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1 INTRODUCTION

1.1  Organization

The survey will be implemented by World Vision Sudan in Al Firdous Locality East Dafur, Sudan.
WORLD VISION SUDAN 

In Sudan World Vision has been responding to the Darfur crisis since June 2004. World Vision had its head office in Khartoum which has since moved to Port Sudan at the red sea state. We are currently operating   in response mode in a number of states namely: South Darfur, Blue Nile, East Darfur, South Kordofan, Khartoum, River Nile State, El Jazera and Port Sudan state. Our operations are on and off depending on the accessibility of the operational area and the prevailing security situation. 

1.2  Background Information

As a result of the complexity of crisis in Sudan, to date, approximately 11 million people in Sudan do not have access healthcare and nutrition services due to poverty-associated and negative coping mechanisms and forbade access and outcomes, several critical services have been discontinued due to the continues conflict which significantly impacted on health and nutrition facilities, also poor accessibility to functional healthcare unities and Nutrition unities, in addition to influx of internally displaced persons (IDPs) are putting extra pressure on already weak services. 
Malnutrition rates in Sudan have not improved in the last 30 years, and worse, the number of stunted and wasted children has increased since 1987, particularly in Sudan's conflict-torn Darfur region and the eastern states. Sudan has one of the world's highest rates of malnutrition among children. Malnutrition affects 2.7 million children under the age of five, with more than half a million suffering from severe acute malnutrition. These children are at risk of serious illness, developmental delays, and death if they do not receive treatment (UNICEF Sudan 2020). Sudan's national prevalence rate of global acute malnutrition (GAM) is 14.1% (13.9-14.3 95% CI). Wasting affects three million children under the age of five (too thin for their height). SAM affects 574,000 children, who are 11 times more likely to die than healthy children
.
According to the projected IPC acute food insecurity analysis report period from December 2024 – May 2025
, Since the outbreak of the fighting in Sudan in April 2023, the center, south, and west of the country have seen widespread conflict, violence against civilians, and mass displacement. The international efforts to secure a ceasefire have failed and active fighting is ongoing in Al Jazirah, Darfur, Khartoum, North Kordofan, South Kordofan and Sennar, driving significant displacement and pushing more people into food insecurity. Individuals and families are forced to move to other states in search of safety and resources, thereby contributing to an overall increase in food-insecure populations across the country. The most affected groups are the newly displaced and the protracted IDPs and refugees, host communities and people stranded in areas affected by direct fighting. The large presence of IDPs also exacerbates civil unrest due to the limited resources available for an increasing demand of essential goods and services. During the lean season, most households rely on markets for accessing food. Physical access has been significantly hampered by conflict. A recent proliferation of community checkpoints across many areas of Sudan has been reported and significant administrative obstacles to the movement humanitarian goods and personnel continue. In addition, markets have been directly targeted by bombing and shelling, particularly in El Fasher, Um Kadadah and Nyala.
Most localities in Greater Darfur and Greater Kordofan experienced a sharp deterioration in food security due to active conflict and restricted access. In September, a staggering 3.6 million people in these regions faced Emergency (IPC Phase 4) and nearly 370,000 faced Catastrophe (IPC Phase 5)—accounting for 98 percent of the total population in this phase nationwide.  

Acute malnutrition remains a serious concern in Sudan. Over 60 percent of localities covered by SMART surveys between January and July 2025 show Global Acute Malnutrition (GAM) rates above 15 percent, with four in Greater Darfur showing prevalence around or above the 30 percent famine threshold.
According to the recent Sudan’s Integrated Phase Classification Acute Food Insecurity (IPC), Projection period from October 2025 – January 2026, Over 19.2 million people will likely experience high levels of acute food insecurity (IPC Phase 3 or above) between October 2025 and January 2026. In addition, harvests in Greater Darfur and Greater Kordofan will be well below average due to insecurity, despite favourable agro climatic conditions. Furthermore, according to IPC projection period from October 2025 - January 2026, Al Firdous classified as phase 3. 
World vision, Sudan in collaboration with the Ministry of Health, conducted the SMART survey in Al Firdous Locality of East Darfur in December 2024. The SMART survey findings indicated that the prevalence of GAM based on Weight-for-Height <-2 Z scores and/or oedema for Al Firdous locality was estimated 16.3 % (12.5 - 21.0 95% CI), while the prevalence of SAM based on Weight-for-Height <-3 Z scores and/or oedema was 4.6% (2.6 -7.8 95% C.I.). The GAM prevalence indicated a very high nutrition situation based on the WHO acute malnutrition threshold. The prevalence of stunting based on Height-for-Age <-2 Z scores was estimated 35.0 % (29.8 – 40.6 95% C.I.) while the prevalence of severe stunting (<-3 z-score) was estimated 9.0% (5.9 – 13.6). 
1.3  Survey justification

WV Sudan planned to conduct a Standardized Monitoring and Assessment of Relief and Transition (SMART) Survey in Al Firdous Locality East Darfur. This survey is designed to effectively identify the key priorities and needs of the targeted beneficiaries in Al Firdous Locality. Additionally, it will provide valuable insights into the nutrition status of children under five, mortality rate of the population and maternal nutrition. 
1.4 SURVEY OBJECTIVES

The overall objective of this survey is to determine the nutrition status of children 6-59 months as well as the mortality situation of the population in the locality. The surveys will in addition assess the probable factors contributing to malnutrition. 
1.4.1 SPECIFIC SURVEY OBJECTIVES 
· To determine the prevalence of acute malnutrition, stunting and underweight among children aged 6-59 months.

· To determine the retrospective crude and the under-five mortality rate.

· To assess the two-week retrospective childhood morbidity rate (Diarrhoea, Cough and Fever) among children aged 6-59 months.

· To understand the health seeking behaviors of the caretakers of children aged 6-59 months.

· To assess the coverage of measles vaccination in children 9-59 months, De-worming in children aged 12-59 months and Vitamin A supplementation in children 6-59 months.

· To assess the core infant and young child feeding practices (IYCF) among children aged 0-23 months based on World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF), 2021.

· To assess the hygiene and sanitation practices (WASH) of the targeted households in the Locality.
· To assess LLITN utilization
· To assess the nutritional status (MUAC) women of reproductive aged 15-49 years and Pregnant and Breastfeeding women (PBW).
 1.5 Timing of the survey
Figure 1: Sudan Seasonal calendar (source FEWSNET)

The survey will be carried out during the harvesting season.
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2.0  SURVEY METHODOLOGY

The SMART methodology follows a globally standardized and harmonized nutrition and mortality cross sectional study design with two stage cluster sampling based on the SMART Methodology (ENA 2020 (January 11, 2020)). The survey will mainly focus on child anthropometry (Stunting, Wasting, and Underweight), retrospective mortality and other additional indicators. 

The SMART methodology provides a basic method for assessing nutritional status of under-five population and retrospective mortality situation of the overall population. At the same time, it provides the basis for understanding the magnitude and severity of humanitarian crises in Al Firdous. 

2.1  GeographIC TARGET and STUDY population

The survey is set to take place in the Al Firdous Locality of East Darfur State, where each the smallest geographical unit or village will be designated as a cluster. We will incorporate the entire population of the locality into the sample, using the most recent village-level population data for effective cluster assignment. To ensure the validity and relevance of the survey findings, any areas that are inaccessible due to security concerns or displacement will be excluded from the sampling frame. 
The targeted subjects and key indicators are illustrated in table 1 below.

Table 1: Survey key indicators and target group
	
	Key Indicators
	Survey Target

	Nutrition status

	1.
	Prevalence of wasting, stunting, and underweight 
	Children 6 – 59 months

	2.
	Women of reproductive aged 15-49 and pregnant and breastfeeding women (PBW) by MUAC 
	Aged 15-49 years

	Death rates

	3.
	Crude death rate
	All household members in the surveyed HHs

	4.
	Under-five death rate
	All children under 5 in the surveyed HHs

	Health

	5.
	Child morbidity (Diarrhoea, Fever, Cough)
	Children 6 – 59 months

	6.
	Measles vaccination coverage
	Children 9 – 59 months

	7.
	Deworming coverage
	Children 12-59 months

	8
	Vitamin A
	Children 6 – 59 months

	9
	LLITN utilization
	Children 6 – 59 months

	IYCF

	10
	Ever breastfed
	Children 0-23 months

	11
	Early initiation of breastfeeding
	Children 0-23 months

	12
	Exclusive breastfeeding for the first 2 days
	Children 0-5 months

	13
	Exclusive breastfeeding under 6 months
	Children 0-5 months

	14
	Mixed milk feeding under 6 months
	Children 0-5 months

	15
	Continued breastfeeding 12-23 months 
	Children 12-23 months

	16
	Bottle feeding
	Children 0-23 months

	17
	Introduction of solid, semi-solid or soft foods 6-8 months
	Children 6-8 months

	18
	Minimum meal frequency for breastfed children 6-8 months
	Children 6-8 months

	19
	Minimum meal frequency for breastfed children 9-23 months
	Children 9-23 months

	20
	Minimum meal frequency for breastfed and non-breastfed children 6-23 months
	Children 6-23 months

	21
	Minimum meal frequency for non-breastfed children 6-23 months
	Children 6-23 months

	22
	Minimum milk feeding frequency for non-breastfed children
	Children 6-23 months

	23
	Minimum dietary diversity
	Children 6-23 months

	24
	Minimum acceptable diet
	Children 6-23 months

	25
	Egg and/or flesh food consumption
	Children 6-23 months

	26
	Sweet beverage consumption
	Children 6-23 months

	27
	Unhealthy food consumption
	Children 6-23 months

	28
	Zero vegetable or fruit consumption
	Children 6-23 months

	WASH

	29
	Access to safe/improved water for drinking and cooking
	All selected households

	30
	Access to improved sanitation facilities
	All selected households

	31
	Access to a hand washing system
	All selected households


2.2 Survey design

The survey will be a cross sectional study design involving a two-stage sampling approach based on probability proportional to population size (PPS). The first stage will involve the selection of clusters/villages while second stage will be selection of households through simple random sampling method.
2.3  Sample Size Determination

Emergency Nutrition Assessment (ENA) for SMART software updated version January 11th, 2020, will be used for sample size calculation. The purpose of the sample calculation is to get a sample having the optimal units that the results will be reliable, with reasonable precision. To determine the sample size for both Anthropometry and Mortality survey the following parameters will be taken into consideration, 
· Estimated prevalence of malnutrition and mortality rate, 
· Desired precision, 
· Design effect, 
· Percentage of U5 children, 
· Average household size and recall period (roughly 93 days) and 
· Percent of non-responsive households.
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Table 2: Estimated sample sizes for Anthropometry
	Indicator
	Parameters
	Anthropometry survey values
	Assumptions based on context

	ANTHROPOMETRY FOR
CHILDREN

6-59 MONTHS
	Estimated prevalence (%)
	16.3%

	The previous survey was conducted in December 2024 during the harvest season, which coincides with the time (the season) the current survey planned in Al Firdous locality. Furthermore, the recent Sudan’s Integrated Phase Classification Acute Food Insecurity (IPC), Projection period from October 2025 – January 2026, the harvests in Greater Darfur will be well below average due to insecurity, despite favourable agro climatic conditions.

Taking into account the core factors indicated above, the current nutrition situation is expected to be very high, hence the point prevalence of GAM (16.3%) has been considered. 

The GAM was estimated at 16.3% (95% CI 12.5 – 21.0%), January 2025, Nyala North

	
	Desired precision (%)
	4.0
	SMART guideline based on estimated prevalence.

	
	Design effect
	1.5
	Anticipating slight variation (heterogeneity) among clusters.

	
	Percent of U5 children (%)
	21.3
	SMART survey result conducted in Nyala North locality in January 2025.

	
	Average household size
	.5.7
	SMART survey result conducted in Nyala North locality in January 2025.

	
	Percent of non-responsive households (%)
	5.0
	According to SMART Survey guidelines (usually a range of (3-5%).

	
	Sample size
	535 children
515 HHs
	Determined by ENA SMART based on the  parameters given above


 Table 3: Estimated sample size for retrospective mortality
	Indicators
	Parameters
	Mortality survey values
	Assumption based on context

	MORTALITY

(CMR)
	Estimated prevalence (%)
	0.66

	Point prevalence of the CMR of a SMART survey conducted in January 2025 in Nyala North Locality, South Darfur used. CMR was estimated at 0.66 (0.34 – 1.26)

	
	Desired precision (%)
	0.4
	According to SMART survey recommendation based on the estimated CDR.

	
	Design effect
	1.5
	Anticipating slight variation (heterogeneity) among clusters.

	
	Recall period

in days
	93 days
	Default value used to be adjusted during training

	
	Average household size
	5.7
	Referring from SMART survey result conducted in Nyala North locality in January 2025.

	
	Percent of non-responsive households (%)
	5.0%
	According to SMART Survey guidelines (usually a range of  3-5%).

	
	Sample size
	2782
population

514 HHs
	Determined by ENA SMART based on the parameters given above 


	Activities
	Working estimated time

	Departure from base area
	7:30 AM

	Daily morning Briefings 
	30 minutes

	Average travel time to reach the selected clusters (One-way)
	45 minutes

	Introduction and HH list development and selection of HHs
	60 minutes

	Break for lunch
	30 minutes

	Total Time spent to move from one house to another 
	10 minutes

	Travel time back to base area
	45 minutes

	Total time taken 
	220 minutes

	Arrival time back to base area 
	5:00 PM

	Total Available time in a day 
	570 minutes

	Available time for work per day
	570 - 220 minutes = 350 minutes

	Time taken to complete one household 
	25 minutes 

	Number of households per team per cluster 
	Total available time per day/time taken to
complete one household
350/25 = 14 households per cluster


Table 4: Calculating number of households per team per day
2.3.1 SAMPLE SIZE FOR ANTHROPOMETRY

Sample size for Anthropometry was calculated using ENA for SMART, January 11th 2020, with an expected 16.3% prevalence of acute malnutrition. A 4.0% desired precision was used with a design effect of 1.5 to inflate sample size estimates and to compensate for possible bias resulting from cluster sampling. Other factors were used such as an average household size of 5.7 and under-five children were estimated at 21.3% of the population. Five percent was then added for non-response households, giving a sample size of 535 children, estimated to be found from 515 households.  

2.3.2 SAMPLE SIZE FOR MORTALITY 

Similarly, a two stage cluster sampling was also used to estimate the Mortality rates. The sample size for the mortality survey was calculated using the ENA for SMART, January 11th 2020 version. Crude Mortality Rate (CMR) of 0.66 was estimated to reflect retrospectively morality rate with a precision of 0.4 and a design effect of 1.5. The average household size was entered as 5.7. On top of this 5% of non-response households was added. Recall period in 93 days. An estimated of 514 households.   

AS described above, in Anthropometry 515 households were estimated whereas in Mortality it was 514 households. Therefore, for consistency 515 households will be considered for both Anthropometry and Mortality data collection. According to the calculation indicated in Table 4 above 14 households will be visited per cluster for both anthropometry and mortality survey.  

2.3.3 NUMBER OF CLUSTERS

Accordingly, then total number of households in the sample divided by the number of households to be completed in one day to determine the number of clusters to be included in the survey, 515 (HHs)/ 14 (HHs/cluster) = 36.7  round to 37 clusters in total.
2.4  Sampling procedure

The Nutrition survey will employ two-stage cluster sampling methodology. This survey will be a cross-sectional in design applying a two-stage cluster sampling approach based on the probability proportional to population size (PPS). The first stage will involve the selection of clusters (villages) while the second stage will involve the selection of the households through simple random sampling.

2.4.1 FIRST STAGE SAMPLING (CLUSTER ASSIGNMENT)

In stage one, an updated sampling frame (village level population) with the support of the relevant stakeholders will be determined. Each village will be regarded as the smallest geographical unit possible (cluster). The clusters will be the primary sampling units (PSU) with their estimated populations. The PSUs (villages) will be entered into the ENA software, and the required number of clusters will be chosen based on the probability proportion to size (PPS). Inaccessible clusters due to insecurity or abandon villages because of movement will be excluded from the sampling prior to the selection of clusters. A total of 37 clusters will be chosen from a sampling frame generated from a list of all villages in the locality. 
ENA for SMART will also generate reserve clusters (4 or 5 Rs, depend on the size of assigned clusters) that will only be implemented if more than 90% of clusters cannot be covered or 80% of sample size of children is not reached.

2.4.2 SECOND STAGE SAMPLING (HOUSEHOLD SELECTION)  

HOUSEHOLD DEFINATION: A household is defined as a group of people who eat from the same pot on a regular basis and live on the same compound or in the same physical location. They might live in different structures (WFP Sudan). In households with multiple wives, those living and eating in different houses will be considered as separate HHs. Wives living in different houses and eating from same pot will be considered as one household.
The second stage of sampling will involve the use of simple random sampling to select households within the selected clusters. The survey team will introduce themselves and the survey's objectives to the village leaders, and the team will prepare a list of all households in the village in collaboration with the village leaders. If the village has more than 150 households, segmentation will be performed, and one segment will be randomly selected. If segments have equal number of households, the team will randomly select one segment. When the segments have an unequal number of households, the team will use the PPS method to select one of the segments to conduct the survey. The team will begin the survey from any convenient household among the randomly selected households. Revisits will be conducted in households where eligible children or the entire family were found to be absent at the first attempt. Absent households will not be substituted.

2.4.3 SELECTION OF CHILDREN AGED 6-59 MONTHS 

All eligible children aged between 6 and 59 months will be included for the anthropometric survey.  The age of children between 6-59 months will either be determined by using official documents stating their date of birth (birth certificate, baptism certificate, etc.) or by using a local events calendar if the birthdate is not known. The team will estimate the age of a child in months based on the mother’s or caretaker’s memory of important events for the target population.

If a child is missing, the survey team will return to the household to check for the child later to collect the data. If the child is still away then the team will consider as absent. There will be no replacement of absent children. 
2.4.3.1 Special cases

1. Polygamous family: If a polygamous family contains different households, each household should be included in the list separately in the list of household selection  

2. Compounds: precise definition of households helps determine the number of HHs in each compound. Explain the meaning of HH used in the survey to local authorities or representatives.

3. Not possible to visit the selected household: Make a note on cluster control form and proceed to the next selected HH. Do not replace the household with another one!!

4. No children in the household: Record the household number and note that the number of eligible children was zero (0). Collect the HH related data. Do not replace the household with another one!!

5. Empty house (Absent verses Abandoned): Absent household, Household recently inhabited but is currently empty. Do not replace absent household. Skip house and continue to the next household according to the sampling procedure. Team should return to the HH before leaving the village, to see if residents are back. Abandoned households have not been occupied for a long period of time. Remove all abandoned households before HH selection. They should not be included on the list of households. 

Absent children: If a child is absent at the time of the survey it must be noted. Collect the other household related data. Tell the mother that you will return later that day - continue to look for missing children until your departure from the survey area.

6. Children with disability/handicap: Include disabled children who are eligible. Determine if it is possible to measure all anthropometry indicators. If not possible to measure height and weight, then give an ID number, record data as missing and report the reason.  All other data that is not influenced by the disability should be collected.

7. Children in a Centre/institution: Record that a child is absent because they are at a nutrition or health Centre. Try to find out about the nature of disease – is it related to malnutrition? Collect all other information. 

2.5  SURVEY ORGANIZATION

2.5.1 Coordination /collaboration

Survey details (methodology) will be discussed with the Technical Working Group for validation. Prior to the field work, relevant information on access will be obtained from stakeholders. The survey team will meet with the respective administrative authorities upon arrival to brief them on the survey objectives, methodology, and procedures, as well as to obtain relevant updated information.
2.6 Survey Period

The field work will be conducted for a minimum period of 12 days, including five days of enumerators training and seven days for data collection.

2.6.1 SURVEY TEAM
The survey will be conducted by 6 teams of 4 people (1 survey supervisor, 1 team leader and 2 measurer and assistant measurer). The data collection team will be drawn primarily from the locality (those with prior experience in nutrition surveys and fluent in local language) and agencies operating in the area. The survey supervisors will be in charge of data quality control in the teams. Each team will be assisted by a village guide (recruited at the village level) to lead and guide the survey team within the village in locating the selected households. The survey Manager will be chosen from the Sudan 2021/2 SMART Survey Managers trainees.
2.6.1.1 ROLE AND RESPONSIBILITIES OF TEAM MEMBERS

a) Team leader: Accurately map clusters or use/create lists to maintain random HH selection. Conduct interviews effectively, record data on questionnaires and ensure that proper measuring techniques are being used and manage all aspects of the team

b) Lead measurer: measure weight, height, edema, and MUAC of children and pregnant and lactating women. The lead measurer also took proper care of measuring equipment and assisted the team leader with cluster mapping and household selection.

c) Assistant measurer: Assist the lead measurer in taking anthropometric measurements; take care of a child during measurement and taking proper care of the measuring equipment and carrying the equipment while moving house to house

d) Field supervisor: provide technical support including ensures proper procedures are followed during household selection, interviews are done correctly and consistently in every household and data is captured accurately and providing feedback to the survey team while in the field. 
2.6.2 SURVEY TRAINING
The teams will be intensively trained for 5 days. The training will focus on the survey objectives, methodology, anthropometric measurements, basic malnutrition, sampling and recognition of the signs and symptoms of malnutrition including nutritional bi-lateral oedema, and how to fill the questionnaire and interview techniques. Standardization test will be done during the fourth day of the training to verify anthropometric skills of enumerators and to detect differences among measurers. Ten children will be measured once by the survey supervisor and then each of the enumerators will be allowed to measure the children’s weight, height and MUAC twice with a time interval between individual measures. Pilot survey will also be performed on the fifth day a nearby non-sampled villages to see the performance of each team with regards to undertaking measurements and completing the questionnaires.  Finally, feedback will be shared and notable gaps addressed sufficiently before proceeding to actual data collection.
2.7 NUTRITIONA STATUS OF CHILDREN AGED 6-59 MONTHS 

2.7.1 Weight-for-height (WHZ) 

Weight-for-height z-scores (WHZ) were calculated to give the prevalence of acute malnutrition or wasting. Wasting can be assessed by comparing a child’s weight with the weight that would be expected from a healthy child of the same height and sex. For the purposes of this report, the WHO Growth Standards, 2006 which have been adopted is used as the healthy comparison group to ensure comparison from previous years and across country surveys to obtain z-scores. 

A z-score is a measure of how far the child deviates from the mean WHO or NCHS record for his age or height, and therefore a measure of how well he is growing compared to the ‘norm.’ As seen below wasting is defined as <-2 z-scores (global acute malnutrition), whereas severe wasting is defined as <-3 z-scores (severe acute malnutrition)
. 

        Table 5: Wasting as defined by WHO

	Global Acute Malnutrition (GAM) 

Moderate & severe wasting 
	<-2 z-scores and/or oedema 

	Moderate Acute Malnutrition (MAM)

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

	Severe Acute Malnutrition (SAM) 

Severe wasting
	<-3 z-scores and/or oedema 


2.7.2 MID-UPPER ARM CIRCAMFERENCE (MUAC) 

All children aged between 6-59 months will be measured in MUAC. A child whose arm circumference is less than 125 mm will be considered as acutely malnourished and less than 115 mm severely malnourished.  MUAC is a simple and important tool as it is the best predictor of those cases most at risk of dying once the MUAC falls below 115 mm; however it is not a sensitive early predictor of malnutrition
.   In recent years MUAC has been adopted for use on infants from six months.

2.7.3 Height-for-age (HAZ)

Height-for-age z-scores will be calculated to give the prevalence of chronic malnutrition or stunting. Stunting can be assessed by comparing a child’s height with the height of a healthy child of the same age. Stunting is an index of long-term nutritional deprivation where growth is being compromised to conserve nutrients and energy for the maintenance of the body. It is also necessary to know the exact age of the child to accurately determine stunting as seen in the Table below, stunting is defined as <-2 z-scores, whereas severe stunting is defined as <-3 z-scores. 

Table 6:  Stunting as defined by WHO 

	Global Chronic Malnutrition 

Global Stunting
	<-2 z-scores / <90% median height-for-age (HFA) 

	Severe Chronic Malnutrition 

Severe Stunting
	<-3 z-scores / <80% median height-for-age (HFA) 


2.7.4 Weight-for-age (WAZ)

Weight-for-age z-scores will be calculated to give the prevalence of under nutrition or underweight. Underweight will be assessed by comparing a child’s weight with the weight of a healthy child of the same age. It is also necessary to know the exact age of the child to accurately determine underweight.  Underweight is defined as <-2 z-scores, whereas severe underweight is defined as <-3 z-scores. 

2.7.5 POPULATION CUT-OFFs FOR MALNUTRIITON 

The Table below defines the population cut-offs for determining the severity of the malnutrition when the prevalence of acute and chronic malnutrition is known. These levels are internationally agreed upon and provide an objective basis for developing responses to increased levels of acute and chronic malnutrition. To interpret proportions at a population level with meaning, absolute numbers are also necessary (i.e., 8% of a large population will be many more than 15% of a small population). 

   Table 7: Classification for Severity of Malnutrition by Prevalence among Children 6-59 moths
 

	LEVELS
	PREVALENCE OF THRESHOLDS %

	
	WASTING
	OVERWEIGHT
	STUNTING

	Very low 
	<2.5
	<2.5
	<2.5

	Low 
	2.5- <5
	2.5- <5
	2.5- <10

	Medium
	5- <10
	5- <10
	10- <20

	High
	10- <15
	10- <15
	20- <30

	Very high
	>=15
	>=15
	>=30


2.7.6 Covid-19 measures in evaluation

The implementation of this evaluation will be done in adherence to international, national guidelines in response to Covid-19 pandemic. This will ensure safety of the survey teams, the evaluation target groups and the community.  These guidelines are adapted from the SMART Survey Guidance of 8th October 2020
 on restarting population level surveys and household level data collection in humanitarian situations during covid-19 pandemic.
3.0 DATA MANAGEMENT
3.1  Data collection tools

Structured questionnaires will be used to collect anthropometric and health data (anthropometric questionnaire) from all children within the eligible age range (6-59 months). Individual mortality questionnaires will be used to collect data on mortality. Other indicators such as IYCF will be collected using tools based on national and global indicator guidelines.
The data collection tools will be further developed into an XML format to enable mobile quantitative data collection on mobile phones or tablets using the Open Data Kit (Kobo collector) platform. As per guidance on conducting SMART surveys during Covid19 to limit the number of indicators and interview time, the technical committee will discuss on the key critical questions to include. Data collection will last seven days.
3.2  Survey Key Variables 

3.2.1 Anthropometrics 

Age:
Children aged (6-59) months from the selected households are eligible for the survey. The team will ask mothers/caregivers to show a birth certificate, baptism certificate, immunization card and other documents to get accurate age of the child. If the child doesn’t have official documents then the team will use a local event and seasonal calendar to remind the mothers or care givers. In case the age of the child cannot be estimated, children measuring between 65 and 110 cm will be included in the survey. 

However, children who are above six months old but less than 65cm will also be considered as illegible for the survey. 

Sex (m/f): Sex will be determined by asking directly of respondents/mothers and observation. 

Weight: Digital scale (SECA) will be used to take the weight of children 6 to 59 months of age. 

Height/Length: Standard UNICEF/WHO wooden height board will be used. Height will be taken for children greater than or equal to 2 years of age and length for children less than 2 years. Where age cannot be estimated a height in a standing position will be taken for children greater than or equal to 87.0 cm and length will be taken for those less than 87.0 cm in a lying position. Height/length measurements be taken as describe in the assessment guideline and read to the nearest 0.1 cm.  

MUAC: Mid-upper arm circumference measurements will be made using a flexible and non-stretch tape. The MUAC is interpreted as both for graduated and color labeled. Red color (MUAC <115 mm) will be classified as severe and yellow color (MUAC >=115 cm and <125 mm) will be considered as moderately malnourished. While the green color (MUAC >= 125 mm) will be categorized as normal as per WHO classification. MUAC measurement will be taken on the mid-point of the left upper arm. All children aged 6-59 months will be measured to the nearest 1.0 mm.    

Oedema (Nutritional bi-lateral Oedema): to diagnose oedema, normal thumb pressure is applied to the tops of the feet for about three seconds (if you count “one thousand and one, one thousand and two and one thousand and three” in English, pronouncing the words carefully, this takes about three seconds). If there is oedema, an impression remains on both feet for some time (at least a few seconds) where the oedema fluid has been pressed out of the tissue. 

Referral: All children with acute malnutrition in MUAC (<125 mm) will be referred using referral forms to existing TSFP (MAM, >=115 cm and <125 mm) and OTP (SAM, <115 mm) programs in the locality.
3.2.2 Mortality 

Retrospective mortality data will be collected in all the visited households, including those with no children aged 6-59 months. 

Information will be collected on the age and sex of the household members, the number of household members present within the recall period (start of recall period), the number of persons who arrived or left within the recall period, the number of births and deaths over the recall period and pregnancies during the recall period. The cause and location of death will also be captured. Individual Mortality questionnaire will be used to collect data. 

3.2.3 Child morbidity and health seeking behavior 
Mothers/caregivers of all children (6-59 months) participating in the anthropometric survey will provide two weeks of retrospective morbidity data. The mother/caregiver will be asked if the child has been ill such as fever, Diarrhoea, cough illnesses in the last two weeks, and if so, what type of illness the child has had and what treatment has been sought.
3.2.4 Infant and Young Child Feeding (IYCF)

As per the updated World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) 2021, IYCF data will be collected from Mothers with children from 0-23 Months. A summary of the revised set of IYCF indicators is presented in Table 8. Unlike in 2008, no distinction is made between core and optional indicators in this set of recommendations. It is important to assess data using the full set of indicators for any given population and to report all findings.
Table 8: Summary of Infant Indicators
	
	Indicator
	Short Name
	Age Group
	Definition

	1
	Ever breastfed
	EvBF
	Children born in the last 24 months
	Percentage of children born in the last 24 months who were ever breastfed

	2
	Early initiation of breastfeeding
	EIBF
	Children born in the last 24 months
	Percentage of children born in the last 24 months who were put to the breast within one hour of birth

	3
	Exclusively breastfed for the 
first two days after birth
	EBF2D
	Children born in the last 24 months
	Percentage of children born in the last 24 months who were fed exclusively with breast milk for the first two days after birth

	4
	Exclusive breastfeeding under six months
	EBF
	Infants 0–5 months of age
	Percentage of infants 0–5 months of age who were fed exclusively with breast milk during the previous day

	5
	Mixed milk feeding under six months
	MixMF
	Infants 0–5 months of age
	Percentage of infants 0–5 months of age who were fed formula and/or animal milk in addition to breast milk during the previous day

	6
	Continued breastfeeding 12–23 months
	CBF
	Children 12–23 months of age
	Percentage of children 12–23 months of age who were fed breast milk during the previous day

	7
	Introduction of solid, semi-solid or soft foods 6–8 months
	ISSSF
	Infants 6–8 months of age
	Percentage of infants 6–8 months of age who consumed solid, semi-solid or soft foods during the previous day

	8
	Minimum dietary diversity
6–23 months
	MDD
	Children 6–23 months of age
	Percentage of children 6–23 months of age who consumed foods and beverages from at least five out of eight defined food groups during the previous day

	9
	Minimum meal frequency
6–23 months
	MMF
	Children 6–23
months of age
	Percentage of children 6–23 months of age who consumed solid, semi-solid or soft foods (but also including milk feeds for non-breastfed children) the minimum number of times or more during the previous day

	10
	Minimum milk feeding frequency for non-breastfed children 6–23 months
	MMFF
	Children 6–23 months of age
	Percentage of non-breastfed children 6–23 months of age who consumed at least two milk feeds during the previous day

	11
	Minimum acceptable diet
6–23 months
	MAD
	Children 6–23
months of age
	Percentage of children 6–23 months of age who consumed a minimum acceptable diet during the previous day

	12
	Egg and/or flesh food consumption 6–23 months
	EFF
	Children 6–23 months of age
	Percentage of children 6–23 months of age who consumed egg and/or flesh food during the previous day

	13
	Sweet beverage consumption 6–23 months
	SWB
	Children 6–23 months of age
	Percentage of children 6–23 months of age who consumed a sweet beverage during the previous day

	14
	Unhealthy food consumption 6–23 months
	UFC
	Children 6–23 months of age
	Percentage of children 6–23 months of age who consumed selected sentinel unhealthy foods during the previous day

	15
	Zero vegetable or fruit consumption 6–23 months
	ZVF
	Children 6–23 months of age
	Percentage of children 6–23 months of age who did not consume any vegetables or fruits during the previous day

	Other indicators

	16
	Bottle feeding 0–23 months
	BoF
	Children 0–23 months of age
	Percentage of children 0–23 months of age who were fed from a bottle with a nipple during the previous day

	17
	Infant feeding area graphs
	AG
	Infants 0–5 months of age
	Percentage of infants 0–5 months of age who were fed exclusively with breast milk, breast milk and water only, breast milk and non-milk liquids, breast milk and animal milk/formula, breast milk and complementary foods, and not breastfed during the previous da


3.2.5 Child immunization and vaccination

Measles: measles Vaccine will be collected to estimate coverage for children aged 9-59 months,  De-worming in children aged 12-59 months and Vitamin A supplementation in children 6-59 months. Measles assessed by checking for measles vaccination on EPI cards or by recall and will only be done for eligible children (≥ 9 months) 

3.2.6 Maternal nutrition status

Mid-upper arm circumference: MUAC measurements will be taken at the mid-point of the left upper arm using adult MUAC (precision of 0.1 cm) among women of reproductive aged 15-49 years and pregnant and breastfeeding women (PBW) to estimate wasting.
3.3  DATA QUALITY CONTROL AND ASSURANCE 
To ensure data quality, the following measures will be implemented:

· Technical review and validation of the protocol and survey tools by the Technical Working Group.
· Adequate logistics planning during field work
· Five days comprehensive training including standardization test and pilot test.
· Use of quality anthropometric tools and daily standardization assessment to avoid instrument error.
· Field supervision of the survey teams during data collection to ensure adherence to the survey protocols
· Calibration and standardization of survey equipment 
· Digital data capture using mobile phones.
· Use of cluster control forms to monitor the survey outcome of sampled households
· Daily data plausibility checks and sharing feedback with the teams every morning before field departure.
· Translation and back translation of survey tools.
3.4  Data Analysis

ENA for SMART software 2020 version (January 11th 2020 update) will be used to enter and analyse anthropometric and mortality data. Data analysis for other indicators will be done using SPSS version 26 or Epi Info 3.0 software.
4.0  RESULTS DISSEMINATION

Following completion of data collection and analysis, the preliminary/draft report will be submitted to the Nutrition Information Working Group for review and validation within two weeks of completion of data collection. The final report will be submitted to the Technical Working Group for distribution throughout the Nutrition Cluster, as well as to the FMoH and other stakeholders.
5.0  ETHICAL CONSIDERATIONS

The survey protocol will be presented to the NIS TWG for validation. All relevant local authorities will be informed of the study's objectives, methodology, and roles and their permission will be sought. For voluntary participation in the survey, mothers/caretakers of children and household heads will be asked for verbal consent. The participants' identities will be kept anonymous. Those who do not wish to participate in the survey will be respected for their self-determination/decisions. The interviewers will introduce themselves and establish rapport. All information gathered will be treated as strictly confidential. All children diagnosed as severely or moderately malnourished based on MUAC or with oedema will be referred to a nearby health facility. Referral sheets will be provided to each team.
5.0  SURVEY PLAN

The survey plan is shown in table 5 below. It is possible that plans will need to be adjusted due to any unforeseen circumstances
Table 9: Survey plan, Al Firdous locality, East Darfur
	Date
	Activity
	Responsible
	Duration (Days)
	Dates

(TBD)

	
	Survey planning and preparation   
	Consultant
	2
	

	
	Development of data collection tools in Kobo collector, presentation and produce final survey protocol incorporating comments from NIS TWG (If any). 
	
	
	

	
	Training of survey teams
	Consultant/WV
	5
	

	
	Standardization test
	
	
	

	
	Pilot study
	
	
	

	
	Data collection
	Consultant/WV 
	7
	

	
	Plausibility checks and feedbacks
	
	
	

	
	Data revision
	
	
	

	
	Data cleaning, analysis and preparation of preliminary report
	Consultant
	7
	

	
	Report Writing – Main Report 1st draft
	Consultant
	4
	

	
	Presentation of survey findings 
Review of the draft report by NIS TWG and stakeholders 
	Consultant

	1
	

	
	Submission of final report after Incorporating all feedbacks and comments
	Consultant
	2
	


Annex 2: Survey tools (Survey tools used in Sudan)
Anthropometry

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	ANTHROPOMETRIC & HEALTH QUESTIONNAIRE
	
	
	

	
	
	استمارة القياسات الجسمانية و الصحة 
	
	
	

	
	
	(To be conducted in EVERY SELECTED HH with children 6-59 months and PLWs )
	
	
	

	
	
	علي ان يتم ملأها في كل منزل تم اختياره مع الأطفال من عمر 6 الي 59 شهر و الحوامل و المرضعات
	
	
	

	  Date (DD/MM/YY): …./……/…....     Cluster No:………    Team No…..…    State:…………………………………..  Locality………..………………………………….      Village:………....……………………

	 التاريخ (يوم / شهر / سنة): …./……/…....     رقم القرية :……………...    فريق لا…..………...    ولاية:…………………………………..  Locality……….………………………………….      قرية:………....……………………

	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16

	Child No.
	HH NO  
	Child Name              
	Sex (m/f)
	Date of Birth (DD/MMYY)
	Age in months 
	Weight in Kg (e.g. 12.4)
	Height in cm (ex 78.1)
	Oedema 0=No 1 =Yes
	MUAC in  cm (eg 11.3)
	Measles vaccine

at 9 month.
	De-worming

12-59 months


	Illness in past 14 days?

1= Yes

2= No

3= DK
	Type of Illness

Type of disease

1 = fever

2 = cough/ARI

3 = Diarrhoea
	Treatment  Sought:

Request treatment:

0= Not done 

1= Hospital 

2= Health unit/center 

3= Mobile clinic

4= Private clinic 

5= Conventional processor 

6= Pharmacist 

Other = 99 (select)
	PBW MUAC ______ cm

	1
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	12
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	13
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	14
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	15
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 

	
	*Fever: Elevated body temp and chills الحمى: ارتفاع في درجة حرارة الجسم وقشعريرة
**Cough: Fever and difficulty in breathing السعال: حمى وصعوبة في التنفس
***Diarrhoea: Three or more loose stool/day الإسهال: ثلاثة براز رخو أو أكثر يوميًا
	
	
	
	


Mortality
	DEMOGRAPHY & MORTALITY QUESTIONNAIRE


DATE OF INTERVIEW موعد المقابلة: [ D ][ D ]/[ M ][ M ]/ 2023

	STATE ا ولاية :
	
	LOCALITY المحلية :  
	
	VILLAGE/CLUSTER NAME:  اسم القرية

	NAME OF INTERVIEWER 
	اسم الشخص الذي يجري المقابلة

	CLUSTER NO.رقم القطاع
	[     ][  ]
	رقم الفريق TEAM #
	  [   ][  ]
	HOUSEHOLD
 NO. رقم المنزل 
	[     ][  ]


	01
	02
	03
	04
	05
	06
	07
	08
	09
	10

	No.
	Name  اسم
	Sex

(M/F) الجنس
(م / و)
	Age (years)  العمر بالسنين)
	Joined on or after:

الانضمام في أو بعد:
	Left  on or after: غادر في او بعد
	Born on or after: اتولد في او بعد
	Died on or after:  مات في أو بعد
	Cause of death (optional)
سب الموت
	Location of death (optional)
مكان الموت

	
	
	
	
	Start date of the recall period -)

بداية تاريخ التذكار
	
	

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

	a) List all the household members that are currently living in this household.  قم بعمل قائمة بجميع أفراد الأسرة الذين يعيشون حاليًا في هذه الأسرة.

	1
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	
	

	9
	
	
	
	
	
	
	
	
	

	10
	
	
	
	
	
	
	
	
	

	11
	
	
	
	
	
	
	
	
	

	12
	
	
	
	
	
	
	
	
	

	13
	
	
	
	
	
	
	
	
	

	14
	
	
	
	
	
	
	
	
	

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

ضع قائمة بجميع أفراد الأسرة الذين تركوا هذه الأسرة (المهاجرين خارج المنزل) منذ بداية فترة الاستدعاء.

	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. 

) قم بعمل قائمة بجميع أفراد الأسرة الذين ماتوا منذ بداية فترة الاستدعاء.

	1
	
	
	
	
	
	
	Y
	
	

	2
	
	
	
	
	
	
	Y
	
	

	3
	
	
	
	
	
	
	Y
	
	

	4
	
	
	
	
	
	
	Y
	
	

	5
	
	
	
	
	
	
	Y
	
	

	Was anyone in the household pregnant at the start of the recall period? No [   ] Yes [   ] If yes, how many? _______

هل كان أحد أفراد الأسرة حاملاً في بداية فترة الاستدعاء؟ لا [] نعم [] إذا كانت الإجابة بنعم ، فكم عددها؟ _______


IYCF

	Date (D/M/Y): ……./….…/…..      Cluster No:………      Team No…..…………...    State:………………………....   Locality……..……………….           Village:………............

	Identification
	 

A. INFANT AND YOUNG CHILD FEEDING (0 TO 23 MONTHS)

	16
	16.1
	16.2
	16.3
	16.4
	16.5
	16.6
	16.7
	16.8
	16.9
	16.10 Yesterday, during the day or at night, did [NAME] receive any of the following liquids either at home, or somewhere else?

	Child No.
	HH No.
	Child Name
	Sex
M= Male
F= Female
	Age in months
(0-23 months)
	Has [NAME] ever been breastfed? (EverBF)

1= Yes
2= No
98 = Don’t know
	How long after birth did you first put [NAME] to the breast?  If If immediately record as “000”. If less than 24 hours, record hours.
Otherwise, record days

1. Immediately = 000
2. Hours: |___|___|
3. Days:  |___|___|
	In the first two days after delivery, was [NAME] given anything other than breast milk to eat or drink – anything at
all like water, infant formula, or [insert common drinks and foods,
including ritual feeds, that may be
given to newborn infants]?
1= Yes
2 = No
98 = Don’t know
	Was [NAME] breastfed yesterday during the day or at night?
1= Yes
2 = No
98 = Don’t know
	Did [NAME] drink anything from a bottle with a nipple
yesterday during the day or at night?
1= Yes
2 = No
98 = Don’t know
	 
A. Plain water
1= Yes
2 = No
98 = Don’t know
	
B. Infant formula, such as [insert local names of common formula]?    1= Yes (if Yes, indicate how many times in brackets) 
2 = No
98 = Don’t know. 
	
C. Milk from animals, such as fresh, tinned, or powdered milk?             1= Yes (if Yes, indicate how many times in brackets) 
2 = No
98 = Don’t know.

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Date (D/M/Y): ……./….…/…..      Cluster No:………      Team No…..…………...    State:………………………....   Locality……..……………….           Village:………............

	 

B. INFANT AND YOUNG CHILD FEEDING (0 TO 23 MONTHS)
	

	16.10 Yesterday, during the day or night, did [NAME] receive any of the following LIQUIDS either at home or outside the home?
	16.11 Describe what (NAME) ATE yesterday during the day or night, whether at home or outside the home, since (NAME) woke up yesterday until NAME went to sleep. ? 
	

	Child No.
	
D. Yogurt drinks such as [insert local names of common types of yogurt drinks]?      1= Yes (if Yes, indicate how many times in brackets) 
2 = No
98 = Don’t know.
	
E. Chocolate-flavored drinks including those made from syrups or powders?
1= Yes
2 = No
98 = Don’t know
	
F. Fruit juice or fruit-flavored drinks including those made from syrups or powders?
1= Yes
2 = No
98 = Don’t know
	
G. Sodas, malt drinks, sports drinks, or energy drinks?
1= Yes
2 = No
98 = Don’t know
	H. Tea, coffee, or herbal drinks?
1= Yes
2 = No
98 = Don’t know
	
G. Sodas, malt drinks, sports drinks, or energy drinks?
1= Yes
2 = No
98 = Don’t know
	
I. Clear broth or clear soup?
1= Yes
2 = No
98 = Don’t know
	
J. Any other liquids? 
1= Yes (If “yes”: what was the liquid or what were the liquids?)
2 = No
98 = Don’t know
	
A. Yogurt, other than yogurt drinks?

1= Yes (if Yes, indicate how many times in brackets) 
2 = No
98 = Don’t know.
	
B. Porridge, bread, rice, noodles, pasta or [insert other commonly consumed grains, including foods made from grains like rice dishes, noodle dishes, etc.]?

1= Yes
2 = No
98 = Don’t know
	
C. Pumpkin, carrots, sweet red peppers, squash or sweet potatoes that are yellow or orange inside? [any additions to this list should meet “Criteria for defining foods and liquids as ‘sources’ of vitamin A”]

1= Yes
2 = No
98 = Don’t know
	
D. Plantains, white potatoes, white yams, manioc, cassava or [insert other commonly consumed starchy tubers or starchy tuberous roots that are white or pale inside]?

1= Yes
2 = No
98 = Don’t know
	
E. Dark green leafy vegetables, such as [insert commonly consumed vitamin A-rich dark green leafy vegetables]?


1= Yes
2 = No
98 = Don’t know
	
F. Any other vegetables, such as [insert commonly consumed vegetables]?

1= Yes
2 = No
98 = Don’t know

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


	Date (D/M/Y): ……./….…/…..      Cluster No:………      Team No…..…………...    State:………………………....   Locality……..……………….           Village:………............

	 

C. INFANT AND YOUNG CHILD FEEDING (0 TO 23 MONTHS)

	 
	16.11 Describe what (NAME) ATE yesterday during the day or night, whether at home or outside the home, since (NAME) woke up yesterday until NAME went to sleep. ? 
	16.12
	16.13

	Child No.
	G. Ripe mangoes, ripe papayas or [insert other commonly consumed vitamin A-rich fruits]?

1= Yes
2 = No
98 = Don’t know
	H. Any other fruits, such as [insert commonly consumed fruits]?

1= Yes
2 = No
98 = Don’t know
	I. Liver, kidney, heart or [insert other commonly consumed organ meats]?

1= Yes
2 = No
98 = Don’t know
	J. Sausages, hot dogs/frankfurters, ham, bacon, salami, canned meat or [insert other commonly consumed processed meats]?

1= Yes
2 = No
98 = Don’t know
	L. Eggs?

1= Yes
2 = No
98 = Don’t know
	M. Fresh fish, dried fish, or shellfish?

1= Yes
2 = No
98 = Don’t know
	N. Beans, peas, lentils, nuts, seeds or [insert commonly consumed foods made from beans, peas, lentils, nuts, or seeds]?

1= Yes
2 = No
98 = Don’t know
	O. Hard or soft cheese such as [insert commonly consumed types of cheese]?

1= Yes
2 = No
98 = Don’t know
	P. Sweet foods such as chocolates, candies, pastries, cakes, biscuits, or frozen treats like ice cream and popsicles, or [insert other commonly consumed sentinel sweet foods]?

1= Yes
2 = No
98 = Don’t know
	Q. Chips, crisps, puffs, French fries, fried dough, instant noodles or [insert other commonly consumed sentinel fried and salty foods]?

1= Yes
2 = No
98 = Don’t know
	R. Any other solid, semi-solid or soft food?



1= Yes (If “yes”: What was the food?)
2 = No
98 = Don’t know
	
S. Did [NAME] eat any solid, semi-solid or soft food yesterday during the day or at night?   


    
1= Yes ([if “yes” record in
16.11A – 16.11R])
2 = No
	
How many times did [NAME] eat any solid, semi-solid or soft foods yesterday during the day or night?

     (If 7 or more times, record “7”.
If number of times not known, record “98”)

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


WASH

Water, Sanitation and Hygiene (WASH)

What is the main source of water used by your household for drinking and cooking?

SELECT ONE BUT DO NOT PROMPT WITH RESPONSES. CONSIDER DRINKING AND COOKING WATER ONLY.

[image: image6.png]



Public tap/standpipe


Hand pumps/boreholes


Protected well


Water sellers/kiosks


Piped connection to the house (or neighbour’s house)


Protected spring


Bottled water, water sachets


Tanker trucks


Unprotected hand-dug well


Surface water (lake, pond, dam, river)


Unprotected spring


Rainwater collection


Other


Don't know

What kind of toilet/latrine does your household usually use?

DO NOT READ THE ANSWERS. SELECT ONE ONLY.


Flush or pour/flush toilet.


Pit latrine with a slab or platform


Pit VIP latrine


Hanging toilet/latrine


Pit latrine without a slab or platform


Open hole


Bucket toilet


No facility, field, bush, or plastic bag

Do you share this toilet/latrine with other households?


Yes


No

How many households use this toilet/latrine?

THIS INCLUDES THE SURVEYED HOUSEHOLD. RECORD THE NUMBER OF HOUSEHOLDS IF KNOWN. RECORD '96' IF PUBLIC TOILET OR '98' IF UNKNOWN


What kind of handwashing device do your household members usually use to wash their hands?

ASK TO SEE THE HANDWASHING DEVICE


No specific handwashing device (no device at all or only a pouring device or simple basin/bucket, with no taps)


Sink with tap water


Buckets with taps


Pouring device (e.g. Tippy tap)


Other


Don't know

OBSERVE: Is water available at the place for handwashing?

DO NOT ASK THIS QUESTION ALOUD, OBSERVE AND RECORD THE ANSWER. UNTREATED WATER CAN BE COUNTED AS "YES" IF IT'S CHANGED AFTER BEING USED, OR IF IT'S RUNNING WATER.


Yes


No


Not allowed to see the handwashing place


Don't know

OBSERVE: Is soap available at the place for handwashing?

DO NOT ASK THIS QUESTION ALOUD, OBSERVE AND RECORD THE ANSWER.


Yes


No


Not allowed to see the handwashing place


Don't know

Cluster control form
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SMART SURVEY IN NITEGA LOCALITY

SOUTH DARFUR STATE

December 2025

CLUSTER CONROL FORM

	HH

#
	Order of Visit
	Name of HH
	First Visit Outcome

     1 = completed

2 = partly completed

3 = refused

4 = absent*
	Number of eligible children

(6-59 months)
	Number of eligible children measured
 (6-59 months) 
	Number of children under 2 
(0-23 months)  
	HH needs to be revisited
Yes or No
	HH re-visited
Yes or No
	Second Visit Outcome 

(If necessary)

1 = completed
2 = part completed
3 = refused

4 = absent
	Comments

	
	1
	
	
	
	
	
	
	
	
	

	
	2
	
	
	
	
	
	
	
	
	

	
	3
	
	
	
	
	
	
	
	
	

	
	4
	
	
	
	
	
	
	
	
	

	
	5
	
	
	
	
	
	
	
	
	

	
	6
	
	
	
	
	
	
	
	
	

	
	7
	
	
	
	
	
	
	
	
	

	
	8
	
	
	
	
	
	
	
	
	

	
	9
	
	
	
	
	
	
	
	
	

	
	10
	
	
	
	
	
	
	
	
	


JESTIFICATION FOR SAMPLE SIZE CALCULATION 


The current SMART survey is the second of its kind planned to be conducted in Al Firdious, ED. The previous survey was conducted in December 2024 by World Vision, Sudan, in collaboration with the Ministry Health. The previous survey was conducted in December 2025 during the harvest season, which coincides with the time (season) the current survey planned in Al Firdous locality. Furthermore, the recent Sudan’s Integrated Phase Classification Acute Food Insecurity (IPC), Projection period from October 2025 – January 2026 indicated that the harvests in Greater Darfur will be well below average due to insecurity, despite favorable agro climatic conditions.





The findings from the previous SMART survey revealed that the prevalence of Global Acute Malnutrition (GAM), based on Weight-for-Height Z-scores below -2 and/or oedema, was estimated at 16.3 % (12.5 – 21.0 95% C.I), while the prevalence of SAM based on Weight-for-Height <-3 Z scores and/or oedema was 4.6% (2.6 – 7.8 95% C.I.).





The CMR estimated 0.66 (0.34- 1.26)








� Simple Spatial Survey Method (S3M-II), 2018. The WHO threshold for wasting is very low if GAM is less than 2.5 per cent, low if between 2.5 and 5 per cent, medium from 5 to 10 per cent, high from 10 to less than 15 per cent, and very high from 15 and above.





� IPC Integrated Food Security Phase Classification report, October 2024-May 2025 


� SMART survey result conducted in Al Firdous locality in December 2024, GAM estimated at 16.3% (95% CI 12.5 – 21.0)


� SMART survey result conducted in Nyala North Locality in January 2025 CMR estimated 0.31 (0.16-0.58)





� Z-score criteria always yield a greater prevalence of malnutrition than use of the percent of median criteria. This is because the former takes into account variation in the standard deviation of weight at different heights, making it more statistically valid. For this reason WHO recommends use of z-scores for the presentation of malnutrition prevalence. 


� WHO/UNICEF. WHO child growth standards and the identification of severe acute malnutrition in infants and children: A joint statement. 2009.


� Threshold classification according to updated WHO-UNICEF  2018





�https://smartmethodology.org/wp-content/uploads/2020/10/Guidance-on-Household-Surveys-during-COVID-19_Final-version.pdf


� Household will be defined as all those members or persons who eat from the same cooking pot and live together.





3

