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IPC ANALYSIS OF AREAS WITH LIMITED OR NO ACCESS

   

IPC RESOURCE 03
Guidance on evidence for IPC analysis of

areas with limited or no access

WHAT DOES THE IPC TECHNICAL MANUAL V3.0 SAY ABOUT ANALYSIS OF AREAS WITH NO OR LIMITED 
ACCESS?

 ° Refer to pages 90 to 92 of the Manual 3.0.

WHAT DOES THIS RESOURCE ADD TO THE MANUAL?

 °   This document aims at providing more in-depth knowledge about evidence requirements and guidance for 
collection of evidence in/on areas with no or limited access. 

HOW IS THIS RESOURCE ORGANIZED?

 » Objective of assessment

 » Assessment in areas with limited access

 » Assessment in areas with no access

 »  Use of CATI to collect information on areas with no access

 » Further guidance for assessment in areas with no or limited access

 » Data analysis and reporting

 » Supporting forms 

CONTACTS
For queries or to request support contact the IPC Global Support Unit at info@ipcinfo.org.



2 IPC ANALYSIS OF AREAS WITH LIMITED OR NO ACCESS

In humanitarian situations where access to affected populations is limited or non-existent, information required for IPC analysis is 
often unavailable, or the information that is available does not meet the IPC minimum criteria.  At the field level, the IPC has been 
requested to provide guidelines on information collection in such contexts, so that agencies working in these difficult situations can 
produce data that meet minimum IPC criteria.

The guidelines that follow have been developed to provide some methodology for collecting food insecurity, malnutrition and 
mortality–related data in exceptional humanitarian crisis situations, in which access to the affected area is limited, that is: there is very 
limited time (usually a few hours) on the ground to collect data, or no access at all to the area. 

Typical examples of such situations include accessing areas affected by a conflict or a natural disaster to conduct an assessment 
via helicopter, accompanying humanitarian convoys to the affected area to distribute food, or by collecting information in camps 
for displaced persons from recent arrivals from inaccessible areas. However, in pandemic situations (such as Ebola or COVID-19), 
physical access to large-scale areas can also be very limited or non-existent. For these circumstances the first option for collecting 
data is typically CATI (computer-assisted telephone interviewing). All these different options for data collection are discussed in this 
guidance note.

In these contexts, the overall objective of the assessment is to get a sense of the food consumption, malnutrition and mortality 
situation. The specific objectives of these assessments are to make estimates of the following:

•   Prevalence of Global Acute Malnutrition by Mid Upper Arm Circumference (GAM based on MUAC)

•   Crude death rate (especially if there is a possibility of famine)

•   Access to food / food consumption situation

•   In addition, if possible, the overall food security and nutrition situation of the assessed areas should also be directly evaluated, by 
getting as much contextual information as possible e.g. on services, markets, food production, livelihoods and living conditions. 

It should be noted that these guidelines are applicable only for exceptional humanitarian crisis situations in which access to the 
affected area is limited or non-existent. These guidelines cannot and do not cover every humanitarian situation. There may be other 
humanitarian contexts with very limited access where assessment of the situation will require a different methodology and data 
collection approach. Agencies planning assessments in these humanitarian contexts should carefully review the context and decide 
on the best data collection approach and should document how this approach was decided upon.

Objective of assessment

Assessment in areas with limited access
• Selection of areas to visit
In general, these quick assessments are carried out in small geographical areas such as villages, camps, etc. In this case, results 
from these assessments are only applicable to the assessment area or to similar areas (e.g. estimates from an Internally Displaced 
Person (IDP) camp may be used to infer the situation in other similar camps, given that expert knowledge and other evidence on 
contributing factors indicate similarities between the camps). However, results from several of these small geographical units may be 
used to express the situation in a larger geographical area such as district, county, etc., if at least three villages or sites are surveyed 
in the target area.

The selection of areas to visit typically depends on accessibility. Access to normally inaccessible areas may open up for a short period 
of time through humanitarian aid convoys or, in the case of conflict areas, if access to a particular area has been negotiated with 
relevant parties to the conflict.  As a result, the selection of villages or sites to visit is typically not random but purposive. Even so, 
data from the (minimum three) non-neighbouring villages or sites in the analysis area is considered sufficient for IPC classification 
purposes, as it is assumed that conditions in the (generally inaccessible) analysis unit are similar in terms of contributing factors. If 
similarity within the area cannot be established through analysis of contributing factors, it may be necessary to split the area into a 
sub-area that can be classified with the data collected, and another sub-area that cannot be classified.

• Assessment team
Assessments in areas with limited access are generally multi-agency and multi-sectoral in nature, and usually involve a team of 8-10 
people. It also often includes a food distribution. It is highly recommended that 3-4 people included in these multidisciplinary teams 
are tasked solely with conducting food insecurity, malnutrition and mortality assessments. At least one member of this assessment 
team should be tasked with collecting mortality rates (especially if famine is suspected), whereas other team members should 
conduct MUAC screening, assess oedema among children under 5 and complete the food security questionnaire. If possible, roles of 
team members can be separated so that each member focuses only on food security/nutrition. It has been estimated that a visit of 
approximately two to three hours per site is sufficient to collect minimum information on the food security and nutrition situation as 
per these guidelines. 
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Box 2: Recommended sampling options in order of priority
1.   Exhaustive assessment (screening of all children / interviewing all households). Only possible if the number of households is limited, i.e. <150 for screening 

purposes and <40 for household interviews.
2.   Simple random sampling of households. This is only possible if a complete list of households is available.
3.   Systematic random sampling of households. Can be conducted as described above.
4.   Random walk: see Box 1.

During the planning stage of the assessment, it is important to estimate the expected 
number of households in the assessment area and decide on the sampling strategy. If 
the total number of households in the area is expected to be <150, it is recommended 
to carry out an exhaustive MUAC screening to the extent possible. In all other cases, 
children should be screened randomly using systematic random sampling (estimating 
total number of households, number of households that can be possibly visited during 
the time allotted and estimating the sampling interval based on these numbers).1 In 
extreme situations when neither of the above methods could be used, the assessors 
can use the random walk method– see Box 1.

It is important to be realistic about how many household interviews/measurements 
can be conducted during the limited time of the mission. Even in a best-case scenario, 
surveying one household (including introduction, getting consent, FS interview, 
measurement of MUAC, filling out the questionnaire, walking to the next household) 
will take at least 5-10 minutes. Therefore, during a 3-hour mission, one small team can 
survey a maximum of 36 households/children. Measurements of MUAC at a central 
point may take less time, but still, at least 3-4 minutes per measurement would be 
necessary. Therefore, any a priori sample size requirements are of limited use, and the 
actual sample size achieved will highly depend on the (1) duration of access, (2) size of 
the visited site, (3) number of dedicated data collectors, and (4) skills of data collectors 
and overall coordination of the assessment team. It should be noted that there are no 
minimum criteria for number of children/households assessed, as long as the criteria for 
assessing at least three sites, i.e. villages, camps or settlements per analysis area are met.

At the start of the assessment, it is recommended that the 3-4 members of the 
assessment team split into 2 groups. While one group focuses on the MUAC screening, 
assessing oedema and food insecurity (by visiting households and central point), the 
other will collect mortality information (from key informants).

• Sampling

1 It is assumed that in areas with limited access affected by a conflict or a natural disaster, likely leading to displacement, it is very difficult to obtain complete lists of 
households in each visited site. As a result, simple random sampling is not discussed as a data collection method. If, however, simple random sampling is possible, it 
is recommended.

Box 1: Conducting a random walk 

when collecting MUAC and food 

insecurity data

From the point where you arrived at the 
assessment area, select a random walk 
direction by spinning a pen or a bottle. 
Walk along the direction that the pen/
bottle is pointing towards and conduct 
MUAC screening and oedema checks 
on all eligible children in all households 
that you see on both sides as you walk 
to the edge of the assessment area. 

For the caregiver of the children, apply 
the food insecurity questionnaire. If 
a caregiver has more than one child 
measured, only interview the caregiver 
once.  When you reach the edge of the 
assessment area, spin again the pen or 
bottle and take another random walk 
following the same procedure.  Repeat 
the process as many times as you can till 
you leave the area.

At the start of the assessment, it is recommended that the 3-4 members of the assessment team split into 2 groups. While one group 
focuses on the MUAC screening, assessing oedema and food insecurity (by visiting households and central point), the other will 
collect mortality information (from key informants).

• MUAC screening and assessment of oedema 

The aim of the MUAC screening is to screen as many children as possible. Screening of children under 5 is a priority, but if there is 
time, also adults  can be screened. If the area is large, the screening should be carried out as randomly as possible (see Box 2 on 
recommended sampling methods). If the assessment is carried out as part of another activity (e.g. food distribution or immunization 
campaign), there usually will be a central point in the assessment area where these activities will take place. In these circumstances, it 
is suggested that the MUAC screening team is divided into two sub-groups as follows and as detailed below; (i) Sub-group 1 – Central 
Place, (ii) Sub-group 2 – Community Survey:

a   Sub-group 1 / Central Place: 1 person to assess MUAC and oedema on children 6-59 months as well as adults gathered at the 
central location in a central place, such as at a health facility or food distribution points (if these exist).  Note that if it is overcrowded 
and not possible to screen all children and adults, it may be necessary to screen every other child and adult. The height stick 
(see below) should be used to verify the age of children and the tally sheet should be used to record all MUAC measurements. If 
possible, take pictures of children who show visible signs of acute malnutrition.

b   Sub-group 2 / Community Survey: 1-2 people should assess MUAC and oedema on children 6-59 months and administer the food 
insecurity module to their caregivers in the community. If the assessment area is small (less than about 100-150 households), an 
exhaustive MUAC screening (and assessment of oedema, if possible) should be carried out (time permitting), with the food security 
module applied to all households visited. If the assessment area is large (i.e. more than 150 households), a random MUAC screening 
using simple random sampling, systematic sampling, or using a random walk method should be carried out – see Box 1 above on 
how to carry out a random walk. A systematic random sampling method is highly recommended if the layout of the shelters at the 
site allows for it. If more than one interviewer is doing household assessments, it is important to divide the area so that assessors 
do not overlap and assess the same households twice.
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Note that a height stick should be used to verify the age of children2. Only children between 67 and 110 cm length/height should be 
included in the MUAC screening. All children who measure less than 87 cm should be recorded as less than 2 years old and all children 
measuring more than 87 cm should be recorded as over 2 years old on the tally sheet. The final results of the MUAC screening should 
be disaggregated by these age categories. If possible, pictures of children who show visible signs of acute malnutrition should also 
be taken.

• Death rates

At least one member of the assessment team should collect mortality data, especially if a famine is suspected. The mortality data 
should be collected and verified from at least three sources (if available), as described below. All three sources of information should 
be crosschecked to avoid double counting of deaths. The recall period should be clearly identified and aligned with some memorable 
occurrence (e.g. start of conflict, start of the rains). Community leaders and others should also be probed to gather information of 
infant and young child deaths that might be missed, to avoid under-reporting of deaths. Information on deaths should be recorded 
on the mortality questionnaire included at the end of this section. 

a   Health facility data: If there is a functioning health facility in the assessment area, this facility should be visited. Information on 
all deaths should be recorded, with clear documentation of the recall period. Name, age and sex of all deaths since the start of 
the recall period should be recorded, as well as information on cause of death if this is available. If time is limited in the field, a 
photo of the relevant sections of the health registry should be taken, if possible, and can be used to record the information later. It 
should be noted that the number of deaths recorded by the health facility is usually an underestimate of the deaths that occurred 
in a given area, as deaths occurring in the community may not be recorded at the health facility. In some cases, there may be 
some other sources of death tally lists, for example, lists compiled by community leaders, religious leaders, graveyard records, etc. 
This information should also be referenced to the extent possible with other data sources. Even if no detailed lists are available, 
personnel can be interviewed to assess if mortality levels are higher than usual and if so, by how much.

b   Key informant interview: Information on deaths should also be collected from key informant interviews. Typical key informants 
include community leaders, religious leaders performing burial rights, community health workers, social workers, etc. They should 
generally be those most knowledgeable of the deaths in the community, and therefore be a good source of information. In 
the absence of death tally lists and clearly defined graveyards, this is often the only available source of data on deaths in the 
community.  Key informants should be asked about any deaths since the beginning of the recall period. Name, age, and sex of 
all deaths should be recorded. Each death should be further investigated to determine if the death is related to trauma/violence 
or other causes. It is important to collect death information from 3-5 different key informants and cross-check the death lists and 
to reconcile the lists obtained from various key informants. Data from key informants that seems to provide biased or unreliable 
information (e.g. is not corroborated by other information available) may need to be discarded.

c   Grave counting: If there is a graveyard in the community, it should be visited with the community leader or another key informant 
to identify all graves that were erected since the beginning of the recall period and have the deceased’s names, ages and sexes 
recorded.

• Food consumption and livelihood change information 

For information on the food security situation, the teams should collect at least HHS and if time allows, FCS or HDDS. In addition, 
the teams should gather further information to the extent possible during the visit. Information collected should include (but is not 
limited to) the following topics depending on the context: existence of possible markets and their functioning, food sources, any 
cultivation practiced by households, crop conditions, animal ownership, livestock conditions and possible income sources. 

The following methods of information collection can be used, depending on the time and human resources available:

-   Household interviews: direct observation of e.g. living conditions and potentially adding a couple of questions on food and 
income sources in household questionnaire, time permitting. Household interviews should also be used to collect data on food 
consumption indicators, i.e. HHS and FCS/HDDS.

-   Transect walk i.e. walking through the settlement from one end to the other and taking note of e.g. the following characteristics: 
amount of households, evidence on cultivation (crops, area cultivated, crop condition) and livestock (amount, species, body 
condition), any visible food items/stocks, general living conditions (construction materials, access to latrines and water sources) and 
economic activities (existence or absence of shops, markets, any selling or buying).

-   Focus group discussion: time permitting (typically at least an hour is required for a focus group discussion) it may be possible 
to conduct a focus group discussion with a group of randomly selected men and women from the settlement. Focus group 
discussions can focus e.g. on shocks, food and income sources, coping mechanisms, typically consumed food items and needs for 
humanitarian assistance.

-   Key informant interviews: it may be possible to combine key informant interviews on deaths in the community with other questions, 
for example on shocks, food and income sources, and needs for humanitarian assistance.

2 A height stick is recommended as, in most contexts, it is not possible to get accurate age data and it is time-consuming to estimate age using an event calendar. 
However, if the assessment is done in a context where everyone knows the exact date of birth, it is best to use the date of birth instead of the height stick.
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In this instance, information is collected by interviewing/measuring as many people as possible among those who have left the area. 
For this objective, where households leaving the area are going to is important, as they might move in different directions depending 
on the location of assistance, livelihood options, where their relatives are and overall safety. In order to understand this, there is a need 
to get information on population movements from actors on the ground, such as local and international NGOs, local authorities and 
other key informants, and use this information for planning of data collection. When interviewing the households, it is important to 
ask about their area of departure in order to understand the villages or sites the data collected represents. 

Time is of essence, as length of journey has an impact on the usefulness of assessment results, both for measurement of nutritional 
status and assessment of food consumption and livelihood change situation when it comes to understanding the situation in the 
area of origin.

• Selection of areas to visit

Assessment in areas with no access

In the case of interviewing and measuring recent arrivals, the team size can vary depending on the situation. For example, if a large 
group of recent arrivals has been identified, a larger team may be required to assess their situation. However, if people arrive one 
by one or in small groups e.g. to an IDP camp over the course of several weeks, it may be sufficient to situate a few people at the 
registration site to interview and conduct an exhaustive screening of the arrivals. In the latter case, it is prudent to use qualified staff 
members of national or international NGOs present in the field to conduct the assessment, in order to avoid any delays in deploying 
the team and therefore risk losing valuable data.

Roles of team members: 

it is important to assign one focal point for coordinating the assessment group. The focal point will be responsible for the entire 
assessment, including supervising field data collection, data review, and report writing. Roles and responsibilities of each member of 
the team (see below) should be agreed on during the planning stage of the assessment/data collection. Due to the nature of these 
assessments, it is extremely important to include people who are experienced in taking MUAC measurements, assessing oedema, 
and conducting food security and mortality interviews, and have a good knowledge of survey sampling procedures.

• Assessment team

The purpose is to conduct an exhaustive assessment of all recent arrivals. If households are arriving to a central site (e.g. an IDP or a 
refugee camp) over the course of several days or weeks, all children (and optimally, all adults) should be measured. Preferably, the 
mortality questionnaire should be administered to all households, and the household questionnaire should be administered to every 
second household (or every household, if time allows). 

If a large group of recent arrivals has gathered in a specific area, the guidance above for implementing an assessment in a camp or 
village applies. However, in this situation, there is likely to be more time for the assessment than in an area with limited access, and as 
a result, the household questionnaire administered can be more extensive. 

• Sampling

The aim of the MUAC screening is to screen as many children as possible. Screening children is the priority, but if time permits, adults 
can be screened. If the screening is conducted on recent arrivals e.g. to a camp or settlement, it is recommended to screen all arrivals 
(exhaustive screening of children and adults) if time and conditions allow. In case of recent arrivals, the enumerators screening 
children and adults should be positioned at the entrance of the camp/settlement, so that they can screen the arrivals when they 
enter and are registered. 

A height stick should be used to verify the age of children. Only children between 67 and 110 cm length/height should be included 
in the MUAC screening. All children who measure less than 87 cm should be recorded as less than 2 years old and all children 
measuring more than 87 cm should be recorded as over 2 years in the tally sheet. The final results of the MUAC screening should be 
disaggregated by these age categories. If possible, pictures of children who show visible signs of acute malnutrition should also be 
taken.

• MUAC screening and assessment of oedema



6 IPC ANALYSIS OF AREAS WITH LIMITED OR NO ACCESS

One person from the assessment team should interview the recent arrivals regarding deaths that have occurred in their family over 
the recall period. It is important to try to ascertain where the deaths occurred in order to assist the calculation of death rates. If 
time allows for longer interviews, mortality questions can be imbedded in the overall household questionnaire. If households have 
information on other deaths that have happened in their communities or e.g. during the journey to the camp/settlement, these 
should be recorded separately.

• Death rates

When interviewing recent arrivals, it should be noted that the length of journey will impact the validity of food security information, 
especially that of different food consumption indicators. As a general rule of thumb, for food consumption findings to be relevant, the 
length of the journey should be no longer than seven days. Food consumption indicators included in the assessment can be based 
on the known/estimated length of journey: as HHS has a recall period of 30 days, it can be administered even if the journey has taken 
one week during the 30 day period without compromising the validity of the data.  FCS/HDDS can be administered by asking the 
respondents to reply to the questions based on their consumption during the period that preceded their departure. As in this case 
FCS/HDDS is not collected in the standard manner, data reliability is likely to decrease, but the data is still likely to provide an overall 
understanding of the situation in the area of origin. Further questions can be asked regarding the typical number and composition 
of meals consumed in the area of departure, as well as on food and income sources. 

In case of recent arrivals, it is also important to capture the length of the journey. To do this, enumerators should ask where the 
arrivals are coming from (where they were before they embarked on a journey to arrive to the camp/settlement), and how long did 
the journey take in number of days. After collecting the data, the results can be grouped by original location and length of journey.

• Food security information 

In some cases, it may be possible to use CATI (computer-assisted telephone interviewing) to collect information on population 
groups in areas with limited/no access. This may not always be an option, as especially in conflict situations there may be almost no 
population groups left in certain areas and IDPs may be widely dispersed, and/or it may be very difficult to reach them by telephone 
in case of poor mobile phone coverage and e.g. damaged cell phone towers. In other situations, e.g. in case of disease pandemics 
such as Ebola or COVID-19, CATI is likely to be more of an option as in these cases, populations are more likely to stay in place, and 
mobile phone coverage is likely to remain at pre-crisis levels.

Use of CATI to collect information on areas with 
limited/no access

Ideally, data collection would take place at the level of typical IPC analysis. For example, if analysis is usually conducted at admin 
2 level, CATI data should also be collected at that level. However, this is often not possible due to inadequate coverage of phone 
number databases accessed by polling operators. In case data at the desired level of analysis cannot be acquired, analysis can also be 
done at a higher level (normally admin 1 level).

• Selection of areas for data collection

The CATI assessment team consists of call centre operators who are trained to conduct interviews and can do so in local languages.

• Assessment team

As discussed above, it may not be possible to conduct sampling at the desired level if CATI is used to collect data. This is because, in 
many cases, phone number databases do not include location information, and use of cell phone tower data to locate phones nearby 
is often not possible. Furthermore, even if location information is available, phone number databases may contain a very limited 
amount of phone numbers for small administrative areas. Hence, in order to access location information, questions on location of 
respondent need to be inserted in the questionnaire used by call centre operators. This assists in verifying the number of households 
reached per analysis area and provides subsequently an opportunity for call centres to modify their sampling approach based on 
identified location patterns. 

It should be remembered that also CATI data collected in areas with limited or no access is subject to lower reliability requirements. 
This means that for CATI it is necessary to get data on at least three sites within the analysis area, but it is not necessary to reach R1 
criteria in terms of number of households (90 households) or mobile phone ownership (60%). However, in case the data does not 
meet the R1 requirements, it is not possible to produce detailed population tables, only a ‘working number’ e.g. of people estimated 
to require assistance.

• Sampling
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Typically, with CATI, data on nutritional status and mortality is not collected. Evidence on nutritional status requires measuring of 
children under 5 (and/or adults), which cannot be conducted remotely.  

Some programmes, however, exist, whereby mothers are trained to measure their children and to transmit the results by phone to 
agencies collecting data. This type of data, if it exists, can be used as evidence on acute malnutrition in an analysis area, provided that 
the data quality is sufficient. 

Other options to assess the nutrition situations are (a) recent data (data collected within the last 6 months for bimodal areas and 12 
months for unimodal) and (b) historical data (2 estimates from the same season of the analysis in the last 5 years).

Mortality data can, in principle, be collected through CATI. In this case the typical household mortality survey questionnaire should 
be used. This questionnaire should include a recall period (e.g. 90 days), age and sex of the household member(s) who died, and a 
question on whether the death(s) were trauma or non-trauma related. However, given that, typically, sampling is low at the level 
of the analysis unit, and that deaths within a household are rare events, it is not possible to estimate death rates with interpretable 
precision. As a result, it is recommended that mortality data is collected from key informants, e.g. by calling health service providers 
(such as health workers, health centres/clinics, agencies providing health services) to collect information on reported deaths in the 
analysis area. This type of information is likely to be more reliable than information collected through CATI from households.

• Collection of data on nutritional status and mortality

The amount of information that can be collected through CATI is very limited compared to normal face-to-face household 
questionnaires. Due to respondent fatigue and often poor phone connections, a single household interview can take maximum 10-
20 minutes. The time limit means that the amount of questions that can be included on food security outcomes and contributing 
factors should be reduced to an absolute minimum. 

Normally, the focus of CATI is on a few quick indicators. The reduced Coping Strategies Index (rCSI) and Food Consumption Score (FSC) 
are often collected, sometimes also the Household Hunger Scale (HHS), as well as information on main income source, household 
size, gender and education level of household head, and shocks. If CATI is conducted in rural areas, some information on agriculture 
and livestock may also be collected. In connection with the COVID-19 pandemic, CATI regularly also incorporated questions on 
household knowledge and behaviour related to the pandemic. 

Due to the time limitations, it is typically not possible to collect much information on contributing factors through CATI, especially 
information on income or expenditure, although information e.g. on income sources, shocks and perceptions on markets is often 
included. As a result, it is strongly recommended to collect information e.g. on markets, prices, weather, agricultural and livestock 
production and other factors affecting the food security situation from secondary data resources and through interviews with key 
informants.

• Food security information 

During these assessments, the mortality data to be collected is the crude death rate. Prior to the field data collection, it is important 
to decide on the recall period for the mortality assessment. The typical recall period for mortality data in mortality surveys is 90 days, 
but this can be adjusted according to the context. The recall period can start from the beginning of the conflict, any memorable date, 
or the last assessment; it can be a period relevant for programmatic purposes (such as season), etc. Please refer to the SMART survey 
guidelines for how to set the recall period for a mortality survey: http://smartmethodology.org/

• Recall period for death rates 

Further guidance for assessments in areas with no 
or limited access

The supplies, as detailed in Table 1 below, will be required to carry out the assessment:

• Supplies
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Number Name Quantity (per site) Remarks

1 MUAC Tapes for children As needed Generally, 1-2 per measurer

2 MUAC Tapes for adults As needed Generally, 1-2 per measurer

3 Height or QUAC Sticks 2-3 It should have markings measuring 67, 87 and 110 cm, indicating approximately 6, 24, and 
69 months respectively

4 MUAC Tally sheet for children As needed Standard tally sheet with oedema

5 MUAC Tally sheet for adults As needed Standard tally sheet

6 Food Insecurity Questionnaire As needed Household Hunger Score module (and optimally also the Food Consumption Score 
module or Household Dietary Diversity Score module).

7 Death Rates Questionnaire 2 To be completed for questions covering health facilities, key informant interviews and 
graveyard counting

8 Camera 1-2 Only if it is safe to do so, use a simple camera or a phone with camera to take pictures of 
children who show visible signs of acute malnutrition and precarious living conditions. 

9 Village/camp/settlement 
sampling sheet

As needed To keep track of sampling procedures. Similar to a cluster control form used in a survey.

Table 1: Supplies needed for the assessment

Box 3: General principles of malnutrition and mortality data collection in  exceptional humanitarian crisis situations and 

limited access 

These guidelines provide only basic guidance; the methods may need to be adapted to the situation on the ground.

•   The purpose of these assessments is to get a sense of the overall food insecurity, malnutrition and mortality situation in the 
assessment area, given the limited window of opportunity to collect data and conduct some observations.

•   The general objective is to gather as much representative data as possible on the affected population(s). However, data collected 
through methods outlined in this Guidance Resource is often non-representative, and such data should only be used in exceptional 
conditions of limited (or no) humanitarian access.

•   The operative approach to assessment is opportunistic, using the options available at field level (such as distribution campaigns, 
health clinic services, available key informants to quickly access populations, and may include measuring anthropometric 
indicators in non-conventional target groups, such as adults rather than children.

•   It is crucial to thoroughly document everything that is going on in the community (e.g. distributions, vaccination, health clinic 
activities and access, livelihood activities, food sources) through data collected from key informants and, if time allows, focus 
groups.

•   The type of malnutrition of interest in these circumstances is acute malnutrition, assessed through MUAC screening. If possible, 
oedema should also be checked. During assessments in areas with limited access, it is important to measure as many children 
(and possibly adults) as possible, those in the households and in the central points (such as clinics, distribution points, etc.) should 
preferably be measured with some semblance of random selection, and each group should be described separately and clearly. If 
the MUAC data comes from both household and central point screening, merging the data may not be valid, each sample should 
be described separately, and then the best estimate produced by understanding the selection biases of both samples; this may 
require advanced epidemiological skills and a clear understanding of what was done on the ground and how it was done. In case 
of recent arrivals, all eligible children should be measured (and possibly adults). 

•   For mortality assessments, the mortality data of interest is the crude death rate. A mix of qualitative and quanitative methods such 
as interviews with key informants, grave counting, and a review of hospital or health center records (if available) is used when an 
assessment is conducted in an area with limited access. If the area itself is inaccessible, recent arrivals should be interviewed also 
on possible deaths that have occurred within their households over the recall period.

•   For acute food insecurity, extreme experiences such as spending the whole day without eating is of interest, and thus, the 
Household Hunger Scale is the most important indicator. If time allows, the Food Consumption Score or the Household Dietary 
Diversity Score should also be collected. 

•   In general, data collection should involve collecting information on as many households or subjects as possible as quickly as 
possible – i.e. in terms of malnutrition, screening as many children as possible, as for food insecurity, interviewing as many 
households or caregivers as possible, and as for mortality, collecting (and verifying) as much information on deaths as possible.

•   It is absolutely critical to thoroughly document the methods and procedures used for data collection, including why and how it 
was done to clearly understand possible limitations and selection biases of the sampling methods used.
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Estimation of the approximate population size in the analysis area is important for two reasons: for calculation of death rates (esp. in 
cases where a famine may be taking place) and for IPC analysis and classification purposes. Areas with no or limited access typically 
experience population movements due to conflict or natural disasters, and getting accurate population information is typically very 
difficult, if not impossible. As a result, different methodologies should be used to reach an approximate estimate. Potential sources of 
population information include:

•   Census or population projection to serve as the baseline number.

•   Information on displacement e.g. from IOM, UNHCR or any other agency/authority tracking displacement in/from the area.

•   Satellite imagery on number and size of settlements. It may also be possible to compare the situation prior to and after the crisis in 
order to get a sense of the magnitude of change in terms of population movement.

•   Data on cell site connections: If an area has good mobile phone coverage and mobile phone ownership rate is known, it may be 
possible to track population movement and to estimate the size of remaining population through information on cell phone traffic 
and connections to cell site(s) in the analysis area.

•   Key informants at/for individual settlements.

The numbers received from different sources should be triangulated with each other. As the population estimates arrived at in 
this manner are very rough and probably imprecise, only a ‘working number’ for the population estimate should be presented to 
decision-makers. That working number should be rounded to the nearest thousand, and it should be clearly indicated that this 
number is a rough estimate based on available evidence.

• Population size

Optimally, additional information such as disease outbreaks, water and hygiene, coping strategies and livelihood collapse should be 
collected to the extent possible to support IPC analysis.

• Additional data

Data analysis and reporting
•   If the MUAC data was collected using exhaustive screening:  Calculate and report the percentage of GAM by MUAC (i.e. children 

with MUAC < 125 mm and/or oedema and adults with MUAC < 210 mm).

•   If the MUAC data was collected using random screening (i.e. using simple or systematic random sampling or random walk): 
Evaluate the quality of the evidence by first looking carefully to make sure that there are no statistically significant differences in 
the age ratio between young children (<2 years) and older children (≥ 2 years) or sex distribution in the sample. About two thirds 
(2/3) of the sampled children should be above 2 years, and one third below 2 years of age. If the total of <2 and >2 is significantly 
different, the sample should be weighted to adjust for this. The sample should also have an equal share of girls and boys.  If there 
is no statistically significant difference in age distribution, the percentage of GAM by MUAC can be calculated straight away and 
reported. If there are statistically significant differences in age distribution, the data should be weighed for age before GAM by 
MUAC can be calculated – it is recommended to use the CDC Excel spreadsheet to adjust for age.

•   If the screening was carried out at the community level as well as in a central location, the results from these screenings should 
be reported separately.

•   Crude death rates for areas with limited access. Calculating the death rate requires a reasonably accurate estimate of the population 
size. If the population size cannot be reliably established, this may preclude calculating the death rate. Once the number of deaths 
and total population can be estimated, the death rate can be calculated by using the following formula and considering: (i) the 
sum of the total number of deaths after verifying each name on each specific form with every other name in the other forms so as 
to avoid double counting, (ii) the recall period in days and, (iii) the total population in the assessment area (in number of people).

Crude Death Rate (CDR) =  (Number of deaths x 10,000)/(Total population x Recall period)

•   Crude death rates for areas with no access should be calculated based on information provided by recent arrivals on deaths 
that occurred within the recall period in their households. Reasonably accurate population estimates are required also for this 
calculation, and if no population estimates exist, the death rates cannot be estimated. If death rates can be calculated, the formula 
above should be used for the purpose.

•   Household Hunger Score should be used to find the prevalence of households in the following categories: score 0, score 1, score 
2-3, score 4 and score 5 or 6. Refer to guidelines on how to calculate the score from the FANTA website3.

3 https://www.fantaproject.org/sites/default/files/resources/HHS-Indicator-Guide-Aug2011.pdf
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•   Food Consumption Score/Household Dietary Diversity Score findings, if either has been collected (considering time available and 
in case of recent arrivals and the length of the journey). The FCS should be reported by share of acceptable, borderline and poor 
consumption, whereas the HDDS should be reported by the share of households having 0-2, 3-4 and 5 or more food groups. In case 
a large share of households has a poor FCS, it is useful to look at the distribution of the scores within the ‘poor’ category. Food groups 
eaten should be assessed with data on the FCS or the HDDS in order to assess possible food gaps.

•   Additional supporting evidence, including both contextual information (such as sources of food and income, shocks, epidemics, 
etc.) and other outcomes of food insecurity and malnutrition (e.g. coping strategies, livelihood change/collapse, adult MUAC) should 
be collected and analyzed in order for analysts to better understand the situation, allowing for contextualization and triangulation. 
Secondary and prior data on e.g. livelihoods and nutritional status (trends, adult BMI) is also useful in interpreting the data on the 
current situation. 

Box 4: Critical information on methodology to be included in the report

The following must be exhaustively described as, otherwise, the data collected cannot be interpreted and used. A report 
on the entire assessment, including contextual information and estimates of variables measured, including the MUAC screening, 
mortality estimate and the prevalence of Household Hunger Scale (and potential other food consumption indicators and other 
information) should be prepared as per the suggested form in annex III.

General methods:

•  How and why were the sites selected for the assessment?

•  How many people were included in the assessment team?

•  For how long (hours) did the team have access to the population?

MUAC screening methods and food security data collection:

•   How was the screening conducted? E.g. was the screening conducted both at community level as well as in a central location? 
How many children were screened?

•   If there was no community level screening, what was the reason?

•   If there was household screening, what was the methodology used to select households/children?

•   If there was a screening done at a central gathering point, what was the purpose of the gathering (food distribution, mobile 
clinic services, etc.) and what type of children (predominantly sick, healthy, older, etc.) would most likely have come to the 
central location? How could the results from the central screening be generalised to the community? What methodology(ies) 
and procedures were used to select adults and children for MUAC measurement?

Mortality assessment methods:

•  What sources were used to collect mortality data?

•  What population figure was used (and how was it determined), if the actual CDR was calculated?

•  How was the recall period determined?

•  If the community practises burial methods, what kind of burial methods are used?

•  Who were the key informants interviewed? 

•   Were lists of deaths from a health centre or any other death registry used as a source of mortality data?

•   Were there any differences between different key informants or methods? If yes, how were the deaths verified? Were there any 
key informant or methods of data collection that were deemed unreliable and therefore not included in the analysis?

Food consumption assessment methods:

•  What food consumption indicators were collected?

•   How were households selected for interview?  For example, were all households where children were measured also selected 
for interview?

•   What other evidence on food consumption was collected and how? E.g. through observation, transect walk, interviews with 
households and key informants or focus group discussions.

•   Who was interviewed to collect other evidence on food consumption?
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Form 1: MUAC SCREENING MEASUREMENT and TALLY SHEET

Village / Camp / Location:…………..………………………………………………..   Team number:………………      Date: ……………………

INSTRUCTIONS:
Determine if the child is 2 years or older or below 2 years of age and use the left side for children less than 2 years old and the right side for children 2 years or older. 
Record the sex of the child in the first column (Male or Female). Record the MUAC measurement, to the nearest mm, in the ‘MUAC measurement’ column. Mark an ‘X’ in 
EITHER the normal or moderate or severe column as per the MUAC measurement. Check for Oedema and record in the last column. 
Add the totals in the last row.

Supporting forms

6 Months - <2 Years Old

Child 
No

Sex
(M/ F)

MUAC 
measure-

ment
(to nearest 

mm)

Normal
≥125mm
(Green)

Moderate
115-

124mm
(Yellow)

Severe
<115mm 

(Red)

Oedema
(Y/N)

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

Total

≥ 2-5 Years Old

Child 
No

Sex
(M/ F)

MUAC 
measure-

ment
(to nearest 

mm)

Normal
≥125mm
(Green)

Moderate
115-

124mm
(Yellow)

Severe
<115mm 

(Red)

Oedema
(Y/N)

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

Total
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Form 2: MUAC SCREENING MEASUREMENT AND TALLY SHEET for ADULTS

Village / Camp / Location:…………..………………………………………………..   Team number:………………      Date: ……………………

INSTRUCTIONS:
Record the MUAC measurement, to the nearest mm, in the ‘MUAC measurement’ column. Mark an ‘X’ in EITHER the normal or moderate or severe column as per the 
MUAC measurement and the cut-off points given in the columns. Add the totals in the last row.

Male

No MUAC 
measure-

ment
(to nearest 

mm)

Normal
≥230mm

Moderate
230-210 mm

Severe
<210mm

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

Total

Female

No MUAC 
measure-

ment
(to nearest 

mm)

Normal
≥230mm

Moderate
230-210 mm

Severe
<210mm

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

Total
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Form 3: Household Hunger Score (Priority form for food security)

# Question Response 
Options

Caregiver/household number

1 2 3 4 5 6 7 8 9 10

Q1 In the past [4 
weeks/30 days], 
was there ever no 
food to eat of any 
kind in your house 
because of lack of 
resources to get 
food?

0 = No 
(Skip to 
Q2)
1 = Yes

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q1a How often did this 
happen in the past 
[4 weeks/30 days]?

1=Never 
2=Rarely 
(1–2 times)    

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q2 In the past [4 
weeks/30 days], 
did you or any 
household 
member go to 
sleep at night 
hungry because 
there was not 
enough food?

0 = No 
(Skip to 
Q3)
1 = Yes

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q2a How often did this 
happen in the past 
[4 weeks/30 days]?

1=Never
2=Rarely 
(1–2 times)    

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q3 In the past [4 
weeks/30 days], 
did you or any 
household 
member go a 
whole day and 
night without 
eating anything at 
all because  there 
was not enough 
food?

0 = No 
(End of this 
section)
1 = Yes

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q3a How often did this 
happen in the past 
[4 weeks/30 days]?

1=Never
2=Rarely 
(1–2 times)    

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|
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Form 4: Food Consumption Score (Secondary form for food insecurity – to be added if time allows)

How many days, over the last 7 days, did members of your household eat the following food items, prepared and/or consumed at home?
Note for enumerator: Determine whether consumption of fish and milk was only in small quantities. 

# Question Response 
Options:  Write 0 
to 7 for number 
of days that food 
group was eaten 
during the previous 
7 days.

Caregiver/household number

1 2 3 4 5 6 7 8 9 10

Q1 Cereals, grains, roots and tubers 
Rice, pasta, bread, sorghum, millet, 
maize, fonio, potato, yam, cassava, 
white sweet potato 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q2 Legumes/nuts: beans, cowpeas, 
peanuts, lentils, nut, soy, pigeon 
pea and / or other nuts 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q3 Milk and other dairy products: 
fresh milk / sour, yogurt, cheese, 
other dairy products 
(Exclude margarine / butter or 
small amounts of milk for tea / 
coffee)

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q4 Meat, fish and eggs: goat, 
beef, chicken, pork, blood, fish, 
including canned tuna, escargot, 
and / or other seafood, eggs 
(meat and fish consumed in 
large quantities and not as a 
condiment) 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q5 Vegetables and leaves: spinach, 
onion, tomatoes, carrots, peppers, 
green beans, lettuce, etc. 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q6 Fruits: banana, apple, lemon, 
mango, papaya, apricot, peach, 
etc. 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q7 Oil / fat / butter: vegetable oil, 
palm oil, shea butter, margarine, 
other fats / oil 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q8 Sugar, or sweet: sugar, honey, 
jam, cakes, candy, cookies, 
pastries, cakes and other sweet 
(sugary drinks) 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|

Q9 Condiments / Spices: tea, 
coffee / cocoa, salt, garlic, spices, 
yeast / baking powder, lanwin, 
tomato / sauce, meat or fish as a 
condiment, condiments including 
small amount of milk / tea, coffee. 

|___| |___| |___| |___| |___| |___| |___| |___| |___| |___|
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Form 5: Household Dietary Diversity Score (Secondary form for food insecurity – to be added if time allows)

I would like to ask you about the types of foods that you and anyone else in your household ate yesterday during the day and at night.
Note for enumerator: Read the list of foods. Place 1 in the box if anyone in the household ate the food in question, place 0 in the box if no one in 
the household ate the food.

# Question |___|

Q1 Any cereals or grains: [INSERT ANY LOCAL FOODS, E.G. UGALI, NSHIMA] bread, rice noodles, biscuits or any other foods made from sorghum, 
millet, maize, rice, wheat, fonio [INSERT ANY OTHER LOCALLY AVAILABLE GRAIN]?

|___|

Q2 Any roots or tubers: potatoes, yams, manioc/cassava, white sweet potato or any other foods made from roots or tubers? |___|

Q3 Any vegetables and leaves: spinach, onion, tomatoes, carrots, peppers, green beans, lettuce, etc.? |___|

Q4 Any fruits: banana, apple, lemon, mango, papaya, apricot, peach, etc.? |___|

Q5 Any meat: beef, lamb, goat, rabbit wild game, chicken, duck, or other birds, liver, kidney, heart or other organ meats? |___|

Q6 Any eggs? |___|

Q7 Any fresh or dried fish or shellfish: fish, including canned tuna, escargot, and / or other seafood (fish consumed in large quantities and not as a 
condiment)?

|___|

Q8 Any foods made from beans, peas, lentils or nuts: beans, cowpeas, peanuts, lentils, nut, soy, pigeon pea and / or other nuts? |___|

Q9 Any cheese, yogurt, milk or other dairy products: fresh milk / sour, yogurt, cheese, other dairy products?
(Exclude margarine / butter or small amounts of milk for tea / coffee)

|___|

Q10 Any foods made with oil, fat or butter: vegetable oil, palm oil, shea butter, margarine, other fats / oil? |___|

Q11 Any sugar, or honey: sugar, honey, jam, cakes, candy, cookies, pastries, cakes and other sweet (sugary drinks)? |___|

Q12 Any other foods, such as condiments/spices: tea, coffee / cocoa, salt, garlic, spices, yeast / baking powder, lanwin, tomato / sauce, meat or fish as 
a condiment, condiments including small amount of milk / tea, coffee?

|___|

Form 6: Mortality questionnaire

Basic Information

Date of assessment: [ D ][ D ]/[ M ][ M ]/ [ Y  ][ Y ] Start date of Death Recall: 

Specify date: [ D ][ D ]/[ M ][ M ]/ [ Y  ][ Y ] 

Specify related occurrence: ____________________________

Location of screening:_______________________

Estimated total population living in assessed area: ____________ people

Key informant 1: 
Name: ______________________
Title/Role: ___________________

Key informant 2: 
Name: ______________________
Title/Role: ___________________

Key informant 3: 
Name: ______________________
Title/Role: ___________________

Details of Deaths
Record all deaths that have taken place since the beginning of the recall period

No Name Sex
(M/F)

Age 
(years)

[for children 
under 1 year 

write 0]

Cause of 
death

1=trauma 
related (e.g. 

violence, 
accident);
2= other 

(e.g. old age, 
disease)

Included in the 
health facility 

records?
1=Yes 2=No

Identified 
during the visit 
to graveyard?
1=Yes 2=No

Mentioned by 
key informant 

1?
1=Yes 2=No

Mentioned by 
key informant 

2?
1=Yes 2=No

Mentioned by 
key informant 

3?
1=Yes 2=No

1

2

3

4

5

6

7

8

9

10
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Form 7: Suggested Report Template

A. Context

Include general information, such as:
- Provide name of province, district, sub-district, camp(s) or settlement(s) as applicable;
- Identification of the population assessed (e.g. resident, IDP/refugee, mixed, ethnic group);
- Overview of current livelihood of the population;
- A brief description of historical background;
- A brief description of the actual season;
- Estimated number of people in the area;
- Information on humanitarian assistance present in the area (e.g. existence of food assistance and other relief programmes, number of people receiving assistance, 
type, size and periodicity of assistance, and availability of health services). 

B. Methodology

Include general information, such as:
- Name of agency(ies) that carried out the assessment and a brief description of the enumerators and their training in conducting MUAC, food insecurity and 
mortality assessments prior to the screening;
- Mode of access and areas surveyed, training and supervision;
- A brief description of the approach and reasoning for selection of sites for assessment;
- A brief description of the field methods used, including reasons why those were chosen covering MUAC screening and selection of children, food security 
assessment and mortality assessment. Specify how children and caregivers were selected – randomly, purposively, or exhaustively and the number of children 
screened, and age ranges included in the screening. Specify also how many caregivers/households were interviewed for food security indicators (and mortality);
- A brief description of the assessment of death rates.

C. Key results

Provide estimates and results of quality and plausibility checks when relevant for the following:
- GAM and SAM by MUAC (specify if oedema is included);
- Prevalence of Household Hunger Scale by score 0, score 1, score 2-3, score 4 and score 5 and 6;
- Prevalence of acceptable, borderline and poor Food Consumption Score and distribution of poor FCS (if collected);
- Prevalence of Household Dietary Diversity Score by 0-2, 3-4 and 5 or more food groups (if collected);
- Description of food groups consumed, and food gaps identified (if collected);
- Crude Death Rate by highlighting trauma and non-trauma death estimates;
- General overview of the situation based on expert field observations and interviews;
- Any other data collected.

D. Additional information to interpret the analysis

Provide description on any other supporting evidence, such as: 
- Disease epidemics, 
- Availability and access to healthcare, 
- Access to the area for humanitarian activities, 
- Occurrence of conflict or other shocks,
- Sources of food and income,
- Basic shelter and access to water and sanitation,
- Brief information on the trends and seasonality comparing current findings with historical data to assess abnormality of the situation providing possible reasons 
for the differences as applicable,
- Etc.


