the four reserve clusters with achievements shown (Table 6).  

Table 6: Survey targets and achievements 

Indicators Target Sample Achieved sample Percentage Coverage 

Households 512 467 91.2% 

Children 6-59 months  495 562 111.7% 

Women of reproductive  age - 615 - 

Mortality population 1123 1404 125% 

 

4.2. Results of Child Nutrition status  
4.2.1. Anthropometric results (based on WHO standards 2006) 

562 children between 6-59 months were measured for height/ length, weight, and MUAC and checked 

for Edema. The nutritional analysis for Weight for Height (WHZ), Weight for Age (WAZ) and Height-

for-Age (HAZ) was based on 553, 556 and 545 children respectively as shown in table 5. Out of 562 

children, 284 boys and 278 girls comprised the sample for the anthropometric survey (Table 7) 

 

Table 7: Distribution of surveyed children by age and sex 

 Boys Girls Total Ratio 

AGE (months) no. % no. % no. % Boy: girl 

6-17 60 49.2 62 50.8 122 21.7 1.0 

18-29 78 55.3 63 44.7 141 25.1 1.2 

30-41 64 51.6 60 48.4 124 22.1 1.1 

42-53 53 41.7 74 58.3 127 22.6 0.7 

54-59 29 60.4 19 39.6 48 8.5 1.5 

Total 284 50.5 278 49.5 562 100.0 1.0 

 

4.2.2.  Prevalence of Acute Malnutrition by Weight for Height Z-score 

Wasting or acute malnutrition is the condition represented by the measure of thinness or bilateral 

edema. The overall prevalence of Global Acute Malnutrition based on WHZ criteria was 14.5 % (11.6 

- 17.8 - 95% C.I.) classified as serious as per WHO classification with the prevalence of severe acute 

malnutrition was 2.0 % (1.1 - 3.7- 95% C.I.). The output from ENA software on child malnutrition 

by sex indicated that girls were more malnourished than boys with malnutrition among girls at 15.0 % 

(11.1 - 19.9 -95% C.I) while boys 13.9 % (10.2 - 18.8 95% C.I.). The difference was however not 

significant with p-value of 0.715 as shown in (Table 8). 
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Table 8: Prevalence of acute malnutrition based on WHZ-scores and by sex 

 All 
n = 553 

Boys 
n = 280 

Girls 
n = 273 

P-Value 

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

(80) 14.5 % 
(11.6 - 17.8  
95% C.I.) 

(39) 13.9 % 
(10.2 - 18.8 
95% C.I.) 

(41) 15.0 % 
(11.1 - 19.9  
95% C.I.) 

0.715 

Prevalence of moderate malnutrition  
(<-2 z-score and >=-3 z-score, no 
edema)  

(69) 12.5 % 
(9.8 - 15.8  
95% C.I.) 

(34) 12.1 % 
(8.5 - 17.1  
95% C.I.) 

(35) 12.8 % 
(9.6 - 17.0  
95% C.I.) 

 

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

(11) 2.0 % 
(1.1 - 3.7  
95% C.I.) 

(5) 1.8 % 
(0.7 - 4.2  
95% C.I.) 

(6) 2.2 % 
(0.9 - 5.2 

 95% C.I.) 

 

 

The distribution of acute malnutrition 

by Weight-for-Height (in red) curve 

against the reference population 

distribution (in green) (Figure 4). The 

mean Weight-for-Height in Z-score 

was -0.98, skewed to the left 

indicating that children are more 

malnourished compared to the 

standard curve. The Standard 

Deviation (SD) of ±0.96. Suggests 

that data is of good quality since it is 

ranging between 0.8 and 1.2. 

 

 

 

Output from ENA software on acute malnutrition by WHZ  for different age groups,  shows that 

children aged children aged  6-29 months were more malnourished at 16.6% (12.2 – 21.7, 95% CI) 

compared children aged 30-59 months with  a GAM rate of 12.5%(9.0 – 16.9, 95% CI), however the 

difference in point prevalence was not statistically significant (P-Value 0.197). A further analysis of 

acute malnutrition among children aged 6-23 and 24-59 months shows that children aged 6-23 months 

were more acutely malnourished  compared with children aged 24 -59 months with a prevalence of  

18.3% (13.0 -24.6, 95% CI)  and   13.0% (9.8 -16.8, 95% CI) respectively. This was however not 

statistically significant (p-value 0.131). 

The findings shown in table 8 indicates the percentage of malnourished children from different age 

groups as highlighted in (Table 9).  

 

 

 

 

Figure 4: Distribution of acute malnutrition by WHZ 



21 
 

Table 9: Prevalence of acute malnutrition by age, based on WFH z-scores. 

  Severe wasting 
(<-3 z-score) 

Moderate wasting  
(>= -3 and <-2 z-score ) 

Normal 
(> = -2 z score) 

Edema 

Age 
(months) 

Total no. No. % No. % No. % No. % 

6-17 122 4   3.3 24  19.7 94  77.0 0   0.0 

18-29 137 4   2.9 11   8.0 122  89.1 0   0.0 

30-41 120 2   1.7 13  10.8 105  87.5 0   0.0 

42-53 126 1   0.8 15  11.9 110  87.3 0   0.0 

54-59 48 0   0.0 6  12.5 42  87.5 0   0.0 

Total 553 11   2.0 69  12.5 473  85.5 0   0.0 

 

The survey findings also show that there was no case of bilateral pitting edema identified, while 2.7% 

were marasmic as shown (Table 10).  

Table 10 : Distribution of acute malnutrition and edema based on WHZ 

 <-3 z-score >=-3 z-score 

Edema present  Marasmic kwashiorkor 
No. 0 (0.0 %) 

Kwashiorkor 
No. 0 (0.0 %) 

Edema absent  Marasmic 
No. 15 (2.7 %) 

Not severely malnourished. 545 
(97.3 %) 

4.2.3.  Prevalence of Acute Malnutrition by Mid-Upper Arm Circumference (MUAC) 

The overall prevalence of Global Acute Malnutrition (GAM) and Severe Acute Malnutrition (SAM) 

based on MUAC was 5.0% (3.4% - 7.3% 95% C.I) and 1.2% (0.6% - 2.5% 95% C.I.) respectively. The 

prevalence of Global Acute Malnutrition (GAM) by MUAC by sex shows girls were significantly more 

malnourished than boys, with girls 7.2% (4.8 – 10.7 95% C.I) as compared to boys 2.8 % (1.3 – 6.0 

95% C.I.)(p-value 0.015) as indicated in (Table 11).  

Table 11: Prevalence of acute malnutrition based on MUAC cut offs (and/or edema) by sex 

 All 
n = 562 

Boys 
n = 284 

Girls 
n = 278 

P-Value 

Prevalence of global malnutrition  
(< 125 mm and/or edema) 

(28) 5.0 % 
(3.4 - 7.3  
95% C.I.) 

(8) 2.8 % 
(1.3 - 6.0  
95% C.I.) 

(20) 7.2 % 
(4.8 - 10.7  
95% C.I.) 

0.015 

Prevalence of moderate malnutrition  
(< 125 mm and >= 115 mm, no 
edema)  

(21) 3.7 % 
(2.5 - 5.5  
95% C.I.) 

(5) 1.8 % 
(0.7 - 4.2 

 95% C.I.) 

(16) 5.8 % 
(3.7 - 8.9  
95% C.I.) 

 

Prevalence of severe malnutrition  
(< 115 mm and/or edema)  

(7) 1.2 % 
(0.6 - 2.5 

 95% C.I.) 

(3) 1.1 % 
(0.3 - 3.4  
95% C.I.) 

(4) 1.4 % 
(0.6 - 3.7 

 95% C.I.) 
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4.2.4. Combined Global Acute Malnutrition 

The prevalence of combined acute malnutrition by both MUAC and WHZ for the LGA was at 15.7 

% (12.5 - 19.4 95% C.I.), above WHO emergency thresholds as shown in (Table 12). Malnutrition 

cases identified by Weight for height (WHZ), MUAC and both are shown in (Table 13). 

  Table 12: Prevalence of Combined Acute Malnutrition by WHZ and MUAC. 

 All 
n = 562 

Boys 
n = 284 

Girls 
n = 278 

Prevalence of combined GAM  
(WHZ <-2 and/or MUAC < 125 mm 
and/or edema) 

(88) 15.7 % 
(12.5 - 19.4 95% 

C.I.) 

(40) 14.1 % 
(10.3 - 18.9 95% 

C.I.) 

(48) 17.3 % 
(13.0 - 22.5 95% 

C.I.) 

Prevalence of combined SAM  
(WHZ < -3 and/or MUAC < 115 mm 
and/or edema 

(14) 2.5 % 
(1.4 - 4.3 95% 

C.I.) 

(6) 2.1 % 
(1.0 - 4.6 95% 

C.I.) 

(8) 2.9 % 
(1.4 - 5.8 95% 

C.I.) 

 
Table 13: Malnutrition cases identified by WHZ, MUAC and Both 

 GAM  SAM  

 no. % no. % 

MUAC 8 1.4 3 0.5 

WHZ 60 10.7 7 1.2 

Both 20 3.6 4 0.7 

Edema 0 0.0 0 0.0 

Total 88 15.7 14 2.5 

 

4.3. Prevalence of Underweight 
Weight-for-age (WAZ) is a composite index of height-for-age and weight-for-height. It takes into 

account both acute and chronic malnutrition. The survey findings shows that 30.9 % (26.3 - 36.0 95% 

C.I.) of children in the surveyed population were underweight with 8.1 % (5.6 - 11.5 95% C.I.) being 

severely underweight. The prevalence of underweight by sex shows point prevalence underweight is 

higher among boys than girls are; however, it is not statistically significance p-value 0.912 as shown in 

(Table 12). 

Table 12: Prevalence of underweight based on WAZ scores by sex. 

 All 
n = 556 

Boys 
n = 282 

Girls 
n = 274 

P-Value 

Prevalence of underweight 
(<-2 z-score) 

(172) 30.9 % 
(26.3 - 36.0 95% 

C.I.) 

(88) 31.2 % 
(24.2 - 39.2 
95% C.I.) 

(84) 30.7 % 
(25.7 - 36.1 95% 

C.I.) 

0.912 

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

(127) 22.8 % 
(19.4 - 26.7 95% 

C.I.) 

(63) 22.3 % 
(17.6 - 28.0 
95% C.I.) 

(64) 23.4 % 
(18.6 - 28.8 95% 

C.I.) 

 

Prevalence of severe 
underweight 
(<-3 z-score)  

(45) 8.1 % 
(5.6 - 11.5 95% 

C.I.) 

(25) 8.9 % 
(5.3 - 14.4 95% 

C.I.) 

(20) 7.3 % 
(4.7 - 11.1 95% 

C.I.) 
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The distribution of underweight 

among children aged 6-59 

months shows a left skew 

compared to the reference 

population with a mean and 

standard deviation of -1.51±1.02 

indicating children are more 

underweight. 

The standard deviation of 1.02 is 

within the range of 0.8 – 1.2 

indicating good quality 

measurements as shown in 

Figure 5. 

A further segregation of 

underweight  by age shows that 

younger children  6-29 months  

were more underweight  by point 

prevalence with prevalence of 

34.4% (28.6 – 40.5,95% CI) compared children aged 30-59 months whose prevalence was 27.9%(22.9 

– 33.4,95% CI).The difference in underweight was however not statistically significant (P-value 0.106). 

A further analysis of underweight  among children aged 6-23 and 24-59 months shows that children 

aged 6-23 months were more underweight   at 33.3% (26.6 – 40.6, 95% CI)  compared to children 

aged 24 -59 months whose underweight  prevalence was  30.6 % (25.9 -35.5, 95% CI). This was 

however not statistically significant (p-value 0.524). 

The prevalence of moderate  underweight shows all ages were affected, while severe underweight 

children aged 6-17, 18-29 and 30-41 months had more underweight children compared with ages 42-

53 and 54- 59  as shown  in (Table 14). 

Table 14: Prevalence of underweight by age, based on WFA z-scores 

  Severe 
underweight 
(<-3 z-score) 

Moderate underweight 
(>=-3 and <-2 z-score ) 

Normal 
(> = -2 z score) 

Edema 

Age 
(months) 

Tota
l no. 

No. % No. % No. % No. % 

6-17 121 12   9.9 30  24.8 79  65.3 0   0.0 

18-29 138 15  10.9 32  23.2 91  65.9 0   0.0 

30-41 123 11   8.9 25  20.3 87  70.7 0   0.0 

42-53 126 6   4.8 28  22.2 92  73.0 0   0.0 

54-59 48 1   2.1 12  25.0 35  72.9 0   0.0 

Total 556 45   8.1 127  22.8 384  69.1 0   0.0 

 
 

 

Figure 5: Distribution of underweight among children 6-59 

months 
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4.4. Prevalence of stunting 

Stunting, a form of chronic undernutrition, reflects cumulative effects of poor nutrition during 

pregnancy and the first two years of life (the first 1000 days), diseases and other deficits. Stunting 

prevents children from reaching their full physical and mental potential as it impairs brain 

development, which makes children less capable in school and reduces productivity as they grow into 

adulthood. The survey findings showed the prevalence of stunting was 32.3 % (27.0 - 38.0 95% C.I) 

with 12.1 % (9.1 - 15.9 95% C.I.) being severely stunted. The stunting level in the LGA is categorized 

as high according W.H.O. There were more severely stunted boys than girls with no statistical 

significance (P-Value 0.216) as shown in (Table 15). 

 

Table 15: Prevalence of stunting based on HAZ z-scores by sex 

 All 
n = 545 

Boys 
n = 273 

Girls 
n = 272 

P-Value 

Prevalence of stunting 
(<-2 z-score) 

(176) 32.3 % (27.0 - 
38.0 95% C.I.) 

(88) 32.2 % (25.1 
- 40.3 95% C.I.) 

(88) 32.4 % (26.6 
- 38.7 95% C.I.) 

0.966 

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

(110) 20.2 % (16.3 - 
24.7 95% C.I.) 

(50) 18.3 % (13.4 
- 24.5 95% C.I.) 

(60) 22.1 % (17.2 
- 27.8 95% C.I.) 

 

Prevalence of severe 
stunting(<-3 z-score)  

(66) 12.1 % (9.1 - 15.9  
95% C.I.) 

(38) 13.9 % (9.9 - 
19.3 95% C.I.) 

(28) 10.3 % (7.2 
- 14.6 95% C.I.) 

0.216 

 

 

The distribution of stunting 

among children 6-59 months 

shows left skew, indicating 

sampled children are more 

stunted than the reference 

population with a mean of (-) 

1.48  shown in Figure 6 

A further  segregation of 

stunting  by age shows that 

children aged 6-29 months 

were more stunted with a 

prevalence of 36.1%(30.2 – 

42.4,95% CI) compared to 

children aged 30 -59 months 

whose prevalence was 29.0% 

(23.9 – 34.6, 95% CI). The 

difference in stunting among 

the age groups was not 

statistically significant (P –

Value 0.083). A further 

analysis of stunting  among children aged 6-23 moths and 24-59 months shows that children aged 6-

 

Figure 6 : Distribution of stunting compared with reference 

population. 
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23 were more stunted  at 33.8% (27.1 – 41.2, 95% CI)  compared to children aged 24 -59 months 

whose stunting prevalence was  32.2% (27.5 – 37.2, 95% CI). This was however not statistically 

significant (p-value 0.707).  

The ENA output shows age groups with more stunted children are 18-29 months and 30 - 41 months 

as shown in (Table 15). 

 
Table 16: Prevalence of stunting by age based on HAZ 

  Severe stunting 
(<-3 z-score) 

Moderate stunting 
(>= -3 and <-2 z-score ) 

Normal 
(> = -2 z score) 

Age 
(months) 

Total 
no. 

No. % No. % No. % 

6-17 119 8   6.7 23  19.3 88  73.9 

18-29 133 23  17.3 37  27.8 73  54.9 

30-41 121 18  14.9 23  19.0 80  66.1 

42-53 124 13  10.5 20  16.1 91  73.4 

54-59 48 4   8.3 7  14.6 37  77.1 

Total 545 66  12.1 110  20.2 369  67.7 

 

4.5. Mortality  

The survey team asked mortality questions to a total of 235 households. The findings showed that 

overall /crude mortality rate for Damaturu LGA was 0.14(0.05 – 0.44) while the under-five mortality 

rate (U5MR) was 0.46(0.11 – 1.88). The crude and under five mortality rates were below the WHO 

thresholds of more than 1 person per 10000 per day, and more than 2 persons per 10000 per day 

respectively. 

 

4.5.1.  Morbidity and treatment 

The survey findings indicated that  12.9% (10.3 – 15.9, 95% CI) of children were ill  from one or more 

illnesses in the past 14 days prior to data collection out of which  75.3% (63.8  – 84.7, 95% CI)  had 

fever, 49.3% (37.4 – 61.3, 95% CI) had Acute Respiratory Infection (ARI), while watery diarrhea 

accounted for 6.8% (2.3 – 15.3, 95% CI)  Figure 7. 
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A further analysis of 

where caregivers 

sought treatment for 

their children during 

illness indicated that 

the majority sought 

care from public 

clinics and shops12 at 

41.1% and 38.6% 

respectively. Other 

places where care was 

sought were; Private 

clinics or pharmacies 

(13.7%), CHW 

(2.7%) and traditional 

healers (2.7%). 

4.5.2. Child Immunization and supplementation 

Immunization is a critical public health intervention that protects children from morbidity and 

mortality. Nigerian government launched a fully-fledged expanded program on Immunization in 1978. 

The SMART survey, captured coverage of measles vaccination among children 9-59 months, and 

vitamin A supplementation among children 6-59 months and deworming among children between 12 

to 59 months. 

The survey findings indicated that 83.7% of children 6-59 months had received vitamin A 

supplementation in the last 6 months with 60.1% confirmed by card and 39.9% by recall. The 

proportion of 

children aged 9 to 59 

months who had 

received Measles 

vaccination was 

80.9% with 

confirmation by card 

at 59.0% while 41% 

were through recall. 

The coverage of 

vitamin A 

supplementation and 

measles vaccination 

were above the 80% 

WHO threshold. 

                                                           
12 This are shop-selling medicine besides other commodities. They are mostly in rural areas where pharmacies are not available. 

Figure 7: Child morbidity 
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Under the deworming program, all children above one year of age receive one tablet/ syrup of 

anthelmintic drug at least once every six months. The survey findings indicate 49.6%  of children 12 -

59 months received at least one deworming tablet in the past six months with 55.8% confirmed by 

card while 44.2% were confirmed by recall (Figure 8) 

 

4.6. Maternal nutrition status and level of education 

Under-nutrition in women of reproductive age is a significant risk factor for mortality and morbidity 

in both children and mothers. Underweight status in women has been associated with poor 

reproductive performance, poor pregnancy outcome and more specifically with intrauterine growth 

restriction (IUGR)13, and low-birth-weight (LBW)14 and increased risk of maternal deaths. In this 

survey, women aged 15-49 years were measured their mid upper arm circumference using adult MUAC 

tapes. 

MUAC cut-off of < 221 mm indicated malnourished women, while MUAC above 221mm were 

considered well nourished. The survey findings showed 17.2 % of all women reproductive age were 

malnourished with MUAC less the 221mm. A further analysis showed that 12.4% and 9.3% of all 

women and pregnant and lactating were severely malnourished respectively as shown Table 17. 

Table 17: Prevalence of malnutrition among women 15-49 years by MUAC 

 Indicators (Thresholds based on NFSS15  Percentage% (n) 

All women of 
reproductive age 
15-49 years  
(n= 565) 

Severely malnourished women  
(<214mm) 

12.4% (9.7 -15.4,95% CI)(n=70) 

Moderately   malnutrition 
(>214-<221mm) 

4.8% (3.2 -6.9,95% CI)(n=27) 

Normal/Well nourished (>221 cm) 82.7% (79.3 -85.7, 95% CI) (n=467) 

Pregnant and or 
lactating Women-
PLWs (n = 269) 

Severely malnourished women 
(<214mm) 

9.3% (6.1 -13.5,95% CI) (n=25 ) 

Moderate malnutrition (>214-<221mm) 5.9% (3.5 – 9.5,95% CI) (n=16) 

Normal /Well Nourished(>221mm) 84.7%(79.8 – 88.7,95% CI) (n=227) 

 
On the level of education among caregivers of children, it was established that a larger proportion of 

women (34.5%) have never attended any form of schooling, 21.0% attained education from Madrasa 

while 14.9% attained tertiary education. Other level of education attained by caregivers is shown in 

Figure 9 .   

 
 
 
 
 
 
 
 

                                                           
13Intrauterine growth retardation (IUGR) refers to a rate of growth of a fetus that is less than normal for the growth potential of a 
fetus, for that particular gestational age 
14Low birth weight (LBW) has been defined as weight at birth of less than 2,500 grams  
15 Nutrition and food security surveillance 
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4.7. Infant and Young feeding practices 

Its is important to note that infant and young child indicators are proxy indicators as they are riding 

on SMART survey sample size hence inadequate to conclude with the small sample size and narrow 

age cohorts required to analyze optimal infant and young child feeding practices (IYCF) indicators. 

Optimal infant and young child feeding practices (IYCF) includes; initiation of breastfeeding within 

an hour after birth, exclusive breastfeeding for first six months, and introduction to complementary 

feeding (6-8 months)   continued breastfeeding up to 2 years, Minimum dietary diversity and minimum 

acceptable diet among children 6-23 months. 

At the end of the survey, 205 children aged 0-23 months were reached and their caretakers interviewed 

for various IYCF questions where 91.2 %( 86.5 – 94.7, 95% CI) (n=187) had ever breastfed as shown 

in Figure 10. 

 

4.7.1. Early initiation of breastfeeding for children 0-23 months 

Early initiation of breastfeeding has benefits for survival and beyond. Breastfeeding promotes child 

survival, health, brain and motor development. While breastfeeding has lifelong benefits for both the 

mother and child. Early initiation of breastfeeding and exclusive breastfeeding for the first six months 

of life prevent neonatal and infant deaths largely by reducing the risk of infectious diseases. This risk 

is reduced because Colostrum contains a large number of protective factors that provide passive and 

active protection to a wide variety of known pathogens. Colostrum is particularly rich in these 

protective factors and its ingestion within the first hour of life prevents neonatal mortality16. 

                                                           
16 https://iris.paho.org/bitstream/handle/10665.2/53924/earlyinitiation_eng.pdf?sequence=1&isAllowed=y 
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Caregivers of children aged 0-23 months were asked when they first initiated breastfeeding to their 

children. The results show that majority of mothers/caregivers initiated breastmilk to their children 

with one hour of birth 63.6% (56.3 - 70.5, 95% CI) while those who initiated breastfeeding between 

(1-24hrs) were 35.8% (28.9 – 43.2,95% CI).A small proportion of mother initiated after 24hours of 

birth 0.5% (0.01 – 2.9, 95% CI). 

 

4.7.2. Exclusive Breast-feeding 

Exclusive breastfeeding or feeding only breast-milk eliminates the ingestion of pathogenic 

microorganisms through contaminated water, other fluids, and foods. It also prevents damage to the 

immunologic barriers in the infant’s gut from contaminants or allergenic substances in infant formula 

or food12. Mothers and caregivers of children 0-5 months of age were asked if they were breastfeeding 

the child presently, they were also asked if the child was given anything else to drink previous day and 

night. The findings from 25 children aged 0-5 months showed that 68% (46.5% - 85.0%, 95% CI) 

children were exclusively breastfed as shown in Figure 10.  

 

Initiation of Complementary feeding (6-8) months and Continued Breastfeeding at 12-15 

months 

After the first 6 months, breast milk alone is no longer adequate to meet the nutritional needs of the 

infants; therefore, timely initiation of complementary foods to child’s diet is recommended. This 

means introducing an infant with solid, semi-solid or soft foods at age 6 months. It is optimal or timely 

if at least initiated for infants aged 6–8 months. Appropriate complementary feeding should include a 

variety of foods to ensure nutritional requirements17. 

To capture the initiation of complementary feeding, mothers of children aged 6-8 months were asked 

if they fed the infants with soft/ semi-solid food during the previous day. The findings indicate that 

52.6% (35.8% - 69.0, 95% CI) of children 6-8 months received timely complementary feeding as 

shown in Figure 10. Continued breastfeeding at one year for children aged 12-15 months was found 

to be high at 95.4%(84.2 – 99.4,95% CI) (n=41). 

                                                           
17 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5793361/ 



30 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.7.3. Dietary diversity, minimum meal frequency and minimum acceptable diet  

The survey team collected information on complementary feeding practices to include; minimum meal 

frequency and dietary diversity for children 6-23 months. Analysis was done for both breastfed and 

non-breastfed children 6-23 months.  

 

Dietary diversity is a proxy for adequate micronutrient-density of foods14    Minimum Dietary 

Diversity is attained when children consume from four or more (≥ 4) out of seven (7) food groups. 

The findings indicated that 61.1%(53.6 – 68.3, 95% CI) of all children 6-23 months both breastfed 

and non-breastfed  consumed food from a minimum dietary diversity with variation in breastfed and 

non-breastfed groups with non-breastfed children having higher dietary diversity as shown in Table 

18. 

 

Minimum meal frequency indicates proportion of breastfed and non-breastfed children 6–23 

months of age, who received solid, semi-solid, or soft foods (but also including milk feeds for non-

breastfed children) the minimum number of times or more for breastfed and non-breastfed children 

6–23 months of age. The minimum is defined as four times for non-breastfed children 6–23 months, 

whereas for breastfed group those aged 6-8 months their minimum is two (2), while breastfed children 

aged 9-23 months, their minimum is three times 18  

The study findings showed a minimum dietary diversity among children aged 6-23 for breastfed and 

non-breastfed at 70% (60.0 -78.0, 95% CI) and 22.2% (6.4 -47.4, 95% CI) respectively as shown in 

Table 18. 

 

                                                           
18 WHO 2010, Indicators for assessing infant and young child feeding practices, part 3. 
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Minimum acceptable diet is defined as the proportion of children 6–23 months of age who receive 

a minimum diversified food and minimum meal frequency (apart from breast milk).The analysis of 

children aged 6-23 months both breastfed and non-breastfed indicated a low minimum acceptable diet 

of 38.7 % (31.5 – 46.2,95% CI) as shown in Table 18. 

 

Table 18: Complementary feeding practices for Breastfed and non-Breastfed Children 6-23 months 

Indicators Breastfed children 
(n=162) 

Non-Breastfed Children 
(n=19) 

Minimum Dietary Diversity  (MDD) 
Breastfed Children 6-23 months all children  

61.1%(53.6 – 68.3, 95% CI) n=110 

Minimum Dietary Diversity  (MDD) 
Breastfed Children 6-23 months  

58.0%(50.0 -65.7 ,95% 
CI) (n=94) 

84.2 %(60.4 -96.6,95% CI) 
(n=16) 

Minimum Meal Frequency (MMF) all age 
groups 6-23 months 

70% (60.0 -78.0,95% CI) 
(n=102) 

22.2% (6.4 -47.4,95% CI) 
(n=4) 

Minimum  Meal Frequency (MMF) 6-8 
months (n=38) 

50.0 % (33.4 -66.6,95% 
CI)(n=19) 

 

Minimum Meal Frequency (MMF) 9-23 
months(n=124) 

66.9 % (57.9 – 75.1,95% 
CI)(n=83) 

 

Minimum Acceptable Diet  (MAD)  6-23 
months both breastfed and Non-Breastfed 

 
38.7 % (31.5 – 46.2,95% CI)(n=70) 

 

4.8. Water, Sanitation and Hygiene (WASH)  

Access to safe drinking water, sanitation, and hygiene (WASH) affects community survival, health, 

nutrition, education, safety, dignity, income as well as quality of life. For children under five, water- 

and sanitation-related diseases are one of the leading causes of death. The following section presents 

the status of WASH practices in Damaturu LGA Yobe State.   

4.8.1. Source of drinking water and time spent  in fetching water 

The data from the SMART survey reveals that the majority of households get their drinking water 

from piped sources at 68.5% (64.0% - 72.6%, 95% CI). It was also found out that 18.0% (14.6% - 

21.8%, 95% CI) collect water from other source which include boreholes and water vendors, likewise 

10.5 %( 7.8 -13.6, 95% CI) of households obtain their water from dam or pond. The two water sources 

are unsafe and could put households at risk of waterborne disease. Other source of water mentioned 

was protected well with 3.0 %( 1.6 – 4.9, 95% CI) of households obtaining their drinking water. The 

graphical presentation of the water source is shown in Figure 11 

The survey results found out that majority of households take less than 30 minutes to the water source 

at  64.2% (59.6% - 68.5%, 95% CI) to fetch water which included collect water and coming  back to 

household; 35.8% (31.5% - 40.4%,95% CI) took between 30 - 60 minutes . 
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4.8.2. Water quantity consumed for drinking and cooking 

Quantity of water used in a household is a proxy indicator of hygiene. The sphere handbook 

recommends on average 15 liters per person per day (wpppd). The survey findings indicated that on 

average the households in Damaturu LGA consume water at 25.4 Litres per person per day. This is 

well above the SPHERE standards recommendation of 15 litres per person per day19. A further 

analysis of quantity of water used by households the findings showed that 18% ( 15.4 – 22.7, 95% CI) 

of households utilized less than 15 litres of water per person per day, while 81.1% (77.3 - 84.5,95% 

CI)  of households used on average more than 15 litres per person per day.  

4.8.3.  Practice and methods for water purification 

The survey study found that the majority of households 66.9% (62.5% - 71.2 %, 95% CI) do not do 

anything to their water to make it safe for drinking. A further analysis of households who consume 

water from unsafe water sources (Dam/pond and River), 75.2 % (66.9 – 82.2, 95% CI) do nothing to 

make water safe for drinking. For households who treat or do something to make water safe for 

drinking the main method used to improve water is letting water stand and settle, which might not be 

the most effective treatment option and households can still be at risk of water-borne diseases despite 

“treatment”. The other water treatment methods used by housholds are shown in Figure 12. 

 

 

 

 

 

 

                                                           
19 SPHERE, Humanitarian charter and minimum standards in Disaster response, The SPHERE Project, Edition 2004, ISBN: 92-
9139-0976, page 63  

  

Figure 11: Household sources of drinking water 
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4.8.4. Handwashing practices 

The respondents were asked on instances of handwashing. The findings indicated that the majority of 

the respondents wash their hands after defecation and before eating at 96.4% (94.2 – 97.8, 95% CI) 

and 71.9% (67.5 – 75.9, 95% CI) respectively. Other hand washing instances mentioned by households 

were before cooking and 

before feeding the child at 

67% (62.5 – 71.2, 95% CI) 

and 40.6% (36.1 – 45.1, 

95% CI) respectively. 

The findings also indicate 

32.6 %( 28.4 – 37.1, 95% 

CI) of households do 

handwashing after cleaning 

a child's bottom as shown 

in Figure 13. 

 

 

 

 

The findings also revealed that only 16.1% (12.8 – 19.7 %, 95% CI) of households practice all the five 

hand-washing practices, 46.1% (41.5 – 50.7, 95% CI) practice at least 3-4 handwashing practices.   

6.1% (12.8 – 19.7 %, 95% CI) practice handwashing at three critical points i.e. after defecation, before 

eating and before cooking whereas, 37.7% (33.3% - 42.3%, 95% CI) practice 1-2 hand-washing 

practices. 

 

Figure 12: Methods of water purification used by households 
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The study findings on items used by households during handwashing shows that the majority of 

households 77.6 %( 73.6 – 81.4, 95% CI) used water and soap among other hand washing items as 

shown in Figure 14. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.8.5. Defecation practices 

The survey findings shows that 64.8% (60.3 – 69.1, 95% CI) of households used Pit Latrine/traditional 

Pit Latrine for defecation, 30.9 %( 26.7 – 35.3, 95% CI) reported using flush toilets. 10.3% (7.6 -13.4, 

95% CI) of households reported using ventilated improved pit latrine (VIP) while small proportion 

of households 0.4 %( 0.05 -1.5, 95% CI) reported using bush or open field. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 14: Items used for handwashing 
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4.9. Food Security and Livelihood  

4.9.1. Household Demographic characteristics  

At the end of the survey, mothers/caregivers from 466 households were  interviewed. The study found 

out that the average household size in the LGA was seven persons. Majority of the housholds 97.4% 

were residents 2.4% internally displaced while returnees were 0.4%. Majority of the respondents were 

married at 90.6% while 7.1% were widowed Figure 15. 

 

 

 

 

 

 

 

 

 

 

 

 

4.9.2. Household source of Income 

Diet plays an important role in the growth and development of children. Low socioeconomic status 

puts children at risk of having poor diets, which can subsequently compromise their growth and 

development. Household income, a frequently used indicator of socioeconomic status, has 

consistently shown to influence diets. Children from low-income households are more likely to have 

inadequate intakes of macro and micronutrients such as protein, folate, calcium, iron, vitamin A and 

B vitamins20.  

The SMART survey team collected information on household income sources with results indicating 

the three most mentioned household income sources; permanent Job 32.2%, Casual labor 26.2%  and 

petty trading 23.4%. The type of income sources are in line with the urban livelihood in the study area. 

Other sources of household income are shown in Figure 16. 

 

 

 

 

 

 

                                                           
20 Zalilah Mohd Sahriff Et.al,2015, The relationship between household income and dietary intakes of 1-10 year old urban Malaysian 

Figure 15: Household Marital status 
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4.9.3. Household Dietary diversity 

Household dietary diversity indicators focus on the desired outcome of improved food access, which 

leads to improved household food consumption. A more diversified diet is associated with a number 

of improved outcomes in areas such as birth weight, child anthropometric status, and improved 

hemoglobin concentrations. An increase in the average number of different food groups consumed 

provides a quantifiable measure of improved household food access. In general, any increase in 

household dietary diversity reflects an improvement in the household’s diet21. 

The study findings indicated that the majority of households (97.6%) consumed from favorable dietary 

diversity of greater or equal to (≥6) food groups. 

The most consumed food were; cereals and cereals products (99.5%),vegetables(100%), oils and 

fats(100%),condiments (100%), while the least consumed foods were; eggs (21.9%), milks and milk 

products (36.9%), roots and tubers (33.9%), meat and poultry (58.2%), fish and seafood 

(69.1%).Consumption of dairy products and eggs was poor, while consumption of meats and seafood 

was fair. . Foods consumed by households are shown in Figure 17. 

Sources of most consumed food by households are market/shop or purchases with households 

purchasing Cereals and vegetables at 95.1% and 88.4% respectively. 

 

 

 

 

 

 

 

                                                           
21 Anne Swindale and Paula Bilinsky, September 2006; Household Dietary Diversity Score, Measurement of Household food access; 
Indicator Guide, FANTA. 

Figure 16: Household income sources 
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4.9.4. Food consumption score 

The Food Consumption Score (FCS) is the most commonly used food security indicator. It represents 

households' dietary diversity and nutrient intake over a 7-day reference period22 . 

The findings from Damaturu LGA SMART survey shows that the majority of households consumed 

from acceptable food consumption score (92.4%). Households, which consumed from borderline 

food consumption score were (7.8%) while few households consumed from poor food consumption 

score (0.6%) 

4.9.5. Reduced coping strategy Index (rCSI) 

Analysis of reduced coping strategy shows a relatively higher weighted coping strategy of 17.94. 

Despite households consuming from good/acceptable dietary diversity and food consumption scores, 

31.9% of households had challenges with food or money to buy food. The specific coping strategies 

employed by households are shown in Table 19.  

Table 19: Households reduced coping strategy index 

Form of coping strategy 
used/employed  

No of 
Households 

Mean number 
of  days utilized 

Weighte
d score 

Coping 
strategy index 

Consume less preferred foods 147 (31.6%) 4.56 1 4.56 

Borrowed from friends and 
Relatives 

41(8.8%) 1.76 2 3.52 

Limit portion size at meal times 106(22.8%) 2.3 1 2.3 

Restrict consumption of adults for 
children to eat 

29(6.2%) 1.72 3 5.16 

Reduce meals eaten in a day 10(2.2%) 2.4 1 2.4 

                                                           
22 https://resources.vam.wfp.org/data-analysis/quantitative/food-security/fcs-food-consumption-score 

Figure 17: Food consumed by households 
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Weighted Reduced Coping 
strategy 

   17.94 

 

 

5.0. Discussion and Recommendations  

 

The findings from Damaturu LGA survey showed that the LGA nutrition situation measured by 

Global Acute Malnutrition was at 14.5 % (11.6 - 17.8 95% C.I) classified as serious by WHO23  The 

prevalence of combined GAM by WHZ and MUAC shows 15.7 % (12.5 - 19.4 95% C.I.) which is 

categorized as critical. Analysis of acute malnutrition among children aged  6-29 months  and 30 -59 

months shows the prevalence of malnutrition  was higher among children aged 6 to 29 months at 

16.6% (12.2 – 21.7, 95% CI) compared to children aged 30-59 months whose prevalence was 

12.5%(9.0 – 16.9, 95% CI) , however the difference  was not statistically significant (P-Value 0.197). 

A further analysis of acute malnutrition among children aged 6-23 months and 24-59 months shows 

that children aged 6-23 months were more acutely malnourished  compared with children aged 24 -59 

months with a prevalence of  18.3% (13.0 -24.6, 95% CI)  and   13.0% (9.8 -16.8, 95% CI) respectively. 

This was however not statistically significant (p-value 0.131). 

 

The high prevalence of acute malnutrition can be attributed to household food intake and disease. 

Despite the good food consumption and household dietary diversity, 31.9% of households had 

challenges with food or money to buy food, thus employing one or more forms of coping mechanisms. 

There was a low minimum acceptable diet among children 6-23 months at 38.7 % (31.5 – 46.2, 95% 

CI that is a composite indicator of dietary diversity and meal frequency. Furthermore, the results show 

that while the majority of the children 0-5 months were exclusively breastfed, nearly a third of them 

missed out on this live saving intervention.  

 

The study found out that 12.9% (10.3 – 15.9, 95% CI) of children were sick two weeks prior to the 

survey date with majority the children (75.3%) suffering from fever, 49.3% from acute respiratory 

infection (ARI) and 6.8% from watery diarrhea. The high prevalence of ARI and Fever is attributed 

to the windy and dusty weather conditions. There was noted poor health seeking behavior among 

caregivers where only 41% sought care at public clinics and 13.7% at pharmacy 38.6% sought care at 

the shops  

The study found out that 10.5 % (7.8 -13.6, 95% CI) of households obtain their water from dam or 

pond, which could be contaminated and that majority of households 66.9% (62.5% - 71.2 %, 95% CI) 

do not do anything to their water to make it safe for drinking putting households at a higher risk of 

water borne disease. The survey findings noted a low level of child deworming with only 46.9% of 

children 12-59 months dewormed. 

 

                                                           
23 https://www.who.int/nutrition/nlis_interpretation_guide.pdf 
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The prevalence of chronic malnutrition among children showed a stunting prevalence of 32.3 % (27.0 

- 38.0 95% C.I.) categorized as high according to W.H.O. This high chronic malnutrition can be as 

result of poor child feeding practices. Despite the relatively good breastfeeding indicators, the study 

found out a low prevalence of age specific complementary feeding with infants aged 6-8 months 

feeding with soft/ semi-solid food during the previous day at 52.6% (35.8% - 69.0,95% CI) leaving 

out a larger proportion of children 6-8 months  having not received adequate diet to supplement 

breastmilk. The low minimum acceptable diet among children aged 6-23 month at 38.7 % (31.5 – 46.2, 

95% CI) could contribute to both the chronic malnutrition as well as acute malnutrition witnessed in 

the survey area 

The high stunting prevalence can also be caused by cyclic malnutrition among children worsened by 

the low health seeking behavior among caregivers leading to child stunting. 

The prevalence of underweight was 30.9 % (26.3 - 36.0 95% C.I.) categorized as high. A further 

segregation of underweight and stunting by age shows no statistical difference  in stunting and 

underweight between children aged 6-29 months and 30 -59 months with a P-Value  0.106 and 0.083 

for underweight and stunting respectively. 

A further analysis of underweight  among children aged 6-23 moths and 24-59 months shows that 

children aged 6-23 months were  more underweight   at 33.3% (26.6 – 40.6, 95% CI)  compared to 

children aged 24 -59 months whose underweight  prevalence was  30.6 % (25.9 -35.5, 95% CI). This 

was however not statistically significant (p-value 0.524).  

Likewise  analysis of stunting  among children aged 6-23 moths and 24-59 months shows that children 

aged 6-23 were more stunted  at 33.8% (27.1 – 41.2, 95% CI)  compared to children aged 24 -59 

months whose stunting prevalence was  32.2% (27.5 – 37.2, 95% CI) with no  statistical significant (p-

value 0.707). 

The following recommendations were proposed by the program teams to improve the health and 

nutrition situation in the study area as shown in Table 20



Table 20: SMART Survey Recommendations  

Study Findings  Possible contributing factors Recommendation  By 

WHO/implementer 

Time Frame  

High prevalence of 

acute malnutrition  

14.5 %( 11.6 - 17.8 95% 

C.I.) classified as serious 

by WHO 

Household food access with 

31.9% of households 

employing one form of coping 

mechanism 

Mapping of households with  food security 

challenges and provide with food support  

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

12.9% of children were sick 

two weeks prior to the survey 

date. (75.3%) suffered from 

fever, ARI (49.3%) while 

watery diarrhea affected 6.8%  

Design programs to enhance enhanced 

household hygiene to reduce diseases such 

as diarrhea and ARI. 

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

High prevalence of 

chronic malnutrition; 

32.3 % (27.0 - 38.0 95% 

C.I.) for stunting while 

underweight was at 30.9 

% (26.3 - 36.0 95% C.I.)  

low prevalence of age specific 

complementary feeding with 

infants aged 6-8 months 

feeding with soft/ semi-solid 

food at 52.6% (35.8% - 

69.0,95% CI) leaving out a 

larger proportion of children 

6-8 months  not received 

adequate diet to supplement 

breastmilk.  

Build capacity of health facility staff 

especially Lady Health Visitors (LHV) & 

Lady Health Workers (LHWs) to provide 

appropriate counselling on IYCF practices 

specifically to those who have children of 

0-23 months or are pregnant.  

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

low minimum acceptable diet 

among children aged 6-23 

month at 38.7 % (31.5 – 46.2, 

95% CI) could contribute to 

the chronic malnutrition  

Educating women and mothers on age 
appropriate child feeding using platforms 
such as mother-to-mother groups and 
mothers attending health facilities for ANC 
or seeking treatment for their children. 
 
Design a comprehensive Behavior Change 
Communication (BCC) program on IYCF 
and other basic factors affecting 
malnutrition.  

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 
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Use change agents to roll out BCC program 
(i.e. mothers, caregivers, fathers, volunteers 
LHW and/or facility staff). 

Watery diarrhea at 6.8% 

of children  

10.5 %( 7.8 -13.6, 95% CI) 

collect water from dam or 

pond which could be 

contaminated putting 

households at a higher risk of 

water borne disease. 

Improving household access to safe 

drinking water to avoid collecting water 

from unsafe sources. 

Mapping housholds who use unsafe water 

sources and provide them with safe sources 

or water purification access or options for 

them to use. 

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

Low water treatment with 

66.9% (62.5% - 71.2 %, 95% 

CI) do nothing to their water 

to make it safe for drinking.  

 

Raise awareness of the community on 

importance of water treatment or 

purification to enhance water quality for 

safe drinking. 

Provide housholds with water treatment 

chemicals or any locally available and 

acceptable methods of water treatment. 

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

Poor health seeking 

behavior during illness 

38.6% of caregivers sought 

care from shops CHW at 

2.7% and traditional healers  

2.7% 

Educate mothers/caregivers and the entire 

community through road shows, health 

facility and community volunteers on the 

importance of appropriate health seeking 

during illness. 

Advocate for community based programs 

on primary home based treatment of 

diarrhea and ARI cases 

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO 

Continuous  and 

building on existing 

programs 

Low child-deworming   The survey findings indicated 

that 46.9% of children aged 

12-59 months had been 

dewormed.  

Nutrition programs can serve as an entry 

point for increasing deworming coverage. 

There is a need to bridge the gap between 

deworming and nutrition programs. 

Moreover, DoH & NGOs should work 

closely together to increase the coverage 

and enhance proper documentation. 

SPHCMB and 

partners: ACF, IRC, 

UNICEF,WHO  

Continuous  and 

building on existing 

programs 

 



Annexes 

Annex 1: Plausibility report Damaturu LGA 

Plausibility check for: ENA_Anthropomery_Day 1-12.as  

 

Standard/Reference used for z-score calculation: WHO standards 2006 
(If it is not mentioned, flagged data is included in the evaluation. Some parts of this plausibility report are 

more for advanced users and can be skipped for a standard evaluation)  
 

Overall data quality  

 
Criteria                 Flags* Unit  Excel. Good    Accept  Problematic  Score  

 

Flagged data             Incl    %    0-2.5 >2.5-5.0 >5.0-7.5   >7.5  

(% of out of range subjects)            0      5        10      20         0 (1.3 %)  

 

Overall Sex ratio        Incl    p    >0.1  >0.05    >0.001   <=0.001  

(Significant chi square)                0      2        4       10         0 (p=0.800)  

 

Age ratio(6-29 vs 30-59) Incl    p    >0.1  >0.05    >0.001   <=0.001  

(Significant chi square)                0      2        4       10         0 (p=0.686)  

 

Dig pref score - weight  Incl    #    0-7   8-12     13-20     > 20  

                                        0     2         4        10        0 (4)  

 

Dig pref score - height  Incl    #    0-7   8-12     13-20     > 20  

                                        0     2         4        10        0 (6)  

 

Dig pref score - MUAC    Incl    #    0-7   8-12     13-20     > 20  

                                        0     2         4        10        2 (8)  

 

Standard Dev WHZ         Excl    SD   <1.1  <1.15    <1.20    >=1.20  

.                                      and   and      and       or  

.                        Excl    SD   >0.9  >0.85    >0.80    <=0.80  

                                        0     5         10       20        0 (0.96)  

 

Skewness  WHZ            Excl    #    <±0.2 <±0.4    <±0.6    >=±0.6  

                                        0     1         3         5        0 (-0.15)  

 

Kurtosis  WHZ            Excl    #    <±0.2 <±0.4    <±0.6    >=±0.6  

                                        0     1         3         5        0 (-0.10)  

 

Poisson dist WHZ-2       Excl    p    >0.05 >0.01    >0.001   <=0.001  

                                        0     1         3         5        0 (p=0.311)  

 

OVERALL SCORE WHZ =                    0-9  10-14    15-24     >25         2 %  

 

The overall score of this survey is 2 %, this is excellent.  

 

 

 

 

Annex 2: Standardization report 
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Annex 3: Sampled cluster 
S/N LGA Ward Settlement SetPop Sampled  

Clusters 

1 Damaturu Bindigari Pawari Bra Bra East 770 1 

2 Damaturu Bindigari Pawari Alhajiri B 
Mustapha 

975 2 

3 Damaturu Bindigari Pawari F.M.W QTRS 910 3 

4 Damaturu Bindigari Pawari Anguwan Boka S 950 4 

5 Damaturu Bindigari Pawari Alimarami 
Extension N 

900 5 

6 Damaturu Bindigari Pawari Police Barack 900 6 

7 Damaturu Bindigari Pawari Kandirari 955 7 

8 Damaturu Bindigari Pawari Layin Kuka 750 8 

9 Damaturu Bindigari Pawari Abacha Layin 
Kwa 

800 9 

10 Damaturu Bindigari Pawari Pawari B. Sani 755 RC 

11 Damaturu Damakasu Lawanti Bogo 540 10 

13 Damaturu Damakasu Majikawuri 715 11 

14 Damaturu Damaturu Central Al'ansar Line C 133 12 

15 Damaturu Damaturu Central Abba Ibrahim 
Estate 

790 13 

16 Damaturu Damaturu Central Mallumatari 
Lawanti 

755 14 

17 Damaturu Damaturu Central Buhari 
Extension 

875 RC 

18 Damaturu Damaturu Central Babban 
Tsangaya 

954 15 

19 Damaturu Damaturu Central Lowcost 
Extension 

160 16 

20 Damaturu Damaturu Central Bulama Fodi 464 17 

21 Damaturu Gambir/Maduri Falatari Bulama 
Ilu 

155 18 

22 Damaturu Kalallawa/Gabai Sindiri 254 19 

23 Damaturu Kalallawa/Gabai Ngelna,ishiri 125 20 

24 Damaturu Kukareta/Warsala Ba Mustapha 
Jalo 

300 21 

25 Damaturu Maisandari Waziri 
Ibrahim 

Maisandari 
Lawanti 

790 22 

26 Damaturu Maisandari Waziri 
Ibrahim 

Don-Etibath 
Extension 

755 23 

27 Damaturu Maisandari Waziri 
Ibrahim 

3Bedroom 
Extension  

780 24 

12 Damaturu Maisandari Waziri 
Ibrahim 

Maisandari 
Kangaletaya 

970 RC 

28 Damaturu Maisandari Waziri 
Ibrahim 

Red Brick South 455 25 

29 Damaturu Maisandari Waziri 
Ibrahim 

Waziri Ibrahim 
Extension South 

142 26 

30 Damaturu Murfa Kalam Dungurum 
Daurawa 

100 27 

31 Damaturu Nayi Nawa Gafen Kasuwa 174 28 
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32 Damaturu Nayi Nawa Tsallake Pilgrim 262 29 

33 Damaturu Nayi Nawa Hausari B. 
Adamu 

273 30 

34 Damaturu Nayi Nawa Anguwan 
Makabatua west 

496 31 

35 Damaturu Nayi Nawa Abbari Bututu 
West 

258 RC 

36 Damaturu Nayi Nawa Abba Primary 
School North 
Sani D. 

755 32 

37 Damaturu Njiwaji/Gwange New Foundation 156 33 

38 Damaturu Njiwaji/Gwange P.P Transformer 291 34 

39 Damaturu Njiwaji/Gwange BB Bread area 431 35 

40 Damaturu Njiwaji/Gwange Classic Motel 136 36 

 

Annex 4: Distribution of sampled housholds 

 

 

 

 



Annex 5: Questionnaire 
 

ACTION AGAINST HUNGER, YOBE (FUNE AND DAMATURU) SMART SURVEY QUESTIONNAIRE – MAY-

JUNE 2021 

A. INTRODUCTION 

During field test & data collection adherence to WHO, Federal and State Primary Health Care Management Board COVID-19 guidelines on social-

distancing, wearing masks, hand washing/sanitizing and monitoring of participants will be observed.  

Question # Question Options Skip Rule/command 

ID.001 Survey Date 

 

 

Date_-_Month_-_Year_-_-_- Restrict date to the date of survey. Can 

still capture future or previous dates 

ID.002A State 1=Yobe State  

ID.002B Name of Local Government 

Area(LGA) 

1=FUNE 

2=DAMATURU 

 

ID.002C 

Village/community/cluster Name 

 Propose to list clusters from 1-42 and 

Names of RCs 

ID.002D Cluster/community Number 

 

[__/__] from (1-42)-Fune, 

                     (1-36)-Damaturu 

Restrict cluster numbers to 42 and 36 

ID.003 Team Number 

 

[__]  (1-7) Restrict to a max of 7 or list teams1, 

team 2 …to 7 

 ID.004 Name of team leader  List of  team leaders  

ID.005 Name of the enumerator 

 

 If team 1 is selected then it links to 

enumerators names 

ID.006 Household Number 

 

[__/__] Fune:        1-12 

            Damaturu- 1-14 

Manually done  

  GPS coordinates   

ID.007A Latitude(To be read automatically by 

the application) 

 

 Should be at the end of the survey  

ID.007B Longitude(To be read automatically 

by the application 

 

 

  Informed Consent   

ID.008A Hello my name is [MY NAME].  I 

work for (Action Against Hunger 

and State Ministry of Health) and 

we are currently conducting a Health 

and Nutrition Survey in this 

community. Your household was 

selected by chance to participate into 

this survey and your participation is 

completely voluntary and 

confidential.  There will be nothing 

done against you should you refuse to 

participate in this interview. The main 

purpose of this interview is to assess 

the nutritional status of children 

less than 5 years. The information 

you share will only be used for the 

purpose mentioned above and will 

not be used against you anywhere and 

no additional benefit will be provided 

to you personally as a result of your 

participation  in this interview.  

 

Do you consent to participate the 

survey? 

No=0 

 

Yes=1 

 

 

Reason for declining 

 

if yes HD.01 
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ID.008B If no? 

 

  Skip to ID 108.B 

ID 108C If no, what was the reason of 

declining 

end of the interview End Interview 

B. HOUSEHOLD DEMOGRAPHICS/CHARACTERISTICS 

Question # Question Options Skip Rule 

HD.01 

What is your MAIN current source of 

income 

 

 

 

 

1=No income  

2= Sale of Livestock  

3= Sale of Livestock Products  

4= Sale of Crops 

5= Petty Trading e.g. Sale of Firewood 

6=Casual Labor 

7=Permanent Job  

8=Other (Specify)________ 

 

HD.02 

What is your Marital Status? 

 

1=Married 

2=Single 

3=Widowed 

4=Separated 

5=Divorced 

 

HD.03 What is the residency status of the 

household?    

 

1=Internally Displaced Person(IDP) 

2=Returnee 

3=Resident 

 

HD.03_1 How long has your households  

stayed in your current residence  

 

1= less a month 

2= 1 – 6months 

3= >6 months  

 

HD.04 

What is the current MAIN source of 

food for the household? 

 

 

1=Own Food Production 

2=Purchased Food  

3=Borrowed Food  

4=Food Gift 

5=Food Aid 

6=Casual Labor 

7=Food for Work 

8=Other (Specify) 

 

HD.05 Is this household receiving any food 

assistance? 

 

0=No 

1=Yes 

 HD.07 

HD.06 If YES, what is the frequency of 

receiving food assistance? 

 

1=Monthly 

2=Quarterly 

3=Others (Specify) 

 

HD.07 What is the total number of household 

members currently living in this 

household? 

[__] Restrict to Max of 10 

Minimum of 1 

HD.08 How many children aged between 0 

and 59 months are currently in the 

household?  

 

Note: Please confirm the age using 

the Health/Immunization Cards or 

through Recall as trained-(Age 

calendar of events).  

[__] If Zero (0) ski to Section D 

C. ANTHROPOMETRIC AND HEALTH INDICATORS 

NOTE: This section is only applicable for households which have children aged between 0 and 59 months, and all the children who are in this age 

group should be included. In case a household has more than one children in the age category, ensure to start the measurements with the less fussy 

child 

Question # Question Options Skip Rule 

 Cluster no   

 Hhd no   

 Team no   

ANT.101 Child ID [__] Restrict to 1-4 
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ANT.102 

Name of Child 

 

 

_____________________ Restrict this to only string. I can see it 

still captures numbers. 

 

Activate add group for addition of 

other children, if more than one 

ANT.103 What is the sex of [NAME]? 

 

M=Male 

F=Female 

 

ANT.104 

Date of Birth of [NAME] 

 

[____/____/________] 

[DD/MM/YYYY] 

Provide an aoto-Age calculator which 

will prompt child age in months just 

below the child’s birth date 

ANT.105 What is [NAME]’s age in months? 

 

 

 

 

[__/__] This is just a confirmatory check for 

child age.If different from what the 

enumerator calculated, let there be a 

prompt check 

 

ANT.106 How was age determined 

1=Document (Health Card/Certificate 

etc) 

2=Recall 

If Age is less than 6 months, then skip 

to IMU.103B. if 6 -59 months continue 

with Anthropometry  

ANT.107 Weight (kg) to the nearest 0.1kg [__/__].[__] Error: Skips this if child is 6 months 

ANT.108 Height (cm) to the nearest 0.1cm [__/__/__].[__] Error: Skips this if child is 6 months` 

ANT.109 Bilateral “pitting” Oedema present(it 

has to be confirmed from both feets) 

0=No 

1=Yes 

ANT.111 

Error: Skips this if child is 6 months 

ANT.110 

If yes, Please take a picture of the 

oedema test and submit to confirm. 

1=Yes 

9=Refused 

Take picture 

Error: Skips this if child is 6 months.  

Enable photo for Edema 

ANT.111 MUAC (cm)  

 

[__/__/__] Error: Skips this if child is 6 months 

 

 

IMU.101 

Has [NAME] received Vitamin A 

within the last 6 months? 

 

Note: Show the Vitamin A Capsule to 

the Caregiver 

1=Yes, Card 

2=Yes, Recall 

3=No 

4=Don't Know 

 

 

IMU.103 

IMU.103 

 

IMU.102 How many times has [NAME] 

received Vitamin A in the last 12 

months? 

Note: Show the Vitamin A Capsule to 

the Caregiver 

  

 

IMU.103 
Has [NAME] been vaccinated 

against measles? applicable for all 

children above 9 months 

1=Yes, Card 

2=Yes, Recall 

3=No 

4=Don't Know 

If Age is less than 9 months, then skip 

to IMU.104 

IMU.104 Within the last six months, was 

[NAME] given a deworming dose 

like (this/any of these)? (for children 

above 12 months) Show Sample 

1=Yes, Card 

2=Yes, Recall 

3=No 

4=Don't Know 

If Age is less than 12 months, then 

skip to H.101 

H.101 Has [NAME] been ill during the last 

2 weeks? 

 

0=No,  

1=Yes 

 HH.201 

 

 

H.102 

(If YES), What kind of illness? Use 

case definitions (If more than one 

illness is mentioned, take the 

prominent illness to avoid recording 

signs and symptoms of the same 

problem). 

 

Case Definitions: 

Fever with Chills Like Malaria: High 

temperature with shivering 

Cough/ARI: Any episode with severe, 

persistent cough or difficulty 

breathing 

 

1=Fever with Chill Like Malaria 

2=ARI/Cough 

3=Watery Diarrhea 

4=Bloody Diarrhea 

5=Others (Specify)_______ 

 

 

 

 HH.104B 

 HH.104B 
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Watery Diarrhoea: Any episode of 

three or more watery stools per day 

Bloody Diarrhoea: Any episode of 

three or more stools with blood per 

day 

 

 

 

 

H.103 Where did you take [NAME] for 

treatment? 

1=Traditional Healer 

2=Community Health Workers 

3=Private Clinic/Pharmacy 

4=Shop 

5=Public Clinic 

6=Relative/Friend 

7=NGO/Faith Based Organizations 

Clinics 

8=No Treatment Sought 

9=Others(Specify)_________ 

If 8, then skip to HH.201 

H.104A Did the child received medicine for 

treatment of illness? 

1=Yes 

2=No 

 

H.104B If child had Diarrhoea did they 

receive ORS or Zinc 

1=Yes 

2=No 

If child had watery  

Diarrhea 

D. FOOD SECURITY 

Question # Question Options Skip Rule 

Kindly list all the food items that were eaten by members of this household yesterday (day and night). Write down all foods and drink mentioned in 

the last 24 hours in the space below, Start with the first food or drink of the morning. When composite dishes are mentioned, ask for the list of 

ingredients.  

 

 

 HH_A:201-213)  

How many times 

in the last 7 day 

did Hdd consume 

from the food 

group (0-7) 

 

Error-This should 

follow every food 

group consumed 

ie how many 

times in the last 7 

days did 

household 

consume cereals? 

HH_B:(201-213) 

What the main source of dominant 

food consumed by household? 
1 =Own production            2 =Work for 
food                3 =Gifts from neighbours                          
4 =Market/shop purchase                                 
5=Borrowing/debts         6 =Food aid                       
7= Hunting                              8 = 
Fishing                             9 = Gathering               
99= Other, specify 
 
What was the main source of cereal 
consumed? 

 

 

 

HH.201 

Cereals and cereal products (maize, 

ground maize, wheat, white wheat, 

whole meal wheat, millet, rice, white 

grain sorghum, red sorghum , 

spaghetti, bread, foods example: 

Kunu/fura, Tuwo, Bura Bisko etc.) 

0=No 

1=Yes 

 

 

 

 

HH.202 

Milk and milk products 

(Fresh/fermented/powdered - sheep, 

goat, cow, Cheese (sour milk), 

condensed milk, yoghurt) 

0=No 

1=Yes 

 

 

 

 

HH.203 

Vitamin A rich vegetables and tubers 

(yellow fleshed pumpkins, carrots, 

orange fleshed sweet potatoes, 

yellow cassava) 

0=No 

1=Yes 

 

 

 

 

HH.204 

Dark green leafy vegetables 

(sorrel(yakwa), amaranth, kale, 

spinach, , onion leaf, pumpkin leaves, 

cassava leaves, dark green lettuce) 

0=No 

1=Yes 

 

 

 

 

HH.205 

Other vegetables (tomato, onion, 

squash, bell pepper, cabbage ,light 

green lettuce, egg-plant, cucumber, 

Kakarishi/Sesame leaves) 

0=No 

1=Yes 
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HH.206 

Vitamin A rich fruits (ripe mangoes, 

pawpaw)  

0=No 

1=Yes 

 

 

 

 

HH.207 

Other fruit (banana, orange, apple, 

coconut, custard apple, unripe 

mangoes, grapes, guava, 

watermelon, pine-apple, wild fruits 

(Giginya, Dabino, Taura, Guruba, 

Kadanya)and 100% fruit juices. 

0=No 

1=Yes 

 

 

 

 

HH.208 

Organ meat (liver, kidney, heart, 

lungs, Ragadaga) 

0=No 

1=Yes 

 

 

 

 

HH.209 

Meat and Poultry (cow, lamb, goat, 

camel, wild game, chicken, other 

birds such as guinea fowl and turkey) 

0=No 

1=Yes 

 

 

 

 

HH.210 

Eggs (eggs of chicken, guinea fowl, 

turkey) 

0=No 

1=Yes 

 

 

 

 

HH.211 

Fish (fresh or dried) and other 

seafood (shellfish) 

0=No 

1=Yes 

 

 

 

 

HH.212 

Legumes, nuts and seeds (cowpeas, 

beans, lentils , peanut, pumpkin seed, 

lentil seed, sunflower seed, wild nuts) 

0=No 

1=Yes 

 

 

 

 

HH.213 

White roots and tubers (white 

potatoes, cassava, arrowroot, white 

sweet potatoes,  or foods made from 

roots) 

0=No 

1=Yes 

 

 

 

 

HH.214 

Oils and Fats (cooking fat or oil, 

ghee, ground nut oil, palm oil, 

Aware(Tofu), butter, sesame oil, 

margarine) 

0=No 

1=Yes 

 

 

 

 

HH.215 

Sweets (sugar, honey, sweetened 

soda and fruit drinks, chocolate 

biscuit, cakes,, candies, cookies, 

Sugar cane and sweet sorghum stem) 

0=No 

1=Yes 

 

 

 

 

HH.216 

Condiments and stimulants (coffee, 

black & green tea, spices such as 

black pepper, Maggie, cinnamon, 

ginger, cloves, salt. Condiments e.g. 

ketchup, soy sauce, chilli sauce) 

0=No 

1=Yes 

 

 

 

 

 

 

 

In the past 7 DAYS, have there been 

times when you did not have enough 

food or money to buy food?  

 

If No; SKIP to question CG.100 

If YES, how often has your household 

had to: (INDICATE THE SCORE IN 

THE SPACE  

If No; SKIP to question CG.100 

 

 

 

 

HH.217  

Rely on less preferred and less 

expensive foods? 

 

PROVIDED) 

 

[__] 

 

HH.218 Borrow food, or rely on help from a 

friend or relative? 

[__]  

HH.219 Limit portion size at mealtimes? [__]  

HH.220 Restrict consumption by adults in 

order for small children to eat? 

[__]  

HH.221 Reduce number of meals eaten in a 

day? 

[__]  

E. MATERNAL HEALTH  

Question # Question Options Skip Rule 

 How many women 15-49 are in this 

household 

  

CG.100 Is the primary caregiver a male or a 

female? 

 

1=Male 

2=Female 

 If 1(Male) SKIP to CP.101 
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CG.101 What is the age of the mother or 

primary caregiver in years? 

[__/__]  

 

 

CG.102 
What is your HIGHEST level of 

education for primary caregiver? 

0=None 

1=Madrasa/Islamia 

2=Primary Education 

3=Secondary Education 

4=Tertiary Education 

 

 

 

CG.104 

What is your physiological status 

primary caregiver? 

0=Not Pregnant and Not Lactating  

1=Pregnant  

2=Lactating 

3=Pregnant and Lactating 

 

CG.105 MUAC of the women of reproductive 

age(15-49 years) in centimetres 

…..  (If more than one women, add group) 

 Are there any other women aged 15-

49 year 

  

F. INFANT AND YOUNG CHILDREN NUTRITION 

NOTE: This section is only applicable for households which have children aged between 0 and 23 months, and all the children who are in this age 

group should be included.  

Question # Question Options Skip Rule 

CP.100A Cluster Number 

 

 

 Lift the Cluster Number from ID.002D 

CP.100B Household number  

 

 

 Lift the Cluster Number from ID. 

ID.006 

CP.101 How many children aged 0 to 23.9 

months are currently in this 

household? 

[__] If Zero (0) skip to Section G 

CP.102 Name of Child 

 

 

Error: Accepts Number(Restrict to 

string)___________________ 

If more than 1 child 0-23 ask for each 

child-(Add group) 

CP.103 What is the sex of [NAME]? 

 

1=Male 

2=Female 

Activate add group for addition of 

other children, if more than one 

CP.104 What is the age of [NAME] in 

months? (completed) 

[__/__]  

CP.105_a  Has name ever been  breastfeed 

 

1=Yes 

2=No 

If No skip to CP.107 

All children 0≤23 months 

CP.105_b Soon after birth, after how long did 

you put [NAME] to the breast? 

 

1=Less than one hour 

2=Between one and 24 Hours 

3=After 24 Hours 

All children 0≤23 months 

CP.106 Was (NAME) breastfed yesterday 

during the day or at night? 

 

 

0=No 

1=Yes 

9=Don’t Know 

All children 0≤23 months 

 

 

CP.107 Next I would like to ask you about 

some liquids that (NAME) may have 

had yesterday during the day or at 

night.  

 

Did (NAME) have any (ITEM 

FROM LIST)? 

 

Read the list of liquids starting with  

‘A. plain water’  

 

 

0=No 

1=Yes 

9=Don’t Know 

 

 

 

 

 

 

 

 

 

[__] 

 

 

 

[__] 

 

 

 

 

B. Infant formula such as [insert 

local examples]? TIMES |___|___|  

 

0=No 

1=Yes 

9=Don’t Know 

 

C Milk such as tinned, powdered, or 

fresh animal milk? 

 

0=No 

1=Yes 

9=Don’t Know 
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D Juice or juice drinks?  

 

0=No 

1=Yes 

9=Don’t Know 

 

 

 

 

[__] E Clear broth? 

 

0=No 

1=Yes 

9=Don’t Know 

F Yogurt?  

 

0=No 

1=Yes 

9=Don’t Know 

G Thin porridge? 

 

0=No 

1=Yes 

9=Don’t Know 

H Other? (Any other liquids such as 

[list other water-based liquids 

available in the local setting]? 

 

0=No 

1=Yes 

9=Don’t Know 

  

 

CP.108 Did [NAME] eat any solid, semi-

solid or soft foods yesterday? 

(6-8) months 

0=No 

1=Yes 

9=Don’t Know 

If No OR Dont Know= skip to CP.109 

CP.108a Number of times the child was given 

solid, semi-solid or soft foods during 

the previous day?(6-23) 

  

CP.109 Did (NAME) drink anything from a 

bottle with a nipple yesterday during 

the day or night? 

 

0=No 

1=Yes 

9=Don’t Know 

 

Please tell me everything that [NAME] ate or drank yesterday during the day or night (whether at home or outside the home). Think about when the 

[NAME] first woke up yesterday. Did [NAME] eat or drink anything at that time? Keep probing ‘Anything else?’ until the respondent says ‘nothing 

else.’ If nothing else was given when [NAME] first got up, ask: 

✔ What did the [NAME] do after that?  

✔ Did [NAME] eat or drink anything at that time? 

✔ If yes, ask: Please tell me everything [NAME] ate or drank at that time. 

 Probe: ‘Anything else?’ until respondent says ‘nothing else.’ 

If respondent mentions mixed dishes like a sauce or stew, probe: What ingredients were in that MIXED DISH? Probe: ‘Anything else?’ Until 

respondent says ‘nothing else.’ 

 

As the respondent recalls each food, select YES for food or drink in the food group list on next screen 

CP.201 Grains, Roots and Tubers (maize, 

ground maize, wheat, white wheat, 

whole meal wheat, millet, rice, white 

grain sorghum, red sorghum, 

spaghetti, bread, white potatoes, 

cassava, arrowroot, white sweet 

potatoes,  or foods made from roots) 

0=No 

1=Yes 

 

CP.202 Legumes and Nuts (cowpeas, soya 

beans/beans, lentils , peanut/ground 

nuts, pumpkin seed, lentil seed, 

sunflower seed, wild nuts) 

0=No 

1=Yes 

 

CP.203 Dairy Products 

(Fresh/fermented/powdered - sheep, 

goat, cow, Cheese (sour milk), 

condensed milk, yoghurt 

0=No 

1=Yes 

 

CP.204 Flesh /Meats (cow, lamb, goat, camel, 

wild game, chicken, other birds such 

as guinea fowl and turkey, liver, 

kidney, heart, lungs or other organ 

meat),Fish 

0=No 

1=Yes 

 



51 
 

CP.205 Eggs (eggs of chicken, guinea fowl, 

turkey) 

 

0=No 

1=Yes 

 

CP.206 Vitamin A Rich fruits and  Vegetables 

(rich fruits and vegetables (Green 
Leafy vegetables, Papaya, Mango, 
Pumpkin, Carrot) 

0=No 

1=Yes 

 

CP.207 Other Fruits and Vegetables (tomato, 

onion, squash, bell pepper, cabbage 

,light green lettuce, eggplant) 

0=No 

1=Yes 

 

CP.208 

Oils and Fats 

0=No 

1=Yes 

 

CP.210 

Plain Water 

0=No 

1=Yes 

 

CP.211 

Sugar/Glucose Water 

0=No 

1=Yes 

 

CP.212 

Sugar/Salt Solution 

0=No 

1=Yes 

 

CP.213 

Gripe Water 

0=No 

1=Yes 

 

CP.214 

Fruit Juice 

0=No 

1=Yes 

 

CP.215 

Infant Formula e.g. NAN 

0=No 

1=Yes 

 

CP.216 

Tea/Coffee/Honey 

0=No 

1=Yes 

 

CP.217 Other Drinks 

 

0=No 

1=Yes 

 

G. WATER AND SANITATION 

Question # Question Options Skip Rule 

 

 

 

UE.101 
What is the main source of drinking 

water for your household? 

1=Piped Water 

2=Protected Well/Spring 

3=Open Well/Spring 

4=River 

5=Rain Water 

6=Dam/Pond 

7=Other (Specify )_______ 

 

UE.101_A 

How long does it take the HH to 

collect water (including travel to and 

from and waiting)?                     

1 = <30 min     

2 = >30min to <1hr                           

3 = >1hr to < 2hr                    

4 = >2hr to < 4hr                                 

5 = >4hr 

 

UE.101_B How many jerricans of water did the 

HH use yesterday in total (excluding 

water for washing clothes and for 

animal)?  

(Define how many litres in a jerry 

can if the population all use the 

same) 

  

UE.102 Do you do anything to your water in 

any way to make it safe to drink? 

0=No 

1=Yes 

 if no skip to UE.104 

 

 

 

 

UE.103 

If yes, what do you usually do to 

make it safer to drink 

1=Boiling 

2=Straining/Filtration  

3=Let it Stand and Settle 

4=Use Aqutabs Given by Aid Agencies 

5=Others (Specify) 

 

 

 

UE.104 

 

 

Yesterday (within last 24 hours) at 

what instances did you wash your 

hands? 

A=After Visiting the Toilet 

B=Before Cooking 

C=Before Feeding the Child 

D=After Cleaning Child’s Bottom 

E=Before Eating 

Multi-response question 
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F=Others (Specify)________ 

 

 

UE.104 

If the caregiver washes her hands, 

then probe further; what did you use 

to wash your hands? 

1=Water Only 

2=Water and Ash 

3=Water and Soap 

4=Water and Sand 

5=Water, Ash, Soap or Sand 

 

 

 

UE.105 
Where do household members 

usually defecate? 

1=Pit Latrine/Traditional Pit Latrine 

2=Ventilated Improved Pit Toilet 

3=Flush Toilet 

4=Bush/Field 

5=Other (Specify)________ 

 

    

 

H. Demography and Mortality Questionnaire 

DEMOGRAPHY & MORTALITY QUESTIONNAIRE (one per household) 

 

COUNTRY:   STATE:    VILLAGE: 

NAME OF RESPONDER:  

CLUSTER NO. [  ][  ] TEAM NO.  [  ][  ] HOUSEHOLD24 NO. [  ][  ] 
 DATE OF INTERVIEW:   [ D ][ D ]/[ M ][ M ]/ [ Y  ][ Y ] 

01 02 03 04 05 06 07 08 09 10 

 

 

No. 

 
 

Name 

 
Sex 

(M/F) 

 
Age 

(years) 

Joined on or 
after: 

Left  on or 
after: 

Born on or 
after: 

Died on or 
after: 

Cause of 
death 

(optional
) 

Location 
of death 

(optional) 

     (Start date of the recall period - from Jan. 1, 2021) 
New year celebrations 

  

    WRITE ‘Y’ for YES.  Leave BLANK if NO.   

a) List all the household members that are currently living in this household. 

1          

2          

3          

4          

5          

6          

7          

8          

9          

10          

11          

12          

13          

14          

15          

16          

17          

                                                           
24 
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b) List all the household members that have left this household (out migrants) since the start of the recall period. 

1     Y     

2     Y     

3     Y     

4     Y     

5     Y     

c) List all the household members who died since the start of the recall period.  

1       Y   

2       Y   

 


