CMAM Toolkit: Rapid start-up resources for emergency nutrition personnel

IYCF 1-to-1 Counseling Assessment Tool


Health facility: _______________________________     	IYCF Reg. No. ______________
District: _____________________________________	Date _______________________
Child’s name:  _______________________________    	Child’s sex ____	Age/months ____
Mother’s name: ______________________________    	Enrolled in OTP ___   	OTP Reg No._________
Address: _____________________________________       	Enrolled in SFP___   	SFP Reg No._________
Number of Older Children:
Part-1: BREASTFEEDING INFORMATION


Do you currently Breast Feed?        O Yes         O No   
[bookmark: id.gjdgxs](If the response is ‘Yes’, Ask and Observe the following)
	
How often do you breastfeed per day? ______  by night? ______                     Pacifier?       O Yes             O  No
	
	
	
	
	
	
	
	
	

	



Breastfeed observation results: (tick relevant observations below)


Attachment at breast:  ___ Areola more above


			___ Mouth wide open


			___ Lower lip turned out


			___ Chin close to or touching breast


			___ No nipple pain or discomfort


Positioning of baby:  	___ Head & body straight


	        		___ Child held close to mother’s body			


Suckling:		___ Slow, deep sucks, sometimes pausing


			___ Audible or visible swallowing


Mother’s confident:	___ Enjoyment, relaxation, not shaking breast or baby


			___ Signs of bonding (stroking, eye contact, close gentle holding)


How the feed ends:	___ Baby comes off the breast itself (not taken off by mother)


			___ Baby looks relaxed and satisfied and looses interest in breast


                                       ___  Mother keeps breast available, or offers other breast  





	
	
	
	
	
	
	
	
	

	Does the mother have interest in increasing breast milk or Relactation?
	
	
	
	
	O Yes                O No
	
	
	
	

	Observation of mother/caregiver
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Part-2: COMPLEMENTARY FOOD INFORMATION
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Complementary Foods
	Is your child getting anything else to eat?
	
	What?
	
	
	Frequency:
times/day
	How much?
(Reference 250 ml coffee cups)
	
	Texture: how thick

	Solid Foods
	Staple (porridge, other local examples)
	
	
	
	
	
	
	
	

	
	Legumes (beans, other local examples)
	
	
	
	
	
	
	
	

	
	Vegetables/Fruits (local examples)
	
	
	
	
	
	
	
	

	
	Animal: meat/fish/
offal/bird/eggs
	
	
	
	
	
	
	
	

	Liquids 
	Is your child getting anything else to drink? 
	
	What?

	
	
	Frequency: times/day
	How much?
(Reference 250 ml coffee cups)
	
	Bottle use?
Yes/No

	
	
Other milks

	
	
	
	
	
	
	
	

	
	
Other liquids

	
	
	
	
	
	
	
	


	Who assists the child when eating?
	
	
	
	
	
	
	
	
	

	Hygiene
	
	Feeds baby using a clean cup and spoon?
  O Yes         O No


	
	Washes hands with clean, safe water and soap before preparing food, before eating, and before feeding young children?
      O Yes          O No
	
	
	
	Washes child’s hands with clean, safe water and soap before he or she eats?
     O Yes           O No
	

	
	
	
	
	
	
	
	
	
	

	Part-3: FURTHER INFORMATION
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Is your Child currently Sick?
	
	
	
	  O Yes                        O Recovering             O No
	
	
	
	
	

	How the Sickness was influenced food intake? 
	
	
	
	  O Increased               O Decreased              O No Change
	
	
	
	
	

	Child’s growth Curve
	
	
	
	  O Increasing              O Decreasing              O Static
	
	
	
	
	


Mother’s beliefs, how she decided feeding
_____________________________________________________________________________________________________________________________________________________________
How is the mother emotionally and physically?  Any worries?  _______________________________________________________________________________
Adapted from existing protocols from Valid International, various Ministries of Health, UNICEF and WHO 
