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SUMMARY  
 
INTRODUCTION 
 
Nutrition surveys were carried out in the Assaba and Tagant Regions of the Islamic 
Republic of Mauritania between October 12 and November 2, 2002 following reports 
increased malnutrition rates, decline in food security and general livelihood of 
communities in the two regions. 
 
OBJECTIVES OF THE SURVEY 
 
The main objectives of the survey were to estimate the levels of malnutrition among 
children between 6 and 59 months and establish baseline indicators on the 
nutritional status of the under five population.  
 
TARGET POPULATION 
 
The target population was children from 6 to 59 months of age living in the Assaba 
and Tagant Regions. The head of household or care-provider of these children was 
the source of information for the questionnaire. 
 
METHODOLOGY 
 
The two regions were divided into four agro-pastoral zones, namely the Aftout 
(covering the Moughtaas of Barkéol, M’bout and Monguel), Kankossa covering the 
Moughtaa of Kankossa, Kiffa/Guérou covering the corresponding Moughtaas and 
Tagant (covering the Tagant region and the Moughtaa of Boumdeid in the northern 
Assaba region). Nutrition surveys in each one of the four zones were conducted 
using a two-stage cluster sampling methodology. 30 clusters in each zone were 
selected and 30 children per cluster were randomly selected using the standard 
household selection technique. A total of 3,619 children were measured.  
 
SURVEY RESULTS: 
 

Severe acute malnutrition Global Acute malnutrition Zone 
% 95% C.I. % 95% C.I. 

Aftout 2.4% 1.0% - 3.8% 14.1% 10.9% - 17.3% 
Kankossa 4.1% 2.3% - 5.9% 13.2% 10.1% - 16.3% 
Kiffa 2.2% 0.9% - 3.5%  12.1% 9.1% - 15.1% 
Tagant 2.4% 1.0% - 3.8% 10.9% 8.1% - 13.7% 
TOTAL 2.8% 2.0% - 3.6% 12.6% 11.1% - 14.1% 
 
The combined global acute malnutrition rate in the four agro-pastoral zones was 
12.6% while the severe rate was 2.8%. The rates were statistically equal in the four 
zones, though a little bit higher in the Aftout compared to the other three zones. 
 
The crude mortality rate in the survey sample between April 1 and September 2002 
was 0.47 deaths per 10,000 populations per day or 1.40 deaths per 1,000 per month 
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while the under-five mortality rate was 0.67 per 10,000 per day or 2.02 deaths per 
1,000 per month. The high under-five mortality rate in the Tagant, 1.08 deaths per 
10,000 per day, decreased the prevalence of acute malnutrition in the region. 
Malnourished had died, leaving only those with better nutritional status to be 
included in the survey. 
 
RECOMMENDATIONS: 
 
1. Initiate a food aid program targeting the most vulnerable families to prevent 

further deterioration of the nutritional status; 
2. Initiate hospital or health centre-based therapeutic feeding programs for 

rehabilitation of severely malnourished children; 
3. Initiate community-based supplementary feeding programs targeting moderately 

malnourished children and pregnant and lactating women; 
4. Conduct similar surveys in February 2003 to assess the situation and evaluate 

food aid and selective feeding programs. 
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INTRODUCTION 
 

1. INTRODUCTION 
 
Mauritania has been singled out as the country worst affected by the drought in the 
Sahel region as a result of delayed rains and a low cumulative rainfall. A September 
2002 World Food Program report concluded that more than a quarter of the 2.7 
million citizens were suffering from food shortages and some faced starvation as 
early as November unless aid arrived soon. The country is said to be facing a cereal 
deficit of 205,000 MT, equivalent to five months' cereal consumption needs. On 1 
September 2002, the government declared a state of emergency and requested 
international assistance for the drought-affected areas. 
 
World Vision is one of the international organizations responding to the Mauritanian 
drought. In collaboration with the World Food Program, World Vision is running 24 
community-feeding centres (CACs) in the Assaba regions to prevent the 
deterioration of the nutritional statues of children under five years of age. World 
Vision will also set up another 100 CACs in Barkéol providing supplementary feeding 
to malnourished children and pregnant and lactating women. Furthermore, World 
Vision runs six community-based, child-focused areas development programs in the 
Assaba and Tagant regions, two of the worst affected by the current drought. No 
more than one-fourth of the land area in the two regions has been cultivated 
compared with last year. The traditional cereals (millet/sorghum) are scarce in local 
markets. When found, prices are about 120 to 160 percent over the prices of 
September 2000. 
 
The nutrition surveys conducted in the Assaba and Tagant regions from October 12 
to November 2, 2002 were part of the exercise to estimate the levels of malnutrition 
among children between 6 and 59 months and establish baseline indicators on the 
nutritional status of the under five population. 
 

2. BACKGROUND INFORMATION 
 
A largely desert country, Mauritania forms a link between Arab Maghreb and western 
sub-Saharan Africa. As such it also covers a cultural transition area with the 
population divided between Arab-Berbers to the north and black Africans to the 
south. Many of its people are nomads.  
Mauritania has a population of just 2.7 million spread over a territory of over one 
million square kilometers. A little more than half of the Mauritanian households live 
below poverty line.  
World Vision started operating in Mauritania in 1982 providing assistance to drought-
affected communities in the Assaba and Tagant Regions. Currently, World Vision is 
supporting eleven Area Development Programs (ADPs) and Community 
Development Projects (CDPs) throughout the country. The Development Activity 
Program (DAP) funded by USAID provides funding for water and sanitation activities 
in Nouakchott as well as micro finance through a monetization scheme. Other major 
project interventions include education, social mobilization for health, nutrition, 
HIV/AIDS control and prevention, water and sanitation, skills training, income 
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generating activities, agricultural production, child sponsorship, and community 
leadership.  
 
The Assaba Region in Southern Mauritania has a total of 224,139 people while the 
mainly desert Tagant Regions has only 69,095 people. The Assaba region is divided 
into 5 Moughtaas or Departments (namely, Barkéol, Boumdeid, Gérou, Kankossa 
and Kiffa), which are in turn divided into Communes. The Tagant Region is divided 
into 3 Moughtaas, namely Moudjeriya, Tichit and Tidjikja. 
 
The following Area Develipment Programs (ADPs) are supported by World Vision in 
the Assaba and Tagant Regions with a total of 4, 800 children in the program (CIPs): 
 
Kiffa ADP – WV Germany 
Gérou ADP – WV Ireland 
Barkéol ADP – WV Australia (FY02) and WV Switzerland (FY03) 
Kankossa SRS ADP – WV Canada 
Kankossa Blajmil ADP – WV Canada/CIDA 
Tagant ADP – WV US 
 
World Vision established a base of operation in the town of Kiffa in 1984 to 
coordinate all program activities in the two regions. 
 

3. OBJECTIVES OF THE SURVEY 
 
The main objectives of the nutrition survey in the Assaba and Tagant regions were: 
 

• To estimate the levels of malnutrition among children between 6 and 59 
months; 

• To establish baseline indicators on the nutritional status of the under five 
population. 

 
The secondary objectives of the survey were: 
 

• To identify groups at a higher risk of malnutrition by age group and gender; 
• To estimate the daily mortality rate among children under five years of age 

and the general population; 
• To assess the underlying causes of malnutrition; 
• To make recommendations to World Vision and other relief and development 

agencies on strategies and measures to improve the situation where found 
necessary. 

 
4. TARGET POPULATION 

 
Children between 6 and 59 months of age living in the Assaba and Tagant regions 
were targeted for the survey. The prevalence of malnutrition among children under 
five years of age is used as an indicator for nutritional status of the entire population 
because the subgroup is more sensitive to nutritional stress and interventions are 
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usually targeted towards the group. The head of household or care-provider of these 
children was the source of information for the questionnaire. 
 
Considering the huge geographical area to be covered and taking into considering the 
population size of the Moughtaas, the two regions were divided into the following 4 
agro-pastoral zones for the nutrition surveys: 
 
• Kankossa: A Moughtaa in the South, on the border with Mali has a population of 

63,145 people. The area received the most rain though still well under the usual 
average, and was considered as the least affected by the food insecurity. 

  
• Tagant: in the center of Mauritania (northern area of study) with a total population 

of 69,095. This area has had a deficit of rain for many years and is more adapted 
to the current drought conditions. The population is widely dispersed with the 
worst infrastructures and accessibility. The Moughtaa of Boumdeid in northern 
Assaba with a total population of 7,090 people was included into this agro-
pastoral zone because of proximity to the region and similar survival mechanisms 
of the people.  

 
• Kiffa and Guérou: adjacent areas in the Assaba region with similar living 

conditions and a total population of 100,455 people. 
 
• Aftout: A resource-poor enclave straddling Brakna, Gorgol, Assaba and Tagant 

Regions in the Southern-central part of Mauritania, Aftout have suffered a 
succession of six poor harvests. It is the most vulnerable region of the survey. 
The three Moughtaa that were surveyed are Barkéol, M’bout and Monguel with a 
combined total population of 148,580.   

 
5. METHODOLOGY 

 
a) Determination of the sample size: 

 
This survey utilised the two-stage cluster sampling methodology in an effort to 
provide an unbiased and representative estimation of the information obtained1. The 
survey followed the WHO/EPI 30 cluster by 30 children methodology. 
 

b) Selection of the sample – First level of sampling: 
 
A list of all villages in the four agro-pastoral zones with the corresponding 
populations was obtained from the government’s department of statistics. Thirty 
clusters in each of the four agro-pastoral zones were randomly selected following the 
WHO/EPI method. The statistics department provided a list of villages per commune. 
The first column contained names of the villages followed by the corresponding 
population. The third column was the cumulative population. To obtain a sampling 
interval, the total population was divided by 30, the desired number of clusters. A 
random number within the sampling interval was selected using a table of random 
numbers and the village in which this number was found represented the first cluster. 
                                                 
1 MSF, Guide de Nutrition, Paris 1998 
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The second cluster was determined by adding the sampling interval to the random 
number and the process was continued until the 30 clusters were selected. 
  

c) Selection of children in the clusters – Second level of sampling: 
 

On arrival in the chosen cluster or village and after introductions to the village chief, 
the survey team went to the centre of the selected village. A random direction was 
picked by spinning a bottle or a pen. The bottleneck indicated the direction. One of 
the data collectors went in the chosen direction and counted the number of 
households encountered from the centre to the border of the village. The first 
household to be visited was randomly selected from among these households by 
drawing a random number. Subsequent households were chosen by proximity until 
the required number of children was measured. All eligible children in the chosen 
household were included and thus measured and weighed. If a child was not 
present, the team had to go back later to measure the child2. 
 

d) Data Collected: 
 
The following information was recorded from each child: 
 
1. Date of birth or Age (in months): It was difficult to figure out the date of birth of 

most of the children sampled due to lack of birth records and other documents 
such as vaccination cards. The data collectors had developed a calendar of local 
events to estimate the age of the child in months. Only children between 6 and 59 
months were included in the survey. 

 
2. Sex: The Gender of the child was recorded; 
 
3. Weight: A 25 kg hanging Salter scale, graduated by 0.100 kg, was used. The 

scale was hooked to a tree. Before each measurement, weighing pants were 
suspended from the lower hook of the scale and readjusted to zero. The child’s 
clothes were removed and the child was placed in the weighing pants. The pants 
then hang freely from the hook. The weight was read at eye level and recorded 
on the data collection form. 

 
4. Height: Children aged more than 2 years old were measured standing up while 

those less than 2 years old were measured lying down. For children whose ages 
were difficult to assess, those with more than 85 centimetres were measured 
standing while those with less or equal to 85 centimetres were measured lying 
down. 

 
For children with more than 2 years of age, the child was placed on the 
measuring board standing upright in the middle of the board set up in place 
where is enough room for movement. The child’s ankles and knees were firmly 
pressed against the board by one of the measures while the other positioned the 
head and the cursor. The child’s head, shoulders, buttocks, knees and heels 
touched the board. The measurer read the height to the nearest 0.1 centimetres. 

                                                 
2 WHO, The Management of Nutrition in Major Emergencies, Geneva, 2000 
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The recorder wrote down the measure and repeated it to the measurers to make 
sure it was correctly heard and recorded. 

 
For Children with less than 2 years of age, the measuring board was placed on 
the ground and the child was gently placed, lying down, in the middle of the 
board. One of the measurers held the sides of the child’s head and positioned the 
head until touching the footboard. The other measurer placed his hands on the 
child’s ankles or knees. While positioning the child’s legs, he positioned the 
cursor up against the bottom of the child’s feet, which had to be at right angles. 
He read the measure and the recorder wrote down the measure and repeated it 
to the measurers to make sure it was correctly heard and recorded. 

   
5. Presence of Oedema: A normal thumb pressure was applied to the child’s foot or 

leg for three seconds (just the time to say one thousand one, one thousand two, 
one thousand three). When a shallow print (on both feet or legs) remained when 
the thumb was lifted, the child was classified as having a nutritional oedema.  

 
6. Total Population of the under fives in the household during a recall period of 

6 months (April 1 to September 30). The information was recorded from the 
vaccination card; 

 
7. Total Population above 5 years of age in the household; again the recall 

period was 6 months, April 1 to September 30. 
 
8. Total deaths among the under fives during the six months recall period; 
 
9. Total deaths among people above 5 years of age during the six months recall 

period. 
 
10. Finally, the interviewee was asked the source of food consumed in the 

household. 
 
Appendix 1 shows the Survey Data collection form used. 
 

e) Training of data collectors: 
 
An initial two-day training session for team’s supervisors was held in Kiffa on 
October 25 – 26, 2002 prior to the data collection activities. The training provided 
instruction on survey methodology and approach, interviewing skills, and 
measurement and weighing techniques. Another three-day training session for all the 
data collectors was held in Kiffa followed by data collection pre-test and 
anthropometrics measurement techniques. 
 
A total of 8 teams with three members each collected the survey data. Each team 
consisted of a team leader who also acted as the recorder and two measurers.  
 
Appendix 2 shows the list of the survey data collectors. 
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Upon completion of the training session and pre-test, survey teams organised survey 
materials and drew up a survey schedule. Each team member was given a survey 
guide as a reminder of field activities. 
 
Appendix 3 shows the survey guide distributed to each data collector. 
 
The schedule for data collection activities was as follows: 
 
12 – 15 October: Kankossa; 
17 – 21 October: Tagant; 
24 – 28 October: Kiffa/Guérou; 
30 – 2 November: Aftout. 
 

6. DATA ANALYSIS 
 
Data were analysed using EpiInfo version 6.04c and Excel 97. The calculation and 
analysis of anthropometric indices was carried out using the Epinut module. A p 
value <0.05 was considered to be statistically significant. The 95% confidence 
intervals (CI) were used to judge the statistical precision of point estimates for 
relative risks. 
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RESULTS 
 
1. DISTRIBUTION BY AGE AND GENDER: 
 

a) Distribution of the Sample by Age group: 
 

Table 1: Distribution by Age and Agro-Pastoral Zone, October 2002 
 

 
A total of 3,671 children between 6 and 59 months were measured in the four agro-
pastoral zones. After data cleaning, the sample used for calculating anthropometric 
indices was reduced to 3,619.  

 
b) Distribution of the sample by gender: 

 
Table 2: Distribution by Gender and Agro-Pastoral Zone, October 2002 

 
Agro-Pastoral 

Zone 
Boys 

n              % 
Girls 

n            % 
Total 

n             % 
Sex ratio

(M/F) 
Aftout 483            52.7 433           47.3 916            25.3 1.11 

Kankossa 409            45.7 485           54.3 894            24.7 0.84 
Kiffa/Guérou 466            51.3 442           48.7 908            25.1 1.06 

Tagant 456           50.6 445           49.4 901            24.9 1.02 
TOTAL 1,814         50.1 1,805        49.9 3,619          100 0.86 

 
The percentage of females and males in the total sample population is almost equal 
(50.1% for males compared to 49.9% for females). However, there were a significant 
higher proportion of females (54.3%) compared to males (45.7%) in the Kankossa 
sample population. 
 
2. PREVALENCE OF ACUTE MALNUTRITION 
 
Z-scores were used in analyses of anthropometric data on children in this survey. 
The relevant definitions are as follows: 
 
 
 
 
 
 

Age group 
(in months) 

Aftout Kankossa Kiffa Tagant Total 

06 – 17  190 (20.7%) 163 (18.2%) 184 (20.3%) 200 (22.2%) 737 (20.4%) 
18 – 29 206 (22.5%) 229 (25.6%) 231 (25.4%) 202 (22.4%) 868 (24.0%) 
30 – 41  232 (25.3%) 221 (24.7%) 199 (21.9%) 221 (24.5%) 873 (24.1%) 
42 – 53  197 (21.5%) 218 (24.4%) 196 (21.6%) 188 (20.9%) 799 (22.1%) 
54 – 59 91 (9.9%) 63 (7.1%) 98 (10.8%) 90 (10.0%) 342 (9.4%) 
TOTAL 916 (100%) 894 (100%) 908 (100%) 901 (100%) 3,619(100%)
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Table 3: Definitions of malnutrition: 
 
Type of 
malnutrition 

Anthropometric 
index 

Degree of malnutrition Definition using z-
score 

  None > -2.0 

Acute Weight-for-height Moderate > -3.0 but < -2.0 

  Severe < -3.0 or oedema 

  None > -2.0 

Chronic Height-for-age Moderate > -3.0 but < -2.0 

  Severe < -3.0 

  None > -2.0 

Underweight Weight-for-age Moderate > -3.0 but < -2.0 

  Severe < -3.0 

 
a) WEIGHT FOR HEIGHT Z-SCORE 
 
Table 4: Distribution by Agro-Pastoral Zone and degree of malnutrition, Oct 2002 

 

 
The global acute malnutrition rate in the four agro-pastoral zones expressed in terms 
of weight for height z-scores is 12.6%, while the severe acute malnutrition rate is 
2.8%. The range described by the 95 % confidence interval for the global rate is from 
11.1% to 14.1%, while for the severe rate the range is from 2.0% to 3.6 %. This 
signifies that the true level of malnutrition lies within these ranges 95 % of the time. 
The rates in each agro-pastoral zone were as follows: 
 
Table 5: Degree of malnutrition by Agro-Pastoral zone, October 2002. 
 

Severe acute malnutrition Global Acute malnutrition Zone 
% 95% C.I. % 95% C.I. 

Aftout 2.4% 1.0% - 3.8% 14.1% 10.9% - 17.3% 
Kankossa 4.1% 2.3% - 5.9% 13.2% 10.1% - 16.3% 
Kiffa/Guérou 2.2% 0.9% - 3.5%  12.1% 9.1% - 15.1% 
Tagant 2.4% 1.0% - 3.8% 10.9% 8.1% - 13.7% 
TOTAL 2.8% 2.0% - 3.6% 12.6% 11.1% - 14.1% 
 

Zone Agro-
Pastoral 

Oedema <-3 Z-score >=-3 & <-2 
Z-score 

>=-2 Z-
score 

Total 

Aftout  10     (1.1%) 12     (1.3%) 107 (11.7%) 787  (85.9%) 916  (25.3%)
Kankossa 18     (2.0%) 19     (2.1%) 81     (9.1%) 776  (86.8%) 894  (24.7%)
Kiffa/Guérou 9       (1.0%) 11     (1.2%) 90     (9.9%) 798  (87.9%) 908  (25.1%)
Tagant  10     (1.1%) 12     (1.3%) 76     (8.4%) 803  (89.1%) 901  (24.9%)
TOTAL 47     (1.3%) 54     (1.5%) 354   (9.8%) 3164(87.4%) 3,619(100%)



 14

The range and distribution of z-score values within the sample population influence 
the shape and position of its distribution curve.  
Created by the National Centre for Health Statistics (NCHS), the Reference 
population consists of established weight values for a given height, and serves as an 
international basis for comparison (see graph 1).  
 
Graph 1 below displays the distribution of weight for height z-scores of the sample 
populations by agro-pastoral zone: 
 

Graph 1: Weight/Height Z-scores by Agro-Pastoral Zone, October 2002
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The four curves of the four agro-pastoral zones are almost symmetrical. This 
indicates that the distributions of z-score values are relatively uniform within the four 
sample populations. The four curves clearly shift to the left (at approximately –1.0) 
indicating high levels of acute malnutrition in the study population.  
 
b) WEIGHT FOR HEIGHT Z-SCORE, BY AGE GROUP  
 
Table 6: Degree of malnutrition by Agro-Pastoral Zone and Age group, October 2002 
 

6 – 29 months 30 – 59 months Zone Agro-
Pastoral % 95% C.I. % 95% C.I. 

Aftout 23.3% 19.4% - 27.2% 9.7% 7.0% - 12.4% 
Kankossa 15.8% 12.4% - 19.2% 11.2% 8.3% - 14.1% 
Kiffa 17.8% 14.3% - 21.3% 7.3% 4.9% - 9.7%  
Tagant 14.7% 11.4% - 18.0% 7.8% 5.3% - 10.3% 
TOTAL 16.4% 14.7% - 18.1% 9.5% 8.2% - 10.8% 
 
The presence of malnutrition exists within the two age groups at varying levels. The 
6 – 29 months age group has a higher rate of global acute malnutrition compared to 
the group of children from 30 to 59 months. The rate of acute malnutrition among 
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children 6 – 29 months in the Aftout agro-pastoral zone is extremely high compared 
to the other three zones. 
 
c) WEIGHT FOR HEIGHT Z-SCORE, BY GENDER 
 
The percentage values in the table below represent the proportion of each category 
compared to the total children of the respective gender.  
 
Table 7. Degree of malnutrition by gender and agro-pastoral zone, October 2002 
 
 

Males Females Zone Agro-
Pastoral % 95% C.I. % 95% C.I. 

Aftout 14.9% 11.6% - 18.2% 13.2% 10.1% - 16.3% 
Kankossa 14.9% 11.6% - 18.2% 11.8% 8.8% - 14.8% 
Kiffa/Guérou 13.5% 10.4% - 16.6% 10.6% 7.8% - 13.4%  
Tagant 11.6% 8.6% - 14.6% 10.1% 7.3% - 12.9% 
TOTAL 13.7% 12.1% - 15.3% 11.4% 9.9% - 12.9% 
 
The malnutrition rates among boys are slightly higher than the one of girls, though 
the difference is not statistically significant. 
 
d) WEIGHT FOR HEIGHT Z-SCORE AND PRESENCE OF OEDEMA  
 
Table 8 below displays an analysis of malnutrition classification by weight for height 
z-score and the presence of oedema. 
 
Table 8: Comparison of Weight for Height Z-Score classification and presence of 
oedema, Children 6 – 59 months, Assaba and Tagant Regions, October 2002 
 

Weight/Height Index  
< -2 Z-scores >= - 2 Z-scores 

 
Yes 

Marasmus/  
Kwashiorkor 
15 (0.4%)  

Kwashiorkor 
 
32 (0.9%) 

 
 
 
Oedema  

No 
Marasmus 
408 (11.3%) 

Normal 
3,164 (87.4%) 

 
There were forty-seven (47) cases of oedema in the total sample population, all 
considered severely malnourished, regardless of their z-score value. Fifteen (15) of 
the 47 oedema cases had a z-score value less than –2.00 standard deviation.   
 
3. PREVALENCE OF MALNUTRITION (HEIGHT/AGE & WEIGHT/AGE) 
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Table 9: Chronic malnutrition and underweight by agro-pastoral zone, October 2002 
 

Height/Age (Stunting) Weight/Age (underweight) Zone Agro- 
Pastoral Severe Global Severe Global 

Aftout 8.3%(5.8-10.8) 26.7%(22.7-30.7) 8.6%(6.0-11.2%) 35.1%(30.7-39.5) 
Kankossa 10.8%(8.0-13.6) 26.5%(22.4-30.6) 7.2% (4.8-9.6) 29.8%(25.6-34.0) 
Kiffa/Guéru 10.5%(7.7-13.3) 31.5%(27.2-35.8) 9.2%(6.6-11.8) 32.4%(28.1-36.7) 
Tagant 9.4%(6.7-13.1) 28.2%(24.1-32.3) 6.9%(4.6-9.2) 30.4%(26.2-34.6) 
TOTAL 9.7%(8.3-11.1) 28.2%(26.1-30.3) 8.0%(6.8-9.2) 32.0%(29.9-34.1) 
 
Chronic malnutrition and underweight are much more common than acute 
malnutrition. The curves for the survey samples substantially shift to the left when 
compared to that of the reference population, demonstrating that virtually all the 
children in the survey samples have some degree of chronic malnutrition and/or are 
underweight. 
 
4. MORTALITY RATES: 
 
The Crude and under five mortality rates in the sample population were calculated 
for the period between April 1 and September 30, 2002.  
 
The under-five crude mortality rate was estimated using the following equation: 
[(Deaths among those <5 years)/[(those alive <5 + ½ deaths during recall period)] X 
(1,000)/(recall period). 
The equation makes the assumption that the total number of children born during 
any window of the recall period and the number of children turning five during any 
window of the recall period was the same. The recall period was defined as the 
length of time between April 1 and September 30, 2002.  
 
The crude mortality rate (CMR) was defined as: 
[(The number of deaths in the sample) / (the number of living in sample + ½ deaths 
in the sample population during the recall period – ½ those born during the recall 
period)] X (1,000) / (the recall period). 
 
Mortality is expressed as “deaths/1,000 population/month” as well as 
“deaths/10,000/day”; the latter being for emergency relief activities. 3 
deaths/1,000/months = 1 death/10,000/day. Table 10 presents the crude and under 
five mortality rates in the sample populations per agro-pastoral zone. 
 
Table 10: Mortality rates by age group and agro-pastoral zone, October 2002 
 

Under five years old Total population Agro-Pastoral 
Zone Per day/10,000 /month/1,000 Per day/10,000  /month/1,000 

Aftout 0.63 1.88 0.42 1.28 
Kankossa 0.48 1.45 0.50 1.50 
Kiffa/Guérou 0.56 1.68 0.43 1.30 
Tagant 1.08 3.24 0.52 1.56 
TOTAL 0.67 2.02 0.47 1.40 
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The crude mortality rate in the survey sample between April 1 and September 2002 
was 0.47 deaths per 10,000 populations per day.  This crude mortality rate 
corresponds to a rate of 1.40 deaths per 1,000 per month and 16.8 deaths per 1,000 
per year. The under-five mortality rate was 0.67 per 10,000 per day, which 
corresponds to 2.02 deaths per 1,000 per months and 24.24 deaths per 1,000 per 
year. The under-five mortality rate in Tagant was much higher compared to the other 
three agro-pastoral zones. 
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DISCUSSION 
   
The global acute malnutrition rate in the Assaba and Tagant regions of Mauritania is 
12.6% while the severe acute malnutrition rate is 2.8%. The highest rate of global 
acute malnutrition was found in the Aftout Zone, 14.1% and the lowest in Tagant with 
10.9%, far above the national data of 7.2% global acute malnutrition rate and 3.2% 
severe acute malnutrition rate3.  
According to the World Health Organization standards, global acute malnutrition 
rates above 10% should be of concern to the humanitarian community. The following 
table presents the WHO benchmarks for nutritional data4: 
 

FINDING INTERPRETATION ACTION REQUIRED 
Greater than or equal 15%  
OR 
10 - 14% with aggravating 
factors 

Serious Situation • General food ration 
• Therapeutic Feeding 
• Blanket Supplementary 

Feeding 
Rate 10 – 14%  
OR 
5 – 9% with aggravating 
factors 

Risky Situation • Targeted food aid 
• Therapeutic Feeding 
• Targeted supplementary 

feeding 
Rate 5 – 9%  
OR 
Below 5% with aggravating 
factors 

Acceptable Situation Only attend to malnourished 
individuals through regular 
services 

Household food availability 
less than 2,100 Kcal 

Unsatisfactory situation Improve general food rations.

 
The current nutritional situation in Assaba and Tagant regions may be considered as 
risky. Commonly known aggravating factors such high crude death rate (above 1 
deaths per 10,000 per day5), high prevalence of respiratory and diarrhea diseases, 
epidemic outbreaks (such as measles) and general food ration below 2,100 kcal per 
person per day are not present yet. However, the situation is expected to rapidly 
deteriorate during the next few months and no efforts should be spared to prevent 
that from happening. The survey was conducted at the time considered as best for 
household food security. It was after the rainy season, that came late and far below 
the annual average. Kiffa for instance, had less 145mm of rain this year compared to 
2001. Most of Mauritanian households rely on livestock as a source of proteins as 
well as income to purchase needed foodstuffs. The existing pastureland in the south 
will not survive more than three months due to the influx of cattle from other regions. 
By January/February 2003, many farmers will start loosing their cattle due to lack of 
water and prices of basic needs, such as meat and sorghum will start to increase. 
The estimated crude mortality rate in Tagant and Kankossa are somewhat elevated 
or equal to 0.5 deaths per 10,000 per day, the widely accepted background rate in 
                                                 
3 UNICEF – State of World Children, New York, 2002 
4 WHO - Rapid Health Assessment, Geneva 1999. 
5 The Sphere Project: Humanitarian Charter and Minimum Standards in Disaster Response, IFRC 2000 
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less-developed countries with young populations but does not exceed the 
emergency threshold of 1.0 death per 10,000 per day. The mortality rate for children 
less than 5 years of age in Tagant is substantially elevated above the background 
rate of 1 death per 10,000 per day, although does not exceed the widely accepted 
threshold defining an emergency situation (2.0 deaths per 10,000 children less than 
5 years of age per day). Nevertheless, as reported elsewhere in emergency 
situations, high mortality among children less than 5 years of age in Tagant 
decreased the apparent prevalence of acute malnutrition.  Malnourished children had 
died, leaving only those with better nutritional status to be included in the survey.  
 
 
CONCLUSION 
  
The global acute malnutrition rates in the Assaba and Tagant regions of Mauritania 
are considered as risky since between 10 and 14% and require the international 
community to respond before it’s too late. There is a strong possibility that certain 
aggravating factors such as high prevalence of respiratory and diarrhoeal diseases, 
epidemic outbreaks, high crude death rate (both in humans and animals), and a 
reduced household food ration may start to appear further complicating the situation. 
The current levels of malnutrition justify targeted food aid, therapeutic and 
supplementary feeding programs. 
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RECOMMENDATIONS 
 
Based on the findings of the surveys, the following initiatives are recommended: 
 
 Initiate a food aid program targeting the most vulnerable families to prevent 

further deterioration of the nutritional status of the children under five years of 
age. Some of the families to benefit from such a food ration are those with a child 
suffering from malnutrition (weight/height percentage of median below 80% or Z-
score below –2.0 standard deviation or oedema) and female-headed households. 

 
 Initiate hospital or health centre-based therapeutic feeding centres for the 

rehabilitation of severely malnourished children. Admission criteria should be 
children less than 70% weight for height or oedema. Children with a weight for 
height between 70 and 80% should be admitted only if they have another 
condition requiring medical attention. 

 
 Initiate supplementary feeding programs targeting children whose weight for 

height percentage is between 70 and 80% or greater than equal to –3 Z-score 
and less than –2.0 Z-score. Pregnant women during the third trimester and 
lactating mothers during the first 6 months after delivery may be included in the 
program as well. Wet or dry rations may be provided depending on the availability 
of resources. 

 
 Conduct similar surveys in February 2003 for comparison purposes and also 

evaluate the impact of food aid and selective feeding programs. 
 
 
 


