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Introduction

This manual is intended to provide straightforward and comprehensive guidance
to nutritionists and other field workers who are responsible for conducting
assessments in emergency settings. It is hoped that it will contribute to improving
practice by providing step-by-step guidance, taking the practitioner from the theory
through to the practice of conducting an assessment and producing a report.

The term assessment rather than survey is used deliberately. An anthropometric
survey and mortality survey form part of an emergency nutrition assessment.
However, an assessment also includes the gathering of information to understand
the causes of malnutrition. In the absence of a sound understanding of causes, it
is impossible to interpret the prevalence of malnutrition and the rate of mortality
found in the surveys. It is also impossible to develop appropriate recom-
mendations.

The prevalence of malnutrition and rate of mortality are increasingly used
by international agencies to compare the extent of human suffering in different
parts of the world in order to prioritise the use of resources. It is therefore of
utmost importance that this data is collected using sound methods, presented in
a transparent manner and interpreted meaningfully in light of information about
the causes of malnutrition.

Currently, nutrition assessments are often little more than anthropometric
surveys where the focus is on delivering the malnutrition prevalence figure.
Furthermore, in many instances, standard methodologies for gathering represent-
ative data are not followed. This means that even the validity of the prevalence
figure is thrown into doubt. Finally, nutrition interventions in emergencies are
typically narrow in focus and tend to concentrate on treating malnutrition.
Anthropometric surveys are therefore often conducted to validate programme
decisions to open or close feeding programmes rather than inform a broader set
of possible decisions to address the causes of malnutrition.

This manual is intended to help overcome some of these problems. A major
part of the manual is devoted to assessing the causes of malnutrition and
interpreting this information alongside mortality and malnutrition information.
In addition, the steps involved in conducting an anthropometric survey are laid
out for the beginner with clear guidance on the rules, which should be followed
and those which can be adapted for different contexts. The manual draws on
Save the Children’s experience, highlighted in numerous examples in the text,
and our understanding of common mistakes, challenges in analysis and inter-
pretation. This guidance is supported by a new set of tools to assist with survey
design and analysis, which are on the CD-ROM that accompanies the manual.
The recommendations in this manual are consistent with the Sphere Minimum
Standards for Disaster Response and make close reference to the standard on
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food security and nutrition assessment and analysis (The Sphere Project, 2004).

We envisage that this manual could be used in a number of specific circum-
stances. First, and most obvious, is to assess the nutritional situation in an
emergency-affected population with a view to identifying responses which address
the real need and contribute to the realisation of the human rights of the
population. Second, nutrition assessments are frequently conducted with the
aim of monitoring the situation in order to inform the ongoing design of
interventions and determine whether a programme is effective or not. This
manual provides some guidance on the latter activity, although it concentrates
on the former.

As the title indicates, the manual is intended for use in emergency situations
when a shock has occurred that is affecting the health situation, people’s access
to food or their capacity to care for one another. In the chapters devoted to
estimating the prevalence of malnutrition we focus on the measurement of acute
rather than chronic malnutrition. This means that the manual will have limited
value in development settings though it may provide a useful framework for
assessing long-term causes of malnutrition and conducting a representative survey.
However, development settings often require more complex survey designs if, for
example, baseline data is being gathered or project impact is being assessed.

The book is divided into six major parts. Part A provides guidelines on how
to conduct an assessment of the causes of malnutrition in an emergency. This
involves gathering and analysing secondary data, identifying the primary data
that is required and the most appropriate methods for gathering it, and finally,
analysing the data and developing a locally specific analysis of causes.

Part B provides guidelines on the anthropometric survey, taking the reader
from basic information on anthropometric indicators to analysis and presentation
of the findings. This part should be used alongside Save the Children’s guidelines
on the use of Epi Info for Data processing and Analysis of Anthropometric
Aurveys (Save the Children, 2003). Those guidelines are on the CD-ROM
attached to this manual.

Part C provides guidelines on how to conduct a retrospective mortality
survey, recognising that this is often done alongside an anthropometric survey. It
describes some of the principles of measuring mortality and alternative
methodologies for gathering the data. It also provides guidance on analysing and
presenting the data.

Part D focuses on how to interpret the data which results from working
through parts A-C. It provides guidance on how to judge the seriousness of a
situation and how to develop recommendations. It also provides an outline for a
model nutrition assessment report.

' New software is being developed for analysis of nutrition surveys and is available for testing on
www.nutrisurvey.de
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Part E contains a practical checklist of tasks which need to be carried out
from the beginning to the end of the assessment. It also provides information
about training the team and ensuring the quality of data collected in the field.

Part F addresses the situation where nutrition assessments are used to monitor
or evaluate a humanitarian response or where nutrition assessments are used to
measure the coverage of a feeding programme.

Appendix 9 provides a glossary of key terms.

This manual comes with a CD-ROM that includes electronic versions of a
number of the key texts referred to in the manual. In addition, it provides a set
of tools which can assist with the design and analysis of the assessment findings.
For example, there are simple tools for calculating required sample sizes and
spreadsheets for easily calculating confidence intervals for mortality rates.

Save the Children UK welcomes comments on this manual so that any
future editions can be improved.
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Part A
Assessing the causes of
malnutrition

This part of the manual is intended to guide you through the steps required to
conduct a context-specific analysis of the causes of malnutrition. Use this analysis
to help you interpret the information you collect during the anthropometric and
mortality surveys. Any interpretation of nutrition assessment findings must
involve examining the prevalence of malnutrition, the mortality rate and the
causes of malnutrition together in order to draw conclusions about the situation
and make recommendations for any intervention required (this is described in
Chapter D1).

The first chapter begins with a brief discussion of the different types of
malnutrition. This is followed by a theoretical overview of the Unicef conceptual
framework of the causes of malnutrition, because it provides the foundation for
developing a context-specific analysis. Subsequent chapters take you through the
various steps required to undertake a causal analysis (see page 18). These are
organised in the order in which they should be undertaken, starting with the
review of secondary data and ending with the development of a context-specific
causal analysis with the major causes identified.






Chapter Al
Introduction to the causes of
malnutrition

Al.l The Unicef conceptual framework of the
causes of malnutrition

The Unicef conceptual framework (Figure Al.1) has become widely used as a
tool to examine the causes of malnutrition since the early 1990s. The framework
clearly shows that malnutrition has many causes and is not solely related to food.
It is essential to understand the different reasons why malnutrition has developed
in the emergency-affected population before designing any interventions to
address malnutrition.

The Unicef framework is organised into three layers of causes which contri-
bute to the ultimate outcome of a malnourished individual (at the top of the
framework). These layers of causal factors operate at different levels of society.
Immediate causes operate at the individual level, underlying causes operate at
household or community level, and basic causes operate at the community,
national and global level.

Al.2 What is malnutrition?

Before considering the causes on the framework, it is necessary to consider the
outcome of interest at the top of the framework: malnutrition. Adequate nutrition
is the means by which people thrive, maintain growth, resist and recover from
diseases and perform their daily tasks. When nutrition is inadequate, people
become malnourished. Common consequences of malnutrition' include growth
failure, deficiency in specific micronutrients, decreased resistance to disease and
reduced ability to work. Pregnancy and lactation may also be affected.

The two manifestations of malnutrition which we are particularly
concerned about in emergency situations is weight loss (often combined with
growth failure in children or failure to gain weight in pregnancy) and micro-
nutrient deficiency. Marasmus and kwashiorkor result from deficiencies in
multiple nutrients and, while present in many poor countries, can become
more widespread during emergencies. Marasmus is characterised by wasting

! Malnutrition includes over-nutrition (obesity) and under-nutrition. These guidelines focus
exclusively on under-nutrition as this is by far the most common type of malnutrition in
emergencies. Therefore malnutrition means under-nutrition in these guidelines.
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Figure Al.l The Unicef conceptual model of the causes of malnutrition
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and kwashiorkor by nutritional oedema, although these conditions have many
other clinical signs.

Specific micronutrient deficiencies are widespread in populations
which are not emergency affected. Indeed, approximately two billion people
worldwide suffer from some kind of deficiency. The most common defici-
encies are due to a lack of iron (iron deficiency anaemia — IDA), vitamin A
(xerophthalmia) and iodine (iodine deficiency disorders [IDD] including goitre
and cretinism). However, outbreaks of other types of deficiency have occurred
in emergencies among populations entirely dependent on food aid. These
include deficiencies of vitamin C (scurvy), niacin (pellagra), thiamine (beriberi)
and riboflavin.

Al.3 Immediate causes

The immediate cause of malnutrition, operating at the individual level, is an
imbalance between the amount of nutrients absorbed by the body and the
amount of nutrients required by the body. When the body’s requirements are not
met, malnutrition can occur. This happens as a consequence of consuming too
little food or having an infection which either increases the body’s requirements
or causes the body not to absorb the food consumed. In practice, these two
problems often occur at the same time because one can lead to another. This is
illustrated in the infection and malnutrition cycle shown in Figure A1.2.

Most mortality in the initial period of an emergency is caused by four
infectious diseases: gastro-enteritis (for example, shigellosis and cholera), acute
lower respiratory infections, measles and malaria. These diseases often occur
alongside malnutrition (Moren, 1995; Toole and Waldman, 1990).

Different infections interact differently with nutrition. The interaction
depends on the infection itself and on the extent of malnutrition. Table Al.1
shows how the major diseases in emergencies interact with nutrition. In general
terms, poor nutrition can result in reduced immunity to infection — this can

Figure Al.2 The malnutrition/infection cycle (adapted from Tomkins and Watson, 1989)
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increase the likelihood of an individual getting the infection, or increase its
duration or severity. Infection in turn can result in loss of appetite or an increase
in nutritional requirements or a loss of nutrients from the body in the case of
diarrhoea. This triggers further weight loss, resulting once again in reduced
resistance to further infection.

Table Al.l Summary table of interactions between malnutrition and the major killers in
emergencies

Impact of malnutrition Impact of infection on factors

on infection leading to malnutrition
Diarrhoea o Increased duration o Malabsorption
(eg, shigellosis) o Increased severity o Appetite loss

o Increased mortality o Losses of endogenous nutrients
ARI (lower) o Increased severity o Appetite loss

o Increased mortality o Metabolic effects resulting in

muscle breakdown

Measles o Increased duration o Appetite loss
o Increased severity o Decreased levels of plasma
o Increased mortality vitamin A

o Prolonged immune suppression
resulting in increased incidence of
ARI and diarrhoea

o Fever increasing requirements™

o Metabolic effects resulting in
muscle breakdown

Malaria o Some evidence of increased o Anaemia
severity in deficiencies of o Impaired foetal development, low
vitamin A and zinc birth weight and growth faltering

*Severely malnourished individuals may not experience a fever.

As with other infections, HIV/AIDS interacts with malnutrition to form a
vicious cycle. When an individual has HIV but is asymptomatic their energy
requirements increase by 10%. This increases to 30% when they become
symptomatic (WHO, 2003). If someone has HIV/AIDS, having a good
nutritional status (without micronutrient deficiency) protects them against
opportunistic infections; a reduction in opportunistic infections in turn protects
them against nutritional deterioration. Opportunistic infections which can result
in weight loss are oral thrush and mouth sores, which can make eating very
painful, and persistent diarrhoea, which can lead to substantial nutrient losses.
Diet is also an important determinant of the success or failure of HIV/AIDS
drug regimens due to food and drug interactions.
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Al.4 Underlying causes

Whether an individual gets enough food to eat or whether s/he is at risk of
infection is mainly the result of factors operating at household and community
level. These are known in the framework as the underlying causes. They are
grouped into three types: those related to food security, those related to the social
and care environment, and those related to public health.

Food security

Food security exists when all people, at all times, have physical and economic
access to sufficient, safe and nutritious food for a healthy and active life (The
Sphere Project, 2004, p. 108). Therefore, people are only food secure when food
is both available and accessible; in other words, not only must it be available on
the market, but it must also be affordable to people. For an active and healthy
life, people need not only enough kilocalories to eat but also protein, fat and
micronutrients. Food security encompasses both the quantity and the quality of
food accessed. People are only food secure if they can meet their food needs all
through the year. Marginalisation (political, economic, ethnic) of groups as well
as the intra-household dynamics of food distribution determine whether all
people are food secure.

People pursue a variety of livelihood strategies in order to achieve food
security. A livelihood strategy is the combination of activities which households
undertake, usually in a specific geographical area, to make ends meet. Broad
livelihood strategies may include agro-pastoralism, fishing and hunting,
pastoralism, and a variety of employment-based strategies.? Within the same
livelihood zone,? different households have different degrees of wealth, which
means that some are more food secure than others.

Food security is increasingly being considered within a broader ‘sustainable
livelihoods™ framework, which assists in understanding the range of economic,
social, institutional and political factors and processes that ultimately determine
livelihood outcomes.

The framework highlights the range of factors that determine livelihood
outcomes, and the dynamic relationships between them (rather than any simple
causal relationship). The strategies that households pursue, and the extent to which
they are successful in ensuring food security, depend on three broad sets of factors:

> These broad strategies may be sub-divided further. For example, Somalia has several different
pastoral livelihood groups, some keeping camels and goats, and selling animals to markets in the
Gulf, some keeping cattle and sheep, and selling their animals to Kenya.

3 A livelihood or food economy zone is a geographical area over which people pursue similar
livelihood strategies such as agro-pastoralism. Food economy or livelihood zones are usually
geographically distinct but they may not be; for example, there may be a rice farming zone
covered with small zones where fishing is the main livelihood strategy.
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Figure A1.3 Sustainable livelihoods framework
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o their asset base: including tangible types of capital/assets such as land, live-
stock and cash saving, and less tangible types such as the skills and education
of household members, and their links to social and kinship networks

« structures and processes: the legal, political and cultural factors that influence
both access to assets and the ways in which those assets can be put to use

« the vulnerability context: the external environment in which people exist.

The framework could be viewed as an elaboration of the ‘household food
insecurity’ group of causes on the Unicef conceptual framework. The actual
livelihood strategies pursued (and to some extent the asset base within the
household) determine the quantity and quality of food available for household
members and thus can contribute to the underlying causes of malnutrition. The
external asset base, the structure and processes, and the vulnerability context
usually constitute the basic causes of malnutrition which determine the sorts of
livelihood strategies which can be pursued. These basic causes can also contribute
to the social and care environment and public health (see below).

An understanding of livelihood strategies and patterns of access to food
and income helps us to understand households” and communities’ vulnerability
in an emergency. Vulnerability includes both exposure and sensitivity to
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livelihood shocks (Devereux, 2002). For example, a pastoral community will
be vulnerable to livestock diseases, which may have little or no direct impact
on the livelihoods of urban households. A rich pastoralist household may be
very reliant on livestock for food, whereas a poor pastoralist may have more
diversified sources of food and be less vulnerable to a severe livestock disease
epidemic.

Another way of considering vulnerability is through the concepts of risk and
resilience. Risk refers to the likelihood of a particular shock occurring, while
resilience refers to the household or community’s ability to withstand the effects
of that shock. Resilience is linked to the asset base of the household, and how the
household manages those assets to mitigate the negative effects of external factors
through employing various coping strategies.

Households typically have a range of coping strategies which they employ
when faced with a shock. They can protect their consumption and expand their
income by:

« using up household food stocks or savings

« receiving support from other households

o expanding some forms of normal income generation such as the sale of
firewood or charcoal, or the collection of wild foods

o selling assets — the value of these assets will depend on their price relative to

that of food.
In addition, households can cut back on their consumption by:

o reducing their food intake

« consuming cheaper, less desirable foods

« reducing expenditure on non-food items such as soap, clothing and healthcare

 reducing the number of dependent people in the household, eg, by sending
young children away to relatives.

These coping strategies may impact on malnutrition differently. For example,
reducing food intake may have a direct effect and sending a child to a relative
may result in breastfeeding being curtailed. Expanding the sale of firewood may
result in less time being spent on childcare, which could have a knock-on effect
on child food intake.

Many of these strategies are part of normal seasonal variations, reflecting the
different local needs and opportunities at different times of the year. Knowing
when these normal and sustainable strategies are becoming stretched and even
damaging to household current and future well-being is a critical aspect of
understanding food security and nutrition. In an emergency, when the food
security situation deteriorates drastically, the priorities of the individual and
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community shift towards survival. At this stage, coping mechanisms become
more extreme and damaging for the household or individual. Inevitably, actions
taken to avoid complete destitution become more and more irreversible:
desperate actions such as the wholesale slaughter of productive animals have
very serious consequences for future production.

The social and care environment

The social and care environment is the group of factors which affect the extent
to which household members receive the care they need. The care environment
determines whether the food available to household members and their potential
for good health is translated into adequate food intake and prevention of disease.
The care environment includes feeding practices (specifically breastfeeding and
complementary feeding), hygiene and health-seeking practices, cognitive
stimulation and psycho-social care for children and the care of women, especially
adolescent girls, pregnant and lactating women. All of these caring practices
require both time and other resources, demonstrating the link between these
causes and the food security and public health causes, and the basic causes at the
bottom of the framework.

The social environment refers to the broader social context of the household
within the community and beyond (human and social capital assets in the
sustainable livelihoods framework). It therefore encompasses social networks of
support and the status of the household, including kinship networks. It also
includes the role and educational status of women in communities and the
extent to which they control resources in the household.

HIV/AIDS is widely acknowledged to have a major impact on the social and
care environment. It can impact on direct caring behaviours, as traditional
caregivers become chronically ill and require care themselves. This means that
children or elderly people may become the principal care givers. It can also
impact on the social environment. Stigma can affect people’s relationships with
other community members and the extent to which people can access social
support mechanisms and basic services.

Public health

Public health is the group of factors relating to the health environment and
therefore exposure to disease and access to basic health services. The health
environment is affected by access to potable water and sanitation, the presence of
malaria breeding sites, the quality of shelter and consequent level of cold, stress,
overcrowding and the health of fellow community members, eg, whether they
have been immunised or received anti-helminths recently.

Access to basic health services determines the extent to which infection can
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be prevented or treated. Effective treatment should reduce the duration and
severity of infection. This can be particularly important for preventing the
negative effects of infection on nutrition status (see Section Al.3). Access to
health services is determined by their distance and cost (both direct, in terms of
paying for treatment or transport, and indirect, in terms of the opportunity cost
of attending). Poor-quality health services can create disincentives for uptake.

Links between underlying causes

In practice, the three groups of underlying causes overlap considerably. For
example, imagine a child who has an infection. The time available to a mother to
take her child to the nearest clinic depends on whether she is able to spare a day
from working in the fields. While typically zime available for caring would be
considered a cause related to the social and care environment, in this instance the
availability of time is affected by the extent of the household’s food security, and
how close the nearest clinic is. Thus, there are in fact at least three underlying
reasons why this child is malnourished:

« (in the food security group of causes) is the lack of labour at household level
resulting in severe time constraints on the carer

o (in the social and care environment group of causes) is the lack of time
available for ensuring the health of the child

o (in the public health group of causes) is the distance to the nearest health
facilities.

As a consequence of all of these factors, the child may experience a prolonged
period of infection which results in appetite loss and failure to put on adequate
weight (the immediate cause of malnutrition).

Al.5 Basic causes

As illustrated in Figure Al.1, the basic causes of malnutrition are a result of the
resources available (human, structural and financial) and the political ideology
affecting how these resources are used, particularly how they determine the
formal and informal infrastructure which is put into place. Local priorities in
turn determine to what extent households and communities can access these
resources. The basic causes articulated in the sustainable livelihoods framework
are the structures and processes, the vulnerability context and to some extent the
assets (especially natural and physical assets) which determine livelihood
outcomes.

The basic causes of malnutrition can be thought of as the real reasons behind
the underlying causes. Consider the following underlying causes and possible
basic causes.
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Example underlying cause: Pastoralists have to sell livestock and cut back on milk
intake due to drought which resulted in a deterioration in pasture.
Possible basic causes:

« inadequate veterinary services resulting in small livestock herds
 deterioration of the environment resulting in repeated drought years
« conflict has limited the areas which they can exploit for pasture.

Example underlying cause: Health services are not functioning.
Possible basic causes:

« the Ministry of Health has a tiny budget

o the numbers of health staff are reduced due to the consequences of
HIV/AIDS

« all the available funds for health are spent on vertical programmes delivering
specific inputs.

Example underlying cause: Women typically fail to exclusively breastfeed.
Possible basic causes:

« thestatus of women in society means they have a heavy workload immediately
after pregnancy

« women receive little support from health services to breastfeed

o multinational companies are promoting the use of alternatives to breast-
milk

o cultural barriers to exclusive breast feeding.

Each of these possible basic causes can be related to the resources available, the
political ideology prevailing, the formal and informal infrastructure in place,
and local priorities. In an emergency the most important basic cause to consider
is the shock which has caused the emergency to occur. While it may not be
possible to change the basic causes within the context of an emergency, their
identification is important as it may highlight areas for advocacy or long-term
intervention. Basic causes may also determine the nature of intervention at the
underlying causes level. For example, a restocking intervention for pastoralists
may cause more long-term nutritional vulnerability to drought if measures are
not taken simultaneously to address environmental degradation.

The nature of the shock or shocks is critically important. It is not possible to
give an exhaustive typology of possible shocks and their impacts. As referred to
in Section A1.4, the extent to which a household or community is affected by a
shock will depend on their vulnerability to it. A shock that can have particularly
dramatic impact on nutrition is displacement resulting from the exhaustion of
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coping mechanisms or from conflict. In the absence of humanitarian relief,
displacement often results in:

« people having little or no access to food

o the care environment being disrupted as people are separated from one
another and livelihood strategies are totally upset

o a major change in public health, as people are often trying to survive with
inadequate access to water in crowded unsanitary environments and in the
absence of basic preventive health services.

Al.6 The seasonal dimension

Throughout the year the underlying, and therefore the immediate, causes of
malnutrition change. All three groups of underlying causes are subject to seasonal
variation. For example, access to food typically reduces prior to the harvest when
workload is also high (for agricultural producers), or prior to the rains when
workload finding water and pasture is high (for pastoralists). The health
environment changes according to the temperature and rainfall. The care environ-
ment changes as labour requirements alter according to the agricultural cycle.
This dynamic cannot be easily captured on the causal framework but special
attention needs to be paid to this throughout the steps outlined in the next
chapter.

Summary

e In order for nutrition interventions to be effective, the causes of
malnutrition must be understood.

o The Unicef conceptual framework should be used to assess the causes of
malnutrition when undertaking an emergency nutrition assessment.
This means assessing:

— the immediate causes of malnutrition, which are inadequate food
intake and disease

— the underlying causes of malnutrition, which are inadequate
household food security and a poor public health, social and care
environment

— the basic causes of malnutrition, including a description of the

shock itself.
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Collect and review secondary information that already exists
on malnutrition and its causes
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Analyse data where possible in the field
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causal analysis of malnutrition (pre and post emergency) and
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Determine which causes result from the emergency and pose
the greatest nutritional risk

Identify gaps in your analysis




Chapter A2
Collecting and reviewing
secondary information

The first step in developing the causal framework involves reviewing the second-
ary literature about the affected population. You will need to review secondary
data which refers to the situation before and after the emergency. This secondary
literature is then used to compile a pre-assessment causal framework (see Chapter
A3).

This chapter is divided into four sections taking you through the main issues
to consider in the review of secondary data:

1) what sort of information you are looking for
2) where information can be found

3) methods for reviewing the data

4) recording information during the review.

A2.]l Information you should look for

A2.1.1 Rates of malnutrition and mortality before the
emergency

Gathering information on the prevalence of malnutrition and rate of mortality
before the emergency is very useful for the following reasons.

* It can help you to interpret the likely impact of new causes of malnutrition.
For example, when the typhoon hit Orissa in India in 1999 the rates of acute
malnutrition in Orissa state from surveys conducted a couple of years
previously were approaching 20%. There was no reason to suppose that
these rates did not apply to the population when the typhoon struck. It was
clear from this knowledge that even if there were only a small deterioration
in the underlying causes of malnutrition, rates of malnutrition were already
extremely high and were likely to be associated with excess mortality.

* It can help you to interpret the prevalence of malnutrition which results
from your anthropometric survey (see Chapter D1 for more on this point).

You also need information on micronutrient deficiencies. In general, you can
assume that if a population suffers from a micronutrient deficiency before an
emergency, it is likely that the problem will remain afterwards. Therefore,
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secondary sources should be checked to find out the extent of these deficiencies
before the emergency (see subsection A2.1.3 below as well).

A2.1.2 Immediate causes
Health status

In your review of secondary information on the public health situation, your
most immediate concern should be recent or current outbreaks of disease that
may be contributing to excess mortality and/or malnutrition. Outbreaks can
worsen the nutritional situation but can of course also cause excess mortality. As
indicated in Section Al.3 the main diseases of concern are diarrhoea, acute
respiratory infection (ARI), measles and malaria. Epidemics of measles and
shigella (SD1) will have a direct impact on the nutrition status of the population.
Malaria may also affect nutritional status but is likely to have a major impact on
mortality if a population is displaced from a non-endemic area to an area where
malaria is endemic. ARI can be widespread in hot or cold and dusty environ-
ments. Information on which diseases are most common will help you interpret
your rates of malnutrition and mortality (see Chapters A5 and D1).

You should seek to answer the following questions in your review of secondary
information:

* Are there any reports of disease outbreaks which may affect nutritional
status, eg, measles, acute diarrhoeal disease or malaria?

* Is the outbreak increasing or decreasing?

*  Are there reports of high rates of ARI?

* Is there a high prevalence of HIV/AIDS or tuberculosis (TB) already making
people vulnerable to malnutrition?

*  Are there any endemic diseases, ie, diseases which happen every year at a
particular time of year?

Food intake

You should review any information available on food intake. Food intake data is
notoriously difficult to gather accurately (Gibson, 1990). However, it may be
possible to find information which sheds light on intra-household food allocation
and how decisions are made on who eats first at home. Some surveys might have
gathered information on young child feeding practices and recorded the food
reported to have been given to the child in the last 24 hours.

In this review you should seek to answer the following questions:

*  How do people decide how to allocate food within the household? Who is
likely to get the least food or the food of the poorest quality?

! Remember to examine the definition of a meal.
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*  What are young children typically fed and how frequent are their meals?

*  How many meals' are different groups of the population reported to be
eating? (This information would not be sufficient to determine food intake,
but may shed light on the food security situation if there is data from
another time to compare it with.)

A2.1.3 Food security information

Food security
Food security and livelihood assessments should provide you with the informa-
tion about whether or not a shock, or the emergency, has caused deterioration in

the population’s food security situation. The analytical process is described in
Figure A2.1.

Save the Children UK normally uses the household economy approach to get
food security information and determine appropriate responses to address food
insecurity. Household economy is defined as the sum of the ways in which a
household gets its income, its savings and asset holdings, and its consumption of
food and non-food items. The approach is described in detail in the Save the
Children UK publication 7he Household Economy Approach: A resource manual
for practitioners.*

A Household Economy Approach (HEA) explores how typical households
from different wealth groups in a given area live in a normal (non-shock) year —
this is known as an HEA baseline. Having this baseline description and
understanding, it is then possible to judge how houscholds may be able to
cope with a shock or shocks using their own strategies and resources. Where
appropriate, this involves predicting food aid needs and/or recommending other
interventions to address household food insecurity.

You may need to use another agency’s food security assessment if no HEA is
available.

Other agencies may use different techniques to obtain food security
information: for example, Oxfam uses the livelihood approach to assess food
security and the International Federation for the Red Cross and Red Crescent
Societies (IFRC) assesses economic security.

Most food security methodologies currently focus on the ways in which
people access food and income and their overall levels of food security and/or
poverty. In doing so, they typically go into more detail on tangible factors
influencing food security, particularly financial, physical and natural capital,
while also describing the vulnerability context. However, there is usually
much less attention given to social capital, structures and processes. With the

% Available on the CD-ROM with this manual or to order from www.savethechildren.org/
foodsecurity/publications
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Figure A2.1 Food security assessment: the analytical process

I. The baseline or reference picture: How do people normally live?

— How do households in common livelihood and wealth groups ‘typically
obtain their food and case income, and what is the relative importance of
these different sources;

— What are their connections with the market and with social or kinship
networks;

— What are their asset levels (food stocks normally carried over; livestock
holdings; cash savings/capital; etc.); and

— Normal expenditure patterns.

¥

L

Defining the shock/s? What event/s have disrupted people’s lives?

The sum of information about changes in the larger economy that will affect
production and exchange options e.g. crop production 70-80% of normal;
grain prices 120-130% of normal; people displaced from land

¥

3. What is the initial impact of the shock and how are/will people cope?

i) Calculating the initial deficit/impact — how does the shock affect different
livelihood and wealth groups, according to their normal access to food
and income, and the timing of the shock and subsequent activities?

ii) Calculating people’s response to make up the initial impact — how can or are
the different livelihood and wealth groups respond/ing to the impact of
the shock/s, according to their available coping strategies?

¥

4. Results or outcome: what is the situation after the shock?

* Are the different livelihood and wealth groups able to meet their basic
food energy needs!? If not, what is the estimated scale of the shortfall for
these different groups?

* Have dietary patterns changed, in terms of quality and variety, from
normal, seasonal variations? If so how!?

* What types of coping strategies are being employed and are they
considered relatively normal or sustainable, or likely to be harmful or
damaging?

* What are the timing implications of the shock/s and the nutrition survey?
What are the anticipated changes in food security conditions in the
coming months according to the seasonal opportunities and threats?
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increased focus on the impact of HIV/AIDS, increasing importance is being
given to looking at human capital and, to a lesser extent, social capital.

Whatever type of food security assessment you are reviewing, however, you
need to be able to answer the following questions in order to assess the impact of
food security on nutrition in the affected population:

* Isany part of the population facing a food deficit? If so, who? When will the
deficit be experienced?

*  What s the overall quality of the diet of different population groups? Is there
access to foods of high dietary quality such as meat, milk, eggs, beans, oil,
sugar and green leafy vegetables? If the population is dependent on relief
food, is the ration adequate?

* Are people adopting or likely to adopt coping strategies which will have a
negative effect on nutritional status (see Section Al.4)?

*  Which periods of the year are likely to pose the greatest risk of childhood
malnutrition? (For example, which periods of the year are busiest for the
carers, when is food access most difficult, when will household demography
change and have a knock-on effect on the social and care environment?)

Risk of micronutrient deficiency
If a population has access to a range of foods including staples (cereals or tubers),
pulses or animal products, vitamin- and mineral-rich foods and fat sources, then
the micronutrient requirements of the population should be met, provided
adequate public health measures are in place to prevent diseases such as measles,
malaria and parasitic infection. However, new micronutrient deficiencies do
arise (other than those which are endemic) in populations which are dependent
on food aid. Typically these include pellagra, beriberi, scurvy and riboflavin
deficiency (see Section Al.2).

You should seek to answer the following questions in your review of secondary
data to find out if the population is at risk of these deficiencies:

* Is there access to vitamin C-rich or fortified foods or appropriate supplements?

* Is there access to additional sources of niacin (eg, pulses, nuts, dried fish) if
the staple is maize or sorghum?

* Is there access to additional sources of thiamine (eg, pulses, nuts, eggs) if the
staple is polished rice?

* Is there access to adequate sources of riboflavin where people are dependent
on a very limited diet?

*  Are there cases of scurvy, pellagra, beriberi or riboflavin deficiency reported

(see Table A2.1 below)?
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Table A2.1 Key symptoms for selected micronutrient deficiencies

Beriberi *  Wet beriberi: anorexia, ill-defined malaise associated with
(Thiamine) heaviness of legs, increase in pulse rate, complaints of pins and
needles. Later signs include oedema spreading from legs to trunk,
restlessness and rapid pulse rate and palpitations
® Dry beriberi: early signs are similar to wet beriberi. Later signs
include polyneuropathy (general dysfunction of nervous system) and
muscles become progressively more wasted and walking becomes

difficult
Scurvy ® Swollen and bleeding gums, minute haemorrhages around hair
(Vitamin C) follicles leading to sheet haemorrhages on limbs, brittle hair, slow

healing of wounds, infants tend to scream and lie on their backs in
‘frog position’ due to pain of limbs, progressive fatigue and pain in
the limbs

Pellagra (Niacin) Deficiency affects the skin, gastro-intestinal tract and nervous

system, therefore known as ‘3Ds’: dermatitis, diarrhoea and

dementia

® Skin irritation occurring on sun-exposed areas of neck known as
‘Cassal’s necklace’, redness and itching of skin or ‘crazy paving’

® Complaints of digestive system include nausea and constipation

¢ Disturbances of the nervous system may cause depression, delirium

(acute) or dementia (chronic)

Riboflavin ® Angular stomatitis
deficiency * Magenta tongue
(Vitamin B2) * ‘Gritty’ eyes
Relief food

In situations where food aid is already being delivered, the review of secondary
data should pay close attention to the food aid and feeding programmes in place.
Information on general food distribution is obviously very important in times of
food insecurity. It is important to know:

* what the ration size and quality is, particularly for populations who are
solely dependent on the ration

* what proportion of the population is receiving the ration compared to the
size of the group targeted

* whether or not the distribution is equitable (ie, are any groups being

excluded?)

The quantity of food being received needs to be reviewed in the light of the food
security information and the likely requirements of the population. In situations
where people do not have other sources of food, the recommended planning figure is
2,100keals per person per day for food aid, although it is reccommended that the
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requirements of the population are assessed in each context. Food aid in these
situations should also meet protein, fat and micronutrient requirements.

If you need to check the nutritional content of ration profile, you can use
nutval.xls, which is a spreadsheet on the CD-ROM attached to this manual. The
analysis is based on the average population requirements recommended for
planning.

A number of factors affect the nutritional requirements of a population. If
these factors are very different from those assumed in the calculation of the
planning figure then the planning figure should be adjusted accordingly. Factors
assumed in the planning figure are as follows:

the demographic structure of the population is as shown in Table A2.2

the average weight of the population is 60kg for men and 52kg for women
people are only engaging in light physical activity

the ambient temperature is 20°C or more and people have adequate shelter
and clothing

there is not a high rate of malnutrition or disease.

el S

e

Table A2.2 Demographic structure of a typical population in the developing world

Group Percentage of population
0—4 years 12
5-9 years 12
10—14 years I
I5—19 years 10
20-59 years 49
60+ years 7
Pregnant 25
Breastfeeding 2.5
Male/female ratio 51/49

If these assumptions are not true and you suspect the ration may be inadequate
you should estimate how the planning figure should be adjusted using guidance
in UNHCR/Unicef/WFP/WHO (2002) Food and Nutrition Needs in
Emergencies, found on the CD-ROM attached to this manual.

If your secondary analysis of endemic micronutrient deficiencies has shown
that rates of anaemia, iodine deficiency disorder (IDD) or vitamin A deficiency
are high (see subsection A2.1.1) then it is important to assess whether measures
are in place to prevent these deficiencies from becoming any more widespread.
This involves finding out whether any salt distributed with the food ration is
iodised and whether vitamin A or iron supplementation is taking place (see
subsection A2.1.4 for more on this point).
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Selective feeding programmes

Information on the existence of, access to and normal functioning of feeding
centres should also be reviewed. Routine data gathered at supplementary and
therapeutic feeding centres can help you to understand the wider nutritional
environment. Therefore, you should try to obtain reports on these types of
interventions from other agencies during the secondary data collection phase.
Conclusions should always be drawn carefully and you should take into account
as much information as possible.

It is useful to get information on the coverage of the programme (see Part F
for a detailed description of how to assess coverage) as this will indicate the
proportion of the target population being reached. An increase in admission
rates into a feeding centre may be indicative of a decline in the food security
situation or may be due to a disease outbreak. Either may be seasonally typical.
Admission rates should always be examined in the light of other factors such as
whether the coverage of the feeding centres has changed. For example, admissions
appeared to rise in Save the Children feeding centres in Huambo, Angola in
September 2000, but Médecins Sans Frontieres (MSF) had closed two centres at
that time which may have accounted for the increase in admissions to Save the
Children centres.

Feeding centre readmission rates are a good indicator of how well the family
is coping. A readmission is usually defined as a child who is admitted into a
feeding programme within three months of exiting that same programme.
Children are at risk of being readmitted if their family cannot afford to ensure
that the nutritional needs of the child are met following nutritional rehabilitation
in a feeding programme.

If the age profile of children admitted changes — eg, the proportion of
children over five increases — this may be indicative of a change in the food or
disease environment. Young children (under three years) are most vulnerable to
infectious disease, so a high proportion of children in this age category is likely
to reflect high rates of infection. Large proportions of older children, particularly
children over five years, may be more indicative of a food security problem.

Wet feeding programmes for moderately malnourished children usually rely
on the family providing some food in order for the child to meet their calorific
requirements for catch-up growth. Dry rations usually allow for some food to be
shared with other household members. If the household has a very high food
insecurity and cannot access enough food to feed the other household members,
either the normal allocation of food for the child admitted to the feeding centre
is diverted to other children (in the case of wet feeding) or the dry ration is
shared among all family members, thereby reducing the amount given to the
child registered on the feeding programme. Both of these scenarios mean that
the child will recover slowly, daily weight gain will be low and length of stay will
be long. These indicators in a supplementary feeding centre can help us assess
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whether the child is receiving adequate food at home. Slow rates of weight gain
may also result if underlying disease is not adequately identified and treated.

A2.1.4 Public health information

Reviewing information on health status is described in subsection A2.1.2. To
review the public health situation you will require information on health services
and the risk of disease.

Information on the health services currently available to the population is
useful (see Section A1.4). This should include basic questions about whether or
not there is a functioning health system, ie, the presence of trained and regularly
paid health workers, systems of referral and access to essential drugs. Of particular
interest is the vaccination status of the population, especially whether they have
been vaccinated against measles. Vitamin A is also commonly given with measles
vaccination and can be an important intervention when rates of infection are
high. Review of secondary information should also try to establish whether there
has been a recent vitamin A supplement distribution.

Insufficient water provision, in terms of both quantity and quality, increases
the risk of diarrhoeal diseases and other water-borne diseases. Water is an
important consideration for all populations, although the consequences of poor
sanitation and hygiene in crowded camps for displaced people may be worse as
they can lead to epidemics of cholera, etc. Assessment of sanitation facilities
(access to and number of latrines) and practices (collection and disposal of solid
waste) is very important in a camp situation. This information is less critical in
a settled rural population. In places where people pay for water, prices can
sharply increase during a drought, particularly in urban areas and dry areas. This
results in people buying less water. Time spent on water collection influences
water quality and time available for child care.

You should seek to answer the following questions relevant to health informa-
tion in your review of the secondary data:

Basic health services

*  What is the estimated measles vaccination coverage of the affected population?

* Isvitamin A routinely given with measles vaccination? What is the estimated
vitamin A supplement coverage?

*  What is the structure of the health system in the area?

*  Are health facilities accessible and functioning?

*  What is the level of BCG vaccination coverage?

*  What is the availability of medication in other places (pharmacies, markets,
etc)?

* How often is the population using the health services?

*  What nutrition intervention or community-based support (eg, home-based
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care for PLWH/A) was in place before the current emergency, or has been
put in place since?

Public health environment

Is there or will there be a significant decline in ambient temperature likely to
affect the prevalence of ARI?

Have people been in water or wet clothes for long periods of time?

Is the water supply adequate (quantity, quality) or has it changed from
normal?

Are people buying water? Has the price changed?

What is the distance to, and time of queuing at, the water point?

Are people living in overcrowded conditions?

In displaced populations

How many people are there per latrine?
Have people moved from a non-endemic malarial zone to an endemic zone?

A2.1.5 Information on the social and care environment

In an emergency nutrition assessment we are primarily concerned with changes
in the care environment which result from the emergency. Inappropriate caring

practices present before the emergency take a long time to change and are best

tackled through a development programme. You should therefore seek to answer
the following questions in your review of the secondary data:

Has there been a change in work patterns due to migration, displacement or
armed conflict which means that roles and responsibilities in the household
have changed?

Is there a change in the normal composition of households and what is the
cause of this? What is the dependency ratio?*

Are there large numbers of separated children?

Has the normal care environment been disrupted (for example, through
displacement) affecting access to secondary carers, access to foods for
children, access to water?

What are the normal infant feeding practices? Are mothers bottle feeding
their babies or using manufactured complementary foods? If so, is there an
infrastructure that can support safe bottle feeding?

Is there evidence of donations of baby foods and milks, bottles and teats or
requests for donations?

# The dependency ratio is the ratio of active adults to dependants. The specific definition of an
active adult should be defined locally. The effective dependency ratio is calculated differently and

includes ill adults as dependants.
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* In pastoral communities, have herds been away from young children for
long? Has access to milk changed from normal?

* Has HIV/AIDS affected caring practices at household level, ie, has the

burden of care increased?

Specific groups will be at a higher nutritional risk and should be identified in
order to set priorities. Your review of secondary data should identify, where
possible, specific groups of the population that face nutritional risk. Groups at
potentially high risk include:

* the physiologically vulnerable, including children under five years (particu-
larly those aged 6-24 months), pregnant and lactating women, adolescent
girls, older and/or disabled people and the chronically ill, including people
living with HIV/AIDS. These groups have special nutritional requirements
(either in terms of quantity or quality) which may not be met during an
emergency. As seen in Table A2.2 the extra nutrition needs of different age
groups are taken into account in the average population planning figures for
food aid. Food aid, however, is often in reality of inadequate quantity to
meet the needs of these groups

* people discriminated against or marginalised, including female-headed
households, disabled people, older people, orphans and unaccompanied
children may find it difficult to access normal services and so may need extra
assistance. Particular ethnic, religious, political or social groups can be
marginalised by authorities and their access to basic services and/or food
may be restricted.

The term vulnerable should not be used to mean the same thing as need, nor
should it be regarded as an absolute status (ie, it is not true that female-headed
households are always vulnerable). Rather it should be used to denote risk of
malnutrition. Those who are vulnerable to malnutrition will vary from place to
place and should be identified during the assessment rather than assumed.

A2.1.6 Basic causes of malnutrition

In your review of the basic causes of malnutrition you are primarily concerned
with defining the shock(s) which characterises the emergency and then looking
at how this shock leads to the underlying causes you have identified in your
review. The following questions should be addressed:

»  What is the cause of the crisis? It is important to know the cause of the crisis
— whether it is man-made (war, political instability, economic, etc) or a
natural disaster (drought, flooding, earthquake, pests, livestock or human
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epidemics, etc). Alternatively, the crisis may have been caused by a
combination of man-made and natural disasters. You should find out how
long the shock has been affecting the population? Have there been repeated
shocks? Why has the shock occurred?

*  How secure is the population? You need to know where the insecurity is
concentrated, how fast the situation is changing and how the insecurity is
manifesting itself. Have people been displaced? Have people’s homes been
burnt? Has people’s land been mined or water sources bombed? Have family
members and communities been separated? How are armed groups establish-
ing their power? Which groups are the most powerful and which are the least
powerful?

»  What is the environment like? If people have been displaced, it is important to
understand the environment in which they are now located and how different
it is from the place where they were living. Do they have social connections
in the new place? Are people likely to be experiencing cold or stress? Is the
disease environment different in the new place? How far is the new place and
how did they get there? The area from which a displaced population originates
will affect their ability to cope in a new environment. For example, rural
people may find it hard to cope in an urban environment and vice versa.
Resident populations are often put under stress and destabilised when a
displaced population arrives. They may also be in need and should not be
forgotten when planning a response to a crisis. The relationship between the
two populations will depend on kinship, ratio of displaced to resident, the
economic situation and the residents’ degree of food security. Population
displacement should not be confused with temporary migration, which may
be part of normal coping strategies.

*  How many people are affected? You are specifically interested in the number of
people affected in the area from which you will be sampling for the anthro-
pometric and mortality surveys. Situation reports may include figures for a
bigger area. Population figures are essential for planning any intervention.

A2.2 Sources of secondary information

There are many sources of secondary information, the majority of which can
be explored before starting any field work for the assessment. Figure A2.2 shows
the possible sources of information for each group of causes. In addition
Appendix S1 lists useful websites for secondary information.
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Figure A2.2 Sources of secondary information on the causes of malnutrition
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