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E
very emergency has a habit of throw-
ing up fresh challenges which force us
to re-examine our understanding of
vulnerability and how best to respond.

However, as shown in this issue of Field
Exchange, our success in adapting and
responding effectively to ‘new’ situations and
conditions of vulnerability is variable. This
highlights the fundamental importance of get-
ting vulnerability analysis right. At the same
time there appears to be no let up in our quest
to improve our ‘programming techniques’. All
the field articles in this issue have lessons for
improved programming and provide examples
of innovative practice and thinking.     

A WFP evaluation of the tsunami response
in Sir Lanka and Indonesia found that
although more women than men were killed
and injured during the tidal wave and that
they were the most vulnerable after the disas-
ter, the response did not always cater ade-
quately for their needs. Much of the response
centred on supporting income generation
activities, especially amongst men, while re-
housing was given less priority leaving women
and children in often overcrowded IDP settle-
ments. A key reason for this was that women
were excluded from the decision-making
process. In a similar vein, HelpAge found that
the tsunami response missed out on the spe-
cific needs of the elderly who were also partic-
ularly affected by the disaster. The elderly
were often poorly served in chaotic distribu-
tions while food rations failed to take account
of their chronic health problems including high
blood pressure, diabetes, cancer, etc. 

The impact of climate change on vulnera-
bility is now beginning to register on the radar
of the humanitarian sector. A special issue of
the IDS bulletin (summarised in the research
section) contains a series of cases showing
adaptation to the impact of climate change,
which is gradually altering the nature of vul-
nerability for different livelihood groups.
Examples include community adaptation to
repeated floods and droughts in Bangladesh
and Rajasthan, agricultural intensification in
Senegal, climate proofing and diversifying
livelihoods in Zimbabwe and benefiting from
global warming in Zimbabwe. In some cases,
adaptive responses are working while in oth-
ers they are not. A key conclusion of the work
is that vulnerability analysis in relation to
adaptations to climate change should be
incorporated systematically into policy and
institutional frameworks for development and
disaster relief. 

An excellent example of how vulnerability
analysis can inform best practice in crisis is
seen in the Tufts university study on the
impact of the conflict on livelihoods in Darfur
(research section). Here, vulnerability and its
causes is analysed at the micro and macro
level in terms of governance, discrimination
against ethnic groups, access to services and
impact of the conflict on remittances and pas-
toral systems. The wide ranging analysis leads
to an equally wide set of multi-sectoral recom-
mendations that, if implemented, will have far
greater impact than standard food aid
responses.

Field articles in this issue of Field Exchange
demonstrate an encouraging capacity for cri-
tiquing programme approaches and finding
creative solutions. Taken together, the articles
show that agencies are most definitely not
prepared to sit on their laurels. 

An article by Jason Stobbs describes the
experience of using the centric sampling sys-
tem in Uvira, Zaire in order to improve the
accuracy of programme coverage data. Such
data are often derived from nutrition surveys
and are may be intrinsically flawed by virtue
of the type of sampling adopted. Both the
strengths and weaknesses of the relatively
new centric sampling approach are clearly
demonstrated by the authors. A second article
(by Johannah Wegerdt, Monica Zanchettin and
Mark Myatt) describes the use of the ‘cap-
ture/recapture’ method for assessing popula-
tion size. Accurate census data are notorious-
ly difficult to obtain in emergency contexts so
that any new and improved means of acquir-
ing such data has to be a good thing.
Assumptions and difficulties of the
capture/recapture method are spelt out based
on case study experience. In another article,
ACF describe their innovative use of GIS in
Mali to better understand vulnerability of pas-
toral systems. Kara Greenblott from C-Safe, a
consortium of INGOs based in the southern
Africa region,  has written an article describ-
ing experiences of applying exit strategies to
food aid programming in Lesotho, Zambia and
Zimbabwe. Reflecting the thinking of C-Safe
members she concludes that exit strategies
should not just be seen as a way of ‘getting
out’ of long-term commitments but rather as
a means of leaving sustainable programmes.
The final field article is written by Tayech
Yimer, Anne Marie Mayer and Arabella Duffield
from SC UK and describes the difficulties of
impact assessment based on experience of
the RDIR programme in Ethiopia. The authors
clearly set out the methodological challenges
of impact assessment while at the same time
proposing a number of technical and institu-
tional solutions. 

Finally, and very much in keeping with the
theme of ‘critiquing what we do in order to
implement better programmes’, the ENN and
SC UK have begun a review of the effective-
ness of emergency SFPs (see research sec-
tion) with a view to determining whether this
standard nutritional emergency response is
always the most appropriate and effective
means of dealing with mild and moderate mal-
nutrition. The review involves at least 14
INGOs/UN agencies who are expected to pro-
vide data sets from over 150 emergency SFPs
conducted during the past four years. The
methodology for this study, which is still in its
early stages, is set out in the research section.
Watch this space for the study findings. 

Jeremy Shoham, Editor
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Field Article

On 8 October 2005, Pakistan’s North
West Frontier Province and Pakistan
administered Kashmir were struck
by an earthquake measuring 7.6 on

the Richter scale. More than 70,000 people were
killed, a similar number injured, and about
three million people left homeless1.

The WFP and UNICEF carried out a rapid
assessment of the food and nutrition situation
in 700 households at the end of October2. The
assessment found that a total of 20 per cent of
children under two years of age were no longer
breastfeeding, 2 per cent because their mothers
had passed away and 18 per cent because their
mothers had stopped breastfeeding. The rea-
sons given for ceasing breastfeeding were sick-
ness of the mother and insufficient breastmilk. 

From the rapid assessment and feedback of
Ministry of Health (MOH) staff, non-govern-
mental organisations (NGOs) and international
organisations, it became clear that in the area of
infant feeding, three issues required attention:
support for breastfeeding, feeding of orphans
and dealing with donations of inappropriate
milk products.

Infant feeding in the South
Asia earthquake aftermath

By Maaike Arts

Maaike Arts was seconded to UNICEF Pakistan in November
2005, until January 2006. Formerly she was Project Officer in
Nutrition/Early Childhood Care with UNICEF Vietnam. This arti-
cle is written as a personal account and does not necessarily
reflect the position of UNICEF. 

The author would like to acknowledge the work of the MOH Pakistan, UNICEF
Pakistan, national staff and local and international NGOs and UN agencies that
have contributed to the experiences outlined here.

Maaike Arts was seconded to UNICEF Pakistan in November 2005, until January
2006. Formerly she was Project Officer in Nutrition/Early Childhood Care with
UNICEF Vietnam. This article is written as a personal account and does not neces-
sarily reflect the position of UNICEF. 

Support for breastfeeding
Compared to many countries, Pakistan has a
strong breastfeeding culture. The National
Nutrition Survey 2001-2002 found that 96.3 per
cent of one month old infants were breastfed.
Exclusive breastfeeding rates, however, were
not optimal, with rates of 52.2 per cent at four
months and 50 per cent at six months. Among
children older than 13 months, 60.7 per cent
were still breastfed. 

Asad Zaidi/UNICEF, Pakistan, 2005

Old University camp Muz

The rapid assessment showed how the emer-
gency situation had created a number of chal-
lenges for breastfeeding. It was apparent that
there were many misunderstandings about
breastfeeding, like “once breastfeeding is
stopped, it can not be re-established”, and
“tired and malnourished mothers cannot
breastfeed”, and the perception that some
women do not produce enough milk and that
nothing can be done to improve the situation. I
also heard “if you breastfeed when you are
nervous or upset, you pass this on to the baby”. 

Another potentially damaging myth is “all
women breastfeed”, which I heard some health
workers say. In other words there is a ubiqui-
tous assumption that all mothers breastfeed
and that breastfeeding does not require effort to
be maintained. This was also apparent from the
fact that few interventions to protect, promote
and support breastfeeding were undertaken in
the initial period after the earthquake.  

Gender segregation is very strong in
Pakistan, often even within the household and

Mother with her four month old infant
in IDP camp Jalabad Park,Muzaffarabad.
This mother was told that if she breastfed
while she was nervous or upset, it would
affect her child.

The mother of this seven month old said
that he stopped breastfeeding after the
earthquake as he "did not feel well".

This article describes the infant feeding situation
and the initial interventions to protect, promote and
support appropriate infant feeding practices during
the relief efforts in Pakistan following the 8 October
2005 earthquake.

the extended family. After the earthquake,
women frequently shared a shelter with more
distant male relatives or even non-related
males. It was reported that many women felt
uncomfortable to breastfeed in these circum-
stances. 

Feeding of orphans
Field visits and reports indicated when a young
infant had lost its mother, a female relative was
sought to wet nurse the baby. When no female
relative was available, the infant would often be
fed inappropriate Breast Milk Substitutes
(BMS), like diluted cow’s milk and rice water. It
became clear that many health workers and
relief organisations lacked both the experience
to deal with this situation or a budget for the
procurement of suitable BMS.

It appeared that while international and local
criteria and guidelines for the use and procure-
ment of suitable BMS exist (see the information
on the Director General Health’s letter below),
they were not well known. It also seemed that
relief organisations were hesitant to enter into
the procurement of BMS for fear of stoking up
controversy.  

Donations of inappropriate milk products
In Pakistan, milk is traditionally used for exam-
ple in ‘milk tea’ (black tea with milk). Many
national and international NGOs and local
charities included either liquid or powdered
whole milk in their food aid basket, or had
received donations from individuals or compa-
nies. These milk products were passed out to all
families and little attention or consideration
was paid to the potential use of these milks for
infants who could otherwise be breastfed. 

There were anecdotal reports of small scale
donations of BMS, mostly by individuals, and it
was observed that some relief groups included
BMS in their medical supplies. These groups
did not provide counselling on either breast-
feeding or relactation or on the proper use of
BMS.

Interventions
Breastfeeding
Immediately after the earthquake, UNICEF dis-
tributed posters and leaflets about the impor-
tance of breastfeeding. 

1 United Nations Information Centre, Weekly Newsletter No.
5/2006 (31 January 2006)
2 Joint WFP/UNICEF Emergency Food Security and Nutrition
assessment (with the support of Oxfam), October 2005
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On 10 November, the Director General of
Health issued Guidelines for ‘Promoting and
Protecting Infant and Young Child Feeding’ and
‘Prevention and Control of Watery Diarrhoea’ dur-
ing recent Earthquake Response and Other
Emergencies in Pakistan. The guidelines were
addressed to all Government officials and
MOH staff in the affected areas, NGOs and
international organisations and provided an
important framework for all interventions. 

At the end of November, the Nutrition Wing
of the MOH convened a two-day workshop
with national nutrition and infant feeding
experts and relevant international organisa-
tions. The aim of the workshop was to agree on
the additional or refresher training required for
different categories of health workers in the
area of nutrition in general and infant feeding
in particular, and on the establishment of thera-
peutic feeding centres. The Infant Feeding in
Emergencies (IFE) training modules were used
as resource materials and reviewed as potential
briefing and training documents (see box). The
modules were found very useful. For the
Pakistan situation, some parts could be taken
out because they were already covered in the
breastfeeding counselling and lactation man-
agement manuals developed in Pakistan.
Module 1, in particular, was found useful since
most issues were not covered in the existing
materials. To improve the cultural appropriate-
ness, it was necessary to replace pictures of
African subjects with pictures from Pakistan
(see slide examples in postscript). 

The outcome of the workshop was a list of
trainees on nutrition and infant feeding (Lady
Health Workers, Community Health Workers
and medical staff of First Level Care Facilities)
and a list of topics and related training materi-
als for refresher/additional training. It was
agreed that camp managers would only need to
receive an orientation on nutrition and infant
feeding in emergencies. The protocol and train-
ing plan for therapeutic feeding centres were
also agreed upon. 

To overcome the problems related to a lack of
privacy and support, the concept of ‘mothers
corners’ was created and promoted. These were
separate tents where women can meet to breast-
feed, provide mutual support and exchange
information and receive support and informa-
tion from a Lady Health Worker or other com-

Field Article

IFE Resources 

Module 1 Infant Feeding in Emergencies for
emergency relief staff, WHO, UNICEF,
Linkages, IBFAN, ENN and additional 
contributors, March 2001. 
http://www.ennonline.net/ife/module1/index
.html 

Module 2 for health and nutrition workers in
emergency situations. Version 1.0.
November 2004.
http://www.ennonline.net/ife/module2/index
.html 
Module 2 aims to provide those directly
involved with infants and carers with the
basic knowledge and skills to support safe
and appropriate infant feeding support. 

Operational Guidance for Emergency Relief
Staff and Programme Managers on Infant
and Young Child Feeding in Emergencies.
Interagency Working Group on Infant and
Young Child Feeding in Emergencies.
November 2001.
http://www.ennonline.net/ife/ifeops.html
Revised version available from the ENN, 
email:ife@ennonline.net 

All the materials have been produced by
ENN. Both modules 1 and 2 are available in
print (English) from ENN and online at
http://www.ennonline.net. 
The Operational Guidance is available in
print (English) from ENN and online in
English, French, Portuguese, Russian and
Spanish (first version). An updated version
(v2.0) is available from the ENN from May
2006. Email: ife@ennonline.net

munity health worker. It was suggested that
these corners could be combined with the child
protection corners, which were already estab-
lished in some IDP camps and were intended
only for (vulnerable) children and their female
caregivers.

Orphans
It was agreed that an inventory of the actual
number of maternal orphans and their feeding
practices needed to be undertaken so that the
situation can be understood fully and appropri-
ate measures taken. 

Donations of inappropriate milk products
The MOH Guidelines distributed in November
provided all guidance necessary (i.e. breastmilk
substitutes or powdered milks should never be
part of a general distribution, act to prevent
donations of BMS and powdered milks, the lim-
ited amounts of BMS required should be pur-
chased locally). It proved necessary to carry out
more information, education and communica-
tion activities on this issue. 

Reflection 
The infant feeding activities in the context of

the emergency were facilitated by the commit-
ment of the MOH, the existence of legislation
on the marketing of breastmilk substitutes in
Pakistan, the presence of a group of highly
qualified national infant feeding experts, and
the fact that breastfeeding counselling and pro-
motion are integrated into the work of commu-
nity health workers. This created a solid basis
on which the emergency interventions could be
built. 

Interagency coordination and sharing of
information was facilitated through the Food
and Nutrition Clusters, which were established
in Islamabad as well as in Bagh, Muzaffarabad
and Battagram and co-chaired by WFP and
UNICEF. These were attended by international
NGOs, local NGOs, the Pakistan army and also
MoH. In practice, participation varied a lot -
some organisations had field staff with no time
to attend meetings, while others always made
an effort to be present. Outside Islamabad,
attendance was often low and limited to groups
who distribute food aid. The discussions at
these meetings mostly revolved around distri-
bution of food aid and related operational chal-
lenges. Issues around infant feeding were con-
sidered to only be of interest to specialists and

not a subject for more mainstream nutrition
programming. 

The lack of awareness of internationally
agreed guidelines in this area, including the
Operational Guidelines on infant and young
child feeding in emergencies, among many
actors in the earthquake relief operation, creat-
ed a substantial challenge for the protection,
promotion and support of optimal infant feed-
ing practices in this emergency.

A mother and child cooking in the camp

Bottled water for sale
in Mansehra town
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Maaike’s observations concur with
many of our experiences around
infant feeding in emergencies
(IFE) in previous humanitarian

interventions. Failure to include breastfeeding
support in early interventions, dilemmas on
how to manage non-breastfed infants and
untargeted distributions of milk products were
all features of the aid intervention in FYR
Macedonia, documented during the 1999
Kosovo crisis1.  Maaike in her article refers to
the Operational Guidance on Infant and Young
Child Feeding in Emergencies (2001)2. The original
concept for the Ops Guidance largely emerged
from discussions around the 1999 IFE research
from FYR Macedonia, which found poor aware-
ness, use and implementation of guidelines and
policies by local and international emergency
staff. Even more importantly, it highlighted
how decisions that can have a significant influ-
ence on infant feeding, e.g. acceptance and dis-
tribution of unsolicited breastmilk substitute
(BMS) donations, were often taken by logisti-
cians, programme managers and non-health
agencies. The Ops Guidance was developed by
an inter-agency working group on IFE (includ-
ing the IFE Core Group) to provide concise,
practical, but mainly non-technical, guidance
on how to ensure appropriate infant and young
child feeding in emergencies. It targets all, from
nutrition and health workers, logisticians and
programme managers to policy makers. 

However, it is not for lack of guidance and
policies that we were, and still are, falling short.
The need for training specifically to address IFE
was identified at an International Meeting on
Infant Feeding in Emergency Situations meet-
ing in 1998, out of which grew an interagency
collaboration (IFE Core Group 3) to address
this. Over the last eight years, there has been
considerable work by the IFE Core Group to
develop specific technical guidance and train-
ing materials to help agencies and staff protect
and support infant and young child feeding in
emergencies. To date, two training modules
have been developed (Modules 1 and 2) that are
referred to by Maaike. Both evidence and expe-
rience-based, the modules complement the con-
siderable resources developed by the World

huge challenge to provide the most nutritional-
ly appropriate BMS to those in need and, at the
same time, protect breastfeeding. What often
happens is that whilst agencies with ‘know-
how’ deliberate in the field, those less equipped
and/or aware of the issues and risks of artificial
feeding in emergency contexts feel compelled
to step into the void and start distributing com-
mercial formula or milk products. Sometimes,
the less politically sensitive home-prepared
breastmilk substitutes are chosen. But they also
carry risks linked with their preparation in
emergency contexts, and are less nutritionally
complete5.

Maaike’s article suggests that support of
infant and young child feeding in emergencies
is still considered an optional extra in early
emergency interventions, something to be con-
sidered once a situation has stabilised. At the
same time she emphasises the importance of
having the main elements of the emergency
response in place before any disaster strikes.
Knowledgeable staff at the MOH in Pakistan
and in-country, and the existence of national
legislation implementing the International
Code on the Marketing of Breastmilk
Substitutes were key in establishing an appro-
priate response to IFE. The commitment to IFE
of the MOH was reflected in their seeking guid-
ance from international agencies on issues like
the procurement of BMS and the protection of
breastfeeding, and their willingness to distrib-
ute documents like the DG Health's letter. At
the same time, the international community
were pivotal in supporting the MOH technical-
ly, for example inputing into the DG Health’s
letter, and as a source of manpower. Less obvi-
ously, many committed individuals and agen-
cies worked hard, often ‘behind the scenes’, to
successfully place infant feeding and nutrition
high on the agenda.

Thirty UN agencies and NGOs signed up to
support the Ops Guidance when it was produced
in 2001. Documented suboptimal implementa-
tion of this guidance in the field in Pakistan
coincides with the revision of the Ops Guidance
(available April 2006). It has made the IFE Core
Group revisit what agency ‘support’ actually
means, and how to monitor this support. We
feel that to truly ‘operationalise’ the guidance,
we now need to identify and address the factors
currently hampering implementation within
agencies. Towards this end, we propose and
will pursue in autumn 2006 an inter-agency
working meeting to address these issues from
which, we hope, will emerge a united ‘struggle
consensus’, with steps towards finding solutions.

Marie McGrath, ENN
Lida Lhotska, IBFAN-GIFA
Mary Lung’aho, CARE

Health Organisation that include complemen-
tary feeding in the breastfed and non-breastfed
child, and infant and young child feeding in the
context of HIV/AIDS4 – guidance that wasn’t
around eight years ago. 

Over the past year, members of the IFE Core
Group have focused on promoting and target-
ing the training materials and this was a con-
tributory factor to their use in the training in
Pakistan. A creative approach by the Pakistani
team overcame one of the criticisms of these
resources: their African focus through the
images used. While lack of funding has pre-
vented the IFE Core Group from developing
different versions of the modules for different
regions or continents, the team in Pakistan
showed that a simple adaptation could be
made. Their work now provides a valuable
resource and inspiration for others in the region
and for the future development of the materials.

As for the Ops Guidance, is it actually being
used in the field? Maaike’s account from
Pakistan suggests limited implementation.
Lack of awareness of policies and guidance
undoubtedly remain a negative factor, particu-
larly amongst agencies not usually involved in
health related interventions, military-related
aid and individual responses, leading to inap-
propriate actions like the donation of infant for-
mula. Moreover, collaboration between the IFE
Core Group and agencies in the 2006 revision of
the Ops Guidance and on agency policies on
milk product handling in emergencies suggest
that even agencies that are aware of the guide-
lines and policies are struggling to implement
the recommendations on the ground. A prime
example cited by Maaike is that of managing
orphans in emergencies when there is no wet
nurse. 

Interestingly, case material collated by the
IFE Core Group during the development of
Module 2 identified feeding of orphans as a key
IFE concern in the field and additional material
was developed specifically to address this
issue. However, implementation remains con-
strained partly due to difficulties (and perhaps
fear) of handling and being seen to handle
infant formula in an emergency context. It is a

Postscript

1 Meeting the nutritional needs of infants during emergencies:
recent experiences and dilemmas - Report of an International
Workshop, Institute of Child Health, London, November 1999.
See summary in Field Exchange no 10, Infant Feeding in
Emergencies: Recurring Challenges, Marie McGrath
2 See online at http://www.ennonline.net/ife/index.html
3 The IFE Core Group comprises UNHCR, WFP, WHO, UNICEF,
ENN, IBFAN-GIFA, TdH, and CARE, with working collaborations
with ACF and IFRC and co-ordinated by the ENN.
4 See resources at http://www.who.int/child-adolescent-health
5 Extract from Operational Guidance (version 2). Part 6.4.7.  It
is difficult to obtain nutritional adequacy with home-modified
animal milks, particularly regarding micronutrients...Thus
home-modified animal milk should be used in non-breastfed
infants below 6 months only when there is really no other fea-
sible alternative option, such as generic or commercial infant
formula. See Bull WHO, 2004. Are WHO/UNAIDS/ UNICEF –
recommended replacement milks for infants of HIV-infected
mothers appropriate in the South African context? P.C.
Papathakis & N.C. Rollins,
http://www.scielosp.org/pdf/bwho/v82n3/v82n3a05.pdf

Example of slides used in Pakistan adapted by UNICEF from Module 1



As part of its Cash Learning Project, the
Humanitarian Policy Group (HPG) at
the Overseas Development Institute
(ODI) is undertaking research into the

use of cash in the tsunami response1. The project
seeks to promote best practice in cash interven-
tions through the development of guidelines for
planning, implementing, monitoring and evalu-
ating cash projects. The project also explores
when cash is not the best option. Questions fac-
ing implementers can be grouped as follows;

• The type of economic assistance to provide 
(cash, vouchers and in-kind assistance).

• The best way to provide these resources 
(direct disbursement of cash/vouchers or 
through a financial institution).

• The conditions to attach to the transfer (grant,
loan or revolving fund).

There are several important areas of findings
at this stage of the project.

Planning and monitoring
Lack of information at the planning stage on
important context variables (e.g. pre-tsunami
access to credit, traditional forms of self-help,
seasonality of livelihood patterns, etc) has limited
the effectiveness of some interventions and
caused problems for others. Monitoring of cash
grants has also been problematic. Most projects
have given out thousands of grants and it is not
clear whether it is necessary to monitor all or just
a sample of these. 

Cash/vouchers or in - kind assistance
Determining the appropriate type of transfer
entails assessing what people need and deter-
mining whether the market can supply it – usu-
ally through a livelihoods or rapid food security
assessment. Guidelines are emerging from a
number of agencies, but there remains a consid-
erable gap between the contents of these guide-
lines and staff knowledge and skills. There are
some situations when in-kind assistance, rather
than cash, is beneficial to both the agency and

beneficiary. Examples from the tsunami project
include;
• when the desired commodity is not available 
in the market and there is little chance of 

organising traders to supply a weak and dis
parate market, or

• when an agency can exploit economies of 
scale to get a better rate for services or goods. 

Cash for work
Agencies noted that beneficiaries had reported
psychosocial benefits from cash for work projects
implemented in the immediate aftermath of the
tsunami. Areas for improvement in cash for work
interventions have been identified, considering:
• the lack of attention to child care and work 

opportunities for women
• child protection meetings often focused on 

the ‘rules’ banning children from working 
and failed to consider assistance for labour-
poor households

• some project outputs were of substandard 
quality. 

Mechanisms for cash disbursement
Cash disbursement options vary by context, by
project type and over time. In most situations,
agencies have transferred the cash by vehicle
using agency staff and have encountered no
problems. However, there is considerable diversi-
ty in policies, systems and procedures between
agencies. Some agencies started to use banks
while others did not, regarding them as too com-
plicated or not desired. 

Cash grants or loan - assistance options
for livelihood recovery
Livelihood recovery assistance has been provid-
ed to beneficiaries as grants (no repayment
required), loans (repayment required), or a mix of
the two. Some agencies argue that in the post-
tsunami context, poor people who have lost their
assets should have them replaced for free. Others
believe that extending aid to include replacing
lost assets encourages dependency. In the same
vein, microfinance bodies warn that grants may
damage microfinance initiatives (MFIs) if there is
inadequate distinction between grants and loans.
Some agencies make a distinction between grants
and loans by providing grants to poorer house-
holds, and loans to those who had medium-sized
businesses prior to the tsunami. 

The Cash Learning Project has identified a
number of issues for further work: 
• More information is needed about the 

impact of the tsunami and subsequent assis-
tance on the functioning of debt and credit 
markets.

• The lessons of the pilot projects being imple-
mented by CARE and WFP should be docu-
mented.

• Support should be given to agencies design-
ing monitoring systems for cash grants.

• Aid agencies need a better understanding of 
government cash disbursement systems and 
the potential links between government and 
NGO assistance and long-term social welfare.

• There is scope to explore the potential for 
using banks and other financial institutions 
to transfer cash. 

Use of cash in the tsunami response

There is growing interest in
delineating the impact of
drought and HIV on trends in
child malnutrition. A recent

study set out to investigate trends in
child malnutrition in six countries in
southern Africa in relation to the HIV
epidemic and drought, in crop years
2001/2 and 2002/3. Sub-national and
national survey data from Lesotho,
Mozambique, Malawi, Swaziland,
Zambia and Zimbabwe were compiled
and analysed. Data from antenatal clinic
surveillance on weight-for-age and HIV
prevalence were also utilised in the
analysis. 

The study found that child nutrition-
al status, as measured by prevalence of
underweight, deteriorated from 2001
onwards in all countries except Lesotho,
with very substantial increases in some
provinces/districts (e.g. from 5 to 20% in
Maputo, Mozambique from 1997-2002).
Greater deterioration in underweight
occurred in better-off areas. Areas with
higher HIV/AIDS prevalence had (so
far) lower malnutrition rates (and infant
mortality rates), presumably because
more modern areas – with greater
reliance on trade and wage employ-
ment – have more HIV/AIDS. However,
areas with higher HIV/AIDS showed
more deterioration in child nutrition. A
significant area-level interaction was
found of HIV/AIDS with the drought
period, associated with particularly
rapid deterioration in nutritional status. 

The study authors concluded that the
most vulnerable may be households in
more modern areas nearer towns, to
whom resources need to be directed and
that causes of this vulnerability need to
be investigated. Furthermore, HIV/
AIDS amplifies the effect of drought on
nutrition, so rapid and effective response
will be crucial if drought strikes again. In
addition, expanded nutritional surveil-
lance is now needed to monitor and
respond to deteriorating trends.

1 Mason J et al (2005). AIDS, drought, and child
malnutrition in southern Africa. Public Health
Nutrition, 8 (6), pp 551-563

Impact of drought
and HIV/AIDS on
child malnutrition
Summary of published
research1

1 Adams. L (2005). Cash-based transfers – and alternatives –
in tsunami recovery programmes. Humanitarian Exchange, vol-
ume 35, December 2005, pp 16-18Vouchers are one of the

options in cash programming

J B
eesely/O

xfam

A too familiar sight in
drought striken areas,
here Red Sea State, Sudan

B
 Jo

n
es/O

xfam
, S

u
d
an

Research



6

Research

Will proposals to increase aid in
order to achieve the Millennium
Development Goals be hampered
by donor capacity? Focussing on

sub-saharan Africa, this is the subject of a recent
article published in IDS Bulletin. The authors
assert that donors probably do not have the nec-
essary organisational structures and procedures,
knowledge, skills and attitudes to deal with pro-
posed increases in aid. A number of aspects in
the design and implementation of donor-funded
interventions are considered to be critical. These
include the following;

Local ownership and commitment
The importance of ownership is widely acknowl-
edged by donors as essential to the success and
sustainability of development efforts. However,
in reality donors still tend to dominate the proj-
ect cycle and pay inadequate attention to the
preferences of the government or project benefi-
ciaries. There are two main reasons for this;
insufficient understanding of the policy environ-
ment in the recipient country and pressure on
donor agencies to spend money as a result of
spending targets. These targets are often set for
political reasons rather than developmental
ones, due to competition between donors,
and/or the need for individual agency staff to
justify their own existence. 

Appropriate interventions 
Africa’s history is littered with examples of inap-
propriate development interventions introduced
by ‘outsiders’. For example, the British colonial
government’s notorious groundnut scheme in
the 1950s and the more recent World Bank’s
structural adjustment programmes in the 1980s.
The reasons why donors continue to introduce
inappropriate solutions include the fact that
most of Africa’s problems are complex and there
are no easy or obvious solutions. Meanwhile,

current aid discourse is generally characterised
by the constant invention of new solutions and
fashions, which displace the previous ones
before the latter have been properly tested.
Moreover, there is a mistaken tendency to
assume that solutions are universally applicable
– the ‘one size fits all’ approach. 

Organisational structures and procedures
Donors have their own procedures for design-
ing, approving, monitoring and evaluating the
activities that they fund. These procedures
inevitably differ from those of recipient organi-
sations. Officials in the recipient organisation
thus have to expend much time and effort learn-
ing and following the required procedures. In
many cases, donors also require the establish-
ment of special organisational units to imple-
ment ‘their’ interventions. The impact of these
parallel structures is even more damaging in
diverting time and effort from existing struc-
tures and may actually undermine them. The
special units offer higher salaries and better
working conditions than the existing organisa-
tions, and so poach the latter’s most capable
staff. A vicious cycle of institutional degradation
ensues. Ironically, such structures are most com-
mon in countries where government institutions
are weakest. The problem has been recognised
by some donors and there are some relatively
positive experiences from which lessons may be
drawn, e.g. establishing local government capac-
ity-building projects in Zambia, Zimbabwe and
Ethiopia. The recent trend among many donors
to move from individual projects to sector-wide
approaches, poverty reduction support pro-
grammes and, more recently, general budget
support, should, in theory, reduce the problem. 

Quality of technical expertise
The quality of donor expertise in sub-Saharan
Africa has deteriorated over the past 25 years.
The most important reason for this is that aid
agencies now contract out much of their work to
private consultants. Whereas consultants were
previously used mainly to provide an independ-

ent view in evaluations, they are now being
asked to do everything. 

This practice, which is characteristic not just
of aid management but also of current public
management practice in general, creates two
major problems. First, knowledge and expertise
is no longer accumulated in the agencies them-
selves but in the consultants. Second, the proce-
dures by which consultants are hired, especially
the prolonged process of competitive bidding,
makes it very difficult to get the right person in
the right place at the right time. 

The authors conclude that in order to improve
aid effectiveness donors must;

• Support only those interventions that 
demonstrate genuine recipient ownership 
and commitment. 

• Promote interventions that are appropriate 
to the local environment.

• Work through the recipient country’s exist-
ing management structure and procedures 
rather than their own.

• Enhance their technical capacity to do the 
above by strengthening in-house knowledge 
and expertise and reducing the use of con-
sultants. 

However, there are considerable impedi-
ments. Aid agencies are constrained by the
organisational structures and procedures of their
own governments, the need to be accountable to
these governments and ultimately to the taxpay-
ers, and by the non-humanitarian motives for
providing aid. Moreover, and probably most
important, there are many people with vested
interests in the existing systems – including not
only aid officials and consultants from the donor
countries, but also many people in recipient
countries who benefit personally from current
ineffective practices. 

Donor incapacity linked to aid ineffectiveness in Africa

The food security impact of the 1998-2000
border war between Eritrea and
Ethiopia, and its legacy, is examined in a
recent paper published in Disasters. The

war claimed an estimated 80,000 lives and dis-
placed up to one million people. The paper is
based on research and consultancy work on food
security and conflict in Eritrea and Ethiopia that
the author has been involved in since 1987, as
well as on related published and grey literature. 

The author argues that successive food crises
in these two countries are better seen not as iso-
lated episodes, but as part of a longer-term trend

of rising livelihood and health vulnerability
among sizeable populations that live at the mar-
gins. According to the author, reversing the sec-
ular decline in people’s resilience to shocks
necessitates a longer-term commitment to meas-
ures that are more imaginative, holistic and par-
ticipatory and based on a better analysis of com-
plex livelihood processes and their regional and
international dimensions. 

Furthermore, the 1998-2000 border war and
its unresolved tensions have had adverse effects
on livelihoods that continue to be felt in many
ways. These are not easily separated out from
each other and from other political, social,
demographic and environmental factors. 

One way in which the war affected food secu-
rity was through its impact on donor attitudes.
The author suggests that the tragically slow
donor response to the impending food crisis was
a reflection of international pressure to end the
war. This occurred in spite of the donor policy,
announced at the time, to cut development aid
to the two warring governments while maintain-
ing support for humanitarian assistance.

Moreover, this donor policy of ‘principled condi-
tionality’ is inherently problematic, as much of
what is characterised as development aid com-
prises initiatives necessary for addressing food
insecurity and reducing the risk of famine.  

Donors can draw a number of lessons from
this experience. There is clearly a need for
humanitarian responses to be rapid, genuinely
unconditional and sensitive to needs that extend
beyond food aid. But donors also need to give
more thought, especially where authorities are
involved in conflict, to an ethical framework
within which decisions can be taken about what
kind of conditionalities, if any, should be applied
to aid interventions beyond emergency relief.
Such decisions should reflect not only diplomat-
ic objectives informed by sounder political econ-
omy analysis, but also a wider and longer-term
perspective on what is happening to livelihoods
and food security between crises. This applies to
pastoralists and agro-pastoralists, as well as other
rural and urban communities. 

Food security
in Eritrea and
Ethiopia
Summary of published research1

Summary of published article1

1 Conyer D and Mellors R (2005). Aid ineffectiveness in sub-
Saharan Africa: The problem of donor capacity. IDS Bulletin,
Vol 36, No 3, September 2005, pp 83-88

1 White P (2005). War and food security in Eritrea and
Ethiopia, 1998-2000. Disasters, vol 29 (S1): S92-S113, 2005

Although the article below pertains to donors sup-
porting development programmes, many of the
issues have relevance to the humanitarian sector (Ed).
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Livelihoods under siege in Dafur
Summary of unpublished study1

Never before in the history of Darfur
has there been such a combination
of factors causing the failure of
livelihood strategies and the loss of

assets. These factors include systematic asset
stripping, production failures, market failures,
failures of access to natural resources and con-
straints on the remittances of migrant workers.
Researchers from the Feinstein International
Famine Centre recently conducted a study to
investigate the effects of the current conflict and
humanitarian crisis on the livelihoods of select-
ed communities in Darfur, in order to refine
strategic humanitarian interventions. The study
focused on labour migration, livestock produc-
tion and trade, and on communities’ links with
central and eastern Sudan and with Libya. The
study included a background review of litera-
ture and liaison with partners. Field work was
undertaken in Tripoli, Benghazi and Kufra in
Libya and in Khartoum, Gedaraf, and north,
west and south Darfur in Sudan.

The main recommendations from the study
are that major structural changes need to be
addressed at the international, national and
state levels. These changes include the process
of land restitution and compensation, livestock
restitution, reconciliation and compensation,
and the opening up of transport routes to pro-
vide safe passage for people livestock and
goods. Ideally, the wider processes of reconcili-
ation should be linked with livelihood support.
Extensive and detailed recommendations in the
study cover six broad areas: security, land, live-
stock, markets, labour migration and interna-
tional humanitarian response. 

History and origins of the conflict
The sources of the conflict date back to the 19th
century. A number of national and local
processes have directly contributed to the con-
flict, for example, the economic and political
marginalisation of Darfur by central govern-
ment, wider regional conflicts which have con-
tributed to the development and deployment of
ethnically distinct armed militias, and the
increase in number of firearms owned by
Darfurians. In addition, there has been tactical
manipulation of ethnic identities within Darfur
by the government of Sudan and political par-
ties, including the mobilisation of armed mili-
tias and political mobilisation based on reli-
gious ethnic identity. At a local level, the mar-
ginalisation and neglect of Darfur have con-
tributed to failing institutions and develop-
ment. 

Effects on livelihoods
Five case studies were conducted covering all
three states of Darfur. The most fundamental
problem affecting livelihoods in Darfur is inse-
curity, which restricts the mobility of all groups.
Insecurity is widespread as a result of contin-
ued ceasefire violations on the part of both the
government of Sudan (GoS) and rebel groups.
Consequently, the towns of Darfur are in a state
of siege and internally displaced persons (IDPs)
within them have become cut off from their
normal livelihood strategies. For rural based
populations the situation is little better, with
people fearing to travel or even to cultivate
their fields for risk of attack. 

While the GoS has manipulated and eroded
the native administration, local interests in
Darfur have sought to gain authority and
power through the tribal systems, thereby
increasing the politicisation of tribal adminis-
trations. Certain groups clearly feel that they
have been marginalised within Darfur, in that
they have had less access than others to the lim-
ited resources that exist, including land, health
care, education and even international aid. 

Pressure on labour migrants and the
blocking of remittances
Until the recent conflict, remittances from inter-
nal and external labour migrants in cash and in
kind were a regular and stable source of income
for Darfurian families and made a substantial
contribution to livelihoods. The conflict has
caused the sending of remittances to dwindle
dramatically, for example, at a conservative
estimate, lost income from workers in Libya
amount to roughly US $15 million per year.
Official estimates of the numbers of Darfurian
migrant workers in Libya were unavailable but
were estimated to be between 150,000 and
250,000. The closure of the national border
between Sudan and Libya in May 2003, which
was associated with insecurity in the northern
deserts of north Darfur, has had a serious
impact on the economy of Darfur. The closure
has stopped the traffic of migrant workers
between north Darfur and southern Libya
(effectively trapping several thousand in Kufra)

and has blocked well-established and critically
important trade routes. Communications and
remittances have been seriously affected.

The study also found that Darfurian
migrants to Khartoum were people recently
displaced by the conflict and were principally
women and children. Displaced Darfurians in
Khartoum were facing difficulties because of
fierce competition for limited job opportunities,
difficulties in the IDP camps and problems with
the local authorities.      

The importance of livestock 
Before the conflict, the region was exporting
30,000 camels to Libya and about 50,000 to
Egypt each year. In economic terms, livestock
has been the primary target of the current con-
flict. Various sources suggest that the non-Arab
population of Darfur has lost between 50 per-
cent and 90 percent of its livestock to the gov-
ernment’s armed forces. A visible outcome of
the conflict is changes in livestock migration
patterns. Increasing hostility between Arabs
and non-Arabs, and control by the SLM/A
(Sudan Liberation Movement) of some critical
areas along the traditional migratory routes,
have resulted in the restriction of access to the
wet-season grazing reserves in the north for the
camel herding Arabs. Similarly, cattle belonging
to the Baggara cattle-herding groups have been
confined to the railway line close to Nyala town
and to the Nyala-Kaz Zalingi road in the west.
Concentrations of livestock in confined areas in
the dry season grazing reserves will deplete
pasture and water resources and increase the
risk of disease, leading to increased livestock
mortality.

The disruption of livestock trade, both with-
in Darfur and beyond its borders, has signalled
a downward spiral of the region’s economy.
Important secondary markets, such as Mellit,
have been closed. In April 2003, insecurity on
the livestock trade routes through north Darfur
worsened with the murder of 10 camel drovers
and the confiscation of 3000 camels. Shortly
afterwards, the border was closed by the GoS.
The total value of business lost since the route
was closed amounts to over US$14 million.
Other trade routes that have been affected
include the route through El Fascher and also
the southern route through Nyala and El Daein.
Some Arab livestock traders in El Geneina are
attempting to establish new trade routes to
bypass the security-affected areas in the south.
These routes are longer, increasing the number
of days trekking by an additional 20-40 days,
and therefore putting greater stress on the ani-
mals. 

Total and partial closures of strategic trade
routes have increased the prices of basic com-
modities. This is due to increased transport
costs, the risk of bandit attack, the need to
obtain commodity supplies from new sources,
and government embargoes.    

Burnt grain from
granaries torched by

the Janjaweed

Women in Kebkabiya
describe their situation
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1 Young H et al (2005). Darfur- Livelihoods under siege.
Feinstein International Famine Centre. June 2005
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The Humanitarian Practice Network
(HPN) have published a network
paper on ‘interpreting and using mor-
tality data in humanitarian emergen-

cies – a primer for non-epidemiologists’. The
paper has chapters on applications of mortality
data, overview of methods to measure mortali-
ty (including retrospective surveys, prospective
surveillance and rapid convenience surveys),
interpreting and using mortality data (point
estimates and confidence intervals, interpola-
tion, extrapolation and stratification, missing
populations understanding causation, distal
versus proximate determinants of mortality)
and the politics of mortality.

The conclusion section of the paper raises a
number of critical issues. In response to the
reported ‘statistical anarchy’ in Darfur with
regard to mortality estimates, the authors argue
that preventing the collection and dissemina-
tion of objective data on the plight of a conflict
affected population, or manipulating existing
figures, are stratagems through which belliger-
ents try to forestall public scrutiny of their
actions and intent. Further assertion is that even
where there is reasonably good access,
resources for surveys are sometimes allocated
inadequately and too late. Mechanisms should
thus urgently be put in place to;

• establish the magnitude of an emergency 
from the outset

• implement mortality surveillance systems 
and/or regular monitoring surveys, and

• where humanitarian assistance arrives too 
late, document the past health impact of any
crisis.

It is also recommended that well planned,
sufficiently sampled surveys, covering the
entire population affected by crisis, will remove
the need for risky extrapolation of scarce, site-
specific mortality findings. A region-wide com-
prehensive survey will rarely cost 1% of a relief
budget. 

In the past, the United Nations (UN) has
largely not fulfilled the role of carrying out mor-
tality surveys. Non-governmental organisations
(NGOs) and academic centres have partly filled
the gap. Recently, the World Health
Organisation (WHO) successfully led region-
wide mortality assessments in both Darfur and
northern Uganda. However, direct UN involve-
ment may not always be possible, especially if
the survey objectives include documenting past
violence and abuses. Typically, this may be due
to stringent security rules or the vital need to
maintain relations with belligerent parties. It is
argued that in such cases, the UN should active-
ly support and empower an impartial, rep-
utable agency or academic institution to collect
mortality data. 

Standardisation of methods is probably the
best guarantee against biased, imprecise and
otherwise contestable results, especially if more
agencies become involved in the collection of
mortality data. The paper attempts to set out
core requirements of any mortality data collec-
tion, such as proper training of home visitors,
regular updating of population figures and ade-

quate sample size. The Standardised
Monitoring and Assessment of Relief and
Transitions (SMART) initiative is developing
guidelines and tools for mortality and other
emergency assessments, and has published a
step-by-step protocol for nutrition and mortali-
ty assessments. 

Making sure that there is professional capac-
ity to collect and interpret valid health data is as
important as standardising methods.
Experienced epidemiologists are in short sup-
ply since, as with other health professionals,
many tend to leave the humanitarian sector for
more stable work. In this respect, not-for-profit
institutes with a strong link to field operations
and proven scientific expertise are desperately
needed to infuse experience and judgement
into organisations wishing to collect and use
mortality data. 

There is a need for further discussion and
consensus building among epidemiologists
and relief programme managers to ensure that
consistency and scientific rigour prevail in the
reporting and use of mortality data. Further
discussion on emergency thresholds will also
be useful, since there is divergence of approach
(for example, between Sphere and other institu-
tions). Standardising these thresholds interna-
tionally can only be beneficial and guarantee
equal assessment of any crisis. 

It is clear that in many crises excess mortali-
ty remains unacceptably high, and neither
humanitarian assistance nor measures to pro-
tect civilians can be considered sufficient. In the
case of Darfur, the Democratic Republic of the
Congo (DRC), Uganda and many other emer-
gencies, the evidence of mortality has failed to
elicit an appropriate international response. 

The UK Department for International
Development has instigated an initiative to
refine benchmarks for humanitarian action and
impact assessment. Concurrently, there is a
drive for the creation of a Humanitarian
Severity Index, in which mortality data, stan-
dardised and understood by all concerned
actors, will be fundamental. 

The incomplete quantification of govern-
ment sponsored violence in places like
Chechnya and Darfur is a major blemish on the
record of the international community.
Recording the rates and circumstances of
deaths during all crises seems like a minimal
start. The authors express the hope that future
years will see more resources allocated in a
timely fashion to operational research, and that
mortality findings in emergencies will help to
hold combatants, host governments, relief
agencies, donors, international governments
and the media accountable for their failures to
respect, protect and assist affected populations. 

The draft SMART Methodology Version 1 is
available at
http://www.smartindicators.org/index.html

Aspecial issue of the IDS bulletin
contains a series of case studies
from different countries showing
adaptation to the impact of cli-

mate change. These are based on insights
from the Linking Climate Adaptation (LCA)
project that aims to ensure poor people ben-
efit from the adaptation process. The key
research aim of the LCA project is to deter-
mine what kind of procedural and institu-
tional frameworks are needed to ensure that
locally determined adaptation needs are
linked ‘upwards’ to national and interna-
tional policy and institutional structures. 

The case studies include;
• Community adaptations to drought in 

Rajasthan, India
• Floods in Bangladesh: a shift from disas-

ter management towards disaster pre-
paredness

• Adaptation and mitigation through pro-
duced environments – the case for 
agriculture intensification in Senegal

• Seed fairs as a drought recovery strategy
in Kenya

• Climate proofing infrastructure and 
diversifying livelihoods in Zimbabwe

• Benefiting from global warming and 
agricultural production in northeast 
China.

A major conclusion of the project is that
climate change is a serious, ongoing threat
to development and will add burdens to
those who are already poor and vulnerable.
Furthermore, climate vulnerability analysis
should be incorporated systematically into
the three main policy and institutional
frameworks relevant for adaptation, devel-
opment, disaster relief and climate change.
Ways of fostering conceptual, operational
and institutional linkages between these
three domains are described. These focus on
how to help communities take centre stage
in conducting vulnerability analysis and
implementation to enhance their long-term
capacities for adaptation.

Adapting to 
climate change

1 Yamin.F, Rahman A and Huq S (2005). Vulnerability,
adaptation and climate disasters: A conceptual overview.
IDS Bulletin, 36.4, p iii- vi

Interpreting mortality data
in emergencies

Checci F and Roberts L (2005). Interpreting and using mor-
tality data in humanitarian emergencies. A primer for non-
epidemiologists. HPN Network Paper No. 52, September
2005.

Summary of published paper 1

A house destroyed by
flooding in Bangladesh
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Group at a Khasdhalai flood
shelter in Bangladesh
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Arecently published paper presents
an analysis of the impact of WHO
infant feeding recommendations in
different settings characterised by

infant mortality rate (IMR). The findings
inform HIV-related infant feeding policy deci-
sions and are not intended for individual
counselling of HIV-positive mothers.

Using mathematical simulation modelling,
the effects of three intervention scenarios on
HIV-free survival (HFS) of children aged up to
24 months of age were considered:
• Replacement feeding (RF) from birth by 

HIV-positive mothers (RF24)
• Exclusive breastfeeding (EBF) up to 6 

months followed by early BF cessation 
(EBF6)

• No postnatal intervention (BF24) (default 
scenario). This group included early, pre-
dominant and mixed breastfeeding, and 
breastfeeding to 2 years of age and beyond.

Method
The modelling estimated rates of HIV transmis-
sion and non-HIV related deaths in seven age
intervals in children under the age of 2 years.
For every 1000 live births, the model calculated
the number of infant HIV infections and non
HIV-related deaths occurring during each inter-
val.

To illustrate the comparisons, data were
used from Ethiopia from both rural (IMR
115/1000 live births, 85% of the population)
and urban (IMR 97/1000 live births) areas.
Antenatal HIV prevalence was 3.7% in rural
areas and 13.2% in urban areas. Ethiopia was
selected due to its rapidly expanding Mother to
Child Transmission (MTCT) prevention pro-
grammes, rural/urban differences, and IMRs
which have not increased due to the HIV pan-
demic.

Critical IMRs  were estimated to identify
populations, characterised by the IMR, where
the optimal postnatal intervention strategies
would vary, in order to inform policy discus-
sions. The sensitivity of the values were exam-
ined by rerunning the model simulations using
the lower and upper limits of the 95% confi-
dence intervals for estimates of the age-specific
risks for each of the interventions.

Main findings
In Ethiopia, EBF6 produced the best HFS per
1000 live births in HIV-positive women in both
rural and urban areas. In urban areas, RF24 pro-
duced a similar outcome to no postnatal inter-
vention. The findings from Ethiopia suggest
that RF should not be generally promoted as an
infant feeding strategy to reduce MTCT. In both
settings, exclusive breastfeeding for six months
with early breastfeeding cessation is the best
strategy.

Critical IMR2 values identified were as follows:
• IMR is <25/1000 live births, RF24 results 

in the greatest HFS to 24 mo. 

• IMR > 25/1000 live births, EBF6 produces 
the best outcome. (This applies to most 
low-income countries).

• IMR  101/1000, RF24 results in lower HFS 
than no postnatal intervention (BF24).

Sensitivity analysis found that:
• For no breastfeeding, the critical IMR values

for choosing between EBF26 and RF24 was 
43/1000 live births (using the lower bounds 
of the 95% CI) and 15/1000 live births 
(using higher bounds).

• Where IMR>93-112/1000 live births, no 
intervention at all is better than RF24.

• At the level of postnatal transmission risk 
used in the model and using the point esti-
mate of no breastfeeding, where 
IMR>56/1000 live births, six months of 
breastfeeding produces a better outcome 
than no breastfeeding from birth (RF24).

Limitations of the study
Conservatively high estimates of the risk of HIV
transmission in the first weeks of life were
made, since this cannot be identified using cur-
rent testing methods.

The estimate for postnatal transmission rates
for EBF is based on one observational study
from Zimbabwe where early EBF was associat-
ed with a reduced risk of HIV transmission3. 

The age-specific risk of death from artificial
feeding is based on studies where mothers
chose to feed artificially for reasons unrelated to
HIV. The authors suggest that the relative risk
of mortality due to no BF is likely to be greater
where BF is avoided due to maternal HIV or
related illness. Population-based data on HIV-
associated artificial feeding are urgently need-
ed.

IMR is used in this modelling as it reflects
the burden of infectious disease, poor hygiene
and sanitation and limited access to quality
healthcare, which are the same conditions that
increase the risk of RF in infants. While most
deaths associated with HIV occur after infancy,
the authors advise caution applying these find-
ings to settings where the IMR is highly influ-
enced by the HIV pandemic. They recommend
policy makers use IMRs estimates prior to the
epidemic circulation, or draw conclusions with
caution.

The analysis assumes full compliance of
HIV-positive mothers with the WHO-recom-
mended advice. Imperfect compliance will
influence outcomes. For example, lower com-
pliance with EBF6 (i.e. non-exclusive breast-
feeding) will increase postnatal transmission.

IMR may vary substantially among different

sub-populations within countries. Thus popu-
lation-based analysis is not a substitute for indi-
vidual counselling and informed choice with
individual risk assessment.

Mathematical simulations simplify the diffi-
cult choices facing policy makers and families
affected by HIV/AIDS. Introducing breastmilk
substitutes into health programmes has been
problematic and controversial. Tools are needed
to evaluate whether such procurement is appro-
priate or whether efforts and resources should
be directed elsewhere, e.g. on supporting EBF
with early BF cessation and nutrition support
for young children.

Conclusions
IMR-based analyses can help to guide govern-
ment policy decisions about which infant feed-
ing strategies to invest in and emphasise for
HIV-positive mothers in different settings.

The authors conclude that findings from
new research on making BF safer for HIV-posi-
tive mothers, through extended ARV prophy-
laxis, prevention 
and treatment 
of breast infec-
tions, and EBF 
must urgently 
be put into 
practice.

Research

Using IMRs to inform policy
decisions on infant feeding
and HIV
Summary of published research1

1 Piwoz EG and Ross JS (2005): Use of Population-Specific
Infant Mortality Rates to Inform Policy Decisions Regarding
HIV and Infant Feeding. The American Society for Nutritional
Sciences J. Nutr. 135:1113-1119, May 2005
2 A critical value is the value for which the number of HIV-
free survivors is the same for the two intervention scenarios
being compared, holding all other values constant.
3 See research summary in Field Exchange 26.

WHO recommendations

Mother-to-child transmission of HIV occurs
during pregnancy, at the time of delivery, and
through breastfeeding (BF). WHO recommends
avoidance of all BF when replacement feeding
(RF) is affordable, feasible, acceptable, sus-
tainable, and safe. Otherwise, exclusive
breastfeeding (EBF) followed by early BF ces-
sation is recommended. 

New guidelines by WHO on the use of anti-
retroviral drugs to prevent infant HIV infec-
tion in resource limited settings recommend
single, dual and triple therapy options that
would reduce the risk of the infant being born
with HIV to 5-14%.

Feeding bottles in a camp in Pakistan
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Arecent LANCET article1 esti-
mates the cost of delivering
comprehensive child survival
interventions in 42 countries

where 90% of global child deaths occurred
in 2000. The modelling exercise was
undertaken in order to find out whether
the achievement of the Millennium
Development Goal (MDG) for child sur-
vival falls within the financial capacities of
donors and developing countries.  

All child survival interventions shown
to reduce mortality from the major causes
of death in children younger than 5 years
were incorporated into a delivery
timetable. This timetable comprised of 18
contacts between a child or mother and a
health-care provider in the period from
before birth until the child reached five
years. The running costs of delivering the
interventions at universal coverage levels
were calculated as the sum of unit costs for
drugs and materials, delivery costs, and
programme management and support
costs, including supervision. Costs were

The findings of a participatory assessment of
Burundian and Rwandan refugee perceptions
of the quality of health services in camps in
Ngara, Tanzania is reported in a recent article

in Disasters1. Taking a beneficiary-centred approach, it
examines a collaborative effort by several agencies to
develop a generic field guide to analyse refugees’
views of healthcare services. 

Although the primary focus was on healthcare, sev-
eral broader questions considered other general appre-
hensions that might influence the way refugees per-
ceive their healthcare. Findings indicated that while
refugees in Ngara were generally satisfied with the
quality of healthcare provided and healthcare promo-
tion activities, recognition of some key refugee con-
cerns would assist healthcare providers in enhancing
services. With increasing need for refugee community
participation in evaluating humanitarian assistance,
this assessment has relevance both in the context of
Ngara and beyond. 

The bulk of humanitarian financing
comes from a set of wealthy industri-
alised countries, a group best repre-
sented by the Development Assistance

Committee (DAC) of the Organisation for
Economic Cooperation and Development
(OECD). However, a much more diverse range
of official donors are involved in humanitarian
response. States in the Gulf are particularly
active, as are countries in Asia, the accession
states to the European Union (EU), South
Africa, and countries in Latin America. These
donors have been engaged in humanitarian
response for many years and are outside the
traditional ‘club’ of the DAC and other key fora
in which the policy, principles and practices of
humanitarian donorship are discussed and
debated. 

A report just published by HPG1 explores the
role of these donors in international humanitar-
ian action. It details their history of aid-giving,
financing trends and institutional and policy
frameworks, as well as the implications of their
efforts for the international humanitarian sys-
tem. 

As with the DAC donors, a range of political,
economic, strategic and religious factors under-
pin aid donorship among non-DAC countries.
The political origins of aid programmes in
China, India and Yugoslavia, for instance, can be
traced back to the formation of the Non-Aligned
Movement (NAM) in the 1950s, which formulat-
ed a rationale for assistance between developing
countries. The principles of the NAM – in partic-
ular respect for sovereignty and territorial
integrity – remain important today, and inform
criticism of western governments’ adoption of

humanitarian intervention as a way of further-
ing broader political ambitions. 

For most countries, economic growth has
also been a key determinant of aid, especially
for the oil-rich countries of the Gulf. Security
factors too are important -for South Korea and
China, security concerns related to North Korea
have always loomed large, while concerns for
Balkan stability were important in stimulating
aid programmes from Central European states,
such as Slovenia, in the 1990s. 

Very few non-DAC states articulate the objec-
tives of official humanitarian aid. Decision-mak-
ing and resource allocation tend to be spread
across a number of departments, each control-
ling small amounts of ‘official aid’ expenditure.
This makes it difficult to trace and measure aid
spending, a difficulty compounded by the fact
that ‘official aid’ is not consistently defined. The
scope and nature of the activities that these
states call ‘humanitarian’ often seem to reflect a
wider and more complex interpretation of the
term than is the case within the DAC.

Indicative findings of the research suggest
that non-DAC donors represent up to 12% of
official humanitarian financing in any given
year. These donors are engaging in a growing
number of countries, though they concentrate
the bulk of their resources on a few specific
crises, particularly in neighbouring countries.
There is a strong preference for bilateral aid
over multilateral routes, particularly govern-
ment-to-government, as well as through nation-
al operational agencies like the Red Cross/Red
Crescent societies. This preference for bilateral
routes reflects a view that aid is part of a deeper,
mutually beneficial partnership. It also stems

estimated at coverage levels reported for
2000 and the additional costs of providing
services at universal coverage levels.

The study found that US$5.1 billion in
new resources is needed annually to save
six million child lives in the 42 countries
responsible for 90% of child deaths in
2000. This cost represents $1.23 per head
in these countries, or an average cost per
child life saved of $887. Sensitivity analy-
ses for salary levels for community deliv-
ery agents, drug costs and coverage rates
for 2000 were used to develop uncertainty
estimates around the US$5.1 billion annu-
al price tag, that ranged from about $3.1
billion to $8.0 billion. 

Achieving the MDG for child survival
is affordable for donors and developing
countries. Scaling up health delivery is the
challenge, and along with the lack of
funds, will be the limiting factor in reduc-
ing child mortality by two-thirds by 2015.  

from a desire for visibility, and for aid to be
delivered in a timely manner. 

Non-DAC donors remain under-represented
in the international fora in which aid policy is
discussed and decisions are made. However, as
their share of official humanitarian assistance is
likely to grow considerably, especially if aid-
giving from countries such as China and India
remain linked to economic growth, it is crucial
that these governments are encouraged to
engage in greater dialogue with other donors
and to participate more fully in international
debates. 

There is no easy way to bring this diverse
range of donors into the key fora in which
humanitarian policy is discussed. Groupings
like the DAC have restricted membership and it
is unlikely that the DAC could ever be truly
representative of the global pool of donor gov-
ernments. 

There are signs that some of these challenges
are beginning to be addressed. New partner-
ships have been established between non-DAC
donors and UN humanitarian agencies and the
Red Cross/Red Crescent Movement. DAC
donors have sought to strengthen their links
with non-DAC states, both through the forum of
the DAC and by building bilateral aid relations.
Also, ongoing investment in South-South coop-
eration, as well as utilising regional fora as mech-
anisms for aid policy coordination and dialogue,
have been key recurring issues on the non-DAC
aid agenda, and are likely to remain important. 

Importance of non-DAC donors in humanitarian aid

Affordability of the MDG for
child survival 

Refugee perceptions 
of quality of 
healthcare 

1 Harmer A and Cotterrell  L (2005). Diversity in donorship.
The changing landscape of official humanitarian aid. HPG
Report 20, September 2005

1 Rutta E et al (2005). Refugee perceptions of the quality of health-
care: findings from a participatory assessment in Ngara, Tanzania.
Disasters, volume 29 (4), pp 291-309. 

1 Bryce. J (2005). Can the world afford to save the
lives of 6 million children each year? The Lancet, vol
365, June 25, 2005, pp 2193- 2201
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The ENN and Save the Children UK
(SC UK) have just begun a joint
research study to assess the impact
and effectiveness of emergency sup-

plementary feeding programmes (SFPs). The
rationale for the study is that there has been no
credible overall assessment of the impact or
effectiveness of these programmes. Critics of
emergency SFPs have raised questions about
their appropriateness in the absence of ade-
quate general rations (a frequent occurrence
during emergencies) and the relative cost-inef-
ficiency of setting up a separate infrastructure
from the general ration programme in order to
allocate small quantities of food to vulnerable
groups. Furthermore, there are many examples
of emergency SFPs that have failed to meet
SPHERE targets due to factors like insecurity,
difficult terrain and resulting poor access, and
staffing problems. A recent review  of pub-
lished evidence for impact of SFPs in emergen-
cies between 1980 and 2004 involving five data
bases revealed that only a minute percentage
of programmes have been rigorously evaluat-
ed in terms of impact with findings published. 

The ENN/SC UK study will include target-
ed and blanket SFPs in acute and chronic emer-
gencies with a main focus on children under
five years of age. A minimum of 156 SFPs
implemented by 15 agencies over the past
three years will be included in the review.
These programmes have been implemented in
Africa (19 countries), Central Asia (2 coun-
tries), South Asia (2 countries), Far East Asia (1
country), and Central and South America (3
countries).  A consortium of agencies is provid-
ing funding for the work.

There are four primary objectives for the study:

Objective 1: To describe the characteristics of
emergency SFPs implemented in recent years
(targeted and blanket), e.g. objectives, proto-

cols, adherence to current guidelines, type of
population served and characteristics of popu-
lation, etc. Blanket and targeted programmes
will be presented separately. Where possible,
major events that affected the programme dur-
ing implementation will be described, e.g.
breaks in food aid pipeline, attacks, absence of
staff, overcrowding, etc.  

Objective 2: To assess the effect of emergency
SFPs on patients enrolled in the programmes
(efficacy of the protocol) and the organisation
and contextual factors impacting outcome.
Outcomes will include recovery rates, rates of
weight gain, and duration of stay in pro-
gramme. Attendance and defaulter rates will
also be considered. 

Objective 3: To assess the impact of emergency
SFPs in the population (effectiveness of the
programme) and the contextual factors influ-
encing impact. The key indicator for this will
be malnutrition and mortality rates in the pop-
ulation as well as programme recovery rates
and coverage. 

Objective 4: To describe and compare the costs
of SFPs in different emergency contexts and to
compare these costs with other types of inter-
vention with similar objectives, e.g. expanded
general ration programmes. 

It is hoped that the study will be completed
and written up by September 2006. Findings
will be summarised in Field Exchange.

For further information contact Frances
Mason, SC UK, email: f.mason@savethechil-
dren.org.uk or Jeremy Shoham, ENN,
email:jshoham@easynet.co.uk. 

Lusaka in Zambia is the location for a
recent study on maternal micronutrient
status and decreased growth of infants
born during and after the maize price

increase resulting from the southern African
drought of 2001-2002.

Between June 2001 and July 2003, a longitudi-
nal cohort was recruited from women at 32-34
weeks gestation. Follow-up continued to 16
weeks postpartum, ending the beginning of
January 2004. Inclusion criteria for the study
were residence within the Chilenje clinic catch-
ment area, known HIV status and written
informed consent. HIV status could be either
positive or negative.   

Blood samples and data were analysed
according to whether they were collected before
(June to December 2001), during (January 2002-
April 2003) or after (May 2003 to January 2004)
the period of increased maize prices. The season
and maternal HIV status were controlled for in
the analyses. 

The main findings of the study were that
maize prices increases were associated with
decreased maternal plasma vitamin A during
pregnancy and reduced plasma vitamin E post-
partum. The lowest values were among samples
collected after May 2003 compared with before
January 2002. There were no significant effects of
sampling date on maternal weight, haemoglobin
or acute-phase proteins and only marginal
effects on infant weight. Such sub-clinical
micronutrient deficiencies are sometimes known
as ‘hidden hunger’ and are not usually consid-
ered during food shortage emergencies, unless
macronutrients deficiencies are present. 

Infant length at 6 and 16 weeks of age
decreased progressively throughout the study
(P-values for time of data collection were 0.51 at
birth, 0.051 at 6 weeks and 0.026 at 16 weeks).
The difference supports the hypothesis that
stunting is partly due to prenatal insults. Infants
born after maize prices had decreased again
were the shortest; maize prices would have been
high for at least part of the gestation of all these
infants. The differences in length z-scores of 1.06
at 6 weeks and 0.77 at 16 weeks between the first
and last birth cohorts translate into length differ-
ences of 18 mm and 5 mm respectively and are
large enough to be of public health importance. 

The results show modest effects of the maize
price increases on maternal micronutrient status.
The most serious consequence of the price
increases is likely to be increased stunting
among infants whose mother’s experiences high
maize prices while pregnant. During periods of
food shortages, it might be advisable to provide
micronutrient supplements even to those who
are less food insecure. 

During the past six months, the ENN
received a number of requests as to
what are the most appropriate and
practical weighing scales to use to

weigh infants. This was in the context of
assessment and management of severe malnu-
trition in infants under six months of age, and
weight measurement of this age-group in
nutrition surveys.

Following initial feedback from experts and
agencies, we are investigating what scales are

ENN/SC UK investigation of impact
and effectiveness of SFPs

1 Duffield. A et al (2004). Review of the published litera-
ture for the impact and cost-effectiveness of six nutrition
related emergency interventions. Report prepared by the
ENN, December 2004. Available in print from the ENN or
online at http;//www.ennonline.net

Weighing infants under six months

Maternal
micronutrient
status and
decreased infant
growth
Summary of published research1

the most appropriate for field conditions for
young infants and are keen to hear experiences
from field agencies. In particular, what scales
are currently being used, their pros and cons,
and whether you are interested in taking part
in any field testing or comparison of different
scales.

For further information, contact Marie
McGrath, ENN, email:marie@ennonline.net,
marie.mcgrath@gmail.com

1 Gitau R et al (2005). Maternal micronutrient status and
decreased growth of Zambian infants born during and after the
maize price increases resulting from the southern African
drought of 2001-2002. Public Health Nutrition 8 (7), pp 837-843

A SFP as part of a community therapeutic care programme in Niger
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Capture-recapture studies are used to esti-
mate the size of a population when a
census may be infeasible or impossible
to conduct. The basic idea of capture-

recapture studies is to sample and identify indi-
viduals, or cases, from a population and then
resample the population to see what fraction of
individuals, or cases, in the second sample were
identified in the first sample (i.e. the fraction of
individuals, or cases, that were found in both
samples).

In this article we will explore the use of capture-
recapture techniques to estimate the sensitivity
(also called exhaustivity) of two case-finding
methods. The sensitivity of a case-finding method
is a measure of how well the method performs at
finding cases. This is useful for:

1. Selecting a rapid case-finding method for use
by outreach workers.

2. Selecting a rapid case-finding method for use 
in coverage surveys using the new centric 
systematic area sampling (CSAS) method.

In both cases we would want a rapid case-finding
method that finds all or nearly all cases (i.e. a rapid
case-finding method with a high sensitivity).

Figure 1 shows a capture-recapture study in dia-
gram form. In this diagram:

N = Total number of cases in the study 
population

M = Number of cases found in the first 
sample

C = Number of cases found in the second
sample

R = Number of cases found in both samples

For this application one sample will usually be col-
lected using a census (or census-like) sampling
method such as central-location screening or
house-to-house screening and the other sample
will be collected using a rapid case-finding
method.

Figure 2 presents a capture-recapture study with
four sets of cases labelled a,b, c, and x. In this
diagram:

N = a + b + c + x
M = a + b
C = a + c
R = a

By Johannah Wegerdt, Monica
Zanchettin and Mark Myatt

Monica Zanchettin is a coverage surveyor
for Valid International. She has worked
for the International Organisation for
Migration in Ethiopia and Hungary and
has completed MSc studies in Forced
Migration and an MPhil in Advanced
International Studies. 

Johannah Wegerdt currently works as an
epidemiologist in the UK. She previously
worked for Valid International, conduct-
ing coverage surveys in Malawi, Ethiopia,
South Sudan, Darfur and Zambia
between 2003 and 2005, and worked as
an epidemiologist for MSF in Uzbekistan
(2000 to 2001).

Mark Myatt is a consultant epidemiologist
and senior research fellow at the Division
of Opthalmology, Institute of Opthalmol-
ogy, University College London. His areas
of expertise include infectious disease,
nutrition and survey design.

Assessing 
sensitivity of
case-finding
using capture-
recapture 
techniques 

Where x is unknown. This information can be
presented as a two-by-two table (Figure 3).

If we assume:
1. The population is closed (i.e. there is no 

change in the population during the investi-
gation).

2. Cases sampled on both occasions can be 
identified and matched.

3. Each case has an equal chance of being 
included in each sample (equal catchability).

4. The presence of a case in the second sample is
not influenced by the presence of the same 
case in the first sample (independence).

then we can calculate a value for the unknown x
cell in the table:

a / (a + b) = c / (c + x)
c x (a + b) = a x (c + x)
b x c = a x x
x = (b x c) / a

Knowing x allows us to estimate the total num-
ber of cases in the study population:

N = a + b + c + x
N = a + b + c + (b x c) / a
N = ((a + b) x (a + c)) / a

This can be expressed more simply as:

N = (M x C) / R

Once we have an estimate of the total number of
cases in the study population we can estimate the
sensitivity of the case-finding methods used for
each sample:

Sensitivity of method one (%) = 
((a + b) / N) x 100 = (M / N) x 100

Sensitivity of method two (%) = 
((a + c) / N) x 100 = (C / N) x 100

Confidence intervals can be calculated for these
estimates. The details of the calculations required
are beyond the scope of this article. The required
calculations can be performed using the EpiTable
module in EpiInfo.

We are usually only interested in the sensitivity of
the rapid case-finding method. More specifically,
we are interested in confirming that the sensitivi-
ty of the rapid case-finding method is 100% (i.e.
all cases found) or nearly 100% (i.e. nearly all
cases found).

It is important that the assumptions behind these
estimates are not violated.

Closed population assumption
If the closed population assumption is violated, then
cases found in one sample cannot be found in the
other sample. This reduces the probability of
recapture and will lead to an overestimation of N
and an underestimation of sensitivity. Our experi-
ence using capture-recapture techniques in CSAS
coverage surveys suggests that this assumption
can be met provided that only a short time is
allowed between the collection of the two samples
so that cases are not lost from the study population
due to mortality, recovery, or displacement and
cases do not enter the study population as incident
cases or as displaced existing cases. It is also

Case found in sample 1?

Case found
in sample 2?

a b

c d

yes
yes

no

no

Recording the
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during MUAC measurement
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important to ensure that neither sample is taken
on market days, feast days, holidays, distribu-
tion days, or days / times when many people
may be absent from their home community. 

In one study we found that people from
neighbouring villages were attracted by central-
location screening activities. This meant that the
population for central-location screening was
larger than the population for rapid case-find-
ing. This was likely to lead to an overestimation
of N and an underestimation of the sensitivity
of the rapid case-finding method. In the same
study, a study village was located close to a
major road and passers-by attempted to join the
central-location screening. Again, this meant
that the population for central-location screen-
ing was larger than the population for rapid
case-finding. This was likely to lead to an over-
estimation of N and an underestimation of the
sensitivity of the rapid case-finding method. In
such situations it is important to identify and
censor ‘excess’ members of the study popula-
tion by asking the carers of children where they
live and confirming this with a key informant
or local guide such as a village health worker,
traditional birth attendant, or traditional healer.
Such problems may also be avoided by careful
selection of study sites. In both cases central-
location screening acted as an attractor and the
use of alternative methods such as house-to-
house screening should be contemplated. 

Ensuring a closed population can be very
difficult in refugee camps during the early
stages of an emergency. This is because the
camp population may change on a daily basis
as refugees arrive or are dispersed to other
camps or to live within the host-population.
The problem still exists once a camp population
has stabilised as the population that can be fea-
sibly sampled may change from day-to-day as
carers attend activities such as education /
health-promotion / vaccination programmes
and food or clothing distributions. In these
cases it is important to work closely with camp
authorities to identify if a violation of the closed
population assumption is likely, and to become
familiar with activity timetables to ensure that
you take both samples when carers are likely to
be at home with their children. 

Camps for internally displaced persons
(IDPs) are even more challenging than refugee
camps. IDP camps tend to be less organised
than refugee camps so that it can be very diffi-
cult to track population changes and IDPs may
leave the camp for work or foraging activities
on an irregular basis. In such situations you will
probably be restricted to identifying whether or
not a violation is likely to have occurred and
use this information when interpreting sensitiv-
ity estimates. Care should be taken when sam-
pling to ensure that the physical boundaries of
areas to be sampled are well defined. Failure to
do so is likely to results in different areas being
used for the two samples. 

Since mistakes will be made at the bound-
aries of sampling areas, this can have a large
effect on the size of the population sampled on
each occasion. This may be a particular problem
in urban areas. In such situations it is a good
idea to use existing boundaries such as roads
and have the study team to produce a rough
map of the area used for the first sample which
can be used when collecting the second sample.

Cases found in both samples must be reli-
ably identified and matched. If true matches are
missed, then the number of recaptured cases is
falsely reduced leading to an overestimation of
N and an underestimation of sensitivity. If false
matches are created then the number of recap-
tured cases is falsely increased leading to an
underestimation of N and an overestimation of
sensitivity. In our experience, matching has not

proved to be a problem provided sufficient iden-
tifying information is collected. The minimum
identifying information required is full name (i.e.
first, middle, and last names), sex, and age.

Equal catchability
The equal catchability assumption does not
require that the probability of being found is the
same for both methods. It requires that all cases
have an equal chance of being found for each
method. If some cases have a low probability of
being found by either method, then N will be
underestimated and sensitivity overestimated. 

In our experience, carers of very sick chil-
dren (i.e. children likely to be cases) tend to be
reluctant to attend central-location screening.
This is unlikely to be a major problem since
such children tend to be found by a reasonably
sensitive case-finding method. The use of alter-
native to central-location screening, such as
house-to-house screening, should be contem-
plated should you have any doubts about the
ability of the rapid case-finding method to find
very sick children. You should be aware, how-
ever, that sick children may also be ‘hidden’ in
house-to-house screening. It is vital to have a
good understanding of how the local popula-
tion defines sickness and malnutrition in order
to develop a sensitive rapid case-finding
method. In one study we found a marked reluc-
tance in the population to attend for central-
location screening and to co-operate with
screening activities using a rapid case-finding
method. This was found to be due to screening

Table 1 Assumptions, violations, effects, and preventatives

Violated assumption

Closed population

Closed population

Independence

Equal catchability

True matched
missed

False matches
created

Positive 
dependence

Negative
dependence

Preventive measures

Short time between samples.
Avoid sampling on certain (e.g. market) days.
Careful selection of study sites.
Appropriate use of central-location screening.
Testing for residency.
Clearly define the physical boundary of each study site:

Existing boundaries.
Map study area for first sample.

Ensure that local guides understand the scope of the
study population and do not introduce bias by systematic
exclusion of some individuals.

Collect sufficient identifying data.

Use a method sensitive to very sick children. This may
require qualitative work to understand how the local 
population defines sickness and malnutrition.
Use house-to-house screening for one sample.
Careful selection of study sites.

Use separate teams to collect each sample.
Use different informants / local guides for each sample.

Effect on ...

N Sensitivity

A group of
spear masters Al Riyad Camp

Having a chat with a local healer

M.Myatt, Ethiopia, 2004
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Certain tropical diseases are being unjustly
ignored in Africa because funding is so heavily
concentrated on the ‘big three’ (HIV/AIDS, TB and
malaria), according to a news piece in the BMJ1 .
The neglected tropical diseases include schistoso-
miasis, onchocerciasis, trachoma, lymphatic filari-
asis, and the soil transmitted helminth infections,
and are responsible for as many as half a million
deaths a year. According to the article, instead of
95% of funding being addressed to the ‘big three’,
only spending 90% and freeing up 5% of funds
would do a lot to address the other neglected dis-
eases which can be effectively treated with a mini-
mum budget, estimated at $0.40 a year per person.
A proposed rapid impact package includes four
drugs, three of which would be donated by multi-
national pharmaceutical companies. Compared to

A debate is raging among donors over whether aid
to address food insecurity should be sent as food
or cash. A report, published at the end of
September 2005 by the Organisation of Economic
Co-operation and Development (OECD), conclud-
ed that shipping food, rather than cash, to disaster
areas cuts the benefit of aid by 30%. Several of the
largest aid donors, including the EU and Canada,
have taken this view on board and have replaced
some of their food-only shipments with money.
For the USA, however, the switch is proving diffi-
cult. 

The Bush Administration wants to purchase
25% of its food aid abroad, rather than buying it in
the USA and shipping it to where it is needed as
required under current law. This policy would
make food aid much more effective by cutting
transportation costs, which currently swallow 40%

Funding too concentrated on
‘big three’ diseases 

Donor debate over food for cash

a minimum of $200 per year to treat HIV/AIDS,
$200 to treat a single dose of TB and $7-10 to treat
a single dose of malaria, the cost of the package
would be negligible. 

There are currently six public-private partner-
ships working in Africa linked to specific neglect-
ed tropical diseases, each reaching a large number
of people. There are plans to bring them all togeth-
er, thereby removing morbidity due to these dis-
eases from the burden of disease equation for
Africa. The challenge is to get donors to adopt a
more evenly balanced funding strategy towards
tropical diseases. 

of aid money. And, since the USA funds just under
60% of all food aid, a change could have a substan-
tial effect on the global burden of hunger. Senate
leaders have other ideas, however. On the 22nd of
September 2005, they voted against the Bush pro-
posal, in a move widely viewed as an attempt to
protect the interests of US farmers and cargo-ship
firms who currently profit from government-
donated aid. 

The stance adopted by US congressmen under-
lines that what is needed is not simply more food
or aid, but a concerted international effort to elim-
inate domestic political constraints on aid sourcing
and delivery. 

Summary of published report1 

1 Morales K (2005). Funding in Africa is concentrating too heavily
on the ‘big three’. BMJ, vol 331, 15th October 2005, pp 866

1 The Lancet (2005). Boosting the effectiveness of food aid. The
LANCET, vol 366, pp 1422, October 22, 2005 

Shipping food aid from donor countries greatly adds to the cost
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fatigue caused by the villages being
repeatedly screened without any
obvious and direct advantage to the
community or to the screened indi-
viduals. This is likely to be a problem
when villages are selected because of
their proximity to feeding centres and
main roads. Such problems may be
avoided by careful selection of study
sites.

Independence
The assumption of independence (i.e.
that the presence of a case in the sec-
ond sample is not influenced by the
presence of the same case in the first
sample) underlies the derivation of
the estimator for N. If there is positive
dependence (i.e. if cases found in the
first sample are more likely than cases
not found in the first sample to be
found in the second sample) then N
will be underestimated and sensitivi-
ty overestimated. If there is negative
dependence (i.e. if cases found in the
first sample are less likely than cases
not found in the first sample to be
found in the second sample) then N
will be overestimated and sensitivity
underestimated. The assumption of
independence is violated in almost all
capture-recapture studies but efforts
should be made to minimise the bias
that this may introduce. For testing
case-finding procedures for use in
CSAS coverage surveys, we have
used separate teams assisted by dif-
ferent key informants to take the two
samples, so as to avoid introducing
positive dependence, and issued
referral slips only after the second
sample has been taken, so as to avoid
introducing negative dependence.

From the foregoing it should be
clear that capture-recapture studies
should be undertaken with consider-
able care so as to avoid gross viola-
tions of the assumptions behind the
method. Most capture-recapture
studies will violate the underlying
assumptions to some degree but can
still provide useful results because we
can usually identify the violation and
predict its likely effect on the estimate
of sensitivity (Table 1). The assump-
tions behind the capture-recapture
method and measures to avoid their
gross violations should inform the
planning and execution of capture-
recapture studies (Table 1).
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In 2005, Médecins Sans Frontières (MSF) treated
more than 60,000 severely malnourished chil-
dren during the crisis in Niger. Over 70% of the
children were cared for on an outpatient basis,
using Ready to use Therapeutic food (RUTF)1 .
In light of this experience, MSF hosted an infor-
mal technical meeting on ‘New Perspectives in
Responding to Nutritional Emergencies:
Ambulatory and Community-Based Therapeutic
Care (CTC)’ on November 1, 2005 in New York.
The forum provided an opportunity to
exchange operational experiences in the treat-
ment of severe malnutrition in emergencies.
Discussions centred on programme implica-
tions and challenges raised by outpatient and
community-based therapeutic care in emer-
gency settings.

The meeting focused on three areas:  
• New developments in community-based 

care and medical protocols
• Operational challenges faced in Niger 
• Intervention strategies across differing emer-

gency contexts.  

Presentations by Valid International,
Concern Worldwide, Save the Children-US and
MSF provided technical and contextual pro-
gramme overviews from recent field experi-
ences in Niger, Darfur, Ethiopia, Chad and
Nigeria. The following key points emerged:

There is a general consensus, based on expe-
rience in different settings, that community
based approaches (outpatient and CTC) using
RUTF (Plumpy’nut and locally produced
RUTF) are effective in treating severe acute mal-
nutrition. Unlike traditional centre based care,
they provide the opportunity for reaching very
large numbers of children without incurring
substantial additional costs.  

There is consensus regarding the use of the
revised classification for acute malnutrition2.
This classification based on CTC experience
distinguishes between those requiring inpatient
stabilisation care (acute malnutrition with com-
plications) and those who can be treated direct-
ly on an outpatient basis (acute malnutrition
without complications). This classification
allows agencies to achieve high coverage while
maintaining quality of care for those who
require it.

There is agreement that we need to “do more
and do it better.”  In other words, quantity does
not have to come at the sacrifice of quality of
care. Protocols and terminology now need to be
clarified so that all can benefit from the experi-
ences of organisations that are already engaged
in ambulatory care and CTC interventions.

MSF’s experience in treating more than
60,000 severely malnourished in Niger during
the 2005 crisis demonstrates the enormous pos-
sibility of emergency programme scale-up
using outpatient care, while maintaining excel-
lent programme outcomes compared to
SPHERE (cure rates >90%, mortality <5% and
defaulting < 5%). Overall, 70%3 of the caseload
was treated directly in an outpatient pro-
gramme. This extended reach (coverage) has
profound implications for all involved in caring
for and preventing severe acute malnutrition.  

In Niger, there were a number of internation-
al non-governmental organisations (NGOs)
working on development focused food and
nutrition-related programmes. The 2005 nutri-
tional crisis highlighted tensions and con-
straints in shifting from development to an
emergency programme, as well as the need for
a more proactive response independent of
media attention.  

Treatment for severe acute malnutrition is
the same whether in an emergency or non-
emergency setting. CTC should therefore, in
principle, facilitate easier transitions between
development and emergency response, given
that the programme elements are the same. 

Discussion points of interest
Programme experiences
Programme presentations from Niger, Darfur,
Ethiopia, Chad, and Nigeria provided insights
into outpatient care and CTC approaches in
various emergency contexts. These contexts
included functional, semi-functional, or non-
functional health systems; areas of limited
access due to insecurity or, by contrast (in the
case of Katsina, Nigeria), programme opera-
tions in an area with neither security nor appar-

ent food availability problems4. The CTC frame-
work aims to maximise the comparative advan-
tages of different agencies and is flexible
enough to adapt for all of these contexts. As
more agencies implement CTC in non-emer-
gency settings, existing CTC programmes can
facilitate emergency scale up. Proximity of serv-
ices to beneficiaries is key to early presentation
and early treatment. Other suggestions raised
that might speed the transition to emergency
scale response included:
• Loose or informal interagency agreements to

share responsibilities according to agency 
strengths.

• Moving towards specialisation to avoid 
overlap and to cover a range of needed pro-
grammatic responses.

However if we are seeing a trend towards
specialisation, are there any organisations other
than MSF ready to provide medical manage-
ment of stabilisation centres? Once MSF has
established emergency context stabilisation
centres, their handover presents yet another
challenge. In Niger, 18,000+ of the severely mal-
nourished required inpatient care. In MSF’s
experience, due in part to the sheer caseload
volume, handover of stabilisation centres was
an issue because of limited or non-existent
potential handover partners.

To improve patient outcomes in Niger, MSF
distributes a ‘protection ration’ each time a
child comes for outpatient care follow-up. The
idea behind this is to prevent sharing by pro-
viding food for other members (particularly
other children) in the household, as well as to
promote the concept of RUTF as a medicine for
the malnourished child.  

In responding to the Niger crisis, MSF
revived the concept of blanket feeding in oper-
ational areas. Efforts to ‘blanket’ feed all under
fives by distributing locally available food
offered another mechanism with which to inject
food into households with young children. 

Due to insufficient staffing or other pro-
gramme obstacles, active case finding of mal-

1 Plumpy’nut (Nutriset) was the RUTF used in Niger by all
organisations involved in treatment of severe acute malnutri-
tion.
2 Collins S, Yates R. The need to update the classification of
acute malnutrition. Lancet 2003; 362(9379):249. See also
ENN special supplement no.2 Community Based Approaches
to Managing Severe Malnutrition. Available from the EEN and
online at http://www.ennonline.net
3 70% represents the uncomplicated cases. The other 30%,
or some 18,000 cases, were complicated severe acute mal-
nutrition requiring inpatient care.
4 Although abundant food was available in local markets, due
to price, food was inaccessible to many Katsina State residents.

Highlights from 
MSF-hosted meeting
on outpatient and
community based
therapeutic care
By Kirsti Lattu, MSF Programme Officer and
Caroline Grobler-Tanner, Independent
Nutrition Advisor
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Examining an infant in
the TFC. Maradi, Niger
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Clarification of approaches

Outpatient care (synonymous with ambu-
latory care) focuses on the outpatient
treatment of the majority of severely mal-
nourished children and seeks to maximise
coverage in the short term. 

Community based therapeutic care
(CTC) has similar aims but differs in that it
places considerable emphasis on commu-
nity mobilisation and participation that
aims to maximise coverage and ensure the
longer term viability of the programme.  

Note: Except where specifically noted, the
terms CTC and outpatient care have been
used interchangeably in reporting these
meeting highlights.
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nourished children may not be feasible in every
situation. For example, MSF enrolled 60,000
children in Niger without community outreach
activities beyond active participation by moth-
ers (caretakers) themselves.

Grey areas
Discussions revealed several grey areas where
there are gaps in information and understand-
ing. For example:

In Niger and Nigeria, the majority of severe-
ly malnourished children are younger than 24
months. It was noted that if children survive
past weaning age, they are less likely to relapse.
Some sites admitted children of mothers who
walked 20-30 kilometres, while other sites did-
n’t attract parents (caretakers) who lived very
nearby. 

It is unclear why in some areas, selected fam-
ilies or even certain children, are more affected
than others. 

In Nigeria (population 150 million), where
the measles vaccination coverage is less than
10%, there is a measles epidemic every two
years resulting in malnutrition prevalence rate
peaks corresponding with measles outbreaks.
Emergency threshold levels for global acute
malnutrition may not be reached in high popu-
lation density settings such as Nigeria, but the
overall number of severely acute malnourished
children can be very high. Is this an emergency
or chronic situation? Furthermore, how do we
define nutritional emergencies? Given little or
sometimes no nutritional surveillance data, it is
challenging to differentiate between seasonal
variations, normal and emergency levels from
year to year.  MSF’s programme in Katsina
State, Nigeria treated over 12,000 cases of mal-
nutrition in 2005, initially in a post-measles epi-
demic response. At the time of the meeting,
MSF’s programme in Katsina State recorded
10.5% global acute malnutrition (GAM), 2.3%
severe acute malnutrition (SAM) and had
10,104 admissions over 18 weeks. There were
no epidemics at the time - is this a nutritional
emergency or ‘normal’? Who is responsible for
responding to severe acute malnutrition, if the
government does not?

Issues for further exploration
• Should we continue aiming for weight 

gains above 10g/kg/day (SPHERE) as 

indicated for inpatient treatment? Do we 
need to “stuff them like fois gras?” asked 
one presenter. MSF’s experience shows that 
even older children receiving only two 
Plumpy’nut a day showed reasonable 
weight gain.

• Do caregivers and their malnourished 
children admitted to an outpatient 
programme need to return for weekly 
consultations at outpatient sites? Concern 
Worldwide’s experience in Ethiopia suggests
the possibility of check-up consultations on 
a bi-weekly basis without detriment to 
patient progress. Thus we need to further 
explore when it would be appropriate to 
extend the time between check-ups.

• Continuing to explore other alternatives to 
Plumpy’nut for children that do not like or 
who cannot eat peanut-based products 
should be a priority in deveoping alternative
RUTF formulations.

• It is time to renew clinical research to 
determine the best protocols for treatment 
of severely malnourished children. We’ve 
done well in decreasing some causes of 
mortality and need to now turn attention to 
finding the most effective treatment for 
sepsis, colitis, etc. If there are no evident 
classical signs and symptoms (Integrated 
Management of Childhood Illnesses (IMCI) 
approach), we risk under diagnosing 

illnesses such as acute respiratory infec-
tions. Additionally, we need to revisit the 
best antibiotic combinations for effective 
treatment of these pathologies.

• In an effort to improve patient care, MSF-
France is raising the level of care available 
to those admitted into intensive care units 
within stabilisation centres. All intensive 
care units include oxygen, blood banking, 
and powerful, appropriate antibiotics. 

• There needs to be greater standardisation of 
anthropometry measurement (e.g. MUAC, 
weight for height measurements and per
cent of the median versus z scores) in order 
to facilitate sharing of programme informa-
tion, coordination across intervening 
organisations and evaluation.

Priorities for next steps
Since community based approaches using
RUTF are an accepted effective treatment for
severe malnutrition, it will be important to
develop clear guidelines and standards. The
guidelines should note the similarities and dif-
ferences between the different types of inter-
ventions (outpatient care, CTC), where they
may be appropriate and expected programmes
outcomes. Organisations considering imple-
menting community based programmes and
their donors need easy access to these guide-
lines and standards. 

WHO and UNICEF leadership must work to
quickly introduce and facilitate acceptance of
community based approaches within national
Ministries of Health. The role of UNICEF in
both a coordination role and in ensuring sus-
tainable supplies of RUTF in emergencies and
beyond must be clearly defined.   

One devil’s advocate queried, “As many
actors step up to undertake CTC or ambulatory
care, will these types of programmes become
another endless effort to alleviate chronic food
and other nutrition-related issues, rather than
addressing underlying root causes of malnutri-
tion?” Hopefully not. However, acutely mal-
nourished children need effective treatment.
The good news is that for cases without compli-
cations, this treatment has now been radically
simplified and thus is available to far more chil-
dren than ever before.

For further information, contact, Caroline
Tanner, email: cgroblertanner@yahoo.com or
Christophe Fournier, MD/MSF Director of
Programmes, email:
Christophe.Fournier@newyork.msf.org

Mothers line up with their children, all under
five years old, at an MSF TFC in Maradi, Niger.

Inpatient care in the MSFTFC,
Maradi, Niger
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On the 15th of December 2005, the Groupe
URD and Oxford Brookes University launched
the English version of the Quality COMPAS in
Oxford, the result of more than five years of
field and theoretical research (Quality Project,
Groupe URD, 1999-2004). About 40 people
from a wide range of institutions (including
OXFAM, MSF, ALNAP, Christian Aid, HAP-I,
Sphere, Medair, ENN, World Vision, RedR,
Irish MFA, Cranfield University) participated
in the presentation of this method and dis-
cussed key concerns about quality for the
humanitarian sector.

The Quality COMPAS is the first quality
assurance method specifically designed for the
quality management of humanitarian projects.
The main innovation proposed by the Quality
COMPAS is a shift from quality control (e.g.
post evaluation and verification of compliance
to standards) to quality assurance (prevention
by the management of critical points during
the project cycle). It is built around a unique
comprehensive quality reference system,
called the COMPAS Rose (see diagram).
Affected populations and their environment
are at the heart of this quality reference sys-
tem. It is composed of twelve criteria that
define the quality of a humanitarian project,
which take into account and go beyond the
OECD/DAC criteria1. For example, it includes
notions such as ‘the project respects the popu-
lation’, ‘the project is flexible’, ‘the organisa-
tion uses lessons learnt from experience’, etc. 

The continuous improvement of Quality
and the concept of ‘quality by the question’,
which are principles on which the Quality
COMPAS is based, seems to be relevant for the
humanitarian sector. This means that there are
no universal standards nor best practice (‘one
size fits all’ does not work) but a need to con-
textualise each humanitarian project regarding
the specific characteristics of the population,

their needs and their capacities, the institution-
al mandate, etc. What might be good some-
where might be ineffective, if not dangerous,
somewhere else.

According to many participants in the
Oxford conference, the COMPAS Rose has a
huge potential to refocus on the main ‘raison
d’être’ of humanitarian agencies; the service
provided to affected populations. It also
enables actors to evaluate the project by offer-
ing a palette of quality indicators linked with
the twelve quality criteria and offers a com-
mon reference to both managers and evalua-
tors.

A quality cultural revolution in the
humanitarian sector
Finally, the participants were very interested in
the discussion around the ‘quality cultural rev-
olution’ that the humanitarian sector is facing.
Quality is not just a question of a tool… there
are several issues at stake for the future of
quality in humanitarian aid, involving techni-
cal, ethical and managerial challenges. 

The technical challenge comes from the evo-
lution of the humanitarian sector. The ‘hand
craft’ age of humanitarian action - where sim-
ple processes were led by very few people - is
in the past. Nowadays, humanitarian projects
are highly complex processes (many actors,
several sectors of intervention, etc) and due to
this complexity, there is a need to generate
trust through quality approaches. 

The ethical challenge is linked with the fact
that in a regulated market, there is an obliga-
tion of quality, since an unsatisfied client has
the power of choice. This is not the case in the
humanitarian sector where beneficiaries have
no power of choice (little information, limited
comparison and scant competition). From the
outset and the statement of intent to act, there

New quality assurance method for humanitarian projects

should be an ethical obligation of quality for
humanitarian actors.

Last but not least, the managerial and
strategic challenge. The quality approach
should be adopted as a management method,
from the top-level to the field-level (trans-hier-
archical) and for every person involved in a
project (cross-sectorial). This means that deci-
sions about quality should be taken, moni-
tored and stimulated by the ‘top-management’
of an institution.

Next steps
The Quality COMPAS is now entering upon 
a new period with two main devel-opments:
• Development of a software to manage the 

information linked with quality: the 
Dynamic Quality COMPAS. This software 
will allow the real time construction of the 
project’ memory through the recording, 
step-by-step, of all key elements of the 
project. It will facilitate not only project 
design but also the monitoring and report-
ing of tasks. 

• Development of training material (based 
on field tests and pilot utilisation) and fur-
ther research: the CAPE Quality. The main 
out-put of this project will be the produc-
tion of training material, documentation 
and relevant information to allow humani-
tarian actors to put in place systematic and
explicit quality assurance systems within 
their organisation. 

Invitation to participate
To join the ongoing NGOs’ consultation of the
Dynamic COMPAS or to become one of the
pilot users of this software, contact: Karla
Levy, Dynamic COMPAS project coordinator
klevy@urd.org  tel: +33 (0)1 42 28 14 12

Groupe URD are also looking for partici-
pants in the new CAPE Quality programme.
This will include training in the Quality
Assurance method using Quality COMPAS, to
become a pilot user of the Quality COMPAS.
Step-by-step support in setting up the method
within your institution will be provided,
which will also serve to improve know-how
and knowledge regarding quality in the
humanitarian sector. Interested agencies
should contact Véronique de Geoffroy, CAPE
Quality project coordinator, email:vdegeof-
froy@urd.org, 
tel:+33 (0)4 75 28 29 35

The Quality COMPAS is available for consul-
tation on-line, see
http://www.projetqualite.org/compas/outil. 

To order the COMPAS kit (CD-ROM, manual
and Compas Board), email the Groupe URD
team at: compasqualite@urd.org

Summary of meeting1

1 Organisation for Economic Cooperation and
Development/Development Cooperation Directorate.
www.oecd.org/dac 'Guidance for evaluating Humanitarian Assistance
in Complex Emergencies', OECD, DAC, 1999, Paris.
See other quality and accountablity initiatives for the humanitarian
sector at http://www.alnap.org/quality.html
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The International Federation
of Red Cross and Red
Crescent Societies has just
published a guide on how to
conduct food security
assessments1. The guide is
intended for national socie-
ty staff and volunteers in
Africa who want to under-
take food security assess-
ments but have no back-
ground knowledge in this

area. The guide is meant to be
simple and highly practical and leads the
reader through all the steps of doing an assess-
ment, including the type of questions to ask
and how to ask them. It even advises on how
to prepare for the assessment and how to write
the terms of reference. Although the examples
and photos are taken from African pro-
grammes, the guide has been written so that it
can be utilised in other continents. 

The guide provides techniques and exam-
ples of how to perform a food security assess-
ment. The annex also contains useful informa-
tion, e.g. how to do a MUAC measurement
and a mapping exercise and how to make a
seasonal calendar and do proportional piling,
pair-wise ranking and year ranking.

The guide can be used both in rural and
urban settings and is available in both English
and French.  

To download a pdf file, How to conduct a
food security assessment. A step-by-step
guide for National Societies in Africa -
International Federation of Red Cross & Red
Crescent Societies, go to http://www.proven-
tionconsortium.org/files/76600-FS-
Assessment-en-LR.pdf  (English version,
5.8MB) and 
http://www.proventionconsortium.org/files
/76602-FS-Assessment-fr-LR.pdf (French ver-
sion, 3.5MB)

For further information, please contact, Mija
Ververs, IFRC, 
email: Mija.Ververs@ifrc.org 

1 IFRC (2005). How to conduct a food security assessment.
A step by step guide for National Societies in Africa.
International Federation of the Red Cross and Red Crescent
Societies 

The Public Health in Complex
Emergencies course (PHCE) is a two-week
residential course designed to strengthen
the public health skills and knowledge of
NGO staff, District Medical Officers and
other Ministry of Health staff working in
regions affected by complex emergencies,
as well as for international and govern-
mental staff involved in planning services
for affected populations.

Dates and venues for 2006 are:
• May 8–20, 2006: Asian Disaster 

Preparedness Center, Thailand
• November 2006: Institute of Public 

Health, Makerere University, Uganda

As part of the PHCE goal to institution-
alise these courses at regional centres, the
admission process is now be handled by
the regional partners (formerly handled by
the International Rescue Committee).  

ENN report of Washington CTC meeting 2005

New IFRC guide
on food security 
assessments

Training on Public Health in
Complex Emergencies

For details of the Thailand training, contact
Ms. Janette Lauza-Ugsang, Project Manager
Public Health in Emergencies (PHE), Asian
Disaster Preparedness Centre, P.O. Box 4
Klong Luang, Pathumthani 12120 Thailand
Tel: (66-2) 516 5900 ext 351
Fax: (66-2) 524 5360 / 524 5350
Email: janette@adpc.net 
Website: http://www.iph.ac.ug, 
Click on Trainings and Workshops

For Uganda, contact Ms. Prima Nalubega
Wasukira, Assistant Registrar, Makerere
University Institute of Public Health, Mulago
Hospital Complex, P.O. Box 7072, Kampala,
Uganda Tel: (256-41) 543872, 
(256-31) 263158/9 
Fax: (256-41) 531807  Mob:(256-77) 492941
Email: pnalubega@iph.ac.ug or
P_nalubega@yahoo.co.uk
Website: http://www.iph.ac.ug 
Click on Upcoming Events

A new ENN publication on operational challenges of imple-
menting therapeutic care is now available. The report sum-
marises key elements of the presentations and discussions that
took place at the Inter-Agency Workshop on Community
Therapeutic Care (CTC) held in March 2005 in Washington, DC.
In response to the growing numbers of agencies and Ministries
of Health implementing CTC, a consortium of NGOs, including
FANTA, Concern Worldwide, Save the Children U.S. and Valid
International, organised a workshop to identify issues and
challenges in the implementation, integration and scaling up of
CTC programming. The workshop also addressed mechanisms
to ensure quality control over CTC programming. 

Community Nutrition is a new CD-
ROM containing nutrition materials
for health care workers in resource-
poor areas. The CD-ROM was pro-
duced by TALC with financial support
from UNICEF and other donors.

The CD-ROM is targeted at nurses,
other health care providers, develop-
ment professionals and trainers in
resource-poor countries (particularly
Africa) who have limited access to
nutrition reference materials.

The CD-ROM contains several hun-
dred recent items including manuals,
training courses, academic papers,
briefs, practical guidelines, pictures,
powerpoint presentations and a video.

New Community Nutrition 
CD-ROM from TALC

The materials have been donated by
national and international agencies, uni-
versities, non-governmental organisa-
tions and private individuals.

The Community Nutrition CD-ROM is
available free to health care workers in
developing countries. For requests, con-
tact TALC by email, fax or letter saying
who you are, why you would like a copy
and how you plan to use the CD. More
details and an online request form are
available at the TALC website, 
http://www.talcuk.org/commnut/index.
htm
TALC, PO Box 49, St Albans, Herts, AL1
5TX, UK.
Tel: +44 (0) 1727 853869, Fax: +44 (0) 1727
846852, E-mail: info@talcuk.org
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The report is available for download from the 
ENN website at 
www.ennonline.net and the FANTA website at 
www.fantaproject.org. Hard copies can be 
requested from FANTA or ENN. 

Food and Nutrition Technical Assistance 
Project(FANTA), Academy for Educational 
Development, 1825 Connecticut Avenue, NW, 
Washington, D.C.  20009-5721 
Tel. 202 884-8835  Fax 202/884-8432 
email: hfinegan@aed.org
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Needs of older
people in
tsunami
response
According to a recent HelpAge report,
the tsunami relief effort, following the
Indian ocean earthquake on December
26th 2005, did not take into account the
special needs of older people in the initial
phase. The report claims that the elderly
became almost invisible when relief
material was distributed. Many elderly
people reported being pushed out of the
way by younger people in the chaotic dis-
tribution of relief. In Indonesia and
Thailand, the elderly had difficulty get-
ting cash allowances from the govern-
ment in the absence of support mecha-
nisms. In Sri Lanka, some elderly people
reported receiving no monetary compen-
sation to restart livelihoods. Many elder-
ly tsunami survivors with chronic illness-
es, such as diabetes and cancer, faced
hardship in resuming treatment as they
had lost their medical papers or could not
travel. Special diets for the elderly with
diabetes or high blood pressure were not
available in the relief packages and relief
workers did not know about the dietary
problems of elderly people. 

HelpAge researchers also said that
psychosocial services for the elderly were
totally inadequate and that their recovery
was hindered by lack of special attention. 

According to Mathew Cherian, chef
executive of HelpAge India, “neither the
government machinery nor the interna-
tional aid fraternity recognised the vul-
nerability of the elderly”. 

The report, The impact of the Indian
ocean tsunami on older people: Issues and
recommendations (Helpage, 2005), is avail-
able online or to order at
http://www.helpage.org

Ramasamy, age 75, at Akkrapattai
Relief Camp, Nagapattinam, India 

Jo
h
n
 C

o
b
b
/H

elp
 th

e A
g
ed

, In
d
ia, 2

0
0
5

The Breastfeeding: Practice and Policy
Certificate Course (Modules 1 and 2) is an inten-
sive course held at the Centre for International
Child Health (CICH), London in collaboration
with WHO and UNICEF. This annual course
(19th June – 14th July 2006) provides compre-
hensive scientific, technical and practical train-
ing on all aspects of breastfeeding, from birth to
two years or beyond. 

It is the only advanced level international
training course on breastfeeding and related top-
ics available worldwide.

The four week course is split into two 2-week
modules:
• Module 1: Breastfeeding and Public Health:

Essential Knowledge and Skills. 2 weeks, 
19th-30th June 2006

• Module 2: Breastfeeding and Beyond: Addressing
Challenges to Optimal Infant and Young Child 
Feeding. 2 weeks, 3rd-14th July 2006

Each module can be taken together, individual-
ly or over successive years, and as a certifi-
cate/MSc.

The aim of the course is to develop partici-
pants’ capacity to take an active role in protect-
ing, promoting and facilitating optimal infant
feeding practices.

The course is designed for doctors and other
senior health professionals who are involved in
national or local infant feeding programmes as
clinicians, trainers, advisers, programme coordi-
nators or advocates for optimal infant feeding.
Teams from the same country are particularly
welcome. The course is limited to 30 participants

15th Breastfeeding: Practice and
Policy Certificate Course

and is conducted in English. Usually more than
50% of participants are doctors.

Teaching methods
The course is intensive. Teaching includes lec-
tures, seminars, role-play, group work, sessions
with mothers and babies in the classroom, visits
to health facilities and set assignments.

Fees and Application process
The course fee is £2,300 for the full 4 week
Certificate course, £1,150 for a 2-week module.
An additional £100-£150 is recommended for
purchase of training resources. The Course has
access to accommodation in nearby student resi-
dences, which costs around £30-35 per night. 

Applicants without funding are advised to
start seeking financial sponsorship immediately.
The course does not have any scholarship or
bursary schemes. 

To apply, download an application form online
and submit by email to bfeed@ich.ucl.ac.uk.
Successful applicants are offered a provisional
place on the course and provide a letter for
approaching donors. Definite places are allocated
on confirmation of funding.

Further details, and guidance on who to
approach for funding can be found from the
course orgainsers: The Breastfeeding Course,
Centre for International Child Health, Institute
of Child Health , 30 Guildford Street, London,
WC1N 1EH, UK, Tel: +44 (0)20 7905 2122 
Fax: +44 (0)20 7404 2062    
email: bfeed@ich.ucl.ac.uk
http://www.cich.ich.ucl.ac.uk/CICH under
courses.

Project Concern International and partners are
planning an international forum entitled, Food
Security and HIV/AIDS: An Integrated
Response to the Dual Epidemics of Hunger and
HIV/AIDS in Africa in Lusaka, Zambia, May 8-
12, 2006. 

The event will provide an opportunity for
international public health and development
organizations and their local NGO counterparts
to share experiences in integrating HIV/AIDS,
food security, and nutrition programming, both
to strengthen collective efforts, as well as to
inform policy decisions based on ‘frontline’ real-
ities. 

The specific objectives of the forum are to : 
• Enhance learning and information sharing 

between program implementers on best 
practices and lessons learned 

• Identify gaps in the ‘value chain’ where 
information on best practices is lacking, and 

• Build and strengthen partnerships for 
continued learning. 

These will be achieved through presentations,

Forum on Food Security, Nutrition
and HIV/AIDS

workshops, networking, brainstorming sessions,
hands-on training and site visits in four themat-
ic areas:

1. Impact of HIV/AIDS on Household Food 
Security & Nutrition 

2. Community Resiliency  
3. Livelihood Interventions that Improve 

Health
4. Monitoring and Evaluation in HIV/AIDS, 

Food Security & Nutrition Programming 
World Vision, Catholic Relief Services, the 
Zambia Ministry of Agriculture and Co-
operatives, CARE International, Concern 
Worldwide, and the United States Agency 
for International Development are financially
supporting the event. 

For further information, visit the conference
website at: 
http://www.projectconcern.org/zambiaforum
2006. Alternatively, contact Brooke Reese,
Project Concern International, 1140 Connecticut
Ave. NW, Suite 500, Washington, D.C. 20036; 
Tel: 202.223.0088; 
email: breese@projectconcern.org 
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The WHO Multicentre Growth Reference Study
(MGRS) was undertaken between 1997 and
2003 to generate new growth curves for assess-
ing the growth and development of infants and
young children around the world. 

The MGRS collected primary growth data
and related information from approximately
8,500 children from widely different ethnic
backgrounds and cultural settings (Brazil,
Ghana, India, Norway, Oman and the USA). 

The new growth curves are expected to pro-
vide a single international standard that repre-
sents the best description of physiological
growth for all children from birth to five years
of age and to establish the breastfed infant as
the normative model for growth and develop-
ment. The standards describe normal child
growth from birth to 5 years under optimal
environmental conditions and can be applied to
all children everywhere, regardless of ethnicity,
socioeconomic status and type of feeding.

New WHO growth standards for 0-5 years

The first set of the WHO child growth stan-
dards (0-60 months) will be released in April
2006 for the following indicators: 
• Length/height-for-age
• Weight-for-age
• Weight-for-length/height
• Body mass index-for-age (BMI-for-age)

These charts are complemented by windows
of achievement for the following six gross
motor milestones: sitting without support,
standing with assistance, hands-and-knees
crawling, walking with assistance, standing
alone, walking alone.

A second set of growth standards will be
available later for the following indicators: arm
circumference-for-age, head circumference-for-
age, subscapular skinfold-for-age, triceps skin-
fold-for-age. Subsequently, child growth veloci-
ty standards will be developed for
length/height, weight, BMI, arm circumfer-
ence, head circumference. 

A training course is under development on
skills required to use and interpret the growth
charts, and when to intervene if a child is expe-
riencing deficient or excessive growth. The
course is designed for use over 4 days and tar-
gets child health care providers. Online links
permit users to download or view an anthro-
pometry training video, which describes the
MGRS measurement procedures and how to
calibrate the measuring equipment. It is avail-
able in English, French and Spanish.

Software (WHO Anthro 2005) will also be
available containing an anthropometry calcula-
tor, individual assessment, nutritional survey

and a questionnaire development tool. The soft-
ware (Windows PC and PocketPC/PPC) will be
available in English, French and Spanish. It will
be released simultaneously with the official
launching of the WHO child growth standards
in April 2006. 

A copy of the training video as DVD or
VHS (in NTSC or PAL format) can also be
ordered from the following address:
Dr Mercedes de Onis,  World Health
Organization,  Department of Nutrition 
1211 Geneva 27,  Switzerland

The new growth standards will be launched at
the WHO website, see
http://www.who.int/childgrowth/

The ENN is currently carrying out an evaluation of distribu-
tion and use of the IFE training modules.

The overall objective of the evaluation is to establish how
the materials have been used to aid targeting of the current
materials, identify what further support is needed to imple-
ment the modules in the field, and to inform future updates of
the modules and/or development of additional modules.

Specifically, we are investigating:
• whether mailings have reached their destination
• how the materials have been used or applied
• plans on how to use or apply the materials
• identify content which is considered particularly useful to 

recipients
• identify anything which is hindering the application or 

use of the materials
• identify any gaps in the technical content or scope of the 

material content

We welcome any comments and feedback which should be
sent to Chloe Angood, IFE Evaluator, ENN,
email:chloe@ennonline.net or 
Marie McGrath, ENN, email:marie@ennonline.net, 
marie.mcgrath@gmail.com

Evaluation of IFE
training modules

The new growth 
standards will 
help interpret 

anthropometric 
indices and growth 

surveillance in 
all contexts

J.S
to

b
b
s, D

R
C
, 2

0
0
5

Dear ENN

I was delighted by the report written in Field
Exchange by Manuel Duce-Marques of MSF Spain
in Mandera District, Northeast Kenya, I obtained
from your website. 

My name is Ibrahim, and I come from the same
region of Kenya, notably Mandera East. Kindly
submit my acknowledgement to Manuel for pro-
viding us with the report outlining methods used
to distribute food and aid to that remote part of
the world. I am sure MSF and he needs much sup-
port from all of us for their charitable work.

I wish I could have done the same, if only I could.

Thank you,

Ibrahim Abdi Dalahow, Dubai-UAE

Letters

News
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Save the Children UK (SC UK) is current-
ly involved in trying to assess the level
of impact and cost-effectiveness of dif-
ferent interventions designed to reduce

rates of chronic malnutrition in a number of
countries, including Somalia,Vietnam and
Ethiopia. Debates about what is the most
appropriate type of nutrition programming for
the poorest sections of these communities are
ongoing but, for now, there is virtually no good
quality data on the impact or cost of different
intervention models in these countries. 

Lack of evidence base
The lack of published impact and cost effective-
ness information is of concern. There are key
areas of uncertainty regarding the utility of cer-
tain types of intervention, e.g. nutrition/health
education versus food security support, and
over issues of design within programme types,
e.g. general food distributions versus cash
transfer. This lack of impact and cost-effective-
ness information militates against cross-sec-
toral comparison of interventions in relation to
nutrition and mortality impact1. This informa-
tion is also important in understanding the out-
comes of the project in order to address the les-
sons learnt, improve on any weaknesses and
build up best practices. 

SC UK has produced guidelines on evalua-
tion, monitoring systems and impact assess-
ments for planning projects2. Many different
theoretical frameworks are available for moni-
toring and evaluation of programmes for nutri-
tional benefit. SC UK has adopted a model of
evaluation based on the following five basic
indicators: (i) provision, (ii) utilisation, (iii) cov-
erage, (iv) outcome and (v) impact3 . 

Habicht et al distinguish between three
types of evaluations that provide varying levels
of confidence in the results; adequacy, plausibil-
ity and probability evaluations4. Probability
evaluations are the gold standard and involve
randomised trials. These are simply not man-
ageable in the contexts in which SC UK works.
Instead, SC UK is focusing their efforts on

obtaining plausible measures of impact. For an
impact assessment of food security or nutri-
tion/health education programme to be plausi-
ble, it is necessary to be able to attribute benefit
to the programme rather than to external cir-
cumstances. For this, not only should data be
collected before and after intervention, but also
a control group is necessary to allow for exter-
nal events, such as seasonal shortages. Baseline
data is needed to have an understanding of the
capacity and the gaps that the communities
have prior to intervention.

There are a number of reasons for the dearth
of good quality impact and cost-effectiveness
information. Here is presented, by way of an
example, one programme funded by USAID in
Amhara Region of Ethiopia and the issues that
have been identified by SC UK that make it dif-
ficult to evaluate this programme for nutrition-
al impact. 

The Reducing Dependency Increasing
Resilience (RDIR) programme
The RDIR programme’s overall goal is ‘to effec-
tively reduce the dependency on external assis-
tance and increase the resiliency of the chroni-
cally food insecure populations of Gubalafto,
Sekota, Dehana and Habru Woredas’5. The pro-
gramme is based on SC UKs 30 year experience
of working in Amhara, combining relief and
development resources to protect and restore
assets while strengthening the institutional
capacity of community and local governments
to prevent further destitution. The design has
also benefited from SC UKs detailed research
into the causes of acute and chronic malnutri-
tion in the area6.

The programme includes many components:
microfinance, agricultural support, kitchen gar-
dens, grain banks, restocking, poultry produc-
tion, fodder development, bee-keeping, refor-
estation, soil and water conservation, small
scale irrigation, community spring develop-
ment, rural infrastructure development, com-
munity-based health care, nutrition and health
education, HIV/AIDS work, harmful tradition-
al practice awareness, hygiene and sanitation
promotion, promotion of energy-efficient
stoves, support to local health administrations
and gender and women focused activities.
Many of the components have the potential to
impact on nutritional status of children, but in
different timeframes and in different ways. The
multi-faceted causes, and hence possible solu-
tions to addressing malnutrition, present chal-
lenges for evaluation.

Donor requirements for monitoring the
RDIR programme
The system for monitoring and evaluation (M &
E) for the RDIR programme is laid out in the
Technical Proposal7 and applies to a range of
USAID-funded programmes. The M & E frame-
work indicates the results to be achieved at all
levels of project, including indicators and veri-
fication procedures. It gives details of require-
ments for non-government organisations
(NGOs) to follow with regard to data collection.
This includes baseline surveys and a plan for
on-going monitoring and a participatory plan-
ning process. However, baseline surveys are
currently only being undertaken in the project
woredas (not in control areas).

Evaluation issues for SC UK
We have considered several issues identified
from earlier programmes and the current RDIR
programme that will need to be considered for
SC UK to produce a plausible, effective impact
evaluation. These are described below.

Tight deadlines for new projects 
The timescale for proposal writing often does
not allow for detailed M & E planning. Staff
with M & E expertise are usually based at HQ
but deadlines are often very short and propos-
als are written in country. Due to requirements
to start up a project immediately, baseline data
may not be collected on time. The RDIR pro-
gramme started before a baseline survey was
carried out.  

Problems associated with the selection of
control areas 
There are ethical issues concerning the use of
control groups. We cannot withhold pro-

Difficulties of impact assessment
in ‘semi-emergencies’
By Tayech Yimer, Anne Marie Mayer and Arabella Duffield 

Tayech Yimer is a nutritionist with SC UK in
Ethiopia.

Anne-Marie Mayer has worked with SC UK
for nine months in Ethiopia as Nutrition and
Health Research Advisor. She has a PhD in
Nutrition from Cornell University (USA).

Arabella Duffield is a nutrition advisor with
SC UK, based at the headquarters in London.

1 Duffield A, Reid G, Walker D, Shoham J (2004). Review of
the published literature for the impact and cost-effectiveness
of six nutrition related emergency interventions. Report for
the Emergency Nutrition Network. December 2004. Available
from the ENN.
2 Save the Children, Toolkits: A practical guide to planning,
monitoring, evaluation and impact assessment. Second edi-
tion, 2003. London
3 Save the Children (UK) (2004). Reference document for SC
UK Nutrition Monitoring and Evaluation Group. Report from a
meeting. Unpublished
4 Habicht, JP, Victora, CG and Vaughan, JP (1999).
Evaluation designs for adequacy, plausibility and probability
of public health programme performance and impact.
International Journal of Epidemiology 28: 10-18.
5 Save the Children. Organisation for Rehabilitation and
Development in Amhara. Reducing Dependency and
Increasing Resiliency: Improving Capacity to Implement
Safety Net and Farmer Led Livelihood Development
Programs. USAID RFA 663-04-014 and Title II Productive
Safety Nets Progamme.
6 Save the Children (UK). Health Wealth and Knowledge:
Determinants of malnutrition in North Wollo, Ethiopia. 2002
London
7 See footnote 5
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gramme components from people who could
benefit in areas where we could intervene. In
some situations, a stepped-wedge design may
be used, i.e. control areas may be identified in
areas where an intervention is planned but
delayed for logistical reasons, but in this case
we need to consider what bias may be created
by the reasons for a delayed implementation. 

The presence of other NGOs in control areas
makes the process of selecting control areas
problematic. The activities of the other NGOs
could mean that similar programmes are
undertaken in both control and intervention
areas, resulting in an underestimation of the
effect of the programme being evaluated. If
other programmes start up in the intervention
areas, the effectiveness of the programme might
be over-estimated.

There is also the difficulty in getting the con-
trol group from a similar agro-ecological zone,
i.e. matching the intervention group by food
security. If neighbouring areas are used for the
control group, there is a danger of the control
group being ‘contaminated’ by the programme
by the spread of health education messages, for
example. However, using a distant area for a
control group creates another problem of a dif-
ferent agro-eco zone and different programmes
in place covered by other groups. In Amhara,
there are several agro-ecological zones in each
administrative area (e.g. lowland, midland and
highland) but programmes are usually imple-
mented according to administrative area. This
makes the evaluation more complex.

Multiple causes of malnutrition 
Multiple causes of malnutrition require differ-
ent indicators and a complex evaluation model.
SC UK believes it is always important to assess
any change in household income/expenditure
during the nutrition programme’s life. This is
because a change in income/expenditure will
almost certainly have an impact on children’s
nutritional status. SC UK usually uses the
Household Economy Approach (HEA) to assess
changes in income/expenditure. The causes of
malnutrition, however, are complex and require
a proper analysis in order to have understand-
ing of the causes with reference to the UNICEF
causal framework. It is important to consider
and setup a number of appropriate indicators.

However, the usual exercise is often only col-
lecting economic/household food security indi-
cators. This requires some fine-tuning of survey
tools and M & E frameworks. More complex
surveys cost more in terms of time and
resources.

Complexities of design of the 
programme
Although the benefit of the programme to indi-
vidual households is likely, the number of
households targeted for any one intervention
may be too small in any given area to measure
impact. The interventions are not given to
households as a package but rather one inter-
vention to a few households at a time. Not all
households are targeted for each intervention
within a given zone. This could be due to logis-
tical constraints, or due to particular require-
ments for different interventions. Beekeeping,
for example, is only possible in low-lying areas.
This creates inclusion bias: high land areas will
never be able to benefit from this particular
component. Also, in the project area there are
some overlapping activities, which make the
evaluation of impact and calculations of cost-
effectiveness very complex.

Emergencies can occur whilst the 
programme is on-going
Unfortunately, in a relief to development set-
ting, the population may experience extreme
bouts of food insecurity or very poor public
health conditions due to drought, epidemics or
insecurity. This can lead to an ‘emergency’ situ-
ation when there is a shift from normal patterns
of income and expenditure patterns. Relief
interventions may be needed to supplement
other programming at this point. This looks
likely to occur in Sekota Woreda of the RDIR
programme this year and will clearly compli-
cate SC UK’s evaluation of impact. 

Government policy changes 
Changes in targeting of food aid may occur as
the programme is progressing. This means that
different beneficiaries receive food or cash aid
at different times in the programme.

Funding
Funding for evaluations is expensive and does
not attract grants easily. Many donors are reluc-
tant to fund research in what they see as a

Field Article

‘semi-emergency’ situation as they believe it is
unethical. Alternatively, as in RDIR, donors
may have a broader plan to evaluate the impact
of all their programmes in one country – this is
not helpful for individual NGOs who want to
evaluate the impact of their own programme.

Programme length
NGO programmes are frequently funded for
only 2-3 years, especially in unstable areas. In
some situations, households will not have had
the time to make significant changes to their
behaviour that result in a change in their chil-
dren’s nutritional status. Thus, no anthropo-
metric impact may actually be seen in the short
term. 

Suggestions for improvement
M & E systems need to be incorporated at the
design stage of the programme. It is important
to formulate a clear M & E framework with the
staff who will be involved in the actual imple-
mentation of the project and data collection. SC
currently has a small group of highly skilled
mobile consultants (who are kept on retainers)
in order to assist this process.

A M & E capacity can be established if suffi-
cient budget is allocated and a high level of
management support is available for the imple-
mentation. It is necessary to train staff in meth-
ods of M & E to ensure quality systems are in
place. 

It is unlikely that SC UK will ever be able to
undertake a classic control versus programme
evaluation because of the ethics of withholding
assistance. It is more likely that a stepped-
wedge design evaluation or a comparison of
impact and costs between different types of
interventions in similar agro-ecological zones
will be made. Communities can be consulted as
to which areas should receive interventions
first. It is also important to keep good records of
all events and confounding factors that are
expected to interfere, e.g. other programmes,
environmental shocks, food shortages, harvests
failures and health hazards, in order to under-
stand changes overtime. Baseline data should
be collected from all groups in a population to
anticipate changes in policy.  

There is a need for donors (individually or as
a group) to take more responsibility and
fund/help establish research/implementing
agency partnerships which aim to address spe-
cific questions in particular programme areas
where impact and cost-effectiveness informa-
tion are urgently needed. SC UK is currently
trying to access funding specifically for this. SC
UK is also looking for funding to measure the
impact of programmes 2-3 years after imple-
mentation has finished.

Without an efficient monitoring and evalua-
tion capacity at all levels, it is difficult to assess
the progress made towards achieving set objec-
tives and targets. With sufficient allocation of
resources, careful design and on going monitor-
ing, we can increase the likelihood of producing
evaluations that will enable institutional learn-
ing and wider dissemination of these lessons.

For further information, contact: 
Arabella Duffield, Save the Children (UK), 
1 St Johns Lane, London EC1M 4AR, email:
A.Duffield@savethechildren.org.uk and Tayech
Yimsr, Save the Children (UK) Ethiopia, PO
Box 7165, Addis Ababa, Ethiopia. Telephone
+251(0)1293469 Fax +251(0)1293470, 
email: tayech.y@savethechildren.org.etA Market in Ethiopia
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rations should cease after three months at the
end of March 2005, with only targeted distri-
butions after that date. The government of Sri
Lanka initially proposed a higher figure of
900,000 for GFDs, using its network of multi-
purpose cooperative societies. A consensus
was reached that this figure was too high
because it included everyone living in or near
the areas hit by the tsunami, including people
who were only marginally affected. 

Common findings
The tsunami had a greater impact on women
than on men – many more women than men
were killed. Problems related to gender were
emerging at the time of the evaluation.
Women were frequently excluded from deci-
sion-making in the restructuring. For most
people, returning home and economic self-
sufficiency were the most important short-
term objectives, but often only men were con-
sidered for income-generating activities, free
distributions of equipment, vocational train-
ing and allocations of land and houses. Slow
progress in rehabilitating housing, which has
forced many IDPs to remain in overcrowded,
isolated and inadequate shelters, was a major
cause of vulnerability among women. 

A positive aspect of the operation was the
large amount of cash available from donors
that enabled WFP to purchase food locally or
regionally, for example, rice in Indonesia and
Sri Lanka. 

In both countries, security regulations
impeded the emergency response. An exces-
sive number of security rules meant that staff
could sometime only work effectively by
ignoring them. The Emergency Response
Roster (ERR) of WFP stand-by staff for emer-
gencies did not work because not enough suit-
able staff were available. As a result, the relief
operation was sometimes run at the field level
by short-term international staff and inexperi-
enced national staff, which had a negative
impact on implementation and monitoring.  

Real-time evaluation of WFPs
tsunami response
Summary of published report1

1 Real-Time Evaluation of WFP’s Response to the Indian
Ocean Tsunami (WFP/EB.2/2005/6-C/Rev.1). Full report avail-
able at http://www.wfp.org/eb/docs/2005/wfp080322~2.pdf

The World Food Programme (WFP)
recently published the findings of a
real-time evaluation (RTE) of their
response to the December 26th 2004

tsunami that devastated coastal areas of India,
the Maldives, Sri Lanka, Sumatra and
Thailand. An estimated 260,000 people were
killed or missing and the lives and livelihoods
of two million people were seriously affected
by the disaster. The evaluation team com-
prised three individuals, including a nutrition
and health specialist. The focus was on the
response at regional level and in Indonesia
and Sri Lanka.

The main findings were as follows;

The WFP responded rapidly to the emergency.
By early January 2005, an emergency opera-
tion (Emergency 10405.0) had been approved
for an initial six months to the end of June
2005. The two objectives of the emergency
operation were;

• To save lives by preventing deterioration 
of the nutritional status of vulnerable chil-
dren and mothers.

• To promote the rehabilitation of housing, 
community infrastructure and livelihoods.

The WFP food aid made a major contribution
to achieving the first objective; few deaths
were reported from malnutrition or disease.
The second objective was more difficult to
achieve in the timescale envisaged. Multi-sec-
toral rehabilitation has been slower than
expected, although the food aid did provide a
safety net for people in need and an income
transfer for displaced people. 

Indonesia
The WFP had an established programme in
Indonesia but it had limited logistical capacity
of its own. For the first few weeks, a private
sector partner arranged trucks and got food
supplies moving. Despite the WFP’s strong
initial response, it took some months to devel-
op a systematic food distribution programme
because of programming and human
resources constraints, as well as the capacity
limitations of some implementing partners.
Hence, it took longer to reach the estimated

790,000 people identified by the needs assess-
ment. Consequently, the WFP was still build-
ing up its caseload at the end of March 2005,
when it had been anticipated that the initial
emergency phase would be over. 

Whilst benefiting the population as a
whole, general food distributions (GFDs)
made targeted programmes like Food for
Work (FFW) more difficult to implement
because there was less incentive for people to
work or for implementing partners (IPs) to
divert resources to design and supervise FFW
programmes. Cash for Work (CFW) interven-
tions had started on a modest scale – at the
time of the RTE they covered about 15 percent
of beneficiaries assisted by the GFDs.

Monitoring was not as strong as it should
have been, partly because only one of it’s non-
governmental organisation (NGO) partners
had a prior presence in Aceh and because all
the IPs, like WFP, faced problems such as dif-
ficulties recruiting and retaining qualified
staff. The government of Indonesia was
expected to take the lead in issuing ration
cards to internally displaced persons (IDPs),
but no ration cards had been distributed in
Aceh at the time of the mission’s visit, making
it difficult for food aid monitors to track assis-
tance.  

Supplementary feeding programmes were
identified early on as necessary, but they took
a long time to establish and were only starting
at the time of the mission’s visit. 

Sri Lanka
It was easier to make a rapid response in Sri
Lanka because there was less damage to infra-
structures. The WFP had a protracted relief
and recovery operation (PRRO) in place in the
north and east, areas which were badly affect-
ed by the tsunami. WFP diverted 6,000 metric
tonnes (MT) of food from the PRRO to the
emergency response in the first few days. The
WFP’s initial assessment found that access to
food was a problem for 650,000 people, but
concluded that a third would be able to recov-
er their livelihoods relatively quickly. It rec-
ommended that general distribution of full
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Sorting WFP food in Indonesia

Off loading WFP rice in Indonesia
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In this article, Accion Contra El Hambre shares their experi-
ences of applying a GIS tool to characterise pastoral vulnerabili-
ty in Mali. 

In the sahel north area of Mali, rainfall ranges from
400mm in the south to less than 100mm in the north.
The resident populations are agro pastoral in the Niger
river valley (the river extends for approximately 700

km), and nomads or transhumant1 in the vast surrounding
area. The ethnic groups amongst the valley agro pastoral-
ists are mainly the Songaï, Peulh, and Bozo while the pas-
toralists comprise the Tamasheq, Arab, Maure and
Daoussak. 

Vulnerability of these populations is mainly determined
by factors linked to their ecosystem, in particular erratic
rainfall which affects both availability and access to water
and pastures for livestock. The defining ecological, geo-
graphic and social characteristics of the area do not easily
allow application of classic vulnerability analysis tools. In
particular, low population density, difficulty evaluating
available resources at the end of the rainy season and pop-
ulation and livestock movements/displacements make
vulnerability analysis problematic

Traditionally, there are seasonal population movements
in this area. Land areas are shared equitably, although sev-
eral groups can use the same space together or separately.
Stockbreeders always try to preserve resources where they
stay during the dry and hot season (from March until
June). Population movements/displacements are consid-
ered abnormal when the resources become so stretched
that stockbreeders are forced to move long distances look-
ing for land where there is adequate pasture. This usually
requires that the ‘newcomers’ negotiate with those already
present on issues of land area and length of stay. 

ACH and GIS
Since 2002, Accion Contra El Hambre (ACH) has employed
a geographical information system (GIS) in the Tombouctou,
Gao and Kidal regions of Mali - an area of 800 000 km2. GIS
has been applied in order to improve the understanding of
vulnerability and risk in this nomadic population where
classic analysis tools have failed to deliver. A particular
challenge to understanding vulnerability has been inter-
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Map 1

GIS surveillance of nomads in Mali
By Thierry Metais, Amador Gomez and Carole Lambert, ACH

Thierry Metais is Technical Coordinator
of Acción Contra el Hambre in Mali and
Niger. He has been working in the
Sahel region since 1997, supporting
the technical strategy of ACH in water
and sanitation, pastoralism and GIS.

Amador Gomez is Technical Director of
Accion Contra el Hambre. Previously
he spent several years working on
nutrition and medical programmes in
Angola, Somalia, Guinea, Nicaragua
and Colombia.

Carole Lambert has worked in the field
in diverse countries with ACF/ACH and
since 1998 with Oxfam UK as a food
security officer.  She is now based in
the ACH HQ Food Security Department.

1 In nomadic populations, the majority of the family or clan members
accompany herds during their displacement while, in the case of transhu-
mant populations, only the shepherd accompanies the livestock. The
nomadic systems mainly exploit the shelo-sahariens area bordering the
north-sahelien area (rainfalls from 100 up to 300 mm/year) and, sometimes
at the end of the dry season, the central sahelian area. In West Africa, the
best known nomadic populations are the les Maures, Peuls Wodaabe, the
Toubous, the Touareg, and the Mohida Arabs.The nomadic population travel
less distance than tranhumant populations. (Bonfiglioli 1990).

Figure 1     Annual biomass production for Massif des Ifoghas

Figure 5     Annual biomass production for Haoussa Nord
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preting information on rainfall and its
impact on biomass (pastures) produc-
tion and availability. One problem, in
particular, was the limited data on rain-
fall available from the meteorological
stations. However, a teledetection’ tech-
nique  has helped quantify the biomass
produced during the rainy season and
consequently, the pasture stock avail-
able for stockbreeders. Examples of this
are given in figures 1 and 2 on biomass
production for Massif des Ifoghas and
Haoussa Nord.

To implement the scheme, collabora-
tion was established between ACH and
a research group from the Centre for the
biosphere spatial studies (CESBIO) in
Toulouse, and with the IRD (Research
Institute for Development ) in Mali. The
IRD team had already been present in
the field for several years, observing and
analysing the development of vegeta-
tion at different sites in the Mali
Gourma3. A team from the Toulouse cen-
tre developed a model that allows the
quantification of biomass production
using the images4 produced by the
European Spot-Vegetation satellite. The
use of such a technique has allowed the
ACH team in Mali to follow biomass
production in the Tombouctou, Gao and
Kidal region from 1999 to the present
day. While the results lack precision in
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Figure 3    Difference in primary production between an
average year and 1999

Map produced by ACH Mali, February 2005

Figure 7     Map of anticipated concentration zones for the dry season 2005

Figure 8     Map of anticipated concentration zones and abandoned areas for 
the dry season 2005

2 ‘Teledetection’ is a technique by which measurements are taken at a distance,
i.e. without direct contact between the measuring instrument and the detected
object. It is used mostly to study the surface of the earth from air or space by
measuring electromagnetic beams which carry information. 
3 Right bank of the Niger River in Songhaïe language
4 The Spot Vegetation satellite has a quasi polar orbit, and picks up one image
every ten days. 
5 See http://www.ird.fr/fr/actualites/fiches/2003/fiche178.htm
6 The Sahel pluviometry (rainfall) index produced by the IRD was not available
for the years 2003 and 2004.
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Map produced by ACH Mali, February 2005

Map produced by ACH Mali, February 2005
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Abnormal movement
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Concentration areas for
people and animals

Abandoned areas

absolute terms, they do allow a reason-
ably accurate trend analysis between
different years.  

Teledetection and rainfall deficit
During 2004, the locust invasion that
affected the Sahel during that year
attracted most media and aid attention
at the time. However, analysis of vegetal
production using teledetection, com-
bined with recorded rainfall in some
areas and the limnimetrique follow up
(measurement of river level) from the
large rivers, allowed ACH to determine
and publicise that there was a rainfall
deficit, in essence a ‘drought’, in early
2005. A comparison of primary vegetal
production between 2002 (recognised
deficit year) and 2004, confirmed that
2004 has been worse than 2002. More
specifically, in 2002, primary production
was equal to 77% of the average for the
previous 5 years, compared with a 5
year average of 74% in 2004. (See figures
3-5 which display differences in primary
production for 1999, 2002 and 2005).

To assess rainfall deficit, the Sahel
pluviometry (rainfall) index5 was used,
which is produced by IRD. This index is
calculated from the figures of 20 meteor-
ological stations in the Sahel and sur-
veillance has been ongoing since 1895
(see figure 6). In this index, zero stands

Map produced by ACH Mali, February 2005

Figure 4     Difference in primary production
between an average year and 2002
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Figure 5    Difference in primary production between 
an average year and 2004

Map produced by ACH Mali, February 2005

Figure 6    Sahelian annual rainfall index variation (top) and
number of stations (bottom), 1895-2000
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son, in concentration areas. Figure 9 displays
the nutritional information and compares this
with information from earlier years. 

Timely interventions
When nobody was really talking about a food
crisis in Mali and the Sahel, the use of the GIS
tool allowed the ACH Mali mission to identify
a problem, be the first to speak about the
drought and to quantify its impact. Through
collaboration with the WFP (World Food
Programme) and Mali’s Early Warning System,
the concept and use of ‘ecological zones’ has
facilitated the identification of sentinel sites
inside the pastoral area of Mali where monitor-
ing now takes place.

The quantification of the biomass deficit due
to erratic rainfall and the analysis of its conse-
quences have helped inform the international
community about the urgent need faced by
many vulnerable people and their need for aid. 

Since May 2005, ACH teams have been oper-
ational in the field addressing acute malnutri-
tion (wasting) in the  ‘abandoned areas’, where
unusually high rates of malnutrition were iden-

for the average rainfall, a deficit is reflected as
negative figure and reflects degrees of risk of
drought. It can be supposed that the pluviome-
try index for risk in 2004 was worse than in 2002
(-0.92)6 , since biomass production was 77 % in
2002 and 74 % in 2004. To put this in context,
during the 1973-74 and 1984 droughts, this
index was close to – 1 and –1.35 respectively. 

While it is difficult to absolutely confirm that
rainfall has fallen over the years, these measures
reflect that the Sahel countries are still experi-
encing rainfall equivalent to the drought years
of the 1970s. It can also be deduced that since
1999, only one year can really be considered as
‘good’, (1999) and that other years have experi-
enced average or bad rainfall. 

Analysis of population movement 
The spatial distribution of the rainfall deficit is
of critical importance and practical relevance.
Land use by the stockbreeders varies between
times of the year and the concept of ecological
zones is based on this use. An understanding of
the complementarity of different ecological
zones is also important. From an understanding
of where the deficits are localised, it is possible
to determine where the impact will be most pro-
nounced on the nomadic system. This more
qualitative analysis allows a better evaluation of
the risks compared to using teledetection alone.
Given the shortfall in primary vegetal produc-
tion revealed through teledetection, further
analysis of the data has identified the rainfall
deficit areas since January 2005.

An analysis of the different types of popula-
tion movement by stockbreeders and livestock
further complements this information. A good
background knowledge is needed for this analy-
sis, which ultimately has to be verified in the
field in consultation with the affected popula-
tion. Movements or displacements are classified
as ‘normal’, ‘abnormal’ or ‘exceptional’7 . In
2005, the analysis of movements, checked by the
field missions, led to the definition of some
areas as ‘concentration areas’ and other as ‘aban-
doned’ (see figures 7 and 8). The so-called ‘con-
centration areas’ are the geographical areas that,
due to their ecological characteristics, have
received an unusual number of stockbreeders
and livestock. The ‘abandoned areas’ are those
where the stockbreeders have left with their
livestock.

Application of GIS tool to programming
From early 2005, ACH in collaboration with
other national and international non-govern-
mental organisations (NGOs), started market
price surveillance in the drought affected areas.
The main purpose was to determine the
exchange rate between a bag of cereal and a
small ruminant. This exchange rate, in turn,
helps determine the population’s access to sta-
ple foods. The analysis found the exchange rate,
which is usually between 1 and 1.5, had reached
3, indicating an increased vulnerability of the
population relying on livestock as their main
livelihood. In April 2005, a new mission was dis-
patched to the field to verify and follow up
developments.  A nutritional screening using
mid-upper arm circumference (MUAC) was car-
ried out in the areas suspected of being the most
vulnerable (abandoned areas) and for compari-

Majority resident population, 40-50%
of households headed by women 60% 2 meals/day

100% 2 meals/day

50% +1 meal/day

Majority resident population, 5-10%
of households headed by women

Majority displaced population, 0.5-10%
of households headed by women

Severe acute
malnutrition/council, district

Exchange rate millet/goat,
April 2005

March 99 (W/H)
September 99 (W/H)
March 01 (W/H)
September 01 (W/H)
February 02 (W/H)
April 05 (MUAC)

3 – 5   (5)
2,5 – 3 (2)
2 - 2,5 (3)
1 - 1,5 (1)

tified. A surveillance team follows nutritional
trends, displacements, exchange rates and
other indicators related to the present rainy
season. 

Furthering understanding of the mecha-
nisms that produce a significant increase in vul-
nerability should facilitate planning for medi-
um and long term preventive actions.  

Conclusion
Characterisation of programming areas using
GIS has allowed ACH to more truely assess the
situation being experienced by the population.
Today, ACH is convinced that application of
GIS incorporating teledetection has strength-
ened the organisation’s capacity to react to
recurrent natural shocks in the Sahel.
Nevertheless, efforts are still needed to develop
a more integrated tool. This will help not only
in providing better early warning of crisis in
pastoral areas, but also assist in planning medi-
um and longer term preventive initiatives in
these structurally complex areas.

For further information, contact: Amador
Gomez, email: agomez@achesp.org

Field Article

Figure 9     Nutritional situation analysis, Northern Mali, May 2005

7 A normal movement denotes usual for the period of the
year, abnormal is unusual and corresponds to a pattern typi-
cal of a bad year, exceptional means that the resources deficit
has resulted in exceptionally unusual displacements which
have been difficult to chart/and follow. ACH-Mali, May 2005
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more sustainable over the past three years
and there is now a strong funding base, with
over 10 organisations providing multi-annu-
al funding. Indeed a queue for membership is
building up, although ALNAP has set a ceil-
ing of 60 members in order to ensure man-
ageability and preserve the culture of ‘intima-
cy’ which is a feature of the network. 

There are currently five full-time ALNAP
staff based at their headquarters. There are
also a further three temporary staff who are
working on the recently established Tsunami
Evaluation Coalition (TEC) which has a
budget of approximately £200,000. ALNAP
has an unusual institutional status. Although
it is part of ODI which provides administra-
tive and management support, it is an inde-
pendent unit which is funded and managed
by its members. 

Apart from the annual review of evalua-
tions, John identified ALNAP’s ‘protection
guide’ as its most popular output. Over 2500
copies of the guide have gone out and Oxfam
have recently taken over publication and dis-
tribution. The publication has already been
(or in some cases is about to be) translated
into numerous languages including Japanese,
Arabic, Spanish, French and Indonesian.  

ALNAPs flagship publication is its
Review of Humanitarian Action (RHA)
which is published annually and keeps track
of key issues to emerge in the evaluation of
humanitarian interventions. Of necessity, the
review tends to focus on specific issues, e.g.
last year it focussed on protection and coordi-
nation issues around the Darfur emergency,
although on occasions there are more general
reviews. 

Each year ALNAP performs a meta-evalu-
ation where two consultants are brought in to
rate agency evaluations against ALNAP
developed quality criteria. Each RHA con-
tains a chapter describing the quality of eval-
uations submitted by agencies and an
overview as to whether this is improving.

The consultants will also visit agencies and feed-
back their findings. 

John said that there are a number of recurring
themes that crop up in the RHA and that “most of
them will be instantly recognisable to humanitari-
ans”. They include lack of proportionality, i.e. level
of funding for emergency responses not being pro-
portional to need, lack of accountability, poor coor-
dination, inadequate linkage of relief, recovery and
development, protection, neglecting national staff
and local capacity, and lack of beneficiary partici-
pation in programme design. 

There are also a number of issues which are
very “current” as far as ALNAP are concerned.
These include the growing recognition of value of
‘real-time’ evaluations and the need for greater
emphasis on joint evaluations which lead to more
joined up thinking and better policy formulation.
One of the most pressing issues currently occupy-
ing ALNAP is lack of utilisation of evaluation find-
ings. In fact ALNAP are currently drafting terms of
reference for research into this problem. 

Another emerging issue, affecting some agen-
cies more than others, is the fear of evaluation find-
ings getting out into the public domain. John’s
experience is that in recent years, agencies have
become much more open about admitting mis-
takes. However, post-tsunami and the enormous
resources poured into this emergency, there
appears to be “a bit of a blip”.  As John explained,
the average annual humanitarian spend is about
5.4 billion US dollars yet the tsunami response
totalled an enormous 14 billion US dollars. This
has created sensitivity amongst some agencies that
fear the media getting hold of information about
mistakes and weak programming that might be
translated into an onslaught about agency profli-
gacy and unprofessionalism. As a result, the issue
of agency transparency is back in the limelight.

John feels that ALNAP has now become “a
mature network”. In other words, it is established
and here to stay. This simply reflects the perceived
value of ALNAP’s work to its members. This sta-
bility means that there is now real opportunity to
think about the longer-term future.    

Agency..............Active Learning Network for 
Accountability and Performance
in Humanitarian Action (ALNAP)

Address............ ALNAP Secretariat, ODI, 
111 Westminster Bridge Rd, 
London, SE1 7JD, UK

Phone.............. +44 (0) 207 922 0300 
Fax..................+44 (0) 207 922 0399
Email............... alnap@odi.org.uk
Website............www.ALNAP.org
Year formed...... 1997
Head............... John Mitchell
H.Q.Staff.......... Five permanent staff and three

temporary consultants for 
Tsunami Evaluation Coalition.

Annual Income....(projected core funding 2006-
07): Approx £460,000 (does not
include funding for tsunami).

ALNAP is located within the
offices of the Overseas Development Institute
in central London. The ENN interviewed the
current Head of ALNAP - John Mitchell as
part of the Field Exchange agency profile
series. John, who has a nutrition/anthropolo-
gy background, has worked for a number of
agencies over the years. Between 1984-86 he
worked for the United Nations (UN) in
Ethiopia. After this he set up and ran a small
consultancy cooperative with luminaries like
Hugo Slim and Alex de Waal called ‘Rural
Evaluations’, specialising in participatory
evaluation. John then became the food securi-
ty advisor for Action Aid setting up commu-
nity based monitoring systems and moved
on to a six year stint with the Red Cross –
eventually as their Senior Humanitarian
Advisor. With such extensive and diverse
professional experience it is no wonder that
ALNAP head hunted John to be the ALNAP
Head - a post which he eventually took up in
2002. Although the founder and original head
of ALNAP, John Borton, had not been in
office for a while, John Mitchell felt that he
was “stepping into his foot-prints if not his
shoes.” 

ALNAP was established after the Great
Lakes multi-donor evaluation in 1994. One of
the main conclusions from this ground-
breaking evaluation was the need for sector
wide learning and improved coordination
during emergency responses. The evaluation
argued for improved performance and
accountability through learning – hence the
birth of ALNAP. 

ALNAP now has 51 member organisations
(UN, bilaterals, multi-laterals, Red Cross
Movement, international non-governmental
organisations (INGOs), consultants and aca-
demics). Members fund the organisation and
are asked to submit evaluations to ALNAP. A
sample of these evaluations are then synthe-
sised by ALNAP staff and key issues high-
lighted in an annual report. 

John explained that ALNAP has become

Agency Profile

The photo shows children in a tented school in Lamren in Aceh some three and a half
months after the tsunami. The school has had assistance from many different agencies, a
typical feature of the tsunami response where some large projects have had support
from more than 40 different agencies.
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Programme coverage has become an
increasingly important indicator
for measuring the success of
humanitarian interventions. This is

especially true in the context of nutritional
feeding programmes, where lack of infor-
mation regarding coverage may seriously
dampen the impact of therapeutic and sup-
plementary feeding centres. How coverage
is measured is particularly relevant.
Practical solutions to the methodological
problems of estimating coverage using the
‘traditional’ two-stage cluster approach
(currently considered standard by
SPHERE) have been offered by the more
recently developed centric systematic area
sampling methodology (CSAS)1. Whilst
applying this method in the field, Action
Against Hunger-USA (AAH-USA) encoun-
tered a number of issues in the sampling
and in on-the-ground assessment tech-
niques. This article seeks not to expound on
the coverage results of the survey, but
rather to act as a case study of the concrete
application of the methodology in the field.
This article details both the problems and
successes encountered when employing the
CSAS methodology, and offers some sug-
gestions for further fine-tuning.

Methodology
In January 2005, AAH-USA conducted a

nutritional coverage survey using CSAS in
the Uvira territory located in eastern
Democratic Republic of Congo (DRC) in
order to assess the level of coverage of the
ten nutritional centres located there. The
CSAS was particularly chosen as the two-
stage cluster methodology had previously
failed in this territory to give a representa-
tive analysis of the malnourished popula-
tion, where survey results did not concur
with the nutritional infrastructure reports.

As per a traditional nutritional coverage
survey, the CSAS methodology targets chil-
dren from 6 to 59 months of age and records
weight, height, age, gender, mid-upper arm
circumference (MUAC), presence/absence
of bilateral oedema and enrolment/ non-
enrolment in a nutritional programme. The
method can be summarised as a series of
steps as follows2 :

1. First, a correct and accurate map of the 
target zone for the programme is neces-
sary (in this case, the entire Uvira terri-
tory).

2. A grid is positioned on this map. This 
grid must be composed of squares of 
equal size (quadrats), with the number 

of quadrats varying according to the 
size and shape of the programme target 
zone. The objective is to divide the pro-
gramme target zone into quadrats of 
equal size. Each quadrat must be spa-
tially homogeneous, that is, the geo-
graphical space covered by the quadrat 
must be equally accessible to the popu-
lation within. In addition, the grid is 
positioned inclusively, that is to say that
geographical areas are included if more 
than 50% of their surface area is within 
the quadrat.

3. When the grid is positioned, the geo
graphic centre of each quadrant is deter-
mined and an exhaustive list of the vil-
lages present is compiled.

4. Each village is then classified in order of
priority: the 1st is the village closest to 
the centre of its quadrat, the 2nd is the 
closest to the 1st, and so on.

5. The survey is conducted on all of the 
quadrats, and a team surveys each 
square for one entire day (from morning
to evening). 

6. An active case finding method is 
employed in CSAS. Community health 
workers and/or local mothers’ groups 
are the best sources of case information. 
When in the village or villages designat-
ed by the methodology, the team asks 
one or several representatives of the 
population to take 
them to all children aged between 6 and

59 months who are: 
• malnourished and/or ill. Because 

there are close links between malnu-
trition and illness, it is often difficult 
to tell at a glance whether a child is 
only ill or whether s/he is also mal-
nourished. In order to obtain an 
exhaustive sample, every case is 
measured, and children who are only 
ill are separated from those who are 
malnourished during the post-survey 
analysis. 

• enrolled in a nutritional programme, 
even if they no longer show clinical 
signs of malnutrition. After the second

The Challenge of Applying
CSAS in DRC
By Jason Stobbs, AAH-USA

Jason Stobbs is a long-serving member of Action Against Hunger
– USA, volunteering over the past four years in diverse contexts
such as Afghanistan, Cambodia, DRC and Chad. A Cambridge
Master’s graduate in Anthropology and specialist in food security
and nutrition issues, he has specifically worked on the develop-
ment of survey methods in situations of food scarcity.

Figure 1    Quadrat grid positioned on 
programme target zone

Figure 1 shows the positioning of the grid on the map
of Uvira territory. Note that this ‘computerised’ image
is only an approximate rendering of the physical map
used during this stage of the survey. Minor cartograph-
ic variations between the two maps have been noted. 

Notice the topography. A single axis of communication
traverses the territory north south, via quadrats 2, 4,
8, 12, 17, 21, 25 and 29. The main town of Uvira is
located in quadrat 25. Finally, it is important to know
that Uvira is a ‘shelved’ territory, composed of high-
lands (5, 6, 9, 10, 14, 15, 19, 23, 26, 27) of middle-
lands (1, 7, 11, 16, 20, 24, 28) and of plains (2, 8, 12,
13, 17, 18, 21, 22, 25, 29).

You will also notice that where the intervention area
corresponds to less than 50% of the area of a particu-
lar block, they have been coloured red and have been
excluded from the survey. As a result, the territory has
been divided into 29 blocks of 133 km_ each.

Some happy faces
met along the way

The contributions of Action Against Hunger – USA and Mark Myatt to this article
are gratefully acknowledged.

1 Developed by Mark Myatt, researcher at the Institute
of Ophthalmology of London and a consultant for the
WHO.
2 For a description of the CSAS method, see Field
Exchange issue 21, New Method for Estimating
Programme Coverage, p11 and  ‘A Field Trial of a
Survey Method for Estimating the Coverage of Selective
Feeding Programmes’, Mark Mayatt, Teshome Feleke,
Kate Sadlet, Steve Collins, Bulletin of the World Health
Organization, January 2005, n 83 (1).
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Discussion
‘Spatial homogeneity’ assumption 

The sampling methodology in a systematic
centric area is frequently utilised in ecological
studies to determine spatial distribution of ani-
mal or vegetable species over a vast surface, as
well as in human geography to evaluate the
radius of distribution of certain points of sale.
Its main advantages are its ease of utilisation, its
capacity to derive a representative cross-section
for a vast area, the simplicity of the analysis of
the data, and the spatial dimension of the analy-
sis which gives it an added value. However, it is
built on the hypothesis that each quadrat is spa-
tially homogenous. During our field survey,
this assumption clashed with the reality of the
area’s topography. Uvira is a ‘shelved’ territory,
varying from highlands to middle-lands to
plains, as one moves from west to east. Despite
experimenting with various quadrat sizes and
grid positionings during step 2, no fully satis-
factory positioning was found in order to
ensure spatial homogeneity. This in turn led to
troubling results in the survey, as illustrated by
the case of quadrat n°25 (see box). The survey
information revealed a striking difference
between the middle-lands and the plains in
terms of population mobility. However, in fol-
lowing the CSAS methodology, the level of cov-
erage for quadrat n°25 was calculated to be 0%,
a clearly misleading figure given the number of
beneficiaries in the centres coming from other
villages located in the plains.

Although this problem can clearly be attrib-
uted to a lack of spatial homogeneity within the
quadrat, a viable solution is hard to come by.
Indeed, with the lake Tanganyika and the mid-
dle-lands barely 4km apart from one another,
and the town of Uvira nestled in between, it is
difficult to imagine how to reposition the grid
in a more suitable way. This difficulty in ensur-
ing spatial homogeneity within the quadrats is
symptomatic of the entire area of Uvira, where
the presence of a sole axis of communication
and of numerous hills and rivers poses certain
difficulties in the positioning of the grid. It
might be possible to use smaller quadrats,
which would have the added benefit of allow-
ing post-survey stratification, However, given
that each quadrat takes a day to survey, the
ensuing increase in personnel and/or time
needed for completing the survey could make
the cost prohibitive. Alternatively, the original
quadrat size could be kept but a random sam-
ple of villages within each quadrat could be
used. Another possiblity would be to locate
quadrats purposively so as to ensure that plains
and mountains were included.

Although this is a case of the method ‘fail-
ing’, it is not a gross failure as it provided use-
ful information. One of the aims of a coverage
survey is to identify where coverage is likely to
be weak. In this survey, quadrat n°25 gave us
good insight into a coverage problem linked to
the cultural resistance of the hill folk to bring
their children to a centre in the plains, regard-
less of proximity. This demonstrates how, as in
all surveys, this method must be accompanied
by a contextual interpretation. 

Sampling sizes and active case research
The active case-finding method has the advan-
tage of providing a nearly-exhaustive cross-sec-
tion of malnutrition cases in the villages sur-
veyed. In addition, it allows for coverage of
more villages than in a classic survey. For exam-

This quadrat included both a Supplementary
Feeding Centre (SFC) and Therapeutic
Feeding Centre (TFC) located in the main
town of Uvira. The quadrat measured 133
km_ and the positioning of its borders was
determined in order to exclude, as much as
possible, the neighbouring Lake Tanganyika.
During the preparation of the survey, it was
assumed that this area was spatially homog-
enous. Yet, the central village of this area, the
village of Rugongo (located barely 4 km from
Uvira) is located in the middle-lands and not
on the plain. By employing the CSAS method-
ology and selecting villages according to their
proximity to the centre of the quadrat (steps
3 and 4,), it followed that all the villages sur-
veyed were also located in the middle-lands
and not in the plain. The ensuing results
were, if nothing else, surprising: none of the
malnutrition cases in these villages were
taken care of by SFC/TFC of Uvira, no matter
how close by they were. 

Quadrat  25

month spent in a Supplemental 
Feeding Centre, a malnourished child 
no longer falls with in the admission 
criteria, but must still be included in 
the coverage survey.

Anthropometric measurements of children 
identified as malnourished by the communi-
ty are then taken. For each case measured, 
the team asks whether the child is partici-
pating in a nutritional programme. When a 
child claims to be a participant in a pro-
gramme, the child’s name and all relevant 
information are taken in order to crosscheck
whether the child is actually enrolled. If a 
child who is allegedly malnourished is not 
at home, the team proceeds to the next 
house, but returns later. This procedure is 
continued until there are no more cases 
known by the community.

When an entire village has been visited, 
the team goes to the next village on the 
list, and the next, repeating this process 
until the end of the day. The number of 
children measured in a single day is con-
sidered sufficient to constitute a represen-
tative sample. 

7. When all of the quadrats have been sur-
veyed, the information is compiled and 
analysed. The calculation of the formula 
for the coverage rate is the same as with a 
two-stage cluster method, but the results 
are much more representative: 

x                           

x  

AAH-USA coverage survey
The AAH-USA nutrition survey took place

between January 21st and January 28th 2005,
and covered the entire territory of Uvira
(including the highlands and middle-lands).
Prior to this, two weeks were spent training the
five survey teams, which included using the
cartographical data to define the quadrats and
assigning the itinerary to the teams. The teams
slept in the field during the survey period and
did not return to base camp at night. 

Each team comprised three members (a team
leader and two measurers). Each was assigned
a number of quadrats, depending on the dis-
tance to be travelled and the ease of access. For
example, a team assigned to the plains along
the axis of communication was assigned five
quadrats, while a team assigned to the most
remote corners of the highlands was only
assigned two. The team leaders were required
to act autonomously and gauge, according to
their own judgment and the information they
obtained locally, the level of threat ahead (the
Uvira territory is not a stable area) and the itin-
erary to employ (whilst still proceeding to vil-
lages according to the centric pattern and mak-
ing way towards the quadrat to be surveyed the
next day). Needless to say, such responsibilities
required that the teams be thoroughly trained,
and relied upon a high degree of initiative and
responsibility from the team leaders.

(children affected by 
malnutrition and admitted into a

programme)

(children enrolled in a nutrtional
programme, malnourished or not 

malnourished)

(children enrolled in a nutritional
programme, malnourished or not 

malnourished + children 
malnourished but not enrolled)

(total malnourished children)

Point coverage
= 100

Period coverage  
= 100

A mother with her malnourished
child identified during the survey
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An aid worker measuring
MUAC during the survey 
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ple, in the AAH-USA survey, 112 villages
were visited instead of an average of 30 cov-
ered in a classic survey. This guarantees
greater accuracy and greater representative-
ness in the sampling. 

In areas of low-density population,
where the villages become more distant
from one another, the size of the cross-sec-
tion is very small (e,g. quadrat n°15, where
the villages are so far apart from one anoth-
er that only two villages could be surveyed).
Although this is essentially not a problem,
insofar as the results reflect the geographic
and nutritional realities of the area, a small
sampling renders comparison between the
areas difficult, if not impossible. For
instance, how does one compare the
quadrat n°15 with quadrat n°14, where 11
villages were surveyed and 3 cases of mal-
nutrition were confirmed? The exercise is
simply impossible, due to the discrepancy
in sample size. To diminish the size and to
increase the number of quadrats seems,
once again, to be the best way to refine the
results and avoid this pitfall.

The quality of the cross-section is built
entirely on the capacity of health networks
or other community representatives to
detect malnutrition cases. The voluntary
exclusion of malnutrition cases, whether for
reasons of discrimination or for taboos sur-
rounding malnutrition, is therefore a reality
that must be taken into account during the
sampling. This being the case, it is regret-
table that no pre-testing was undertaken
during this survey. Such a pre-testing would
have ensured that the definition of the terms
used to define malnutrition cases in the
communities was homogeneous and
allowed us to compare the number of cases
registered with the help of the community
with the number of cases registered at the
time of an exhaustive screening of the com-
munity. However, it appears that the case-
finding employed was reasonably sensitive
since, prior to their measurement and con-
firmation of their anthropometric status,
many children were put forward who
turned out to be ‘false-positives’ (i.e. chil-
dren identified as malnourished by the pop-
ulation but not falling within malnutrition
criteria). Indeed the final sample size was
much smaller than anticipated - out of 858
children measured, 511 were excluded from
the final analysis as false positives. 

Conclusions
In retrospect, there are a number of pros

and cons to using the CSAS methodology in
this context. On the positive side, the input
and handling of data is considerably more
rapid than in a ‘classical’ two-stage cluster
survey. Furthermore, since the cross-section
is quite a lot bigger than would have been in
a traditional survey, 262 malnutrition cases
were detected - considerably more than the
30 cases detected in a previous cluster sur-
vey carried out in June 2004. The spatial
dimension of the analysis also provided
useful information for the orientation of
AAH-USA’s programmes. For instance,
quadrat n°11 turned out to have over 20
cases of malnutrition without any coverage
support. This led to the opening of a nutri-
tional infrastructure and the improvement
of screening and consciousness-raising
activities. Thus, in this particular instance,
the coverage survey doubled as a case-find-
ing and referral activity for the programme. 

However, the cost, time and work inten-
sity is considerably greater than that of a
classical two-stage cluster method. In the
traditional two-stage cluster methodology, a
cluster is finished once 30 children have
been sampled, whereas in the case of the
CSAS methodology, a quadrat takes an
entire day to complete, with as many chil-
dren measured as possible. This demands
great effort and planning, especially if vil-
lages within a given quadrat are not close to
each other. Furthermore, the need to keep
quadrats spatially homogeneous entails, in
this case, a reduction in size and an increase
in the number of quadrats, which in turn
increases the cost and length of the survey.
Similarly, the disparity in quadrat sample
sizes makes for difficult comparisons,
unless the size of the quadrats is reduced.
Finally, the reliance on village health work-
ers or key informants, although a clear pos-
itive in terms of programme integration and
sustainability, does in turn create a need for
pre-testing in every village, increasing, once
again, the time and cost of the activity. 

In conclusion, this method has a clear
usefulness in the framework of an evalua-
tion of nutritional coverage. However, it
requires a high degree of preparation and a
thorough knowledge of the area. 

For further information, contact Jason
Stobbs, email: Jasonstobbs@yahoo.com and
Marie-Sophie Simon, AAH-USA, email:
mss@aah-usa.org

The CSAS coverage survey method is
new and much remains to be learned
from field application of the method,
particularly in confused terrain, such

as that described in the current article, as well
as in urban settings. Problems with the method
and, hopefully, practical and appropriate solu-
tions to these problems will come to light as we
gain experience with the method.

Some of the problems identified by the
authors of the current article are related to
quadrat size and location. These problems
could, as the authors suggest, be overcome by
decreasing the quadrat size. This will,
inevitably, increase the number of quadrats
sampled. Such a strategy may increase the
amount of work required to complete a survey.
It is, however, unlikely to result in a simple lin-
ear increase in workload if sampling is restrict-
ed to a single, centrally-located community in
each quadrat. Quadrupling the number of
quadrats and selecting a single centrally-locat-
ed community in each quadrat should result in
only a marginal increase in travel times and lit-
tle or no increase in the number of communities
sampled, whilst maintaining an even spatial
sample. 

An alternative approach, also suggested by
the authors, would be to choose a more com-
plex quadrat location strategy. For example,
quadrats could be located purposively with
regard to an ecological variable such as terrain.
Quadrat sizes could also be varied so that few
large quadrats were sampled from large sparse-
ly populated areas and many small quadrats
from smaller densely populated areas. This
would, however, require more complicated
data analysis techniques and some estimate of
the populations in each sampling unit in order
to calculate a coverage estimate for an entire
survey area. The approach of randomly select-
ing a fixed number of communities within
quadrats suggested by the authors is practical
but does not provide a guaranteed solution to
the problems they identify, since it is possible
that, on occasion, a random sample would not
differ from the central-location sample. 

It should be remembered that the within-
quadrat spatial homogeneity assumption made
by the CSAS method is considerably more plau-
sible than that made by cluster-sampled sur-
veys, which assume homogeneity over an
entire survey area.

It is not clear why between quadrat compar-
ison should be rendered impossible by "dis-
crepancy in sample size" since within-commu-
nity samples have a large sampling proportion
(i.e. all or nearly all malnourished children
residing in the sampled communities are
found) and the proportion of villages sampled
from each quadrat are similar (i.e. more com-
munities are sampled from quadrats containing
many communities than are sampled from
quadrats containing few communities). If the
prevalence of severe malnutrition is low then
sample sizes will be small but, it should be
remembered, the large sampling proportion is
retained in these circumstances.

Postscript

By Mark Myatt

Measuring length during the survey
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Mark Myatt is a consultant epidemiologist and
senior fellow at University College London. His
areas of expertise include infectious diseases,
nutrition, and survey design. 
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The topic of ‘Exit Strategies’ confounds
and eludes emergency and develop-
ment practitioners alike. In the dynam-
ic context of southern Africa, the mere

mention of ‘an exit’ when discussing food pro-
gramming can cause panic among communi-
ties, non-governmental organisation (NGO)
staff, government and other stakeholders. This
was the prevailing attitude when C-SAFE - a
consortium of international NGO’s working in
southern Africa - decided to conduct a learning
activity (see box 1) around Exit Strategies in
April 2005. 

At that time, southern Zambia was showing
early signs of another drought, and indicators
suggested the need for increased assistance to
affected districts. In Zimbabwe, C-SAFE mem-
bers were also preparing for a possible scale-up
of activities following parliamentary elections
(which had stifled activities for several
months), in response to projections of increas-
ing food insecurity related to recurring drought
conditions. Similarly, member agencies in
Lesotho faced a scenario of ongoing food inse-
curity in the majority of participating commu-

nities. And finally, the HIV/AIDS pandemic
continued to plague all three countries, compli-
cating prospects of exiting food programming
in the near future.

Why Talk About Exit Strategies?
So why talk about Exit Strategies given indica-
tions of continued, if not increased need? And
how can we have realistic discussions of exiting
when our operating environment and funding
situation still appear uncertain? 

C-SAFE’s recently published a document on
exit strategies1 based on learning activities in
April 2005. Participants at the learning events
were encouraged to think of an Exit Strategy as
a Sustainability Plan, which has inherent benefits
irrespective of timing and context. Whether at
the design phase of a programme, or in the
midst of phasing out, promoting sustainability
is something that we all aim for. And an effec-
tive exit plan is integral to that process.

Learning events held in Lusaka and Harare
revealed that NGO members of the Consortium
in Zambia, Zimbabwe and Lesotho had begun
to strategise on Exit Strategies for the C-SAFE
programme. However, due to the daily pres-
sure of managing the substantial Title II emer-
gency programme, members had not yet articu-
lated their exit plans, nor had they begun the
critical process of identifying exit activities, i.e.
developing a timeline, establishing bench-
marks, and monitoring for progress.

Participants from C-SAFE Zambia,
Zimbabwe and Lesotho, as well as colleagues
from the World Food Programme (WFP), the
donor community and local government
brought an interesting range of perspectives to
the table at both events. The facilitators present-
ed the ‘basics on Exit Strategies’ which drew
heavily from a FANTA Technical Note2 pub-
lished late last year, as well as the Education
Development Centre’s (EDC) publication ‘Hello
I Must Be Going’ from 2002. Promising practices
were featured from each of the host countries
(Zambia and Zimbabwe), with action planning
in the final session to strengthen existing Exit
Strategies, and to begin thinking about the
design of Exit Strategies for C-SAFE’s follow-on
programmes. 

Lessons learned from C-SAFE Malawi were
also presented by one of the workshop facilita-
tors (who had previously worked for that
Consortium). The message here was that Exit
Strategy planning should begin at project incep-

tion and that a late start risks haphazard imple-
mentation of the strategy, and the increased
likelihood of a difficult transition for communi-
ties once you have left. The NGO members of
C-SAFE Malawi have since transitioned to a
Development Assistance Programme (DAP) –
entitled I-LIFE – for a term of five years. 

Promising Practices
C-SAFE Zambia 
C-SAFE Zambia featured the development of
World Vision’s community-based Nutrition
Support Groups (NSGs) as a vehicle for ensur-
ing the sustainability of programme outcomes
in a post-C-SAFE environment. 

Integral to this type of Exit Strategy is an
emphasis on capacity building. The NSGs
receive training in basic nutrition and health,
centring on Home Based Care, Growth
Monitoring and Promotion (GMP) and veg-
etable gardening. GMP is used to provide nutri-
tion/health education to mothers of young chil-
dren along with monthly weights charted to
assess progress. GMP also identifies children
under age five in targeted geographic areas
who are eligible for admission to C-SAFE’s tar-
geted food assistance programme. In addition,
groups receive practical training in entrepre-
neurship and fundraising to facilitate their sus-
tainability once C-SAFE has left their community.

The development of NSG’s is typical of a
‘phase over’ approach to exiting, in which the
Exit Strategy is centred on building the capaci-
ty of a local organisation, which will eventually
assume responsibility for programme activities
and sustaining programme outcomes. Through
group reflection and analysis, the workshop
participants identified aspects of the Strategy
that could be strengthened. Most apparent was
a need to intensify monitoring around the
capacity of the NSGs to assume programme
responsibilities, and a need to establish bench-
marks for gauging their progress. Drawing les-
sons learned from NSGs that had already ‘spun
off’ was also discussed, and will prove invalu-
able for younger NSGs as they gain autonomy. 

Learning Spaces – a deliberate focus on
Learning

During 2004-2005 (ending September), C-
SAFE received limited funding to develop
learning activities around select themes that
the Consortium members had identified as
‘high priority’. The vehicle for delivering these
activities was called Learning Spaces. The
regional Learning Spaces initiative took an
interactive approach to identifying, dis-
cussing, disseminating and encouraging the
application of better practices and lessons
learned on a variety of themes. Topics includ-
ed Targeted Food Assistance in the Context of
HIV/AIDS (featured in the May 2005 issue of
Field Exchange); Food-for-Assets program-
ming with an HIV/AIDS Lens; Lessons
Learned from Working as a Consortium; Exit
Strategies for Developmental Relief pro-
grammes, and many others. 

The Exit Strategy learning events were part
of C-SAFE’s regional Learning Spaces initia-
tive, and were funded by USAID-FFP and pri-
vate funding from C-SAFE’s members.
The outputs from Learning Spaces are avail-
able on the C-SAFE website at 
www.c-safe.org

Learning about
Exit Strategies in
Southern Africa
By Kara Greenblott

Kara Greenblott was formerly the programming 
section manager for C-SAFE’s regional office in
Johannesburg, and is now a freelance consultant
working for C-SAFE from the US. 

The author would like to acknowledge the  support
of CARE and the work of C-SAFE partners, agencies
and local and international staff in the work
reflected in this article.

1 What We Know About Exit Strategies: Practical Guidance
for Developing Exit Strategies in the Field. Developed by
Alison Gardner, Kara Greenblott and Erika Joubert.
2 Rogers, Beatrice and Macias, Kathy, FANTA, Programme
Graduation and Exit Strategies: A Focus on Title II Food Aid
Development Programmes, November 2004.
3 Levinger, Beryl and McLeod, Jean; Education Development
Centre, Inc., Hello I must Be Going: Ensuring Quality
Services and Sustainable Benefits through Well-Designed Exit
Strategies, October 2002

An example of a keyhole garden,
named based on it's shape
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C-SAFE Zimbabwe
C-SAFE Zimbabwe featured Food-for-Assets
(FFA) programming as a prospective Exit
Strategy, and prompted heated discussion over
what defines an Exit Strategy and what are the
requisite components. The Zimbabwe Consort-
ium showed how FFA activities can help lay the
groundwork for sound Exit Strategies. And
again, through group reflection and analysis,
the participants identified ways to strengthen
the Strategy. The need to conceptualise an Exit
Strategy in a more holistic manner was noted,
with a view towards setting benchmarks, and
monitoring the community’s capacity to main-
tain newly created (or rehabilitated) assets prior
to (and post!) exit.  

The Zimbabwe NGO participants also raised
the issue of how to plan for a programme exit,
given the unpredictable and unstable operating
environment. This underlined the importance
of flexibility in developing an exit timeline, as
well as the need for scenario planning when
developing the plan in an uncertain context. 

C-SAFE Lesotho
C-SAFE Lesotho, whose programme is exclu-
sively focused on Food-for-Assets, challenged
the assumption that Exit Strategies should be
aimed at the community, and instead argued
that the success of their keyhole garden pro-
gramme lies in its intentional focus on the indi-
vidual household. C-SAFE Lesotho’s unique
programme involves a nine-month training
curriculum for food insecure households on
how to build and maintain a ‘keyhole’ garden -
named on the basis that its shape resembles a
keyhole. 

With sustainability in mind, the construction
of the garden utilises readily available and
affordable components (i.e. manure, bones,
stones and aloes), and emphasises water con-
servation in its maintenance. The gardens are
resistant to dry weather conditions, and pro-
vide high yields of vegetables year round using
only waste water (reducing stress on house-
holds to use limited water supplies for their
plants). And given the height and circumfer-
ence, the gardens are easy to manage and main-
tain, even for the elderly and infirm.

The ‘assets’ left behind are two-fold: the gar-
den, and just as importantly, the knowledge/
skills to construct and maintain it. The C-SAFE
Lesotho keyhole garden and training curricu-

lum were designed by CARE/TEBA, and are
suited specifically to the dry climate of Lesotho.
The team claims that Exit Strategy thinking was
implicit to the design of the programme, with
households only able to graduate once they had
a functioning garden with skills to maintain it,
hence no further need for NGO inputs. The
team from Catholic Relief Services (CRS)
Lesotho recently reported an estimated 25% of
participant households have replicated the gar-
dening technology through the creation of
additional garden plots, and many non-partici-
pant families are also adopting the technology
(with no incentive provided by CRS) as a result
of observing the benefits gained by their neigh-
bours.

Exit Strategies in the Context of HIV/AIDS
With all three countries where C-SAFE operates
experiencing high prevalence rates of
HIV/AIDS, the learning activities and guidance
document (What We Know About Exit Strategies)4

make a concerted effort to identify and discuss
factors to consider when developing Exit
Strategies in an HIV/AIDS context.  

The guidance emphasises that in this context, it
is necessary to assess (and monitor) how these
factors will affect the capacity of a community
to care for its chronically ill, orphans and vul-
nerable children (OVC), and other destitute
members, and to consider both its current and
future capacity, especially if the Exit Strategy
involves handing over aspects of the pro-
gramme to local partners or communities. 

Developing Exit Strategies in high HIV/AIDS
prevalence context requires more concerted
planning and monitoring. Applying an
HIV/AIDS ‘lens’  can help staff consider and
address the constraints in a systematic fashion.
Benchmarks to gauge the communities’ pro-
gressive ability to use and maintain newly cre-
ated assets, and to care for their chronically ill
and destitute should be monitored at regular
intervals. Ongoing monitoring of the bench-
mark indicators will provide essential pro-
gramme learning, and help determine whether
it is indeed feasible to phase down and out
according to the exit timeline, or whether
adjustments need to be made. The last bench-
mark along the continuum of self-reliance may
also be identified as the community’s gradua-
tion or exit criteria. 

Where ‘phase over’ to a local organisation or
government is being implemented, the transfer
of responsibilities to local partners should be
done in a staggered manner, to reduce the
shock of multiple transitions and to draw/take
advantage of lessons learned from earlier exits
and apply them to later ones. And finally, post-
exit monitoring is vital to ensure that we contin-
ue to learn about the effectiveness of our exit
strategies and whether programme outcomes
are indeed as sustainable as we had intended.

Participants at the workshops noted that it will
not always be possible for the chronically ill to
regain sufficient health to become productive.
And while some do, HIV/AIDS continues to
affect the community as more adults die (leav-
ing orphans to be cared for), and those previ-
ously healthy become sick - both outcomes
placing an increased burden on the community.

What is C-SAFE?

C-SAFE is a Consortium of three internation-
al NGO’s (CARE, Catholic Relief Services and
World Vision) working in Zambia, Zimbabwe
and Lesotho. In Zambia, ADRA was also a
member until October of 2005. 

C-SAFE applies a ‘developmental relief’
approach to its programming efforts --
addressing emergency food security needs
(via Targeted Food Assistance (TFA)), while
simultaneously building productive commu-
nity assets (via Food-for -Assets (FFA))
which is intended ultimately to improve
community resilience to future food security
shocks. 

The Developmental Relief approach was
based on the understanding that vulnerabili-
ty to food insecurity is due not only to cur-
rent shocks, but also to an underlying
fragility of livelihood systems, and exacer-
bating factors such as the HIV/AIDS pan-
demic. For this reason – C-SAFE makes
Food-for-Assets (FFA) (intentionally replac-
ing the term Food for Work) a focal point of
its programming -- the assets being the key
to building future resilience both at the
household and community levels.

Programming initiatives include Targeted
Food Assistance to chronically ill (used as
proxy for HIV/AIDS), malnourished under
fives, and orphans and vulnerable children
(OVC’s). There are also a wide variety of
Food-for-Assets activities such as training in
conservation farming, the development of
community grain storage and homestead
gardens, as well as more traditional FFA
activities such as rehabilitation of feeder
roads, bridges, and other community infra-
structure.

While C-SAFE’s Targeted Food Assistance and
FFA programmes continue to adapt to the
HIV/AIDS context, it is clear that longer-term
resourcing and flexible, innovative program-
ming will be needed to create sufficient
resilience and viable Exit Strategies for high
prevalence communities.

Conclusion
So why are Exit Strategies important?  When
planned with partners in advance, they ensure
better programme outcomes and encourage
commitment to programme sustainability.
Good Exit Strategies can help resolve tension
that may arise between the withdrawal of assis-
tance and commitment to achieve programme
outcomes. And, Exit Strategies can help clarify
and define a sponsor’s role to host countries
and local partners as being time limited, reduc-
ing the potential for misunderstandings and
future dependency.

Irrespective of the operating environment
and/or nature of programming, C-SAFE and
non-C-SAFE participants alike learned a num-
ber of lessons from this process. In particular,
planning an Exit Strategy from the earliest
stages, keeping it flexible, and monitoring its
progress using benchmarks will improve pro-
gramme outcomes and their sustainability -- a
goal to which all practitioners aspire. As one
workshop participant noted, “We should think
of the Exit Strategy as a ‘Sustainability Plan’
since sustainability is really what we’re after.”

For further information, contact Kara
Greenblott, email: kgreenblot@aol.com

1 See footnote 1
2 An HIV/AIDS Lens for Food-for-Assets Programming was
developed by C-SAFE in early 2005 and is available on the C-
SAFE website: www.c-safe.org. 

Watering a keyhole garden

C-SAFE, Lesotho, 2005



Hadja Ahmed Mohamed Medini

Hadja Ahmed worked on GOAL’s emer-
gency/ nutrition team in Golo, Jebel Marra,
part of Sudan’s conflict-ridden Darfur region.

On January 25 2006, Hadja was killed when a
UN helicopter evacuating aid workers from
Jebel Marra crashed. Earlier that week, Golo
was attacked by the Sudan Liberation Army
(SLA), seeking to dislodge the government
forces garrisoned in the town.

All aid agencies had to withdraw from Golo
and GOAL has indefinitely suspended opera-
tions in the Jebel Marra region. GOAL contin-
ues to work from El-Fasher and in the Kutum
area of north Darfur, running 9 clinics and
supplying water-sanitation and supplemen-
tary feeding to IDP camps in the vicinity of
Kutum town. Golo and the Jebel Marra has

been a flashpoint area throughout Darfur’s
conflict. Lush, fertile mountain terrain mark
the area out from much of Darfur, which is
arid/semi-arid.

Hadja was married with one nine year old son
and was from Jebel Mara. She joined GOAL in
2004, working on a 6-month contract initially,
and by June 2005 was hired as a full-time
member of the nutrition team.

Vivienne Alex is GOAL’s Field Nutrition
Manager in Sudan and knew Hadja well. She
met Hadja’s brother in Khartoum on February
22. She said that “they are still very sad. It is a
great loss to the family. There were just 2
daughters – and Hadja is gone now.”

She described her deceased colleague as
“responsible, motivated, willing to learn about

Obituary

nutrition, and dedicated to helping her neigh-
bours, friends in Jebel Marra and Darfur.”

GOAL ran supplementary feeding pro-
grammes in 9 sites in Jebel Marra, working at
various camps for internally-displaced people
(IDPs). Hadja was at the forefront of this activ-
ity.

Alex described how Hadja was meticulous in
her approach to peer education – teaching
mothers with children under 5 as well as preg-
nant and lactating mothers how best to nour-
ish their children in IDP camp conditions.

GOAL again takes this opportunity to offer
our condolences to Hadja’s husband, son and
wider family. Her loss has been felt deeply and
she will be sorely missed
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Angela Davis, a nutritionist with GOAL, at work in
the GOAL Primary health Care centre near Adurman
IDP camp, outside Kassala, eastern Sudan
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People in aid

Participants in the joint working groups session at the SCN
meeting.

Caroline Abla (OFDA/USAID), co-chair of the
Working Group on Nutrition in Emergencies and
David Clark (UNICEF), chair of the Working Group
on Breastfeeding and Complementary Feeding

L to R: Alessandro Loretti (WHO), Caroline Abla (OFDA/USAID), Fathia
Abdallah (UNHCR) and Caroline Wilkinson (ACF) at the Tuesday meeting of
the SCN Nutrition in Emergencies Working Group.
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The Emergency Nutrition Network (ENN)

grew out of a series of interagency meetings focusing on
food and nutritional aspects of emergencies. The meetings
were hosted by UNHCR and attended by a number of UN
agencies, NGOs, donors and academics. The Network is the
result of a shared commitment to improve knowledge, stim-
ulate learning and provide vital support and encouragement
to food and nutrition workers involved in emergencies. The
ENN officially began operations in November 1996 and has
widespread support from UN agencies, NGOs, and donor
governments. The network aims to improve emergency food
and nutrition programme effectiveness by:

• providing a forum for the exchange of field level 
experiences

• strengthening humanitarian agency institutional 
memory

• keeping field staff up to date with current research and
evaluation findings

• helping to identify subjects in the emergency food and
nutrition sector which need more research.

The main output of the ENN is a tri-annual publication,
Field Exchange, which is devoted primarily to publishing
field level articles and current research and evaluation find-
ings relevant to the emergency food and nutrition sector.

The main target audience of the publication are food and
nutrition workers involved in emergencies and those
researching this area. The reporting and ex-change of field
level experiences is central to ENN activities. 
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Corrections

The authorship of one of the field articles pub-
lished in Issue 26, Farming in Bags, Micro Gardening
in Northern Uganda, is currently being contested.
Siddharth Krishnaswamy, who was the Food
Security Officer in charge of implementation of the
micro gardening programme, contacted the ENN
to claim that written materials developed and writ-
ten by him during the course of the programme
were the source of the field article. His claims were
supported by a letter and an email sent to the ENN
from AAH field staff members. The assigned
author, Holly Radice, denied any suggestion of
plagiarism. In response, ACF-USA conducted an

internal investigation, which concluded that Holly
Radice is the author while Siddharth should be
credited as the source of photos used in the article
and recognised as the programme implementer.
The valuable contribution of both Holly and
Siddharth to the programme is acknowledged. 

Siddharth Krishnaswamy does not accept these
conclusions and has restated his position to the
ENN who thus considers the authorship still in
dispute. There is a limit, however, to the resources
that ENN can invest in resolving this case. 

At no stage of this investigation has ENN
doubted the integrity and best intentions of those

involved. However, this situation highlights the
need for all authors to consider who should be
acknowledged in field articles, which sometimes
may not be immediately obvious given the nature
of field programming where staff turnover can be
high. Also ownership of ‘grey’ material produced
in the field, such as internal reports, training mate-
rials and handover notes, may not be clear but
every effort to establish this should help avoid
such contention in the future.  

Jeremy Shoham and Marie McGrath, ENN
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