
Research Methodology Note – Humanitarian Situation Monitoring of Inaccessible Areas in Borno, 
Adamawa and Yobe States, Nigeria 

1. Rationale  

The continuation of conflict in Northeast Nigeria has created a complex humanitarian crisis, rendering 
Borno, Adamawa and Yobe states inaccessible.1 To address information gaps facing the humanitarian 
response in Northeast Nigeria, especially in terms of people’s access to basic services and their movement 
intentions and inform humanitarian actors on the demographics of the population in inaccessible areas 
of Northeast Nigeria, and identify their needs, access to services and movement intentions, efforts have 
been made by various stakeholders. A government-led joint fact-finding mission to the H2R (hard-to-
reach) area, participated by NPFS, NIMET, WFP, FAO and FEWSNET, conducted a case study on Bama in 
January 2019. REACH has been conducting a monthly assessment of inaccessible areas in Northeast 
Nigeria since November 2018 (H2R), whereby teams are leading an ongoing data collection process in 
urban centres in Borno, Adamawa and Yobe states to interview key informants newly arrived (within the 
one month prior) from inaccessible areas to inform on the humanitarian situation in those areas. WFP has 
been leveraging satellite imagery analysis to give insights into the cultivation and livelihood patterns in 
inaccessible areas. Also, UNICEF conducts an ongoing MUAC measurement of newly arrived children aged 
6– 59 months (including those from inaccessible areas) to serve as a proxy measure of the level of 
malnutrition in inaccessible areas, findings of which is reported through IOM’s Emergency Tracking Tool 
(ETT).  

However, except for UNICEF’s MUAC screening, these assessments do not collect the required food, 
livelihood, mortality, and other anthropometric outcome indicators required for the CH analysis. The 
updated guideline of the CH Analysis version 2.0 requires a minimum of two outcome indicators to 
conduct a separate analysis of the population in inaccessible areas. To fulfil these guidelines for the CH 
analysis, partners, through the FSS and NiEWG, came together and established an Inaccessible Area 
Taskforce to enforce a systematic, synchronized and focused collection of outcome level food security and 
nutrition data in inaccessible areas for the CH round in March 2020. The taskforce is composed of FSS, 
NiEWG, REACH, WFP, UNICEF, FAO, FEWSNET, government representatives and other key CH cell 
colleagues. The data collected by the taskforce in the pilot initiative allowed 12 fully or partially 
inaccessible LGAs to be classified for the first time in March 2020.  

In coordination with the various partners mentioned above, the Inaccessible Area Task Force plans to 
implement a real-time monitoring system, including monthly data collection, for tracking the evolution of 
emergency needs during CH projection periods. A result is an evidence-based approach to improving the 
capacity for analysis of emergency needs through identifying areas to scale up data collection prior to CH 
workshops and using real-time analysis for flagging areas with increased risk of severe food security and 
nutrition outcomes during the CH projection period.  As a result, the Humanitarian Situation Monitoring 
(HSM), aims to provide data needed to support analysis of the risk of catastrophic or famine-like 
conditions in hard-to-reach locations, either increasing the amount of data provided to the CH analysis 
process or improving the frequency of reliable data to support real-time analysis of proxy outcomes when 
unexpected events development outside the CH analysis cycle. The Humanitarian Situation Monitoring 
(HSM) was previously referred to as the famine monitoring system which was initiated to monitor the 

 
1 Areas designated in North-east Nigeria as all areas where humanitarian cannot access to provide assistance to affected populations, and where populations 
cannot access humanitarian to receive assistance either. The Nigeria Access Working Group has also defined 9 more formal criteria to designate inaccessible 
areas (internal document) 



evolution of a highly anticipated famine risk across the inaccessible areas of Borno during the peak of the 
2021 lean season as per the March 2021 CH analysis results. 

2. Objectives and Research Questions 

General 
Objective 

To provide  information about the food security and nutritional needs of the 
population in inaccessible areas2 of Northeast Nigeria, to inform Cadre Harmonise 
analysis and food insecurity and malnutrition phase classification of these areas 

Specific 
Objective(s) 

Collecting data through monthly monitoring in support of better classification of 
inaccessible areas between rounds of CH analysis focusing on: 

• Understanding the risk of a population facing severe, catastrophic or famine-
like conditions in inaccessible areas through the monitoring of shocks, 
vulnerabilities, availability, access and utilization of food, Water Sanitation and 
Hygiene (WASH), health and nutrition. 

• Understanding the degree of livelihood change, including the capacity to 
engage in traditional and emergency livelihoods by collecting information on the 
capacity to engage in seasonal livelihoods, changes in asset ownership, and 
social/community structure changes. 

• Understanding food consumption outcomes in areas of interest by collecting 
proxy information3 on the Household Hunger Scale (HHS) and Food 
Consumption Score (FCS). 

• Understanding the availability of health and nutrition services, including 
household and individual access to services, by collecting information on the 
functionality of health/nutrition services.  

• Understanding how households cope during periods of hunger, thirst, 
morbidity or malnutrition in areas of interest– including frequency and severity 
of coping strategies4. 

• Understanding the malnutrition situation in areas of interest by collecting 
information on GAM prevalence among children aged 6-59 months children at 
reception centres and other areas of arrival. 

• Understanding changes in crude and under-five mortality rates and indicative 
causes in areas of interest. 

Research 
Questions 

• What is the demographics situation regarding household makeup and the 
presence of people with disabilities in inaccessible areas those households are 
reporting from? 

• What is the level of returning households to areas of origin? 

• What percentage of households engaged in seasonal livelihood activities in the 
current season? How the current season’s food production is expected to 

 
2 Areas designated in North-east Nigeria as all areas where humanitarian actors have no access to provide assistance to affected populations, and where 
populations cannot access humanitarian assistance either. The Nigeria Access Working Group has also defined 9 more formal criteria to designate inaccessible 
areas (internal document) 
3 This information will be collected through surveys with purposively selected households that have left these areas of interest within the last month 
4 This information will be collected through surveys with purposively selected households that have left these areas of interest within the last month 



compare with the normal yield before the conflict, and how long is it expected 
to last?  

• What was the level of food and non-food essential commodities available in 
markets including trend of prices of such commodities before leaving the 
inaccessible area? 

• Were there functional health and nutrition services before leaving the 
Inaccessible area? What type of services were available? 

• What are the physical, financial and social barriers faced by households when 
accessing markets, health/nutrition and WASH services? 

• What proportion of households had access to improved water sources   before 
leaving the Inaccessible area? 

• What proportion of households had access to sanitation before leaving the 
Inaccessible area? 

• What was the food consumption pattern within a seven day recall period before 
leaving the inaccessible area? 

• Were there incidences of hunger in the household during a 30 day recall period 
before leaving the inaccessible area?  

• What coping strategies were households adopting when confronted with 
increased essential needs in their areas of origin? 

• What is the GAM prevalence among children 6-59 newly arrived from 
inaccessible areas? 

• Are there specific areas where the risk of mortality might be exceptionally high? 

Timeframe • Start data collection: Monthly since  2020 

• End data collection: Continues, data is collected monthly 

• Data Analysed: Monthly and presented through a live dashboard and monthly 
bulletin.  

Expected 
Outputs at LGA 
level 

Contributing Factors: 

• Indicative availability and access of food for consumption, WASH and  
health/nutrition services 

• Indicative barriers to accessing markets, water points and health/nutrition 
clinics 

Proxy Outcome Indicators: 

• Food Security: Household Hunger Scale (HHS), Food Consumption Score (FCS), 
Livelihood Coping Strategy Index (LCSI), reduced Coping Strategy Index (rCSI) 

• Global Acute Malnutrition (GAM) based on both WHZ and MUAC 

• Crude and Under-five Death Rates   

 



3. Methodology 

A mixed method study, will be leveraged a combination of household surveys, focus group discussions 

(FGDs) and key informant interviews (KIIs) in the most affected areas of Borno, Yobe and Adamawa States.  

3.1. Methodology Overview  

The primary data collection will aim to be conducted in as many accessible towns as possible in Borno, 
Adamawa and Yobe where newly displaced people arriving, having fled inaccessible areas. This will largely 
be done through the involvement and participation of partners. The data collection will focus on six 
elements: 1) causal factors of emergency needs 2) food consumption outcomes, 3) livelihood coping 
strategies, 4) access to life-saving services and assistance, 5) detection of malnutrition through nutrition 
screenings, and 6) mortality indicators. The data collection focuses on clear indicators recommended by 
the CH analysis framework and considers journey duration and patterns. The sampling strategy for this 
data collection will be convenient and purposive. Partners will only be targeting recent new arrivals from 
inaccessible areas who left within the last one month. Hence it is impossible to anticipate a total 
population number and to apply a random sampling strategy. Data collection methods used will include 
household surveys with new arrivals and exhaustive nutrition screening for 6-59month-old children at 
reception centres. In addition to the quantitative data, also qualitative data would be collected to 
complement contextual information. To achieve this, the HSM would also conduct key informant 
interviews (KIIs) and focus group discussions (FGDs) with IDPs who left a hard-to-reach area during the 
past one to three months. Primary data will be provided by Key Informants (KIs) who had arrived from 
their pre-displacement location (or “area of knowledge”) within three months of being interviewed. With 
data collected at the LGA level, KIIs will be queried about settlement-wide circumstances in hard-to-reach 
areas, rather than their individual experiences. As many KIs as can be interviewed are interviewed, and 
therefore multiple KIs may provide information on the same settlement. Responses from KIIs from the 
same settlement are then aggregated to the level of the settlement, (used as the unit of analysis) to 
provide more confidence in our settlement-level data as well as to protect the personally identifiable 
information of KIs. To reconcile divergent responses when responses are aggregated to the level of the 
settlement and LGA, the most common response provided by the greatest number of KIs is reported for 
that settlement. Settlements for which no consensus is reached between KIs will not be reported but are 
included within the denominator of our analysis. 

Integrating Continuous Monitoring for Near-Real Time Flagging  

Integrating a continuous famine monitoring system will serve many purposes, including providing data for 
the  update analysis, allowing for the continuous tracking of needs between CH analysis periods, as well 
as continuing to provide data for the biannual March/October CH analysis workshops. The humanitarian 
situation monitoring will support in the early warning or near-real time detection of increasing severity of 
food security and nutrition outcomes in inaccessible areas of Northeast Nigeria through trend analysis. 
Further, this process serves to improve the capacity to track key assumptions about projected outcomes 
made during CH workshops, which promotes streamlining systematic flagging of broken assumptions that 
may impact expected outcomes.  Continuous monitoring will also enhance the reliability of data collected 
through more regular training and feedback to data collection teams, rather than one-off training and 
feedback during normal CH data collection periods. Lastly, the humanitarian situation monitoring will 
likely further improve the quality of CH analysis of inaccessible areas through the implementation of an 
ongoing analysis of drivers and proxy outcome trend data over a longer period of time. 



3.2 Population of interest  

The population of interest for this primary data collection will be the population in inaccessible areas in 
LGAs that can be reported on through enough coverage.5 In addition, specific populations of concerns 
will be targeted, notably children (6-59 months) for malnutrition screening.   

Geographically, the primary data collection will aim to have as broad of coverage as possible by collecting 
data from as many accessible urban centres as possible in Borno, Adamawa, and Yobe State, and 
interviewing as many new arrivals from many different inaccessible areas as possible. Data will be 
collected both in person by partners who are already present in some accessible centres and remotely by 
phone through the assistance of local contacts for accessible centres where partners are not present.6 
Informed by NiEWG partners’ existing new arrival nutrition screening locations, this data collection would 
gather information from inaccessible areas in around 24 LGAs of Borno State (26 sites in total). A standard 
individual mortality interview will be conducted, and this will be complemented with information 
collected from KIs arriving inaccessible areas.  

3.3. Data Collection & Processing  

The humanitarian situation monitoring will use a mixed methods approach, including structured 
quantitative questionnaires for proxy outcomes, as well as FGD and KII question routes for 
contextualisation, and nutritional screening for second-level outcomes. Enumerators/field officers will be 
trained on the survey tools on a regular basis to ensure data quality. The survey tool is also be regularly 
updated based on emerging needs for new evidences, changing contexts and seasonality. The toolkit will 
be administered to the purposively selected newly arrived households from inaccessible areas. Each KI 
will be asked questions on engagement in livelihood strategies, availability and access to services and 
resources and coping strategies adopted when they were confronted by increased gaps in ability to meet 
needs. The quantitative questionnaire will include modules on contributing factors and proxy outcomes, 
such as FCS, HHS, rCSI, LCSI and GAM. In addition, there will be a set of qualitative question routes and 
participatory mapping tools to contextualize outcomes that can be integrated at each LGA assessed. Both 
the quantitative survey and qualitative question route are standard monthly tools for monitoring proxy 
outcomes and relevant contributing factors. Both tools can be scaled up to increase sample sizes to fill 
data gaps as needed and also the tools can be adjusted in the event of a sudden onset crisis or when the 
humanitarian situation monitoring team flags a location for follow-up given high indication of worsening 
food security outcomes.  

Nutrition screening is to be exhaustive of all newly arrived children aged 6 to 59 months, disaggregated 
by age and sex. The nutrition sector will process the nutrition data of new arrivals. Nutrition data should 
be shared monthly with the humanitarian situation monitoring team for monitoring the number of 
malnourished children, including flagging spikes in the number of MAM or SAM cases.  

For assessing mortality in inaccessible areas, a standard individual mortality interview as guided by the 
SMART manual will be conducted. The reference event for the recall period will be the beginning of based 
on a calendar of events (e.g., Ramadhan, election) Information about trends, causes and location of deaths 
will be obtained from the qualitative interviews with KIs.  

 
5 The CH manual states “The results can provide information on the situation of a larger geographical area (extrapolation to the upper level of an analytical unit, 
e.g., N2) only if the survey covered at least three clusters spread over different sites in the analysis area”. To meet this requirement, LGAs will be considered to 
have “enough” coverage if at least three settlements have been covered. 
6 The use of remote data collection is primarily to reduce the movement of staff, in order to minimize the risk of spreading COVID-19.  



Process and tentative timeline: 

Process: Data collection will aim to occur in arrivals areas in more than 20 LGAs within the BAY (Borno, 
Adamawa and Yobe) States informed by NiEWG partners’ existing new arrival nutrition screening 
locations. The data collection exercise will be a shared process between partners. Partners will have 
geographical areas they are responsible for, regarding collecting data in the structured interviews. The 
nutrition sector and its partners will be accountable for anthropometry and mortality data.  All partners 
involved in collecting data will deploy a harmonised tool developed and approved for use by the members 
of the Inaccessible Areas Task Force.   

The data collection process will build on existing data collection infrastructure to ensure maximum 
capacity, avoid duplication of work in collaboration with CCCM Sector partners’ and NEMA/SEMA camp 
management/site facilitators. Existing infrastructure includes H2R remote data collection from REACH in 
urban centres of BAY State and WFP food assistance partners’ field teams, which is complemented by 
UNICEF and IOM nutrition data, in various urban centres of BAY State. 

Data will be processed by REACH and WFP and a data review sub-group will conduct a monthly review of 
the data, to 1) help identify where to target future data collection and 2) for flagging high risk areas with 
concerning shocks and proxy outcomes. A real time analysis of flagged areas for shifting proxy outcomes 
or contributing factors may be conducted, with key findings communicated back to the inaccessible areas 
task force. 

Tentative timeline: After the finalisation of research design and tool creation, data collection would kick 
off after thorough training involving all partners. The data collection will be done on monthly. Monthly 
data collection will continue to feed into the two cycles of the CH analysis  

*The following monthly cycles are proposed dates that are subject to change following the initial piloting 
of this schedule—this may be adjusted based on team capacity and identified frequency of data review. * 

Data collection and analysis: The data collection team will start monthly data collection by the 
beginning of each month and complete data collection by the last day of the month – allowing 
for an average of 20 days of data collection. Household-level interviews will be conducted in 
Hausa, Kanuri, English and other local languages by mixed teams of male and female 
enumerators. The enumerators enter data directly using Open Data Kit (ODK) software on hand-
held devices.  

Data will be uploaded daily by field teams to be cleaned, processed and analysed. Feedback 
from the cleaning and preliminary analysis will be shared with the task forces, and supervisors 
of the enumerators weekly to support their briefing to field teams. The final raw data will be 
cleaned to eliminate unexplained outliers. Data analysis will be done by the technical team from 
the Food Security, WASH and Nutrition Sectors.  

 A joint review of the findings would be convened after the data analysis during which technical 
partners will collectively review the data generated through the HSM and build consensus on 
the interpretation of the findings. In addition, the review by the task force aims to provide a 
better understanding of the end-to-end process of the HSM and strengthen the capacity of 



partners. Following endorsement by the task force, findings will be presented to the public 
through monthly bulletins for advocacy purposes.  

Communication for action: 

When a Famine classification is being considered, it is imperative that the analysis team include food 
security experts, nutritionists, experts with advanced knowledge in the analysis of mortality data and, 
optimally, communication experts as well as experts with proven knowledge of the specific context of the 
areas. 

Regarding the potential analysis of Phase 5 / Catastrophe-affected areas, the CH manual explains:  

“In the case of famines, it is necessary to build analyses based on outcomes such as food 
consumption, nutrition status and mortality, for which evidence thresholds reaching phase 
5 are available. This includes evidence related to the hunger scale, dietary diversity score 
and survival deficit for food consumption.” 

According to Global Guidance for IPC/CH analysis of inaccessible areas: 
 

“Estimates should reflect the overall food insecurity, malnutrition and mortality situation given the limited 
opportunity for data collection. 

The type of malnutrition that is of concern in these types of conditions is acute malnutrition and it is 
assessed through MUAC screening. If possible, oedema should also be checked. Anthropometric 
measurements of new arrivals to neighboring areas can provide evidence on the likely conditions of 
their place of origin if the information on the length of the journey is considered to ensure that 
the condition of those newly arrived can inform the conditions expected in the inaccessible areas. 

For acute food insecurity, the focus should be given to assessing the occurrence of extreme 
experiences such as spending the whole day without eating. Thus, the HHS is the most important 
indicator. If time and resources allow, the FCS should also be collected to known selection bias 
and used together with evidence from community screening. As regards mortality assessments, the 
type of mortality that is of interest is the CDR.  

A mix of quantitative and qualitative methods should be used, such as interviews with key 
informants, grave counting, and a review of hospital or health centre records.” 

Quantitative Indicators7 

The humanitarian situation monitoring will focus on three key themes within the quantitative data 
collection to support the evaluation of the risk of severe, catastrophic, or famine-like conditions in 
inaccessible areas—contributing factors, first level outcomes, and second level outcomes. To ensure the 
data collected meets the requirements of an outcome classification the data collection will include a 
combination of proxy outcome indicators linked to food consumption gaps, livelihood change/coping, 
malnutrition prevalence and mortality. Further, to support a cohesive and well-rounded analysis, 

 
7 The CH manual states “R1 or R0 reliability level evidence to meet the evidence requirements described in Box 24 is allowed, and the minimum amount of evidence 

(Table 29) required for classification should include at least two outcomes (with at least R1 or R0 reliability level evidence);”. Therefore, it is anticipated that although 
the methodology for collecting these indicators may vary from standard practices, they will still be accepted as outcomes. 



emphasis will also be given to indicators linked to the causal factors of excess mortality which are 
connected to severe, catastrophic, famine-like conditions. Additionally, demographic information relating 
to household size, gender of head of household, age groups within the household, and individuals with 
disabilities within the household will also be collected to understand better how household structure may 
be used to identify households or population groups at risk of catastrophic outcomes. 

Indicators for CH analysis to be included and adjusted (proxy outcome indicators):  

1. Contributing Factors 
a. Vulnerability and Exposure of Households 

i. Questions linked to human, social and physical capital generally available to the 
households in the settlement. These may include questions on household size, 
number of dependents, displacement status, household assets, coping capacity, 
and livelihood engagement and production capacity. 

ii. These align with the CH analytical framework for risk factors – exposure and 
vulnerability. 

b. Hazards and Shocks in the area 
i. Questions linked to previous or ongoing shocks and stressors in the area of origin 

that may impact the whole area or specific household groups – including conflict 
events, livestock disease, human disease, flooding, and market shocks 

ii. These align with the CH analytical framework section on risk factors - Hazards 
c. Food Security Dimensions 

i. Questions linked to the availability, access, and utilization of food in the area of 
origin. These questions may include harvest production, livestock ownership, 
physical barriers to resources, market prices, agricultural inputs, water access, 
and terms of trade  

ii. These align with the CH analytical framework section on Food Security 
Dimensions 

2. First-level outcomes 
a. Household Hunger Score (HHS): using a recall time of 30 days before the start of 

displacement. We want to know how the hunger situation was before they started their 
displacement (and might have already accessed some assistance on the way to the 
reception centre or urban centre in general)  

b. Food Consumption Score (FCS): using a recall period of a typical seven-day period in the 
last 30 days before the start of displacement. 

c. Proxy Livelihood outcome data in inaccessible areas driven by Household interviews: 
Livelihoods Copings Strategy Index (LCSI): using a recall time of 30 days before the start 
of displacement.  

d. The reduced Coping Strategy Index (rCSI): using a recall period of a typical seven-day 
period in the last 30 days before the start of displacement.  

3. Secondary level Outcomes 
a. Proxy GAM rate is driven by nutrition indicator measurement of children: GAM 

prevalence by both MUAC and weight for height z-scores will be obtained through taking 
anthropometric measurements of children at reception sites. 

 

 



Qualitative Data Collection 

In supplement to the quantitative data collected, qualitative data will be collected to provide a more in-
depth understanding of the contributing factors to AFI, particularly in identifying recent shocks and the 
self-reported impacts on households and community members in inaccessible areas. To achieve this, the 
HSM would also conduct key informant interviews (KIIs) and focus group discussions (FGDs) with IDPs who 
left a hard-to-reach area during the past one to three months. Data collection teams will aim to carry out 
3-4 KIIs or FGDs, depending on access and capacity, per LGA every 2 months. KIIs and FGDs are both 
acceptable forms of data collection for this methodology given that FGDs are not always feasible for new 
arrivals, especially in areas where there is remote data collection. The qualitative data collection is on a 
longer cycle given the extra capacity required to carry out qualitative data collection, as well as for 
processing and analysing the data. There is the possibility to do more frequent qualitative KIIs or FGDs if 
the task force agrees for inaccessible areas to be grouped into domains (i.e., northern Borno, eastern 
Borno etc).  

Beyond the regular cycle of qualitative data collection, if a shock occurs, the data collection team will 
follow up with KIIs/FGDs depending on what is feasible in the relevant areas to add targeted evidence to 
the regular analysis of the area experiencing the shock. The qualitative tools can be modified as necessary 
when shocks occur to accurately capture relevant information.   

The standard qualitative tool developed for CH data collection has four sections: the first identifying 
underlying characteristics of the livelihoods and food sources in the areas of origin, the second identifying 
the occurrence of shocks or acute events, the third looking at the impact of reported shocks on food 
access, availability or utilization and livelihoods in the hard to reach areas, and the fourth seeks to identify 
strategies used to cope with the lack of access to food and livelihoods.  

Qualitative data will be transcribed and processed, and key findings will be shared with the data review 
team to flag areas of concern when new data is available. 

Sampling: 

The sampling for all primary data collection will be purposive in order to survey enough households that 
recently left the inaccessible area (within the month prior or less) in urban centres and to have information 
from at least three “clusters” of settlements geographically distributed throughout the inaccessible areas 
of a given LGA. Additionally, the sampling will target specific key informants’ profiles (to be determined 
with partners and based on pilot data collections from secondary data available) to try and collect proxy 
mortality data.  

Ideally, the primary data collection will aim to find at least one household from at least five (to allow for 
an extra buffer in addition to the three clusters required in the CH manual) different villages/settlements 
in inaccessible areas of a given LGA, also aiming for those various settlements to be geographically evenly 
distributed within the inaccessible areas, so that the results -pending verification and quality of the data 
– can be extrapolated to all the inaccessible areas within the LGA as per the special protocol of the CH 
analysis manual: “Results can provide information on the situation of a larger geographical area only if the 
survey covered at least three clusters spread across different sites in the analysis area”. 



Collection of personally identifiable data will be avoided as much as possible to ensure the data can be 
easily shared among key taskforce members while adhering to general data protection principles. 

Data Processing: 

WFP and REACH will take the lead in the processing and managing of the raw data collected for the food 
and livelihood outcomes indicators, contributing factors, and mortality proxy. For the mortality proxy, 
some identifiable information will need to be collected to prevent the same neighbour households from 
being counted twice. This information will be limited to the first name of the head of household, size of 
household, and general location within the settlement (isolated from the rest of the settlement; in the 
settlement but not the settlement centre). After cleaning the data to remove any duplicate households, 
the head of household name and general location within the settlement will be deleted. 

The data analysis process will be a shared process – this is also reflecting on the fact that some partners 
have more expertise in certain aspects of the data collection than other partners. Thus, WFP and REACH 
will ensure that a clean dataset is made available as quickly as possible from the end of data collection to 
allow for a collaborative analysis process. WFP will complete the analysis for the food and livelihood 
outcome indicators and contributing factors.  

UNICEF will take the lead in the processing and management of all quantitative mortality and 
anthropometric data and will share results with the task force.  

Preliminary results should be discussed ahead of the CH analysis process among partners through a joint 
analysis session with NPFS, NEMA, SEMA, REACH, WFP, FAO, UNICEF, FEWS NET, Nutrition Sector, Food 
Security Sector, WASH sector and key CH cell colleagues. This session will allow partners to look at the 
analysis, validate it, and potentially discuss concerning results. The data should indicate areas that could 
end up in Phase 4 or 5 following the CH analysis process. The outcome of this joint analysis workshop 
should be agreed upon by all partners that took part in this research cycle.  

 

  



ANNEX 1 

IPC Guidance on Analysis of Inaccessible Areas 

Validity of rapid ad hoc methods 

• Estimates should reflect the overall food insecurity, malnutrition and mortality situation given the limited 
window of opportunity (usually hours) to collect data and make observations. 

• These methods may include rapid and non-representative assessments carried out in small geographical areas 
such as villages and camps. Results of rapid assessments are only applicable to the assessment area or to similar 
areas (e.g., estimates from an IDP camp may be used to infer the situation in other similar camps, provided 
that expert knowledge and other evidence indicate similarity between camps). 

• Results from several of these small geographical units may be used to express the situation in a larger 
geographical area to be analysed, such as district and county, if at least three clusters are surveyed in the 
analysis area. 

• The type of malnutrition that is of concern in these types of conditions is acute malnutrition and it is 
assessed through MUAC screening. If possible, oedema should also be checked. 

• For acute food insecurity, the focus should be given to assessing the occurrence of extreme experiences 
such as spending the whole day without eating. Thus, the HHS is the most important indicator. If time and 
resources allow, the FCS should also be collected. 

• In general, data collection should involve collecting information from as many individuals as possible and using 
many different simultaneous approaches. 

• The sample should optimally be selected either exhaustively or randomly. If possible, the sample should 
include interviews/measurements at a central place and through residences. Estimates taken at 
intervention points (e.g., food distribution points, health care admission screening points) should be 
contextualized due to known selection bias and used together with evidence from community screening. 

• If data are collected 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 analytical skills and a clear understanding of what was carried 
out on the ground and how. 

• As regards mortality assessments, the type of mortality that is of interest is the CDR. A mix of quantitative and 
qualitative methods should be used, such as interviews with key informants, grave counting, and a review 
of hospital or health centre records. 

• The approach to sample design and selection can be ad hoc since it uses the opportunities on the ground 
to quickly access subjects (such as distribution campaigns, health clinic services, and available key 
informants), and may include measuring anthropometric indicators in non-conventional target groups, such 
as adults rather than children. When using these types of approaches to sampling, the limitations, potential 
biases or restricted conclusions should be clear. 

• Anthropometric measurements of new arrivals to neighboring areas can provide evidence on the likely 
conditions of their place of origin if the information on the length of the journey is considered to ensure 
that the condition of those newly arrived can inform the conditions expected in the inaccessible areas. 

• The IPC Guidelines provide only basic guidance, and the methods may need to be adapted to the situation 
on the ground. It is critical to thoroughly document the methods and procedures used for data collection 
in this situation to clearly understand possible limitations and selection biases of the sampling methods 
used. It is also critical to thoroughly document all activities carried out in the community (e.g., distributions, 
vaccination, health clinic activities and access), as well as to exhaustively describe what was carried out 
during the assessment, including why and how the assessment was done. 



• An external IPC Quality Review needs to be conducted for all classifications in areas with limited 
humanitarian access that did not receive external support during the analysis. A Famine Review will be 
conducted if analysts suspect Famine in these areas. 

Time relevance: 

• Given the high volatility of areas with limited or no humanitarian access, current classifications should be 
based on data collected within the previous three to five months of classification, not necessarily from the 
season of analysis. 

• Evidence collected during times when estimates are expected to likely be different from the current time 
(either because of seasonality or negative shocks) should be extrapolated to their potential current values. 

 

ANNEX 2 

Famine Key Parameters 

IPC Special Famine Protocol - Function 2: Classify Severity and Identify Key Drivers 

Evidence requirements for Famine are different from those of other phase classifications. The amount and 
reliability of evidence will determine if Famine or Famine Likely classification is allowed, with less strict 
requirements for areas with limited or no humanitarian access. Criteria are described in Table 18 and detailed 
below: 

Famine classification requires R2 direct evidence on all three outcomes (food consumption and livelihood change, 
nutritional status and mortality), with the following notes and exceptions: 

• Evidence for Food Consumption and Livelihood Change optimally should include the HHS since this is the 
only typically collected indicator with a cut-off for Phase 5. However, other pieces of evidence, such as 
those on other indicators included in the IPC Acute Food Insecurity Reference Table or inferred outcomes 



considering contributing factors and contextual issues can be used to support Famine and Famine Likely 
classifications. In cases where direct reliable evidence is available for mortality or acute malnutrition, a 
classification can still be performed without relying on direct evidence on food consumption and livelihood 
change, provided that analysts document the analytical process of inference for food consumption or 
livelihood change. The inference needs to be based on at least four pieces of evidence on outcomes and/or 
contributing factors and should indicate the proportion of households being expected to be in Phase 5 
Catastrophe. In order to support Famine or Famine Likely Classification, at least 20 per cent of households 
should be in IPC Phase 5 Catastrophe. 

• Evidence for Nutritional Status is preferably provided by GAM based on WHZ for Famine and Famine 
Likely classifications. In the absence of data on GAM based on WHZ, GAM based on MUAC can be used together 
with an understanding of the relationship between GAM based on WHZ, and GAM based on MUAC, 
supported by at least two indicators with R1 evidence on immediate causes of malnutrition to confirm 
MUAC findings. 

• Evidence for Mortality includes CDR and U5DR. If the CDR is below the Famine threshold but the U5DR is 
higher, the latter can be used to classify the Famine if the CDR range of 95 per cent confidence interval is at or 
above the Famine threshold. The recall period for the CDR should optimally be a maximum of 90 days during 
the recent past; however, in the event that recall periods are longer, evidence can be still used but analysts 
should assess trends in deaths and provide an explanation on how death rates reflect recent conditions. Death 
rates should reflect deaths in areas being classified. Death rates need to be directly attributable to outright 
starvation or to the interaction of food consumption deficits and disease; all deaths due to trauma should 
therefore be discounted from death rates. 

• Famine Likely classifications can be performed when evidence requirements for a Famine classification are not 
met but there is R2 or R1 (+ or -) direct or indirect evidence on at least two of the three outcomes. 

• Classifications of areas with limited or no humanitarian access can rely on evidence with a reliability score of 
R0 even for Famine classification, provided that the data adhere to general IPC guidance for collecting 
evidence on these areas as per special protocols for areas with limited or no humanitarian access. 

• For projections, in addition to the requirements specified above, evidence should not be older than 12 
months at the end of the projection period, and at least three supporting pieces of evidence should be 
inferred to the projection period. 

• All current, projected or inferred evidence needs to be at or above Famine thresholds for Famine or 
Famine Likely classifications (i.e. at least 20 per cent of households with extreme food gaps, at least  30 per 
cent of children acutely malnourished based on GAM based on WHZ, and in the absence of GAM based on 
WHZ, GAM based on MUAC of > 15 per cent applies; and a CDR of at least two deaths per 10,000 per day, or a 
U5DR of at least four deaths per 10,000 per day. For a projection of famine, the current situation can still be 
below famine thresholds, but through critical analysis, it is concluded that the condition will pass the 
famine cut-offs in the projection period. Any unit of analysis can be classified as Famine, including 
household groups or any geographical area, provided that they add up to at least 10,000 people. 

 

 

 

 

 



ANNEX3a 

Nutrition data collection and analysis methodology  

Global Acute Malnutrition by WHZ (Weight-for-Height) and /oedema and Global Acute malnutrition by MUAC 
and/Oedema 

Definition  
Global acute malnutrition (GAM) is the prevalence, or proportion, of children 
ages 6-59 months in a given population considered severely acutely 
malnourished (SAM) or moderately acutely malnourished (MAM). 

Methodology for data collection  

There are six core pieces of anthropometric information generally collected 
together: sex, age (months), weight, length/height, mid-upper arm 
circumference (MUAC) and presence of nutritional oedema.  

The information needed for GAM by weight-for-height and MUAC include: 

• Sex- Male and Female  

• Age – Determined by checking the birth card/vaccination card for date 
of birth and assessing the age with a local events calendar.  

• Weight – Measured in kilograms (kg) to the nearest 0.1kg. Most 
commonly and reliably measured using electronic weighing scales.  

• Length/Height – Measured in centimetres (cm) to the nearest 0.1cm 
using wooden height boards, often provided by UNICEF at the necessary 
specifications. There are two measures: either length or height. Length 
is when the child is measured lying down (horizontally) and is used for 
children under 2 years of age. Height is when the child is measured 
standing up (vertically) and is used when the child is older than 2 years 
of age. 

• Nutritional oedema (bilateral pitting oedema) – Characterized by 
swelling of the feet of the malnourished child. Varies in severity but 
generally starts in the feet/legs, progresses to the arms and finally the 
face.  

• Mid-Upper Arm Circumference (MUAC) – Measured in cm to the 
nearest 0.1cm, or in mm to the nearest 1mm. Measured with a standard 
child MUAC tape at the mid-point of the upper arm while the arm is fully 
extended.  

 

Method of analysis.  Analysis can be 
done using Emergency Nutrition 

Assessment software, which will also  
adjust for survey design.  

Determine the Nutrition status:-  

GAM is determined by the proportion of children either with SAM or MAM. 

• A child is classified as SAM if they: (1) have a weight-for-height z-score 
(WHZ) of <-3 SD, and/or the presence of nutritional oedema. (2)Or have 
MUAC  
of <115mm, and/or (2) the presence of nutritional oedema. 

• A child is classified as MAM if they:  (1)have a WHZ of >= -3 SD and <-2 
SD. (2)Or have a MUAC between 115mm to <125mm.  

• GAM = # children with SAM + # children with MAM #/ total children 
6−59 months 

Recommended Thresholds According to IPC Acute Malnutrition 



• Phase 1 (Acceptable) – GAM is less than 5% of children are acutely 
malnourished 

• Phase 2 (Alert) – GAM is 5-9.9% of children are acutely malnourished 

• Phase 3 (Serious) – GAM is 10-14.9% of children are acutely 
malnourished 

• Phase 4 (Critical) – GAM is 15-29.9% of children are acutely 
malnourished. 

• Phase 5 (Extremely Critical) – GAM is 30% or more children are acutely 
malnourished.  

Crude and U5 Death/Mortality Rate 

Definition  

• Crude Death Rate is the rate at which people, are dying in a population 
over a given period of time (recall period). This is inclusive of all ages 
and sexes. This rate can be reported in several ways, but most often in 
emergencies is shown as deaths / 10,000 people/day.  

• Under-Five Death Rate is the rate at which children under 5 years of 
age are dying in the under-five population over a given period of time 
(recall period). This is inclusive of all ages and sexes. This rate can be 
reported in several ways, but most often in emergencies is shown as 
deaths / 10,000 people/day. 

Methodology for analysis. Analysis can 
be done using Emergency Nutrition 
Assessment software, which will also  
adjust for survey design.  

CDR is the total number of deaths divided by the mid-period population of the 
recall period.  

U5DR is the total number of under-five deaths divided by the under-five mid-
period population of the recall period. 

Emergency thresholds for CDR:  

• CDR: 1 death / 10,000 people / day 

• U5DR: 2 deaths / 10,000 people / day 

ANNEX 3b 

Definition of some of the Proxy Outcome Indicators 

• Livelihood-based coping strategies indicator assesses households’ longer-term coping and 
productive capacities and their future impact on access to essential needs, including food, health 
and education. The Livelihood Coping Strategies indicator measures the livelihood stress and 
asset depletion during the 30 days prior to the survey8.  

• The Food Consumption Score (FCS) measures households' dietary diversity and nutrient intake. It 

is calculated by estimating how often households consume food items from the different food 

groups during a 7-day reference period.  

• The reduced Coping Strategy Index (rCSI) measures the use of five food consumption-based 

coping strategies during the seven days preceding the assessment. 

• The Household Hunger Scale (HHS) is a simple indicator used to measure household hunger within 

food-insecure areas. 

 
8 More information on the Livelihood Coping Strategies can be found here: WFP VAM resources 

https://resources.vam.wfp.org/data-analysis/quantitative/food-security/livelihood-coping-strategies-food-security#:~:text=The%20Livelihood%20Coping%20Strategies%20%E2%80%93%20Food,overcome%20challenges%20in%20the%20future.


ANNEX 4:  

HSM Research Methodology data collection and analysis work plan 

 
 

 

 

 

 

 

 

 

 

 

 

 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

HSM Data Collection

Training Training

Post-harvest Pre-lean season Lean season Post-harvest food

CH Analysis cycle March Projected analysis CH Analysis cycle in November

IPC Acute Malnutrition Analysis

food insecurity food insecurity food insecurity insecurity

HSM bulletin 



 


