
Nutritional assessment based on mid-upper arm circumference measurement in children aged 6-59 months in seven Health Districts of the Far North Region (Cameroon).
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ABSTRACT 

	Aims: Malnutrition is a public health problem in the Far North region (Cameroon). As part of nutritional surveillance, a mass screening campaign was organized in seven Health Districts of this Region. 
Study design:  Exhaustive screening of children 6-59 aged months. 
Place and Duration of Study: Sample: seven Health Districts of the Far-North Region, between 02 October and 08 October 2025. 
Methodology: This screening consisted of comprehensively measuring the mid-upper arm circumference (MUAC) of all children aged 6 to 59 months using a tape measure in their households. The main data collected and analyzed were sex, age, edema, and MUAC. Data collection was performed using Kobo Collect, and analysis was carried out using the MUAC Assessment Template tool and ENA for SMART software (January 2020 version). Individual MUAC measurements of the children were compared to international reference values ​​(WHO Standards, 2006). 
Results: According to the results obtained, the prevalence of acute malnutrition varies from one Health District to another. The highest prevalence’s of severe acute malnutrition (SAM) were observed in the Health Districts of Kolofata, Goulfey, and Mora, at 4.3%; weighted prevalence rates were 3.9% and 3.0%. However, cases of moderate acute malnutrition (MAM) were more frequently observed in the health districts of Mora, Goulfey, and Mozogo (27.6%, 27.3%, and 28.2%, respectively). The most affected age group was children less than two years old but children over two years old were also affected by malnutrition.
Conclusion: It is crucial to strengthen interventions that increase access to treatment, improve the quality of care for acute malnutrition by enhancing services, and other support mechanisms such as cash transfers promoting adequate and diversified diets, and the ongoing promotion of optimal infant and young child feeding practices and behaviors, should remain essential interventions.
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1. INTRODUCTION 

Malnutrition is a major global health problem that contributes to child morbidity and mortality and impairs intellectual development; once a child reaches adulthood, it is also associated with a decrease in their work capacity and an increased risk of contracting diseases (Black et al., 2013). Child malnutrition significantly increases the risk of infant and child death, with some estimates suggesting that child malnutrition is responsible for half or more of child deaths in the developing world (WHO, 2014). The undernutrition is due to multidimensional aspects such as poverty and diseases (Svedberg P, 2000). In Cameroon, malnutrition is a public health problem. In the Far-North region, this situation is exacerbated by cross-border insecurity, population displacement, flooding, poor crop yields, the high cost of living, and poor infant and young child feeding practices (IPC Cameroon, 2024). Despite efforts made, the prevalence remains high, with 8.0% of Global Acute Malnutrition (GAM) and 1.7% of Severe Acute Malnutrition (SMART-SENS 2022). Efforts to reduce the prevalence of acute malnutrition in infants and young children are essential to achieving the Sustainable Development Goals (SDGs) and monitoring the nutritional status of the target population (SND 30 Cameroon, 2020). To this end, nutritional screening was conducted as part of nutritional monitoring to determine malnutrition trends in seven health districts in the Far North Region, in order to better define and target interventions. The overall objective of this study was to measure the mid-upper arm circumference (MUAC) of all children aged 6 to 59 months in the seven health districts. Specifically, the aim was to refer malnourished children identified as such to health facilities for treatment, to determine the number of children identified and the prevalence of acute malnutrition.

2. material and methods 

Health Districts were selected based on their vulnerability due to cross-border insecurity and the presence of internally displaced persons. A one-day theoretical and practical training session on mid-upper arm circumference (MUAC) measurement, including data collection using Kobo Collect, was conducted to strengthen the knowledge of health personnel and community health workers (CHWs) and ensure the accuracy, precision, and quality of the data collected. This training took place at the Health District level for area chiefs and at the Health District level for CHW. Supervision was conducted at all levels. The variables collected for children were age, sex, mid-upper arm circumference, and edema. Screening was carried out exhaustively in children aged 6 to 59 months, from 02 to 08 October 2025. The arm circumference was measured at the middle of the left arm using a shakir tape measure. The reading was taken in millimeters and to the nearest millimeter. Measuring mid-upper arm circumference (MUAC) is particularly useful for identifying children at high risk of mortality. It is also a secondary indicator of acute malnutrition. This property appears to be linked to the association between MUAC and muscle mass. The presence of edema was assessed by applying thumb pressure to the tops of both of the child's feet for 3 seconds to detect the presence of pitting edema. Children suffering from SAM (MUAC < 115 mm and/or presence of edema) were referred to health facilities if they were not previously beneficiaries of a care program.

Ethical Considerations
Freely given consent was obtained from each head of household or their representative.
Data Analysis
Data was collected using a Kobo Collect app on smartphones via a quiz. Data entry, cleaning, and analysis were performed using the MUAC Assessment Template tool and ENA for SMART software (January 2020 version) to calculate the quality score. Anthropometric data were downloaded daily as data collection progressed in the field. Data corrections were performed using ENA for SMART software. Individual anthropometric measurements of children were compared to international reference values. Thresholds were used to determine the prevalence of acute malnutrition, using the WHO 2006 references, which are recommended globally ​​(Table 1. WHO Standards 2006), and WHO flags were excluded. MUAC measurements show a known bias towards younger children. 
From the Kobo Collect server, the data was downloaded to a computer in Excel (xls) format before being converted into an ENA file to produce plausibility reports and the quality score.
In a balanced sample, approximately two-thirds (66%) of the sample are expected to be over two years old. If too few older children are included in the sample, the use of the weighted total is indicated.
Table 1. Threshold values ​​of the anthropometric measurement of mid-upper arm circumference defining moderate, severe acute malnutrition and severity level (WHO, 2006).
	Severity level
	Threshold Values

	Severe Acute Malnutrition 
	MUAC<115mm and/or presence of edema

	Moderate Acute Malnutrition 
	115 ≤ MUAC < 125mm



Table 2. WHO classification of nutritional situation (WHO-UNICEF 2018).
	Significance (Situation)
	Prevalence Level 
	Malnutrition  Indicators

	
	
	GAM
	      SAM

	
	Very low
	<2,5     
	         0

	Acceptable
	Low
	2,5-5
	

	Precarious
	Medium
	5-10
	        0-1

	Serious
	High
	10-15
	        1-2

	Critical
	Very high
	>=15
	        >2



3. results and discussion
Table 3 shows the number of children screened by age group. It reveals that in the Goulfey and Maroua 1 health districts, children less than two years old were screened more frequently than those over two. In Maroua 1, the proportions are closer to the standard used by the screening data analysis tool, which is 1/3 and 2/3 respectively for children less than two and two years and older. 
Table 3. Number of children aged 6-59 months screened by Health District, October 2025.
	
	<2 years
	≥ 2 years

	Health District
	boys
	girls
	Total
	Percentage
	Boys
	Girls
	Total
	Percentage

	Kousséri
	12989
	13792
	26781
	57,4%
	9902
	9964
	19866
	42,6%

	Kolofata
	4211
	4765
	8976
	49,7%
	8700
	9371
	9095
	50,3%

	Mora
	8364
	8806
	17170
	47,5%
	9425
	9554
	18979
	52,3%

	Goulfey
	5276
	6089
	11365
	62,5%
	3482
	3336
	6818
	37,5%

	Koza
	2602
	2833
	5435
	41,9%
	3749
	3778
	7527
	58,1%

	Maroua 1
	2693
	2796
	5489
	22,6%
	8493
	8352
	16845
	67,4%

	Mozogo
	5013
	5185
	10198
	49,0%
	5139
	5479
	10618
	51,0%



Tables 4, 5, and 6 shows that moderate MAM and SAM are more prevalent among children less than two years of age than those over two. Girls are more affected by malnutrition than boys in all seven health districts, but those in Mora and Koza have shown greater differences. A total of 4,482 and 38,243 children suffered from SAM and MAM, respectively, out of 175,162 children screened across the seven health districts. The Mora health district recorded 1,253 children with SAM and the Kolofata health district 922. The prevalence of moderate acute malnutrition varies from 18.1% to 47.2% in children aged 6 to 23 months. In contrast, in those aged 24 to 59 months, it varies from 5.7% to 27.0%. As for severe acute malnutrition, it varies from 0.1% to 7.7%.

Table 4. Prevalence of acute malnutrition in children aged 6 to 23 months by Health District, October 2025.
	
	Moderate Acute Malnutrition
	Severe Acute Malnutrition

	Health District
	Boys
	Girls
	Total
	Boys
	Girls
	Total

	Kousseri
	18,1% (2354)
	18,2%  (2506)
	18,1%  (4860)
	0,1% (12)
	0,2% (19)
	0,2% (31)

	Kolofata
	34,1% (1435)
	34,8% (1659)
	34,5% (3090)
	2,6% (115)
	2,6%(122)
	2,6%(237)

	Mora
	38,6% (3230)
	42,4% (3733)
	40,6% (6963)
	5,1% (427)
	5,5%(483)
	5,3%(910)

	Goulfey
	46,3% (2443)
	48,0% (2920)
	47,2% (5363)
	7,7% (406)
	8,8%(537)
	8,3%(943)

	Koza
	23,6% (615)
	28,1% (796)
	26,0% (1411)
	3,3% (85)
	3,7%(106)
	3,5%(191)

	Maroua 1
	11,2% (302)
	9,6% (268)
	10,4% (570)
	0,9% (24)
	1,3% (35)
	1,1% (59)

	Mozogo
	38,7% (1941)
	40,7% (2109)
	39,7% (4050)
	3,1% (154)
	3,0%(156)
	3,0%(310)



Table 5. Prevalence of acute malnutrition in children aged 24 to 59 months by Health District, October 2025.
	
	Moderate acute malnutrition
	Severe acute malnutrition

	Health District
	Boys
	Girls
	Total
	Boys
	Girls
	Total

	Kousseri
	5,5% (540)
	6,0% (596)
	5,7% (1136)
	0,1% (12)
	0,2% (19)
	0,2% (31)

	Kolofata
	17,8% (801)
	21,0% (965)
	19,4% (1766)
	2,6%(115)
	2,6%(122)
	2,6%(237)

	Mora
	19,7% (1857)
	22,4%(2140)
	21,1% (3997)
	2,0%(190)
	1,6%(153)
	1,8%(343)

	Goulfey
	16,8% (586)
	17,9% (596)
	17,3% (1182)
	1,6% (54)
	1,7% (58)
	1,6%(112)

	Koza
	23,6% (615)
	28,1% (796)
	26,0% (1411)
	1,0% (39)
	1,2% (47)
	1,1% (86)

	Maroua 1
	7,1% (412)
	5,7% (314)
	6,4% (726)
	0,1% (7)
	0,3% (19)
	0,2% (28)

	Mozogo
	21,3% (1095)
	23,5% 1286)
	22,4% (2381)
	0,1% (55)
	0,3% (62)
	0,2%(117)



Table 6. Prevalence of edema cases by Health District by age group, October 2025.
	
	< 2ans
	≥2ans

	Health District
	Boys
	Girls
	Total
	Boys
	Girls
	Total

	Kousseri
	0,0%
	0,0%
	0,0%
	0,0%
	0,0%
	0,0%

	Kolofata
	0,0%
	0,1% (5°
	0,1%
	0,1% (5)
	0,1% (2)
	0,1% (7)

	Mora
	1,3% (106)
	1,1% (95)
	1,2%(201)
	2,3% (219)
	2,0% (188)
	2,1% (407)

	Goulfey
	0,1% (6)
	0,2% (11)
	0,1% (17)
	0,2% (7)
	0,2% (6)
	0,2% (13)

	Koza
	0,3% (9)
	0,0% (1)
	0,2% (10)
	0,0% (1)
	0,0% (1)
	0,0% (2)

	Maroua 1
	0,0% (0)
	0,1% (3)
	0,1% (3)
	0,0% (1)
	0,1% (4)
	0,0% (5)

	Mozogo
	0,0% (0)
	0,1% (3)
	0,0% (4)
	0,1% (3)
	0,1% (5)
	0,1% (8)



Tables 7, 8, and 9 highlight the prevalence of MAM and SAM, as well as cases of edema, in all screened children aged 6–59 months. Weighted totals were generated by health district because the expected proportions of 1/3 and 2/3 of screened children under two years of age and two years and older, respectively, were not achieved. The weighted prevalence’s show that the health district  most affected by SAM are those of Kolofata, Goulfey, and Mora, with 4.3%, 3.9%, and 3.0%, respectively. Girls are more affected than boys in general. Regarding the quality of the data, the scores are either acceptable or good.

Table 7. Prevalence of moderate acute malnutrition in children aged 6 to 59 months, October 2025.
	Health District
	Boys
	Girls
	Total
	Weighted total
	Data quality score


	Kousseri
	12,6% (2894)
	13,1% (3102)
	12,9% (5996)
	9,9%
	24% (acceptable)

	Kolofata
	25,7% (2236)
	28,0% (2624)
	26,9% (4860)
	24,4%
	22% (acceptable)

	Mora
	28,6% (5087)
	32,0% (5873)
	30,3% (10960)
	27,6%
	18% (acceptable)

	Goulfey
	34,6% (3029)
	37,3% (3516)
	36,0% (6545)
	27,3%
	22% (acceptable)

	Koza
	15,6% (911)
	17,6% (1164)
	16,6% (2155)
	15,2%
	14% (bon)

	Maroua 1
	8,4% (714)
	7,0% (582)
	7,7% (1296)
	7,7%
	14% (bon)

	Mozogo
	29,9% (3036)
	31,8% (3395)
	30,9% (6431)
	28,2%
	20% (acceptable)



Table 8. Prevalence of severe acute malnutrition in children aged 6 to 59 months, October 2025.
	Health District
	Boys
	Girls
	Total
	Weighted total
	Data quality score

	Kousseri
	0,9% (202)
	1,1% (261)
	1,0% (463)
	0,6%
	24% (acceptable)

	Kolofata
	4,9% (424)
	5,3% (498)
	5,1% (922)
	4,3%
	22% (acceptable)

	Mora
	3,5% (617)
	3,5% (636)
	3,5% (1253)
	3,0%
	18% (acceptable)

	Goulfey
	5,3% (460)
	6,3% (595)
	5,8% (1055)
	3,9%
	22% (acceptable)

	Koza
	2,0% (124)
	2,3% (153)
	2,1% (277)
	1,9%
	14% (bon)

	Maroua 1
	0,4% (31)
	0,6% (54)
	0,5% (85)
	0,5%
	14% (bon)

	Mozogo
	2,1% (209)
	2,0% (218)
	2,1% (427)
	1,7%
	20% (acceptable)



Table 9. Prevalence of edema cases by Health District, in children aged 6 to 59 months, October 2025.

	Health District
	Boys
	Girls
	Total
	Weighted

	Kousseri
	0,0%
	0,0%
	0,0%
	0,0%

	Kolofata
	0,1% (5)
	0,1% (7)
	0,1% (12)
	0,1%

	Mora
	1,8% (325)
	1,5% (283)
	1,7% (608)
	0,1%

	Goulfey
	0,1% (13)
	0,2% (17)
	0,2% (30)
	0,2%

	Koza
	0,2% (10)
	0,0% (2)
	0,1% (12)
	0,1%

	Maroua 1
	0,2% (10)
	0,0% (2)
	0,1% (12)
	0,0%

	Mozogo
	0,0% (4)
	0,1% (8)
	0,1% (12)
	0,1%


	

Routine data uploaded to DHIS2 corroborate these findings and show that during October, 354 and 350 children were admitted to the national centers for ambulatory and intensive Care of health facilities in these two health districts, Mora and Kolofata respectively. The prevalence of edema cases is high in the Mora health district, with a total of 608 children. Comparison with DHIS2 data shows that 40 cases of edema were admitted to health facilities during October. This figure is 15 times lower than the number of cases detected but remains important. The common characteristic of these health districts is their geographic location in an area of ​​insecurity bordering Nigeria. Other contributing factors could also be associated, including low income, poor productivity, and population displacement. Conversely, the health district of Kousseri, with a prevalence of 0.6%, and Maroua 1, with a prevalence of 0.5%, are the least affected. These results corroborate those of the SMART SENS 2021 survey, which showed that the prevalence of global acute malnutrition is 4.1%, with 3.6% of moderate acute malnutrition and 0.5% of severe acute malnutrition in the Far North region. Girls are more affected than boys, with respective prevalences of 7.4% and 4.6% for MAM. This low prevalence could be explained by the fact that several health areas within these health districts are located in urban areas where populations would have good nutritional education, or by insufficient coverage of the expected target population. The health districts of Koza (1.9%) and Mozogo (1.7%) show prevalence rates close to those of the SMART 2025 nutrition survey in the Far North region.

4. Conclusion
Nutritional screening is an important activity within the framework of nutritional surveillance. It has made it possible to identify the most affected healthcare facilities and to refer children identified as malnourished to health centers for their care. To improve the overall nutritional situation, priority should be given to specific, on-the-ground nutritional interventions that address the immediate causes of under nutrition. Other support mechanisms such as cash transfers promoting adequate and diversified diets, and the ongoing promotion of optimal infant and young child feeding practices and behaviors, should remain essential interventions.
[bookmark: _GoBack]
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APPENDIX

Appendix 1. Prevalence of malnutrition in the Goulfey Health District





	
	Boys
	girls
	Total
	Weighted total

	Data quality score

	<2years(62,5%)  
	5276
	6089
	11365
	
	Global  score 22% : acceptable

	SAM (PB<115mm)
	7,7% (406)
	8,8% (537)
	8,3% (943)
	
	

	MAM (125<PB≥115mm)
	46,3% (2443)
	48,0% (2920)
	47,2% (5363)
	
	

	Œdema
	0,1% (6)
	0,2% (11)
	0,1% (17)
	
	

	≥ 2 ans (37,5%)
	3482
	3336
	6818
	
	

	SAM (PB<115mm)
	1,6% (54)
	1,7% (58)
	1,6% (112)
	
	

	MAM (125<PB≥115mm)
	16,8% (586)
	17,9% (596)
	17,3% (1182)
	
	

	Edema
	0,2% (7)
	0,2% (6)
	0,2% (13)
	
	

	Total
	8758
	9425
	18183
	
	

	SAM
	5,3% (460)
	6,3% (595)
	5,8% (1055)
	3,9%
	

	MAM
	34,6% (3029)
	37,3% (3516)
	36,0% (6545)
	27,3%
	

	Edema
	0,1% (13)
	0,2% (17)
	0,2% (30)
	0,2%
	


	

            Appendix 2. Prevalence of malnutrition in the Kolofata Health District
	
	Boys
	Girls
	Total
	Weighted total
	Data quality score

	<2years (49,7%)  
	4211
	4765
	8976
	
	Global Score 22% : acceptable

	SAM (PB<115mm)
	7,3% (309)
	7,9% (376)
	7,6% (685)
	
	

	MAM (125<PB≥115mm)
	34,1% (1435)
	34,8% (1659)
	34,5%(3090)
	
	

	Edema
	0,0%
	0,1% (5°
	0,1%
	
	

	≥ 2 ans (50,3%)
	4489
	4606
	7085
	
	

	SAM (PB<115mm)
	2,6% (115)
	2,6% (122)
	2,6% (237)
	
	

	MAM (125<PB≥115mm)
	17,8% (801)
	21,0% (965)
	19,4%(1766)
	
	

	Edema
	0,1% (5)
	0,1% (2)
	0,1% (7)
	
	

	Total
	8700
	9371
	9095
	
	

	SAM
	4,9% (424)
	5,3% (498)
	5,1% (922)
	4,3%
	

	MAM
	25,7% (2236)
	28,0% (2624)
	26,9%(4860)
	24,4%
	

	Edema
	0,1% (5)
	0,1% (7)
	0,1% (12)
	0,1%
	


	















            Appendix 3. Prevalence of malnutrition in the Mora Health District
	
	Boys
	Girls
	Total
	Weighted total
	Data quality score

	<2years (47,5%)  
	8364
	8806
	17170
	
	global  Score 18% : acceptable

	MAS (MUAC<115mm)
	5,1% (427)
	5,5% (483)
	5,3% (910)
	
	

	MAM (125<MUAC≥115mm)
	38,6% (3230)
	42,4% (3733)
	40,6%(6963)
	
	

	Edema
	1,3% (106)
	1,1% (95)
	1,2% (201)
	
	

	≥ 2 years (52,3%)
	9425
	9554
	18979
	
	

	MAS (PB<115mm)
	2,0% (190)
	1,6% (153)
	1,8% (343)
	
	

	MAM (125<PB≥115mm)
	19,7% (1857)
	22,4% (2140)
	21,1% (3997)
	
	

	Edema
	2,3% (219)
	2,0% (188)
	2,1% (7)
	1,8
	

	Total
	17789
	18360
	36149
	
	

	MAS
	3,5% (617)
	3,5% (636)
	3,5% (1253)
	3,0%
	

	MAM
	28,6% (5087)
	32,0% (5873)
	30,3% (10960)
	27,6%
	

	Edema
	1,8% (325)
	1,5% (283)
	1,7% (608)
	0,1%
	



















         Appendix 4. Prevalence of malnutrition in the Kousseri Health District
	
	Boys
	Girls
	Total
	Weighted total

	Data quality score


	<2years (57,4%)  
	12989
	13792
	26781
	
	Global  Score 24% : acceptable

	SAM (MUAC<115mm)
	1,5% (190)
	1,8% (242)
	1,6% (432)
	
	

	MAM (125<MUAC≥115mm)
	18,1% (2354)
	18,2% (2506
	18,1% (4860)
	
	

	Edema
	0,0%
	0,0%
	0,0%
	
	

	≥ 2 years (42,6%)
	9902
	9964
	19866
	
	

	SAM (MUAC<115mm)
	0,1% (12)
	0,2% (19)
	0,2% (31)
	
	

	MAM (125<MUAC≥115mm)
	5,5% (540)
	6,0% (596)
	5,7% (1136)
	
	

	Edema
	0,0%
	0,0%
	0,0%
	
	

	Total
	22891
	23756
	46647
	
	

	SAM
	0,9% (202)
	1,1% (261)
	1,0% (463)
	0,6%
	

	MAM
	12,6% (2894)
	13,1% (3102)
	12,9% (5996)
	9,9%
	

	Edema
	0,0%
	0,0%
	0,0%
	0,0%
	



          



    
        












    


       Appendix 5. Prevalence of malnutrition in the Koza Health District

	
	Boys
	Girls
	Total
	Weighted total

	Data quality score


	<2years (41,9%)  
	2602
	2833
	5435
	
	Global Score 14% : Good

	SAM (MUAC<115mm)
	3,3% (85)
	3,7% (106)
	3,5% (191)
	
	

	MAM (125<MUAC≥115mm)
	23,6% (615)
	28,1% (796)
	26,0% (1411)
	
	

	Edema
	0,3% (9)
	0,0% (1)
	0,2% (10)
	
	

	≥ 2 years (58,1%)
	3749
	3778
	7527
	
	

	SAM (MUAC<115mm)
	1,0% (39)
	1,2% (47)
	1,1% (86)
	
	

	MAM (125<MUAC≥115mm)
	23,6% (615)
	28,1% (796)
	26,0% (1411)
	
	

	Edema
	0,0% (1)
	0,0% (1)
	0,0% (2)
	
	

	Total
	 6351
	6611
	12962
	
	

	SAM
	2,0% (124)
	2,3% (153)
	2,1% (277)
	1,9%
	

	MAM
	15,6% (911)
	17,6% (1164)
	16,6% (2155)
	15,2%
	

	Edema
	0,2% (10)
	0,0% (2)
	0,1% (12)
	0,1%
	




















       Appendix 6. Prevalence of malnutrition in the Maroua 1 Health District

	
	Boys
	Girls
	Total
	Weighted total

	Data quality score

	<2ans (22,6%)  
	2693
	2796
	5489
	
	Global Score 14% : Good


	SAM (PB<115mm)
	0,9% (24)
	1,3% (35)
	1,1% (59)
	
	

	MAM (125<PB≥115mm)
	11,2% (302)
	9,6% (268)
	10,4% (570)
	
	

	Edema
	0,0% (0)
	0,1% (3)
	0,1% (3)
	
	

	≥ 2 ans (67,4%)
	3749
	3778
	7527
	
	

	SAM  (PB<115mm)
	0,1% (7)
	0,3% (19)
	0,2% (28)
	
	

	MAM (125<PB≥115mm)
	7,1% (412)
	5,7% (314)
	6,4% (726)
	
	

	Edema
	0,0% (1)
	0,1% (4)
	0,0% (5)
	
	

	Total
	8493
	8352
	16845
	
	

	SAM
	0,4% (31)
	0,6% (54)
	0,5% (85)
	0,5%
	

	MAM
	8,4% (714)
	7,0% (582)
	7,7% (1296)
	7,7%
	

	Edema
	0,2% (10)
	0,0% (2)
	0,1% (12)
	0,0%
	

















       Appendix 7. Prevalence of malnutrition in the Mozogo Health District
	
	Boys
	Girls
	Total
	Weighted total
	Data quality score

	<2years (49,0%)  
	5013
	5185
	10198
	
	Global Score 20% : Acceptable

	SAM (MUAC<115mm)
	3,1% (154)
	3,0% (156)
	3,0% (310)
	
	

	MAM (125<MUAC≥115mm)
	38,7% (1941)
	40,7% (2109)
	39,7% (4050)
	
	

	Edema
	0,0% (0)
	0,1% (3)
	0,0% (4)
	
	

	≥ 2 years (51,0%)
	5139
	5479
	10618
	
	

	SAM (MUAC <115mm)
	0,1% (55)
	0,3% (62)
	0,2% (117)
	
	

	MAM (125<MUAC≥115mm)
	21,3% (1095)
	23,5% (1286)
	22,4% (2381)
	
	

	Edema
	0,1% (3)
	0,1% (5)
	0,1% (8)
	
	

	Total
	10152
	10664
	20816
	
	

	SAM
	2,1% (209)
	2,0% (218)
	2,1% (427)
	1,7%
	

	MAM
	29,9% (3036)
	31,8% (3395)
	30,9% (6431)
	28,2%
	

	Edema
	0,0% (4)
	0,1% (8)
	0,1% (12)
	0,1%
	


      
