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Rapid IYCF-E Household Assessment Questinnaire
	11.1  MUAC screening of all children between 6 months and up to 5 years (60 months)

	RED
	ORANGE
	GREEN

	
	
	
	


       11.2. (ASK FOR YOUNGEST CHILD UNDER AGE OF 2 YEARS)

	Age of Child: 

	a) Since this time yesterday was xxxx breastfed during the day or at night? 

Yes / No

b) Please tell me everything else xxx had since this time yesterday during the day or at night. 

Type 

Tick 

Where from? (Bought / Donation from NGO / other)

Plain water

Infant formula

Other type of milk 

Any other liquid e.g. juice

Food 

ASK A,B,C AND D DEPENDING ON ANSWER ABOVE

A) If child does NOT get any breastmilk ask:

· Why is baby not being breastfed? 

Reason

Tick all that apply

Mother never breastfed

Mother dead

Mother / baby injured so not able to breastfeed

Mother had problems breastfeeding so stopped 

Prefers to use infant formula or baby milk

Other (state...)

B) If child IS getting breastmilk ask:

- are you breastfeeding more / the same / less than before the crisis?

More

Same

less

- What problems do you have breastfeeding the baby? (PROBE) 

Problem (DO NOT READ LIST)

Tick

Lack of breastmilk 

Lack of time to breastfeed 

No privacy

Other (state…)

NO PROBLEMS

C) If child is using formula or other types of milk ask:
What problems do you have feeding your baby with infant formula or other milk?

Problem 

Tick

Not enough milk

Lack of water

Lack of fuel 

Can’t sterilize feeding bottle 

Other (state…)

NO PROBLEMS

D) If child is receiving other food ask:

What problems do you have feeding your baby?

Problem 

Rank

Not enough food 

Lack of cooking pots 

Lack of water

Lack of fuel 

Other (state…)

NO PROBLEMS

What foods are you feeding your child?

Food (write in responses)

No complementary foods                                              |
How often do you feed your child these foods?

Times per day

Tick

1 – 2 

3 – 4

5+

No complementary foods

How much of these foods does your child eat?

Amount

Tick

Small tastes 

A few bites

Small snacks

Full meals

No complementary foods

Does your child…
* Eat from his/her own plate?    
□ Yes   □ No

* Eat with the family?    
□ Yes   □ No


	11.3 What nutrition supplies/ support have you received already? 
	Tick all 
	Details (Name? What was it? Who from? Every day?)

	Infant formula 
	
	

	Other milk products
	
	

	Complementary / weaning foods (for young children aged 6m to 2 years)
	
	

	Food for only pregnant or lactating women 
	
	

	Other types of food / drink (Say what and who for e.g. family, children?)
	
	

	Multiple Micronutrient powder/tablets
	
	

	Bottles / teats
	
	

	Other….(specify)
	
	

	11.4 Who do you go to for support and advice on feeding and caring for the baby or child?
	
	Details

	Other Mother / old women  
	
	

	Doctor
	
	

	Nurse 
	
	

	Imam
	
	

	Other (specify)
	
	

	11.5 What are main problems feeding 6m to 2 years
	
	Details

	No problem
	
	

	Not enough complementary food (quantity)
	
	

	Not good quality complementary food
	
	

	No cooking equipment
	
	

	Lack water
	
	

	Lack fuel
	
	

	Other (specify)
	
	

	11.6 Is infant formula available to purchase locally?
	
	

	Yes / No
	
	

	If yes, how much does a tin cost? (in local currency) 
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