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EXECUTIVE SUMMARY 
 

TBBC and CCSDPT Health Agencies 

conducted collaborative nutrition 

surveys of children age 6 to 59 months in 

all camps in 2011. This year, in addition to 

comparing nutrition survey data to 

CDC’s NCHS reference, TBBC included 

comparison with the new WHO growth 

data. 
 

Survey Methods 
Random sampling was used to select 

households with children 6-59 months of 

age in all camps using TBBC’s Total 

Population Database. TBBC trained 

health agency staff to implement surveys 

in all camps, and supervised all surveys 

to completion. Data were analyzed 

using ENA (Emergency Nutrition 

Assessment) and SPSS software. WHO 

growth standards were used to report 

principal anthropometry results.   
 

Results 
A total number of 4,969 children were 

surveyed in all camps. The ratio of boys 

to girls was normally distributed.  
 

Malnutrition Rates 
An average of 2.0% of children surveyed 

were found with global acute (wasting) 

malnutrition. Average acute (wasting) 

malnutrition rates for children under 5 are 

“acceptable” according to WHO 

benchmarks for all camps and border-

wide. Acute (wasting) malnutrition rates 

in camps remain significantly lower than 

in Thailand or Myanmar. 
 

An average of 41.5% of children 

surveyed were found with global chronic 

(stunting) malnutrition. Average chronic 

(stunting) malnutrition rates range 

between “medium” and “very high” 

according to WHO benchmarks, and the 

average rate border-wide is classified as 

“very high.”Chronic (stunting) 

malnutrition rates in camps are  

 

 

significantly higher than Thailand and 

comparable to Myanmar.  
 

By age group, the highest rates of 

wasting malnutrition were found in 

children 6 – 24 months in all camps, and 

the prevalence of stunting was 

increased in this age group. The effect is 

cumulative – by the age of 5, nearly half 

of all children were found to be stunted.  
 

Micronutrient Deficiencies 
3.5% of children surveyed were 

diagnosed with angular stomatitis (AS), a 

symptom of ariboflavinosis (vitamin B2 

deficiency).  
 

Supplementary/Therapeutic Feeding 

Program Coverage 
Feeding program coverage for 

moderately wasted children was poor in 

most camps, indicating that moderately 

malnourished children are not being 

identified and treated effectively.  
 

Coverage for severely wasted children 

was 100%, indicating that severe cases 

are identified and treated appropriately. 
 

Vitamin A/Anti-helminthes Vitamin A 

supplementation coverage was below 

Sphere standards, but has improved 

from previous surveys with an average of 

76.3% of children surveyed received 

Vitamin A supplements within the last 6 

months. 
 

De-worming coverage is relatively good 

in some camps, but either not 

conducted or not reported in others, 

averaging only 31.9% of children receive 

anti-helminthes within the past 6 months. 
 

Nursery School Enrolment  
Enrolment in nursery schools was high in 

most camps, and on average 78.9%, of 

children are ensured a nutritious lunch on 

weekdays.
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RECOMMENDATIONS 

Prevent chronic (stunting) 

malnutrition 
1. In collaboration with TBBC’s Nutrition 

Program, implement incentivized 

community-based Behavior Change 

Communication and Growth 

Monitoring & Promotion 

programming in all camps to target 

families with children age 6 months to 

2 years;  

2. Promoting healthy maternal status; 

and  

3. Ensure early detection and treatment 

of acute malnutrition in young 

children.  

 

Treat moderate acute (wasting) 

malnutrition 

1. Scale up training for health and 

other community workers to 

effectively identify and enroll 

moderately malnourished children 

into supplementary feeding 

programs. 
2. Ensure that children discharged 

from supplementary feeding  

 

 

 

 

 

3. programs receive regular follow up 

in the household by health workers. 

4. Scale up program monitoring. 

 

Prevent micronutrient malnutrition 
1. Scale up nutrition education and 

AsiaREMix promotion activities to 

ensure that children consume 

adequate quantities of 

micronutrients to prevent 

deficiencies. 

1. Follow CCSDPT border vitamin A 

prevention protocol to children 6 

months to 12 years and lactating 

women. Provide anti-helminthes 6-

monthly for all children 1 to 12 years. 

2. Document ALL vitamin A 

supplementation and de-worming 

in standard document - yellow card 

(children) or in lemma (lactating 

women). 

 

Nursery School Enrolment  
1. Promote nursery school enrolment 

and attendance in camps where 

enrolment is low (Mae La, Mae La 

Oon).
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BACKGROUND 
 

Prevalence of Wasting and 

Stunting Malnutrition 
TBBC and CCSDPT Health Agencies 

conducted collaborative nutrition 

surveys of children age 6 to 59 months in 

all camps in 2011.  These surveys are 

conducted bi-annually to estimate the 

prevalence and examine trends in acute 

(wasting) and chronic (stunting) 

malnutrition, micronutrient deficiencies, 

and Supplementary Feeding Program 

and Vitamin A supplementation 

coverage in the refugee population 

residing in 9 camps. 

 

Child Growth and Nutrition Indicators 

This report presents the prevalence of 

two key indicators for malnutrition as 

recommended by the World Health 

Organization (WHO), UNHCR, and the 

World Food Programme (WFP: weight-

for-height or wasting and height-for-age 

or stunting.  

 

Wasting is generally indicative of recent 

and severe weight loss, often associated 

with acute starvation and/or recent 

disease. Wasting is considered the best 

indicator of acute malnutrition and a 

strong predictor of mortality among 

children under five years of age.  

 

Stunting is generally indicative of a more 

chronic process that results from 

suboptimal nutrition and/ or health 

conditions. 

 

The report provides camp-by-camp and 

border-wide prevalence of wasting and 

stunting in children <5. Surveys were 

completed in the second half of 2011 in 

all camps (with the exception of Site 2, 

completed in the first half of 2011.) 

 

 
New WHO Growth Standards 
Children surveyed in the camps were 

previously compared to the CDC’s 

National Center for Health Statistics 

(NCHS) growth curves, published in 1977. 

These growth curves were generated 

from data on the growth of multi-ethnic 

American children, all of whom were 

bottle-fed. The CDC growth curves were 

used to compare the nutritional status of 

populations and to assess the growth of 

individual children throughout the world. 

Recently, concerns were raised 

regarding the adequacy of this 

reference for assessing the growth of 

breast-fed infants. 

 

In 2006, the WHO published the results of 

their “Multicentre Growth Reference 

Study (MGRS), which generated new 

growth curves for assessing the growth 

and development of infants and young 

children around the world. These new 

growth curves are based on growth 

data and related information from 

approximately 8500 children from widely 

different ethnic backgrounds and 

cultural settings (Brazil, Ghana, India, 

Norway, Oman and the USA). Of note, 

the children included in the WHO study 

were all breast-fed, which affects the 

rate of growth in infants.  

 

The new growth curves provide a single 

international standard that represents 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 

development. The new growth curves 

reflect the evidence that until 

approximately the age of five years, 
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children who receive good nutrition and 

care practices, regardless of ethnicity, 

should grow at the same rate. After 5 

years, ethnic differences may become 

evident. 

For wasting (low weight for 
length/height), the main difference 

between the new standards and the old 

reference is during infancy, when acute 

malnutrition – wasting - rates will be 

substantially higher using the new WHO 

standards. However, nutrition surveys do 

not normally include infants under 6 

months of age, so wasting in this 

population is not reported. For stunting, 

rates will be substantially higher. 

 

This year, in addition to comparing 

nutrition survey data to CDC’s NCHS 

reference, TBBC will include comparison 

with the new WHO growth data. 

 

 

Rates of malnutrition are going to change because of  

differences in the pattern of growth between the new standards  

and the old reference, especially during infancy.  

 

A notable effect is that stunting – chronic malnutrition - will be  

greater throughout childhood when assessed using the new WHO 

standard compared to the previous international reference. 

 
 

 

 

 
 

 

 

  



NUTRITION SURVEY REPORT TO CCSDPT HEALTH AGENCIES, 2012 

7 

Thailand Burma Border Consortium, 2012 

 

METHODOLOGY 
 

SAMPLING  
Sampling 

 

Sample Size Calculation:  
 

n = k x t2 x (1-p) x p 

      2 
 

n= sample size 

k= design effect- for simple random sample, use 1 

t= confidence interval (1.96 for 95% confidence 

interval) 

p= estimated prevalence of malnutrition 

= precision 
 

Sample Size from Above Formula (using 

95% CI and a design effect of 1). The 

minimum sample size of children for 

each camp was calculated using 

estimated prevalence and desired 

precision, with an added 10% added for 

non-respondents. The higher sample size 

of 506 children was used. 

 
Estimated 

Prevalence 

of   

Malnutrition  

Precision Minimum 

Sample  

Size 

Minimum 

Sample 

+10% 

50% chronic 5% 426 469 

5% acute 2% 456 506 

 

SAMPLING PROCESS 

TBBC used the TBBC Total Population 

Database (TBD) for selecting 

households and children for the 

Nutrition Surveys in the nine TBBC 

camps in 2011. Using this new database 

saved approximately one week of 

team fieldwork in each camp for each 

survey, compared to using the previous 

method based on sampling from hard 

copy records and through physical 

household selection visits. The new 

system was field checked by TBBC staff 

on its first use in Tham Hin, and the listing 

output format improved with feedback 

from the field.  

 

Outline of steps in the new method for 

random selection of households with 

children, and individual children: 

1. The most recent (August 2011) TPD 

dataset on all individuals in each 

camp was used as the basis to 

develop the each Sample Frame for 

each camp.  

2. Required variables for sampling 

were selected from the TPD dataset, 

and cleaned and recoded in MS 

Excel format. This includes coding all 

individual children within the 

required age range of 06-59 

months, based on their age in days 

from their birth date. 

3. A table listing all household heads 

with children 06-59 months was 

generated as the Sample Frame for 

random selection of households. 

4. Random selection of households, 

from among all household heads 

with children 06-59 months, was 

completed using a new MS Excel 

Addin “Random Sorter for Excel 

software”  

5. The required minimum sample for 

each camp was 506 children, but 

sample selection was by household. 

Children were over-sampled, to 

allow for potential data errors or 

absences of some children. This 

minimises the need for resampling. 

6. This is the final dataset of random 

sample household heads and 

children for use in the nutrition 

survey. 

7. Nutrition field staff contacted the 

randomly selected families (only) to 

bring children for interview and 

measurement at the central 

interview stations. 
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Nutrition Survey Random Sampling Progress 
Camp Random 

Selected 

Households 

Random 

Selected 

Children 6-59 

Months 

Number of Children 

6-59 Successfully 

Interviewed* 

% of Selected 

children 

Successfully 

Interviewed 

Tham Hin 507 689 557 81% 

Mae La 506 684 598 87% 

Umpien Mai 566 691 564 82% 

Nu Po 506 672 546 81% 

Ban Don Yang (census) 409 543 491 90% 

Mae Rama Luang 506 730 626 86% 

Mae La Oon 506 755 628 83% 

Site 1 506 624 549 88% 

TOTAL 4,012 5,388 4,559 85% 

* Sampling aimed to reach a minimum sample of 506 children per camp. 

 

 

Case definitions and inclusion criteria 
Children ages 6-59 months were 

included in the survey. Children whose 

age was unknown were not included in 

the survey.  >85 cm was used as the 

cut-off to measure children standing 

up. (This will be revised to reflect WHO 

cutoff of >87 cm during upcoming 

surveys.)  

 

Case definitions for global, moderate, 

and severe wasting and stunting were 

based on current WHO cut-offs. Global 

acute and chronic malnutrition are 

defined as <-2 z scores weight-for-

height and/or oedema, severe acute 

malnutrition is defined as <-3 scores 

weight-for-height and/or oedema.  

 

WHO growth standards were used to 

report principal anthropometry results.   

 

Bilateral edema and angular stomatitis 

(riboflavin deficiency) were identified 

by a trained medic. Last date for 

vitamin A supplementation and de-

worming were determined using the 

child’s growth card or health “lemma.” 

 

 

 

Questionnaire, training and supervision 

 
Questionnaire 
Questionnaires were translated and 

back-translated into Burmese and Karen, 

pre-tested, and interviews were 

conducted in the household’s language. 

A copy of the survey form used is 

presented in Appendix 2. 
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Survey Training and Supervision 
Survey teams for each camp were 

composed of TBBC Nutrition Field 

Officers, and Health Agency staff 

(medics, nurses, and community health 

workers).  

 

Teams were trained by the TBBC Nutrition 

Manager and Nutrition Field Officers for 2 

days prior to the survey, and the training 

included a trial run of the survey process.  
 

The survey teams were supervised during 

the surveys by the TBBC Nutrition 

Manager and/or Nutrition Field Officers, 

and by senior camp-based health 

agency staff. The training outline is 

presented in Appendix 3. 

 

 

Survey Procedure 

 

All households were called according to 

a schedule developed by the survey 

staff. All households selected were 

surveyed, even if the target number of 

children had already been reached. 

Households were requested to bring the 

child’s health card to the survey.  

 

Every child between 6-59 months in the 

selected household was surveyed. If a 

child was found not to be between 6- 

59 months of age, they were not 

surveyed.   

 

If household failed to come to the 

survey, runners followed up 3 times. If 

after 3 visits the household was not 

available, they were no longer included 

in the survey and were not replaced. 

 

 

Data Analysis 
Data sheets were coded and a 

database developed in ENA 

(Emergency Nutrition Assessment, CDC) 

for data entry. Data entry was 

completed by a contracted staff and 

trained by the TBBC Nutrition Specialist.  

 

Quality control included random checks 

of data, preliminary analysis to identify 

flags and mistakes, and review of all 

data sheets with data entered. 

Plausibility checks were run on all data,  

 

 

 
 

and indicated that error in data 

collection and entry were minimal, and 

that measurements were not skewed.  

 

Anthropometric analysis was conducted 

in ENA, and further analyses completed 

in SPSS version 17.  

 

Exclusions included: age out of range or 

unknown; and anthropometric outliers [z-

scores from zero (reference mean) WHO 

flags: WHZ -5 to 5; HAZ -6 to 6]. 
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RESULTS  
 

AGE AND SEX DISTRIBUTION OF SAMPLE 
A total number of 4,969 children were surveyed in all camps. The ratio of boys to girls 

was normally distributed (Table 1.1) 

 
Table 1.1 Distribution of age and sex of sample 

 Boys  Girls  Total  Ratio 

AGE (mo) no. % no. % no. % Boy : girl 

6-11  280 49.1 290 50.9 570 11.5 1.0 

12-23  592 50.0 591 50.0 1183 23.8 1.0 

24-35  646 52.2 591 47.8 1237 24.9 1.1 

36-47  523 49.8 528 50.2 1051 21.2 1.0 

48-59  490 52.8 438 47.2 928 18.7 1.1 

Total  2531 50.9 2438 49.1 4969 100.0 1.0 

 

 

MALNUTRITION RATES 
 

ACUTE (WASTING) MALNUTRITION  
An average of 2.0% of children border-wide were found with global acute (wasting) 

malnutrition (Table 1.2) 

 11 children (0.2%) were severely wasted (z score<-3). 

 More boys (2.2%) than girls (1.9%) were malnourished. 

 There were no cases of oedema found in the population surveyed. 

 

Table 1.2:  Prevalence of acute malnutrition based on weight-for-height z-scores  

  (and/or edema) by sex 

ACUTE – WASTING - 

MALNUTRITION 

All 

n = 4930 

Boys 

n = 2506 

Girls 

n = 2424 

Prevalence of 

global malnutrition  
(<-2 z-score and/or 

oedema) 

2.0% 
 

(99) (1.7 – 2.4 95% C.I.) 

2.2 % 
 

(54) (2.2 – 2.8 95% C.I.) 

1.9 % 
 

(45) (1.4 – 2.5 95% C.I.) 

Prevalence of 

moderate 

malnutrition  
(<-2 z-score and >=-3 z-

score, no oedema)  

1.8 % 

 
(88) (1.5- 2.2  95% C.I.) 

1.9 % 

 
(48) (1.4- 2.5 95% C.I.) 

1.7 % 

 
(40) (1.2 - 2.2 95% C.I.) 

Prevalence of severe 

malnutrition  
(<-3 z-score and/or 

oedema)  

0.2 % 

 
(11) (0.1 - 0.4 95% C.I.) 

0.2 % 

 
(6) (0.1 – 0.5 95% C.I.) 

0.2 % 

 
(5) (0.1 - 0.5 95% C.I.) 

The prevalence of edema is 0.0 % 
 

. 
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      Mean z-score for weight for height 
The mean z-score for weight for height was only slightly shifted to the left (mean z-

score = -0.26±0.86) as compared to WHO standard normal distribution, indicating 

population within normal limits for wasting malnutrition (Graph 1.1) 

 

          Graph 1.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The prevalence of Global Acute Malnutrition (moderate and severe wasting) was 

highest among children between 12-23 months of age (Table 1.3, Graph 1.2) 

 

Table 1.3:  Prevalence of acute malnutrition by age, based on weight-for-height 

   z-scores and/or oedema 

 Global 

wasting 

<-2 z score) 

Severe 

wasting 

(<-3 z-score) 

Moderate 

wasting  

(>= -3 and <-

2 z-score) 

Normal 

(> = -2 z 

score) 

Age (mo) Total no. No % No. % No. % No. % 

6-11 567 13 2.3 1 0.2 12 2.1 554 97.7 

12-23 1171 39 3.3 7 0.6 32 2.7 1132 96.7 

24-35 1222 15 1.2 1 0.1 14 1.1 1207 98.8 

36-47 1046 15 1.4 1 0.1 14 1.3 1031 98.6 

48-59 924 17 1.8 1 0.1 16 1.7 907 98.2 

Total 4930 99  11 0.2 88 1.8 4831 98.0 
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            Graph 1.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHRONIC (STUNTING) MALNUTRITION  
An average of 41.5% of children border-wide were found with global chronic (stunting) 

malnutrition (Table 1.4) 
 557 children (11.3%) were severely stunted (z score<-3). 

 More boys (43.8%) than girls (39.1%) were stunted.  
 
Table 1.4:  Prevalence of stunting malnutrition based on height-for-age z-scores  
  and by sex 
CHRONIC – 
STUNTING - 
MALNUTRITION 

All 
n = 4944 

Boys 
n = 2516 

Girls 
n = 2428 

Prevalence of 
stunting 
(<-2 z-score) 

41.5 % 
 

(2051) (40.1-42.9 95% C.I.) 

43.8 % 
 

(1101) (41.8-45.7 95% C.I.) 

39.1 % 
 

(950) (37.2-41.195% C.I.) 

Prevalence of 
moderate stunting 
(<-2 z-score and >=-3 z-
score)  

30.2 % 
 

(1494) (29.0-31.5 95% C.I.) 

31.4 % 
 

(789) (29.6-33.295% C.I.) 

29.0 % 
 

(705) (27.3-30.9 95% 
C.I.) 

Prevalence of severe 
stunting 
(<-3 z-score)  

11.3 % 
 

(557) (10.4-12.2 95% C.I.) 

12.4 % 
 

(312) (11.2-13.7 95% C.I.) 

10.1 % 
 

(245) (9.0-11.4 95% C.I.) 
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     Mean z-score for height for age 
The mean z-score for height for age was significantly shifted to the left (mean z-score 

= -1.78±1.02) as compared to WHO standard normal distribution, indicating a 

significantly stunted population (Graph 1.3) 

 
   Graph 1.3 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The prevalence of Global Chronic Malnutrition (moderate and severe stunting) was 

highest in children age 24 months and older (Table 1.5, Graph 1.4) 

 
Table 1.5:  Prevalence of stunting by age based on height-for-age z-scores 

  Global stunting 

<-2 z score) 

Severe stunting 

(<-3 z-score) 

Moderate 

stunting 

(>= -3 and <-2 

z-score ) 

Normal 

(> = -2 z score) 

Age 

(mo) 

Total 

no. 

No. % No. % No. % No. % 

6-11 568 106 18.7 18   3.2 88  15.5 462  81.3 

12-23 1176 413 35.1 127  10.8 286  24.3 763  64.9 

24-35 1228 552 44.9 141  11.5 411  33.5 676  55.0 

36-47 1047 524 50.0 145  13.8 379  36.2 523  50.0 

48-59 925 456 49.3 126  13.6 330  35.7 469  50.7 

Total 4944 2051 41.5 557  11.3 1494  30.2 2893  58.5 
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   Graph 1.4 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Of the total population surveyed, weight, height, and/or age were unavailable to 

calculate z-scores for 39 children (weight for height) and 25 children (height for age) 

(Table 1.6) 
 
   Table 1.6:  Mean z-scores and excluded subjects  

Indicator n Mean z-
scores ± SD 

z-scores not 
available 

z-scores out of 
range 

Weight-for-Height 4930 -0.26±0.86 39 0 

Height-for-Age 4944 -1.78±1.02 25 0 
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MICRONUTRIENT DEFICIENCIES 
3.5% of all children in 9 camps were found with angular stomatitis (AS), a symptom of 

ariboflavinosis (vitamin B2 deficiency) with the highest rates in Umpiem Mai, Nu Po, and 

Ban Don Yang. AS also indicates general vitamin B deficiencies in a population (Table 

1.7) 

   Table 1.7:  Angular Stomatitis Prevalence 

Camp 

No. children 

with bi-lateral 

angular 

stomatitis 

% children 

with bi-lateral 

angular 

stomatitis 

Total 

Screened 

Site 1 1 0.2 532 

Site 2 11 2.5 445 

MaeRaMaLaung 35 5.7 618 

Mae La Oon 26 4.2 625 

Mae La 12 2.0 596 

Umpiem Mai 40 7.2 559 

Nu Poh 20 2.4 543 

Ban Don Yang 27 5.5 493 

Tham Hin 13 3.6 554 

All Camps 185 3.5 4965 
 

SUPPLEMENTARY/THERAPEUTIC FEEDING PROGRAM COVERAGE 
Supplementary and therapeutic (selective) feeding program coverage in a camp 

setting should be at least 90% (eg at least 90% of children with wasting malnutrition <-2 

wt/ht z scores are enrolled in feeding programs) (Sphere, 2011). 

 

42 of 99 (42.4%) children identified with moderate acute malnourished were already 

enrolled in SFP. All 11 children identified severe acute malnutrition were enrolled (100%) 

(Table 1.8) 
 

 Table 1.8:  SFP/TFP feeding programme coverage  

Camp 
no. children 

with wasting 

malnutrition 

no. of children 

with wasting 

malnutrition 

enrolled in SFP  

% Coverage 

Site 1 15 1  6.7 

Site 2 26 0  0.0 

Mae La Oon 21 0 0.0 

MaeRaMaLaung 15 2 13.3 

Mae La 26 0 0.0 

Umpiem Mai 17 1 5.9 

Nu Poh 17 5 29.4 

Ban Don Yang 12 8 66.7 

Tham Hin 26 10 38.5 

All Camps 99 42 42.4% 
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VITAMIN A SUPPLEMENTATION COVERAGE 
At least 95% of children under 5 years of age should receive a high-dose vitamin A 

supplement at 4-6 month intervals to prevent illness and blindness associated with 

vitamin A deficiency (Table 1.9) (Sphere 2011). 

 76.3% of all children in 9 camps received Vitamin A supplements within the last 6 

months. 

 17.8% had a record of supplementation between 6 – 39 months. 

 5.9% had no record of ever receiving vitamin A.  
 

 Table 1.9:  Vitamin A supplementation programme coverage 

Camp 
No. received 

within 6 months 

No. children 

screened 
% Coverage 

Site 1 433 532 81.4 

Site 2 411 445 92.4 

Mae La Oon 505 625 80.8 

MaeRaMaLaung 548 619 88.5 

Mae La 331 597 55.4 

Umpiem Mai 439 560 78.4 

Nu Poh 514 543 94.7 

Ban Don Yang 425 493 86.2 

Tham Hin 186 555 33.5 

All Camps 3792 4969 76.3 
 

     DE-WORMING COVERAGE 
All children under 5 years of age should receive anti-helminthes treatment at 6 month 

intervals to prevent illness and malnutrition associated with helminthes infection, 

including anemia and vitamin A deficiency. (Table 1.10) 

 31.9% of all children in 9 camps received anti-helminthes treatment within the last 

6 months. 

 16.0% had a record of treatment between 6 – 37 months. 

 52.1% had no record of ever receiving anti-helminthes.  
 

 Table 1.10:  Anti-helminths Coverage 

Camp 
No. received 

within 6 months 

No. children 

screened 
% Coverage 

Site 1 387 532 72.7 

Site 2 0 445 0 

Mae La Oon 72 625 11.5 

MaeRaMaLaung 42 619 6.8 

Mae La 159 497 26.6 

Umpiem Mai 374 560 66.8 

Nu Poh 429 543 79.0 

Ban Don Yang 0 493 0 

Tham Hin 120 555 21.6 

All Camps 1583 4969 31.9 
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NURSERY SCHOOL FEEDING PROGRAM COVERAGE 
Nursery School Feeding Programs are designed to provide at nutritious lunch to young 

children attending nursery schools. Children between 2.8 and 5 years of age were 

included in the analysis. (Table 1.11) 

 Enrolment coverage ranges from 57.8% to 96.0% of children of nursery school age, 

with and average enrolment border-wide of 78.5% 

 Boys are slightly over-represented, on average, but more girls than boys are enrolled 

in some camps. 

 

Table 1.11:  Nursery School Program Coverage by Camps 

Camp No children 

age 2. 8 – 5 

years in 

Sample 

No children 

age 2.8 – 5 

years Enrolled 

 

% Boys 

Enrolled 

 

% Girls 

Enrolled 

 

% Nursery 

School 

Coverage 

Site 1  201 193 51.5 48.3 96.0 

Site 2 178 146 49.4 50.6 82.0 

MRML 216 199 57.4 42.6 92.1 

MLO  223 129 52.9 47.1 57.8 

ML  228 113 53.1 46.9 49.6 

UM 203 169 50.2 49.8 83.3 

NP 198 174 51.5 48.5 87.9 

BDY 179 155 47.8 52.2 86.6 

TH  157 122 45.9 54.1 77.7 

All Camps 1783 1400 51.4% 48.6% 78.5% 
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Trends in Rates of Acute and Chronic Malnutrition 
The border-wide rate of acute malnutrition has decreased since 2009 (Graph 1.5) 

 
 Graph 1.5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chronic malnutrition rates have remained consistently high since 2003 (Graph 

1.6). 
  Graph 1.6 
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Regional Acute and Chronic Malnutrition Rate Comparisons 
Acute malnutrition rates in camps remain significantly lower than in Thailand or 

Myanmar (Graph 1.7)  

   
 Graph 1.7  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Chronic malnutrition rates in camps are significantly higher than Thailand and 

comparable to Myanmar. (Graph 1.8) 

   
Graph 1.8 
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DISCUSSION AND RECOMMENDATIONS 

 
CONCLUSIONS 

 
Malnutrition Rates 
Average acute (wasting) malnutrition 

rates for children under 5 are 

“acceptable” according to WHO 

benchmarks for all camps and border-

wide. 

 

Average chronic (stunting) malnutrition 

rates range between “medium” and 

“very high” according to WHO 

benchmarks, and the average rate 

border-wide is classified as “very high.” 

Camps with the highest stunting rates 

are located in the most remote areas 

of the border. 

 

The Relationship between Acute 

(Wasting) and Chronic (Stunting) 

Malnutrition 

Stunting often goes unrecognized by 

families who live in communities where 

short stature is so common that it seems 

normal. Even among health workers, 

stunting generally does not receive the 

same attention as wasting (low weight-

for-height), especially if height is not 

routinely measured as part of 

community health programs.  

 

Many families, health workers, and 

policymakers are unaware of the 

consequences of stunting, so it may not 

be viewed as a public health issue. 

 

The effects of stunting are serious and 

lifelong. Stunting is strongly linked to the 

ability to learn and cognitive 

development in children, and 

negatively affects maternal and adult 

health. 

 

Children 6-24 months of age are most 

vulnerable to both wasting and stunting  

 

 

 

malnutrition. Introduction of 

complementary foods and diets of 

poor nutritional quality during infancy 

and early childhood lead to 

inadequate nutrient intake. Frequent 

infections during the first 2 years of life 

also contribute to the high risk of 

becoming wasted and/or stunted 

during this period.  

 

By age group, the highest rates of 

wasting malnutrition were found in 

children 6 – 24 months in all camps, and 

the prevalence of stunting also 

increased in this age group. The effect 

is cumulative – by the age of 5, nearly 

half of all children were found to be 

stunted.  

 

Micronutrient Deficiencies 
Angular stomatitis is used as an easily 

detectable clinical indicator of 

micronutrient deficiency, and can 

indicate a more widespread problem 

of other micronutrient deficiencies. 

 

Sphere 2011 does not provide a cutoff 

to indicate a problem of public health 

significance. However, rates have 

increased since the previous surveys, 

and prevalence of micronutrient 

deficiencies remain a concern. This 

increase needs to be investigated. 

 
Supplementary/Therapeutic 

Feeding Program Coverage 
Supplementary and Therapeutic 

feeding programs aim to treat acute – 

wasting – malnutrition, both moderate 

and severe cases. 
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Feeding program coverage indicates 

the effectiveness of growth monitoring 

as a screening tool to identify wasting 

malnutrition in children under 5 years of 

age, and to effective implement the 

feeding program to treat children. 

 

Although rates for moderately 

malnourished children are very low, 

feeding program coverage for 

moderately wasted children was poor 

in most camps, indicating that 

moderately malnourished children are 

not being identified and treated 

effectively.  

 

Coverage for severe wasted children 

was 100%, indicating that severe cases 

are identified and treated 

appropriately. 

 
Vitamin A Supplementation 
Vitamin A deficiency is a major 

contributor to childhood mortality and 

illness. Vitamin A supplementation is 

necessary in the refugee camps to 

ensure adequate intake. Vitamin A 

supplementation coverage was below 

Sphere standards, but has improved 

from previous surveys.  

 

Documentation remains an issue as 

supplementation is documented 

inconsistently, and coverage may be 

higher than reported. 

 
Anti-helminthes Prevention 
Worm infections contribute to 

malnutrition in general, and to vitamin 

A deficiency and anemia. 6 monthly 

de-worming is necessary in the refugee 

camps to ensure that worm infection is 

prevented in children.  

 

De-worming coverage is relatively 

good in some camps, but either not 

conducted or not reported in others. 

 
Nursery School Enrolment  
Enrolment in nursery schools was high in 

most camps, indicating that most 

children are ensured a nutritious lunch 

on weekdays.

 

 

RECOMMENDATIONS 

Malnutrition Rates
Prevent chronic (stunting) 

malnutrition 
Current evidence that suggests that 

stunting may be prevented by:  

1) Promoting appropriate infant and 

young child feeding practices 

between the ages of 6 months to 2 

years;  

2) Promoting healthy maternal status; 

and  

3) Early detection and treatment of 

acute malnutrition in young 

children.  

 

 

 

 

 

Actions proposed include: 

1. In collaboration with TBBC’s Nutrition 

Program, implement incentivized 

community-based Behavior 

Change Communication and 

Growth Monitoring & Promotion 

programming in all camps to target 

families with children age 6 months 

to 2 years. 

 

2.  Scale up training for health workers 

and community facilitators to 

collaborate to conduct intensive 
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Infant and Young Child feeding 

promotion activities in all camps. 

 

3. Train health workers and community 

facilitators in Behavior Change 

Communication techniques to 

counsel pregnant and lactating 

women to promote maternal 

health. 

 

4. Initiate camp-wide campaigns and 

other activities to highlight the 

problem of stunting and to mobilize 

community members to be involved 

in the solution. 

 

Supplementary/Therapeutic 

Feeding Program Coverage 
Treat moderate acute (wasting) 

malnutrition 

1. Scale up training for health and 

other community workers to 

effectively identify and enroll 

moderately malnourished children 

into supplementary feeding 

programs. 

 
2. Ensure that children discharged 

from supplementary feeding 

programs receive regular follow up 

in the household by health workers. 

 

3. Scale up monitoring of programs 

and continue ongoing coverage 

surveys. 
 

 

 

Micronutrient Deficiencies 

Prevent micronutrient malnutrition 
1. Scale up nutrition education and 

AsiaREMix promotion activities to 

ensure that children consume 

adequate quantities of 

micronutrients to prevent 

deficiencies. 
 

Vitamin A Supplementation 
1. Follow CCSDPT border vitamin A 

prevention protocol to children 6 

months to 12 years and lactating 

women. 

 

2. Document ALL vitamin A 

supplementation in standard 

document - yellow card (children) 

or in lemma (lactating women). 
Note:  TBBC recognizes that UNICEF is 

unable to donate high-dose vitamin A 

to the border. Until high-dose vitamin A 

can be obtained, health agencies 

should purchase Thai supplements. 
 

Anti-helminthes Prevention 
1. Ensure anti-helminthes are provided 

6-monthly for all children 1 to 12 

years. 

 

2. Document ALL de-worming in 

standard document - yellow card. 
 

Nursery School Enrolment  
1. Promote nursery school enrolment 

and attendance in camps where 

enrolment is low (Mae La, Mae La 

Oon).
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DEFINITIONS AND BENCHMARKS 
 

Malnutrition 
TERM MEASURE CUTOFF (WHO) 

Acute Malnutrition - Wasting   

global acute (GAM) weight for height <-2 z scores 

moderate acute   <-2 to >-3 z scores 

severe acute  w/h or edema <-3 z scores 

Chronic Malnutrition - Stunting   

global chronic (GCM) height for age <-2 z scores 

moderate chronic  <-2 to >-3 z scores 

severe chronic  <-3 z scores 

 

WHO Classification: Global Acute Malnutrition  

 

 

 

 

 

 

 ‘emergency’ refers to acute malnutrition rates >20% 

 

WHO Classification: Global Chronic Malnutrition 

severity prevalence in <5 population 

Low <20% 

Medium 20-29.9% 

High 30-39.9% 

Very high > 40% 
 

Micronutrient Malnutrition 
Angular stomatitis = presence of bilateral fissures on corners of mouth (fresh  

                                   wounds or scars) as symptom of ariboflavinosis (vitamin B2  

              deficiency) 

Edema          = pitting, bi-lateral on top of foot 
 

Selective Feeding Programs 
Selective feeding program coverage = no. children <-2 z-scores WH / no. children 

<-2 z-scores WH enrolled in selective feeding program during time of survey. 

Selective feeding program coverage should be >90% in camp setting (Sphere, 

2011) 
 

Vitamin A 
Vitamin A coverage = no. children with record of receiving vit. A dose within past 

6 months / no. children screened. 

Vitamin A coverage should be >95% in children <5 receive 6 monthly preventive 

dose (Burma Border Protocol, Sphere 2011) 

severity prevalence in <5 population 

acceptable <5% 

poor 5-9% 

serious 10-14% 

critical >15% 
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