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1. Justification 
 

Emergency conditions  

The Boko Haram conflict was declared to be a state of emergency at the beginning of 2012 
by the government. The impact on freedom of movement, livelihoods, markets, and 
humanitarian access have resulted in a severe food security and nutrition emergency North 
East Nigeria, Niger, Chad and Northern Cameroon.   

The emergency is currently focused in Borno Yobe and Adamawa states.  The insurgency 
and political violence in  these  states  has  caused  population  displacement, disruption  in  
livelihoods,  and  acute  food  insecurity.  According  to  the International  Organization  of  
Migration’s  (IOM)  June  2016  report,  there  are over  1.4  million,  159,445  and  111,671  
internally displaced persons (IDPs) in Borno, Adamawa and Yobe states respectively.  
 

 

Figure 1: Nutrition survey and screening results in Borno and Yobe states -8th Sept, 2016..  

Source: UNICEF, ACF, MSF, ALIMA, WFP, FEWS NET  
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The most recent state level estimates of global acute malnutrition from the National 

Nutrition and Health Survey July to September 2015 found 10.9%  (8.6, 13.7 95% CI) in 

Yobe,  11.5% (8.8, 14.9 95% CI) and in Borno 7.1% (5.0, 10.1 95% CI) in Adamawa.  The 

results were not perfectly representative of Borno as there were inaccessible LGAs at the 

time of data collection. These conditions were poor but were not among the highest 

prevalence of GAM in the northern Nigeria. It is likely that there pockets of acute 

malnutrition at that time but intense political violence prevented humanitarian access.  

Since the declaration of the nutrition emergency in April 2016, there have been small scale 

SMART and EFSA surveys conducted in Jere LGA Borno (April 2016), Jasuko LGA Yobe 

(May 2016), Gujba & Gulani LGAs Yobe (July 2016), Konduga LGA Borno (July 2016), 

Mondugo town (August 2016).  Most surveys were not fully analysed or written up.  The 

data were available for only two surveys. Digit preference negatively affected data quality 

for height, weight and MUAC in those data.  Insufficient sample size caused mortality 

estimates to be supressed. Variation in sampling methods and survey implementation 

complicated comparisons across surveys. These small scale surveys conducted by several 

partners on an opportunistic basis do not allow a clear picture of conditions to be 

presented.  Also the financial and human resources spent on unsystematic surveys and/or 

assessments prevents a more rational and effective use of limited emergency resources.  

 

 

Figure 2: Percentage of internally displaced children screened by UNICEF between 2nd 
May to 8th August 2016 who were moderately or severely acutely malnourished (MUAC). 
Note: Numeric value is the number of children screened. Source: UNICEF 

Screening data were collected by NGO and UNICEF supported teams in Yobe and Borno 
states over the past four months (May to August 2016).  Data on bilateral edema were also 
collected at most sites.  While bilateral edema is rare in the Sahel, it is common to find 
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about one case at OTP sites with an average of 50 cases across Northern Nigeria.  The 
results of the screening show that the prevalence of SAM is much lower in sites where 
more exhaustive screening was conducted (over 5,000 children screened).  In sites with 
smaller numbers of children screened the prevalence of SAM and GAM peaked at over 
50% and 80%. There are some questions concerning data quality in these areas.  It is evident 
in many of these cases with higher SAM and GAM estimates that the sample is not 
representative, but probably indicates a number of children who need preventive or 
treatment of acute malnutrition services.  

Many local government areas in Yobe and Borno states are inaccessible due to the Boko 
Haram crisis.  As these areas become accessible or populations are allowed out to join 
Internally Displaced Persons (IDP) camps, an immediate assessment of the nutrition 
conditions is needed.  In these cases, exhaustive screening with MUAC is critical to identify 
the severity of conditions and assessment the number of children who need treatment for 
malnutrition and total number of persons needing emergency services. 

There exists no one best method to implement and conduct nutrition surveillance.  

Stakeholders correctly lack confidence in most sentinel site surveillance systems. Repeated 

nutrition surveys are methodologically sound but are not designed to quickly identify 

specific areas in crisis.  Exhaustive screening of children’s MUAC can often suffer from 

sampling (non-exhaustive data collection) and data quality issues. Screening methods do 

not allow for assessment of change over time in emergency responses (unless specific 

planning is made in advance). Data from therapeutic feeding programs is an important 

source of information, but geographic coverage is not complete and admissions are based 

on a self-selected population seeking treatment for malnutrition.  

In order to both quickly and accurately monitor and respond to the nutrition crisis 

conditions in the North East of Nigeria, UNICEF will:  

• Conduct repeated surveys every four months on standardized groupings of LGAs 

representing both emergency affected areas and livelihood zones. The groupings of 

LGAs represent populations between 750,000 and 2,500,000.  

• Emergency deployments of teams for exhaustive MUAC screening of children from 

6-59 months in newly accessible areas and in coordination with Polio Eradication 

activities in North East Nigeria.  

• Triangulation with real-time CMAM programme and stocks data to ensure that all 

children diagnosed with SAM are receiving emergency therapeutic care.  

Despite difficulties to access many LGAs in Yobe and Borno states, an intense multi-sector 
emergency response has been mounted since the beginning of 2016 when newly accessible 
areas were entered by government and humanitarian partners.  The emergency response 
includes establishment of IDP camps, distribution of food and non-food items, WASH 
interventions, EPI and Polio and nutrition interventions.  

The information collected through the nutrition surveillance will be used to improving 

coverage and quality of emergency lifesaving and sustaining services.  
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When there are newly accessible areas that need to be assessed for current status, MUAC 

screening teams will be deployed with tablets configured with tally sheet data entry tools 

for immediate evaluation at a selected place, time and conditions.  

2. Objectives 

 

� To describe the population’s nutritional status, with particular reference to at-risk 
subgroups IDPs, women and children.   

� To support government and humanitarian actors decision making on how best to 
meet the needs populations in emergency  

3. Methodology 

The food and nutrition surveillance system will use two approaches to gather 
nutrition and food security information to provide timely information on conditions 
in the emergency affected areas:  

• Repeated nutrition surveys representative of groups of LGAs  

• Basic MUAC screening and basic data collection on current conditions. 
 

3.1 MUAC screening and basic data collection on current conditions. 

The deployment of MUAC screening teams will be coordinated by the nutrition 
cluster.  The current polio campaigns provide a very good opportunity to jointly 
provide services and assess acute malnutrition in the child population.  In newly 
accessible areas, MUAC screening teams will be sent to collect screening data for 
immediate review and response.  

For each site, MUAC screening activities are collected by a team of two persons.  
On person conducts the measures and the other records results on the data 
collection page.  

The screening teams are trained to do exhaustive screening of children from 6-59 
months of age at identified sites, but the screening activities completed will be 
dependent on the access the screening teams to the target children and the general 
conditions of safety of all participants during the screening exercises.  

In many cases, the screening will begin with caregivers and children waiting to 
receive emergency services. In this case the children will be waiting in line and will 
be screened in order.  

In other circumstances the MUAC screening team will make a complete passage 
through a defined area (IDP camp, village, or neighborhood) to identify and screen 
all children from 6-59 months of age.  

For the MUAC measurement, first the age of the child is verified.  The team 
members ask for the date of birth of the child.  Data will be collected only from the 
children from 6 to 59 months of age. Children outside this age range will be 
screened and referred on a case by case basis.   
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The MUAC measurer is trained to collect the MUAC measure from the left arm.  
First the measurer finds the middle of the upper arm by identifying the midpoint 
between the point of the elbow and the crown of the shoulder.  This point is often 
gently marked with an ink pen.  Then the MUAC circumference is taken with great 
care to avoid pulling the band too tight or leaving too loose.  The exact measure in 
MM is taken and recorded on the data entry form.  

The data recorded on each child will be sex, diagnosis of bilateral edema and MUAC 
in MM.  These data can be recorded on paper forms or directly onto ODK 
questionnaires on 3G enabled tablets.  

If the child is less than 6 months of age and has problems with growth or 
breastfeeding, then he or she is referred to the stabilization center.  If the child is 
older than 59 months of age or if the age is unknown and the child is taller than 110 
cm and diagnosed with severe acute malnutrition then he or she will be referred to 
the OTP for treatment. 

The data are entered on tablets with ODK questionnaires installed. The first data 
entered for each site are the localization of state, LGA, ward and site name, with 
GPS point and timestamp.   As children are measured, the data are entered in a 
repeat group, one group for each child.  At the end of the screening exercise, the 
data are sent from the tablet to the ODK server (either ONA or Kobo Toolbox). 

The data are analysed for quality by digit preference, cumulative distribution and 
relation of number of cases of SAM and MAM compared to total number of children 
measured.  The proportions of cases of SAM and MAM will also be compared to 
data collected through the nutrition surveys.  

The data analysis will present the results by location of data collection and time to 
present both the access to children at risk and the evolution of conditions over 
time. The use of ODK on tablets for data collection allows immediate transfer of 
data to a server for analysis.  As long as there is sufficient supervision to ensure 
data are collected and entered, the use of ODK tools should not have any problems.  

As the mapping and analysis of results will be automated, there should be no delays 
to present findings.  The objective is to present the results daily to the nutrition 
cluster for immediate review and response.   

 
3.2: Repeated Representative Surveys  
 
3.2.1: Study Design  
The survey is designed as a cross-sectional household survey using a two stage 
cluster sampling representative of groupings of local government areas (LGAs) as 
domains.   
 
The survey area consists of 65 LGA within the three states of Adamawa, Borno and 
Yobe.  The 65 LGAs are divided into 10 domains; 2 in Adamawa, 3 in Yobe and 5 
in Borno states. The list of LGAs in each domain and their populations are 
presented in table 1 below.  
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The actual representativeness of each of the domain results will depend on the 
accessibility of the LGAs at the time of the assessment. The aggregated data at state 
level allows further comparison of results from this result. 
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Table1: Estimated population by survey domain 

Survey Estimated LGA Estimated Domain

Domain Population (2016) Population (2016) 

1 Southern Adamawa Adamawa Demsa 239,901                     2,655,103                  

Gombi 194,886                     

Guyuk 236,619                     

Lamurde 150,132                     

Numan 120,746                     

Shelleng 198,400                     

Yola North 263,852                     

Ganye 218,388                     

Jada 224,225                     

Mayo-Belwa 203,803                     

Teungo 69,261                        

Fufore 275,884                     

Yola South 259,007                     

2 Northern Adamawa Adamawa Girie 173,014                     1,561,403                  

Hong 225,094                     

Madagali 179,445                     

Maiha 148,019                     

Michika 206,695                     

Mubi North 201,066                     

Mubi South 171,606                     

Song 256,465                     

3 Northern Borno Borno Abadam 139,954                 860,772                     

Mobbar 162,969                 

Guzamala 133,623                 

Kukawa 284,804                 

Nganzai 139,422                 

4 Southern Borno Borno Askira/Uba 192,917                     1,031,534                  

Bayo 110,335                     

Biu 245,978                     

Chibok 92,351                        

Hawul 168,082                     

Kwaya Kusar 78,932                        

Shani 142,940                     

5 East Borno Borno Bama 377,178                     1,327,282                  

Dikwa 147,958                     

Gwoza 386,016                     

Kala/Balge 84,935                        

Ngala 331,195                     

6 Central Borno Borno Damboa 323,514                     1,556,150                  

Gubio 213,435                     

Kaga 125,754                     

Konduga 218,724                     

Mafa 144,618                     

Magumeri 195,907                     

Marte 180,734                     

Monguno 153,465                     

S.N State LGAs 
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7 MMC and Jere Borno Maiduguri 728,539                     1,023,597                  

Jere 295,058                     

8 Central Yobe Yobe Barde 197,176                     896,131                     

Borsari 153,930                     

Geidam 221,880                     

Jakusko 323,144                     

9 Southern Yobe Yobe Damaturu 124,152                 1,594,216                  

Fika 193,104                 

Fune 424,252                 

Gujba 183,502                 

Gulani 146,011                 

Nangere 123,883                 

Potiskum 290,408                 

Tarmuwa 108,904                 

10 Northern Yobe Yobe Karasuwa 150,923                     784,486                     

Machina 86,901                        

Nguru 212,481                     

Yunusari 177,483                     

Yusufari 156,698                     

Source: Projected Population 2016 based on 2006 census conducted by National Population 
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3.2.2. Sample Design 

The sample domains of the nutrition and food surveillance system will be 
representative at the level of groups of LGAs and will cover the accessible areas 
and population residing in non-institutional dwelling units in the three emergency 
affected states of Adamawa, Borno and Yobe. The domains were created 
considering livelihood zones, geographic proximity and socio-cultural homogeneity.  
The most recent assessment of livelihood zones was found at the site 
http://www.fews.net/west-africa/nigeria/livelihood-zone-map/may-2014 on the 
FEWSNET website 
 
 Administratively Nigeria is divided into states and each state is sub-divided into 
Local Government Areas (LGAs), and each LGA is divided into wards. In addition 
to these administrative units, during the 2006 population census, each locality was 
subdivided into census Enumeration Areas (EAs).   
 
The primary sampling unit (PSU), referred to as a cluster in this survey, is defined 
on the basis of EAs from the 2006 EA census frame. The survey will use the list of 
Enumeration Areas (EAs) prepared for the 2006 Population Census as a sampling 
frame except in areas where there was a noticeable population movement due to 
the conflict in the area. In such areas, the list of lowest possible unit (village) available 
from state government officials with estimated population will be used for sampling. 
The list from the government will be triangulated with data from latest International 
Organization on Migration (IOM) Displacement Tracking Matrix (DTM) reports in 
order to use as reliable population data as possible for sampling.   
 

3.2.2.1. First stage sampling procedure: cluster selection  

The sample will be selected using a two-stage cluster design. The clusters for each 
domain will be drawn independently from the updated national master sample frame 
with the support from National Population Commission. The PSU (clusters) will be 
randomly selected according to the probability proportional to size (PPS) method. 

3.2.2.2. Second stage sampling procedure: household selection 

The second stage of sampling consists of selecting households within each cluster 
by using systematic random selection. The team will determine the total number of 
households in the cluster by completing a household listing of the selected cluster 
with the support from the community leader. This will serve as the sampling frame 
for household selection.  

The team leader will enter the total number of households in the cluster onto the 
tablet and sampling interval will be automatically calculated and displayed. The 
sampling interval is calculated by diving the total number of households in the 
cluster by the number of households to be interviewed. A random number table 
will be used to randomly select a start number, between one and the sampling 
interval, to identify the first household. The sampling interval will be used to identify 
all following households to be included in the survey.  
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3.2.3. Sample size determination  
 

The sample sizes for anthropometry and mortality have been calculated using the 
ENA for SMART application.  

For indicators at the household level such as source of information about the 
emergency and related services, the child level sample size calculations are robust.  
For the woman level anthropometry indicators, all women in the household will be 
measured.  For the women’s dietary diversity questions, which add about 5 minutes 
to the household interview, only one woman per household will be interviewed.  
The selection of the woman to interview for the dietary diversity questions will be 
done randomly and internally on the tablet in the ODK questionnaire.  The 
interviewer team will not have a choice of who to interview for this section.  

The sample size for anthropometry was calculated using a prevalence of global acute 
malnutrition (GAM) of children aged 6-59 months using an estimated prevalence 
for the three states using results from the National Nutrition and Health Survey 
(NNHS) 2015.   

The sample size for mortality was calculated with an estimated crude mortality rate 
(CDR) of 1.1 deaths per 10,000 population per day. A CDR at 1 death or below 
per 10,000 population per day is considered normal.  The period of recall covers 
the past 9 months.  The recall period covers from the beginning of the hot season 
(January 2016) to the date of the survey.  

The inputs for the sample size calculations for anthropometry and mortality are 
included in the table below.  
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Table 2: Anthropometry sample size inputs 

Parameters 
Estimation and 

 Source 

Estimated prevalence of Global Acute Malnutrition 
(GAM) 

15% 
Estimate for three states based on 

NNHS 2015 

Precision 
3.5 
 

Design effect for WHZ 
1.4 

Estimate for three states based on 
NNHS 2015 

Number of children to be included 
533 

 

Average number of persons per household 
6 

(NNHS 2015) Borno Estimate 

Percent of under five children in total population 
20% 

(NNHS 2015) Borno Estimate 

Percent of non-response households 
5% 

Estimate for three states based on 
NNHS 2015 

Number of Households to be included 
594 

 

 

Table 3: parameters and source used for sample size calculation  

Parameters 
Estimation and 

 Source 

Estimated prevalence of Crude Death Rate (CDR) 
1.1 

(Estimate)  

Precision 
0.33 
 

Design effect for Crude Death Rate (CDR) 
2 

(Estimate)  

Recall period in days 
270 

 
Number of persons to be included, Number of 
households to interview 

3129 
(537) 

Average number of persons per household 
6 

(NNHS 2015) Borno Estimate 

Percent of non-response households 
5% 
 

Number of Households to be included 
565 
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3.3. Planning 

Training on MUAC screenings  

Taking the time the team needs for household listing, household selection, interview 
and travel to the EAs into account, it was determined to complete 20 households 
by a team per cluster per day, which resulted in selection of 30 clusters per domain. 
Accordingly, a total of 300 clusters will be selected for the surveillance across the 
3 states. This results in selectin of 6000 households across the 10 survey domains.  

 

Table 3: Planned number of clusters and households per state 

S.N 
Survey 

Domain 
 Number 

of cluster 
Household per 

Cluster 
Number of 
Households 

1 Domain 1  30 20 600 

2 Domain 2  30 20 600 

3 Domain 3  30 20 600 

4 Domain 4  30 20 600 

5 Domain 5  30 20 600 

6 Domain 6  30 20 600 

7 Domain 7  30 20 600 

8 Domain 8  30 20 600 

9 Domain 9  30 20 600 

10 Domain 10  30 20 600 

Total  300  6,000 

 

The sampling unit included in this survey are accessible at the time of sampling. 

However, to avoid unforeseen challenges to access the selected clusters during 

data collection reserve clusters will be selected at sampling stage. The reserve 

clusters will only be used if greater than or equal to 10% of the original clusters 

were not reachable during data collection.  All reserve clusters will be surveyed if 

the reserve clusters are needed.  

4. Indicators 
 
The following indicators are proposed to be included in the surveillance program: 
 
- Nutrition 

Acute malnutrition among children age 6-59 months; underweight, chronic 
malnutrition among children age 0-59 months; and acute malnutrition among 
women age 15-49 years.  
 

- Mortality 
Crude Death Rate in the general population. Under-five death rate in the 
domains where the sample proves to be robust for presentation of results.  

 
- Child health and Measles  
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Measles vaccination coverage among children, Proportion of children under five 
with fever, Acute Respiratory Infection (ARI) and diarrhoea who received an 
ACT, an antibiotics, and ORS and zinc respectively. 

 
- Malaria 

Household mosquito net ownership, universal coverage of mosquito net and 
utilization of mosquito net by under-five children and intermittent preventive 
treatment in children 

 
- MNCHW 

MNCHW coverage  
Vitamin A supplementation among children 6-59 
Deworming among children 12-59 months 
 

- Water, Sanitation and Hygiene 
Household water treatment, Presence of water and soap at household 
handwashing station, Disposal of children’s stools 
 

- Food Security  
Women’s dietary diversity. The long list of standard food security indicators 
often ignore intra-household distribution of food and resources.  Women and 
children are often the last to access the most nutrient rich foods. Most of the 
household level indicators have not been comprehensively reviewed or 
validated globally. To better address the needs of women and children the 
globally accepted women’s dietary diversity indicator will be used as a proxy for 
food security.  
 
 

- Source of information for services provided through the emergency response.  
 

Please refer to Annex1 for detailed list of indicators and its definition with 
numerator and denominators. 

5. Personnel 

1.1. Recruitment and team organization 

The National Bureau of Statistics (NBS) together with National Population 
Commission (NPopC) and Federal Ministry of Health (FMOH) will identify 37 
people to be involved in the survey. Of the 39 individuals, 35 will constitute the 
survey teams and 4 individuals will remain as a standby to replace individuals who 
may not be able to continue working throughout the entire data collection. Of the 
35 individuals, 28 of them will constitute 14 survey teams (2 per team), 5 
supervisors and 2 coordinators.  Please refer to figure 1 for details of the structure 
of the team. Please refer to section 8 for detailed role and responsibilities.  

The candidates will be selected based on their experience in surveys and language 
skills in order to interview the respondents in their native language as much as 
possible. English language ability is required for all team members.  
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All enumerators should be a female and should wear culturally appropriate clothes 
in order not to be refused to undertake the work by the household as men are not 
allowed to enter household to measure children and women. 

 

 

  

 Figure 1: Structure of the survey team  

                                                                                          

6. Training 

The interviewer’s training will start on 12th September and will be conducted for 3 days in 
Adamawa state. The training will include the following: 

- An overview of the survey and its objectives,  

- Interviewing and general communication skills 

- Systematic random selection of households and segmentation 

- Identification of individuals to measure or interview 

- How to complete the questionnaires using tablets  

- Correct age estimation in months and validation using the calendar of local events 

- How to make correct anthropometric measurements. 

- The standardization of anthropometric measurements: Each measurer will have to 
measure 10 children less than five years of age twice (height, weight and MUAC).  

Coordinator (NBS) - 1

Group 1

Adamawa

1 Supervisor 

- 2 survey domains

- 3 teams (6 persons)

Group 2

Borno

2 Supervisors 

- 5 survey domains

- 7 teams (14 persons)

Group 3

Yobe

2 Supervisors

- 3 survey domains

- 4 teams (8 persons)

Training Coordinator (NBS) - 1
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- The identification of bilateral oedema and how to refer children with Severe Acute 
Malnutrition to the nearest health facility with treatment of Severe Acute Malnutrition 
(SAM) 

- A pilot test will be conducted before the commencement of data collection. This 
will be used as an opportunity to assess the tools and evaluate the actual data collection 
process before deployment of the teams. Feedbacks from the pilot test will be discussed 
and addressed before actual data collection.  

7. Fieldwork Plan 

The data collection exercise will take 3 weeks from the first week of October. The 
enumerators for the survey will be assessed during the training and continually throughout 
the data collection period. Only those teams who are consistently producing high quality 
data will be retained.  If the data quality of a team is found to be unacceptable, their 
employment will end immediately.  

Fieldwork will be undertaken with a minimum of 2 teams in each survey domain. The small 
number of team per group will allow the supervision teams to provide effective support by 
reviewing the skills and implementation of all data collection process during entire period.  

Detailed fieldwork plan will be created to visit the most remote selected enumeration 
areas within the state first. This will avoid missing of selected clusters in the area due to 
inaccessibility from rain or impassable roads.  

The team constitutes of experienced and senior staffs from National Bureau of Statistics, 
National Population Commission and Federal Ministry of Health. UNICEF will provide 
technical support and supportive supervision throughout the entire process.  

8. Data Collection and Supervision 
 

Galaxy tab 4 7.0” will be used to collect data in the field. The questionnaires will be 
developed in ODK and hosted on the ONA (Ona.io) or Kobo ToolBox 
(http://kobo.humanitarianresponse.info/) servers. The data will automatically be sent to 
central server using 3G internet connection. Once, the data are received, they will be 
analysed daily for key quality checks. This will serve as the basis for communication 
between the coordinator and the rest of the survey teams during entire data collection 
period. 

 

Prior to the start of the data collection phase of the survey, the selected LGA authorities 
will be informed about the survey in order to communicate with the community that the 
data collection will take place in the area. This will help to gain support from the officials 
and the community during the data collection. Each team has its own vehicle and is 
accompanied by a driver. 

The supervisor is in overall charge of a group. A group consists of 3 teams that cover on 
average 2 survey domains.  He/she is responsible for the daily organization and supervision 
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of the team’s work. He/she assigns work to the team members, responsible for logistic 
arrangements and where possible also helps the team in locating accommodation. 
Additionally, he/she is also responsible for checking the quality of the interview by 
observing the interview and anthropometric measurements. 

The coordinators are responsible to support supervisors to ensure that all necessary 
arrangements are made before the arrival of the team to states and provide other support 
based on need. They also support the daily activities of the team based on feedback 
received from survey coordinator using data that will be sent to the central server on daily 
basis. The coordinator in collaboration with the supervisors should identify and support 
the team that needs more support thereby to improve the overall quality of the survey.  

The survey teams will start fieldwork in the same location following training in order to 
make supervision of all teams by senior survey staff possible during the time that 
supervision is most needed.  To ensure that the travel times from one cluster to the other 
are minimized as much as possible, the team are also advised to stay in the nearest local 
government area (LGA).  

9. Data Quality Control and Data Entry  

9.1. Data quality control 

To ensure the quality of data, supportive supervision will be provided for the team at 
different level. The first level of supervision is provided by the team supervisors who are 
responsible for closely monitoring the work of the teams to ensure that all sampled 
households are visited and eligible children and women are included.  An important element 
of this supervision is to periodically return to few selected households and conduct a short 
re-interview of listing of household members and comparing the list with what was 
reported originally by the team. The main aim of such re-interviews is to uncover any 
deliberate distortion of age or omission of household members by interviewers so as to 
reduce their workload. They also observe the interview to ensure that the survey team 
are conducting the interviews as per the interview manual.  

The second level of supervision consists of coordinators and state level government 
officers visit to the field. It is expected that the coordinators and other qualified staffs from 
state offices will visit teams on regular basis to check on their work. Strengths and 
weaknesses will be discussed in review session with the teams. 

A dashboard will be created to summarize the quality report on daily basis during fieldwork 
to check the data that will be sent using smart phone (tablets). The results in the dashboard 
will look at issues such as response rates, the age distribution of children, women and 
household members, the level of missing values for key indicators, time of data collection 
and quality of anthropometry measurements. Any problems that appear from review of 
the dashboard will be discussed with the appropriate teams and attempts will be made to 
ensure that they do not persist.  

9.2. Data entry 

The data will be collected using 3G enabled tablets.  Therefore, data collection and data 
entry will be completed at the same time in the field. This will help to facilitate quick review 
with the objective to improve the quality of data and real time reporting of the results. In 
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addition to saving the time of data entry it will also help to save money that would have 
otherwise been spent on second round data entry and validation process. 

10. Analysis and Report Writing   

The analysis will be completed within 5 days following completion of data collection. A 
brief summary report of the survey will be made available by the end of 2 weeks following 
completion of data collection. The nutrition results will be presented in the standard 
format. This format includes estimates with 95% confidence intervals.   

SMART flags will be used if necessary in the analysis of child anthropometric data to exclude 
extreme values that results likely from incorrect measurements at state level. SMART flags 
exclude anthropometric indices with -3 to 3 for WHZ, -3 to 3 for HAZ, -3 to 3 for WAZ, 
from observed mean.  If SMART flags are not needed, the results will use WHO flags which 
uses reference population and excludes -5 to 5 for WHZ, -6 to 6 for HAZ, -6 to 5 for 
WAZ.  

The report will have estimates of malnutrition calculated with the WHO 2006 growth 
references and other standards for additional indicators. The data quality report and a list 
of all teams and their work assignments also will be included in the annexes.  The summary 
and final report will be made available by the end of September 2016. ENA-for-SMART 
software will be used to assess the quality of anthropometric results.  Stata version 14.0 
will be used for any further analysis of survey data. To account for ongoing, large scale 
population movement, cluster level weights will be calculated adjusting for selection 
probability within the cluster and non-response, as described by Brogan et al., 1994. 

11. Dissemination 

Dissemination of the survey results to all relevant audience will be conducted both at state 
and national level. This is to ensure that survey results are used for better programing and 
to encourage demands for future surveys. The results will be circulated as widely as 
possible and will also be available for downloading on the National Bureau of Statistics 
(NBS) and relevant humanitarian website.   

12. Anticipated limitations and potential biases 

12.1. Reliability of the sampling frame 

The Master sampling frame used for the random selection of Primary Sampling Units 
(Enumeration Areas) was built in 2005. As the projections at EA levels are technically 
difficult to obtain, the choice is made to use the original population estimates for the cluster 
selection when applying the PPS method. Additionally, in areas with population movement 
it is expected to have reliable data from states and DTM report. The reliability of these 
data can bias the outcome.   

12.2. Reliability of the EA maps 
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The mapping of the enumeration areas dated from 2006 census, which means that the 
boundaries might have changed since then. Boundaries for PSU in areas with significant 
population movement will be a big challenge.  

12.3. Accessibility 

Albeit the road accesses and travel conditions are still acceptable, it is anticipated that, this 
situation may change due to different reasons.  

 



 

Annex 1: List of Indicators  

S.N Indicators Numerator Denominator  

1. Child Nutrition 

1.1 Underweight 

1.1.1 Underweight prevalence 
Number of children under age 5 who fall below minus two standard deviations from 
the median weight for age of the WHO standard 
 

Total number of children age 0-59 months  

1.1.2 Moderate underweight prevalence 
Number of children under age 5 who fall between below minus two to greater than 
or equal to minus three standard deviations from the median weight for age of the 
WHO standard 

Total number of children age 0-59 months  

1.1.3 Severe underweight prevalence 
 
Number of children under age 5 who fall below minus three standard deviations 
from the median weight for age of the WHO standard 

Total number of children age 0-59 months  

1.2 Stunting 

1.2.1 Stunting prevalence 
Number of children under age 5 who fall below minus two standard deviations from 
the median height for age of the WHO standard 
 

Total number of children age 0-59 months  

1.2.2 Moderate Stunting prevalence 
Number of children under age 5 who fall between below minus two to greater than 
or equal to minus three standard deviations from the median  height for age of the 
WHO standard 

Total number of children age 0-59 months  

1.2.3 Severe Stunting prevalence 
 
Number of children under age 5 who fall below minus three standard deviations 
from the median  height for age of the WHO standard 

Total number of children age 0-59 months  

1.3 Wasting (Z-Score) 

1.3.1 Wasting prevalence 
Number of children  age 0-59 months   who fall below minus two standard 
deviations from the median weight for height of the WHO standard 
 

Total number of children age 0-59 months  

1.3.2 Moderate Wasting prevalence 
Number of children  age 0-59 months who fall between below minus two to greater 
than or equal to minus three standard deviations from the median  weight for height  
of the WHO standard 

Total number of children age 0-59 months  

1.3.3 Severe Wasting prevalence 
 
Number of children  age 0-59 months who fall below minus three standard 
deviations from the median  weight for height  of the WHO standard 

Total number of children age 0-59 months  
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S.N Indicators Numerator Denominator  

1.4 
Acute malnutrition  (MUAC &/or bilateral 
edema) 

   

1.4.1 Wasting prevalence Number of children  age 6-59 months who fall below MUAC 125 mm Total number of children age 6-59 months  

1.4.2 Moderate Wasting prevalence 
Number of children  age 6-59 months  fall between below MUAC 125 mm and 
greater or equal to 115 mm 

Total number of children age 6-59 months  

1.4.3 Severe Wasting prevalence Number of children  age 6-59 months who fall below MUAC 115 mm Total number of children age 6-59 months  

1.5 
Acute Malnutrition  (WHZ &/ or bilateral 
edema ) 

   

1.5.1 Acute malnutrition prevalence  
Number of children  age 6-59 months   who fall below minus two standard 
deviations from the median weight for height of the WHO standard 
 

Total number of children age 6-59 months  

1.5.2 Moderate acute malnutrition prevalence 
Number of children  age 6-59 months who fall between below minus two to greater 
than or equal to minus three standard deviations from the median  weight for height  
of the WHO standard 

Total number of children age 6-59 months  

1.5.3 Severe acute malnutrition  prevalence 
 
Number of children  age 6-59 months who fall below minus three standard 
deviations from the median  weight for height  of the WHO standard 

Total number of children age 6-59 months  

1.6 Overweight  

1.6.1 Overweight prevalence 
Number of children under age 5 who are above two standard deviations of the 
median weight for height of the WHO standard  

Total number of children age 0-59 months  

2.Vitamin A and De-worming 

2.1 
Vitamin A supplementation among children under 5 
years of age 

Number of children age 6-59 months who received at least one high-dose vitamin A 
supplement in the 6 months preceding the survey 
 

Total number of children age 6-59 months  

2.2 Deworming among children under age 5 
Number of children age 12-59 months who given an anthelmintic drug in the 6 
months preceding the survey 

Total number of children age 12-59 months  

3. Women Nutrition   

3.1 Acute Malnutrition prevalence 
Number of women age 15 - 49 years who fall below MUAC 230 mm 
 

Total number of women age 15 to 49  

3.2 Moderate Acute Malnutrition prevalence 
Number of women age 15 - 49 years who fall between below MUAC 230 mm and 
greater than or equal to 180  mm 
 

Total number of women age 15 to 49  

3.3 Severe Acute Malnutrition prevalence Number of women age 15 - 49 years who fall below MUAC 180 mm Total number of women age 15 to 49  

     

4. Child Health   

4.2 Measles immunization coverage 
Number of children age 9 to 59 months who received measles vaccine before the 
survey   

Total number of children 9 to 59 months 
 
 

4.5 
Prevalence of diarrhea among children under age 5 
years  

Number of children under age 5 years who had diarrhea in the last two weeks Total number of children under age 5 years  
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4.6 
Diarrhoea treatment with oral rehydration salts 
(ORS) and zinc 

Number of children under age 5 years with diarrhea in the previous 2 weeks who 
received ORS and Zinc 

Total number of children under age 5 years with 
diarrhea in the previous 2 weeks 
 

 

 
Prevalence of fever among children under age 5 
years 

Number of children under age 5 years who had fever in the last two weeks Total number of children under age 5 years  

 Treatment of fever with ACT 
Number of children under age 5 years who had fever in the last two weeks who 
were treated with ACT 

Total number of children under age 5 years with fever 
in the previous 2 weeks 
 

 

 Prevalence of ARI among children under age 5 years 
Number of children under age 5 years who had cough and rapid breathing in the last 
two weeks 

Total number of children under age 5 years  

 Treatment of ARI with antibiotics 
Number of children under age 5 years who had cough and rapid breathing in the last 
two weeks who were treated with antibiotics 

Total number of children under age 5 years with  
cough and rapid breathing in the previous 2 weeks 
 

 

5. Malaria   

5.1 Household availability of mosquito nets 

Number of households with 

(a) at least one mosquito nets 
(b) at least one mosquito nets for every two people 

Total number of households surveyed  
 

5.4 
Children under age 5 who slept under a mosquito 
net  

Number of children under age 5 years who slept under a mosquito net the previous 
night 

Total number of children under age 5 who spent the 
previous night in the interviewed households 

 

5.5 
Seasonal malarial chemoprophylaxis of children 
under age 5 

Number of children under age 3 - 59 months who received seasonal malarial 
chemoprophylaxis  

Total number of children from age 3 - 59 months 
 

6. Water and Sanitation   

6.1 Household water treatment  Number of household using improved sources of drinking water Total number of households  

6.2 
 
Use of  handwashing location 

 
Number of household with handwashing location / facility 

 
Total number of households  

 

6.3 
 
Safe disposal of child’s faeces 

 
Number of children age under five years of age whose last stools were disposed of 
safely 

 
Total number of children age 0-5 years 

 

7. Food Security    

 Woman’s Dietary Diversity  
Number of women age 15 - 49 years consuming foods from less than 4 dietary 
groups during the day before the survey  

Total number of women age 15 to 49  
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Annex 2: Implementation timeline   

Activities 
Sept Oct Nov 

W1 W2 W3 W4 W1 W2 W3 W4 W1 W2 W3 W4 

Planning the survey                          

Selecting indicators with partners                         

Engage partners for support                         

Write survey protocol                          

Planning and budgeting activities                          

Organizing logistics                         

Sampling and printing of EA maps                          

Presentation to survey technical committee              

Developing survey tools                          

Design paper and electronic data collection tools                          

Programing of tablets                         

Pretest the application of tablets              

Preparing training manual                          

Training and Implementation                          

Recruiting field staffs                         

Provide training for enumerators                          

Conducting field work                          

Data Cleaning, Analysis & Reporting                         

Data cleaning and analysis                          

Prepare draft summary report                         

Share final summary report                         

Prepare final report             

Dissemination                         
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