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Preface

Since World War II, up to one hundred million civilians have been forced to flee
persecution or the violence of war to seek refuge either in neighbouring countries or
in different areas of their own country. During the past two decades, the number of
persons meeting the international definition of a refugee has steadily increased from
approximately 5 million in 1980 to a peak of more than 20 million in 1994; at least an
equal number were displaced within their own country. The optimism that
accompanied the end of the Cold War was short-lived as an 'epidemic' of civil conflicts
erupted in several continents. In 1993 alone, 47 conflicts were active of which 43 were
internal wars. Armed conflicts have increasingly affected civilian populations,
resulting in high casualty rates, widespread human rights abuses, forced migration,
famine, and in some countries the total collapse of governance.

The public health consequences of armed conflict and population displacement have
been well documented during the past 20 years. The major determinants of high
death rates among affected populations and the major priorities for action have also
been identified. The provision of adequate food, clean water, sanitation, and shelter
have been demonstrated to be more effective interventions than most medical
programmes. The focus of emergency health programmes has shifted to community-
based disease prevention, health promotion, nutritional rehabilitation, and epidemic
preparedness, surveillance and control. Refugee health has developed into a
specialized field of public health with its own particular technical policies, methods,
and procedures.

The front-line field workers in emergency situations are usually volunteers working
for a range of different international non-governmental organizations and local
health professionals. They require knowledge and practical experience in a broad
range of subjects, including food and nutrition, water and sanitation, public health
surveillance, immunization, communicable disease control, epidemic management,
and maternal and child health care. They should be able to conduct rapid needs
assessments, establish public health programme priorities, work closely with
affected communities, organize and manage health facilities and essential medical
supplies, train local workers, coordinate with a complex array of relief
organizations, monitor and evaluate the impact of their programmes, and efficiently
manage scarce resources. In addition, they need to function effectively in a different
cultural context and an often hostile and dangerous environment. Such skills are
specific to emergencies and are not necessarily acquired in the average medical or
nursing school.

When M decins Sans Fronti res published a manual 'Emergency care in catastrophic
situations' in 1979, more than 75% of the contents were devoted to surgical and
resuscitative procedures; the remainder covered epidemiology, nutrition, water &
sanitation, and immunization. In subsequent years, technical manuals were published
on a range of subjects covering diagnostic and treatment guidelines, nutrition, and
environmental health. The comprehensive range of issues covered by 'Refugee Health'
reflects the lessons learned in the past two decades and illustrates the major shift in
thinking that has occurred not just within the international MSF movement but within
the general relief community. This is not a text-book but a guide for the relief worker
which firmly places operational priorities in the context of today’s complex
humanitarian emergencies. It is a timely contribution to improving the quality,
effectiveness, and sustainability of international emergency response efforts.

Michael J Toole
Vice-President of MSF Australia






Infroduction

This book is a collective accomplishment of the different sections of M decins Sans
Fronti res (MSF), and has been written to consolidate the broad experience of MSF
in refugee programmes. It deals with refugees and internally displaced persons, and
what a health agency can do to relieve their plight. It focuses on policies rather than
on practical aspects, and is meant to act as a guide to decision-makers.

The terms refugee' and 'internally displaced person' have wide implications for the
people concerned, particularly regarding their rights to protection and assistance,
which are embedded in international law. Refugees have crossed an international
border; internally displaced persons have not. The United Nation's High Commissioner
for Refugees (UNHCR) is mandated by the international community to protect and
assist refugees only; due to considerations of state sovereignty, the internally displaced
have not been included within UNHCR’s mandate. Only on an ad hoc basis has
UNHCR been involved in the protection and assistance of the internally displaced, i.e.
at the request of the state concerned or of the Secretary General of the United Nations.
However, both groups have been forced to leave their homes and undergo physical or
mental trauma before their departure or during their flight. They are then often forced
to settle in an unhealthy environment, where they are unlikely to be in a position to
take responsibility for their own welfare. A humanitarian health agency will try to
obtain access to both groups, wherever they are, and the references to ‘refugees’ in the
book should therefore usually be taken to indicate both categories.

The book is written from the perspective of a non-governmental health agency with a
primary role in assistance, and protection as a secondary objective. It is intended to
provide a public health perspective; the social, political and financial aspects are not
dealt with here. Nevertheless, health care does not take place in a vacuum, and this is
recognized in the two introductory chapters. The first covers the political implications
of refugee situations and the role of the various agencies involved; the second focuses
on the socio-cultural aspects of a refugee community.

More specifically, the book deals with health care during the emergency phase, when
priority is given to actions that aim to prevent or reduce excess mortality. These
intervention priorities have been labelled ‘The ten top priorities’. This label proves to
be a useful tool, providing a structure for the main part of the book and eventually
serving as a kind of checklist during field operations. The basic assumption is that if
all 10 priorities are properly addressed, excess mortality will be reduced.

In the post-emergency phase, a degree of stability has been reached, although the
overall equilibrium is still fragile. Excess mortality is under control, but there remains
a risk of the situation deteriorating. However, now is the time to draw up new plans,
set new priorities and envisage some new programmes. This is all dealt with in Part III.

The final part of the book deals with issues related to repatriation and resettlement.
An extended appendix then describes specific diseases that may be encountered
during the emergency or post-emergency phases and aims to give guidance in what
to do should an outbreak threaten, or actually occur.

Readers are encouraged to read the introductions to Parts II and III in order to have
an overview of the book, and then decide which chapters might be the most useful
to read at that particular moment. Many of the chapters are reference texts and are
intended to stand on their own. Fuller technical details in regard to programme
implementation can be found in the references which are appended to every
chapter.



The book focuses attention on refugee health in camp situations but this does not
mean that M decins Sans Fronti res favours the establishment of camps in refugee
situations. Unfortunately, health agencies are often confronted with refugees who are
already settled in a camp, for reasons beyond their control. Where refugees and
internally displaced persons are somehow dispersed among the local population
rather than living in camps, the basic principles described in this book do still apply,
but will almost certainly have to be adapted to the particular situation.

Although this book deals with refugee and displaced persons, relief workers should be
aware that the local population living in the area is also affected, and at several levels.
On the one hand, the arrival of refugees in an environment where resources are
limited brings up an additional burden on the local residents: competition for water,
wood and farming land, drainage of health staff and negative environmental impacts
have been regularly observed. However on the other hand, the resident population
may also benefit from the relief programmes: they may receive direct aid (food ration,
access to services) or they will benefit indirectly, from the larger availability of goods
on the market, employment etc. The UNHCR has defined a policy for the 'refugee
affected areas', and it is essential that relief agencies take this aspect into account
when they provide aid to refugee populations. Specific issues related to the local
population are tackled in several chapters of this book.

-10 -
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Political aspects

Refugees are a tragic reminder of the wars, oppression and famine that
continue to taint our rapidly changing world, forcing millions of uprooted
people into exile and focusing international attention onto forgotten conflicts
and isolated, little-known countries. Over the past few years, hundreds of
thousands of Somalis, Sudanese, Tajiks, Burmese Rohingyas, Serbs, Croats,
Bosnian Moslems, Burundians and Rwandans have swollen the number of
refugees worldwide to about 23 millions (1994 UNHCR figures) while a
further 26 million people are forced to live as displaced persons within the
borders of their own countries (1994 US Committee for Refugees figures)!.

Background history

Refugee crises are not a new problem, but rather one that dates back to the
earliest days of humanity, for history books are full of episodes of the forced
movements of populations. However, the term 'refugee’ seems to have first
been coined in 1573, when it was used to describe Calvinists fleeing political
repression in the Spanish-controlled Netherlands to seek refuge with their
co-religionists in France. But refugees were not only defined as victims of
persecution; they were also seen as individuals with political, religious,
economic or other affiliations that aroused solidarity among those
supporting similar interests in other countries and a corresponding sense of
responsibility towards them.

This tendency continued into the beginning of the 20th century, but by the
end of the First World War and the foundation of the League of Nations, a
transition was taking place and the previously selective responses to
refugees by interested sections of the community began to be
institutionalized. Now, it is seen as the collective duty of the 'international
community' to provide aid and protection to refugees, defined by the League
as groups of people whose lives would be at risk if they returned to their
home countries. In 1921, the League appointed Fridtjof Nansen to the newly-
created post of High Commissioner for Russian Refugees in response to the
waves of refugees fleeing the Russian Revolution and the subsequent civil
war. However, the League soon had to extend his mandate to cover other
categories, such as Assyrians, Turks, Greeks, Armenians, Spaniards, Austrian
and German Jews, etc., and the initial preoccupation with travel problems and
identity documents (the famous Nansen passport) was extended to protective
measures in regard to employment rights and safeguards against expulsion.

The League of Nations was superseded by the United Nations (UN) at the end
of the Second World War, and in 1946 the UN created the International
Refugee Organization (IRO). In addition to the refugees which the
international community had already taken responsibility for between the
two World Wars, the IRO was mandated to take care of a further 20 million
people scattered throughout Europe as a result of World War II. At first, the
IRO’s main focus was on repatriation, but Soviet repression of certain
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I. Refugee and displaced populations Political aspects

groups of repatriated refugees and the increased tensions at the beginning of
the Cold War brought about a different approach and its efforts were re-
directed towards resettlement in a third country. This covered all those who
had a 'valid reason' not to return to their countries of origin because of
'persecution, or fear of persecution, for reasons of race, nationality or
political opinion'.

The protection system for refugees

In 1951, the IRO was replaced by the United Nations’ High Commissioner for
Refugees (UNHCR), mandated by a UN General Assembly resolution in
December 1950 to encourage countries to receive refugees, prevent them
from being forcibly returned, provide assistance and protection, and seek
lasting solutions to the problem. The Convention Relating to the Status of
Refugees was also drawn up in 1951 and this was a decisive step towards
institutionalizing the refugee question. The Convention, which has the force
of law and has been ratified by almost 120 countries, defines a refugee as
follows2:

'any person who, owing to a well-founded fear of being persecuted for
reasons of race, religion, nationality, membership in a particular social
group or political opinion, is outside the country of his nationality and is
unable or, owing to such fear, is unwilling to avail himself of the protection
of that country; or who, not having a nationality and being outside the
country of his former habitual residence as a result of such events, is
unable or, owing to such fear, is unwilling to return to it'.

Moreover, the Convention stresses the basic principle of non-refoulement,
according to which refugees may not be forcibly returned to a country where
they have reason to fear persecution.

More than forty years after its adoption, the 1951 Convention is still the
cornerstone of the international system for protecting refugees. However, it
bears the marks of the historical background against which it was worked
out and has had to be supplemented by instruments better adapted to the
evolution of the whole refugee question. The Convention’s definition of a
refugee, basically focusing on individual cases of persecution, reflects the
concerns of post-war Europe. During the Cold War that began in the early
50s, Europe was firmly divided into two opposing blocs and refugees were
seen as dissidents escaping from totalitarian regimes into democratic
countries. The preferred solution was permanent resettlement in a European
country, or in the United States, with a legal status and civil rights very
similar to those of native citizens. The liberal asylum policies of countries in
the West reflected both the very positive light in which refugees were seen as
«choosing freedom» and the relative ease with which they integrated into host
countries which generally shared the same cultural background as the
countries from which they originated. In fact, until the end of the 50s, the
refugee problem, covered by the 1951 Refugee Convention, was essentially
an internal European problem, consisting mainly of movements from the
East to the West. The refugee situations which existed at the time in other
continents were not covered either by the scope or the formal range of the
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Political aspects I. Refugee and displaced populations

Convention. Only in 1967, the 'Protocol Relating to the Status of Refugees'
abolished the geographic and temporal restrictions on the scope of the
Convention.

In the early 60s, national wars of liberation and then other, post-
independence conflicts in Africa and Asia gave rise to large-scale refugee
movements. After the period of decolonization, UNHCR, as well as other UN
organizations, turned its attention to the developing world and the new
reality of refugee movements from one country to another in the southern
hemisphere as well as the large-scale internal population displacements
caused by war and insecurity. In contrast to the dissidents from behind the
Iron Curtain who came to the West on an individual basis, these refugees
represented collective movements of people fleeing from conflict and
generalized unrest who, more often than not, were only looking for temporary
asylum in a neighbouring country. In response to this new situation,
UNHCR’s responsibilities were enlarged by the UN General Assembly in order
to enable it to deal with large-scale exodus. Its mandate came to include de
facto refugees, i.e. those people who flee generalized danger instead of
individual persecution and who come in large groups. The refugee definition
in the 1951 Convention was never adapted to this new reality.

This wider UNHCR definition was formalized to a certain extent in 1969 by
the Organization of African Unity (OAU) which convened to discuss the
problems of refugees in Africa. The 'Convention Governing the Specific
Aspects of Refugee Problems in Africa', which was adopted at its meeting,
included in its refugee definition those refugees who are forced to leave their
native countries, not only because of persecution, but also due to 'aggression,
occupation by an outside force, foreign domination or events seriously
disturbing the peace in a part or all of the country of origin'. In 1984, Latin
American countries adopted the Cartagena Declaration which extended the
OAU definition to include victims of 'massive human rights violations'. This
enlarged definition acknowledges that any person fleeing war and insecurity
qualifies for refugee status and thus enables many people who would not
have been covered by the 1951 Convention to benefit from international
protection. This has proved invaluable in situations of large-scale exodus
where it is impossible to examine every individual request for refugee status.
In such situations, this so-called prima facie procedure enables groups of
refugees to be recognized collectively and to receive aid and protection from
the host state, UNHCR and the international community at largez2.

The specific problem of the internally displaced

This international protection does not cover groups who have fled from their
homes for the same reasons as refugees and seek safety in the outskirts of
towns or other areas where there is less violence and insecurity, but within the
borders of their own countries. Displaced by fighting or repression, their
situation is generally even more precarious than that of refugees; yet they do
not qualify for any form of international protection. Humanitarian organizations
are sometimes able to provide assistance, but this is often random and
inadequate as the displaced may well be trapped by fighting and inaccessible to

-15 -



I. Refugee and displaced populations Political aspects

international help; when war is the reason for population displacements, it is
also the obstacle preventing relief operations from reaching them. It is not only
insecurity and related transport problems that have to be overcome: there may
also be a determined refusal by some of the belligerents to allow any aid to
reach populations sheltering in 'hostile' zones. Faced with such a situation,
relief agencies have to prove their impartiality towards any of the parties
involved in the conflict and convince armed groups that they will maintain a
neutral and independent stance.

Refugee camps

Since the end of the 60s, the majority of refugees originate from countries in
the southern hemisphere and seek refuge in neighbouring countries. Often,
they settle in camps set up by the host country with support from the
international community. Between the late 70s and the end of the 80s, the
largest concentrations of refugees were to be found in those areas of tension
and open conflict where the two sides of the Cold War played out their
surrogate East-West power struggle (Southeast Asia, Afghanistan, the Horn
of Africa, Southern Africa and Central America). More recently, refugees
have been fleeing from countries torn apart by their own internal conflicts
(Burma, Afghanistan, Tajikistan, Azerbaijan, Georgia, former Yugoslavia,
Liberia, Somalia, Sudan, Burundi, Rwanda, etc.). The main response of the
international community to the increased scale of refugee movements has
been humanitarian assistance. This is usually provided within the setting of
refugee camps while their exiled populations wait out the months, if not
years, in the hope that they will eventually be able to return home 'in dignity
and security'.

As already indicated, refugees escaping war, famine or insecurity usually
form mass influxes to countries that neighbour their own. The exodus of the
Kurds from Iraq, the Rohingyas from Burma, as well as Somalis, Burundians
or Rwandans are striking examples of the scale and violence of refugee
movements over the past few years. Only rapid action by the international
community makes it possible to deal with such floods of refugees into regions
which are sometimes difficult to reach and where food, water, shelters,
sanitary equipment, etc. must be urgently transported under very difficult
conditions. International aid is all the more necessary when it is the only
hope of survival of refugees arriving destitute and weakened by lengthy
periods of travel in areas where nothing has been foreseen for receiving them
and where conditions are already extremely precarious.

The assistance which is supplied on such occasions by non-governmental
organizations (NGOs) may in itself constitute an element of protection. In
many situations, the rapid release of international aid and the early arrival
of relief teams are far from negligible factors in ensuring that a host country
does not forcibly return refugees, but allows them to remain. In this regard,
assistance and protection are indissociably linked and mutually reinforcing.

Once the emergency phase has been brought under control, which implies a
rapid reaction by aid agencies, these organizations must be prepared to
commit themselves in the long term, for refugee camps that are set up as
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Political aspects I. Refugee and displaced populations

temporary structures have a tendency to stay. Refugees have remained in
camps in Thailand, Pakistan and Sudan for periods as long as 10 to 15 years
before being able to contemplate returning home. Refugee populations
deprived of their traditional means of subsistence, and assembled into
camps located on the borders of countries in conflict are dependent on the
ability of the international humanitarian organizations to bring them
appropriate and sufficient aid.

While those living in closed camps depend entirely on outside assistance,
refugees settled in open camps, where they have a greater degree of contact
with the local population, may be able to supplement aid through some kind
of income-generating activity or by what they are able to trade.

In some cases, refugees may live in fully open situations, and may even be
integrated into village communities with which they have traditional links:
for example, Liberian refugees in Guinea or Ivory Coast and Chechens in
Ingushkaya or Daghestan. However, humanitarian organizations have to be
more vigilant in dealing with these situations, where needs are less easily
identified than in closed camps. In addition, both refugees and native
villagers are at risk as a result of the imbalance caused by the exodus the
refugees have endured, and their artificial integration into the local population.

The role of relief agencies

The well-being of refugees, sometimes their very survival, depends on 4 key
factors: water and sanitation, food, shelter and health care. UNHCR, whose
mandate it is to coordinate assistance to refugees, operates in all these fields
in close cooperation with other UN agencies, with the host government, and
with the different specialized NGOs. The World Food Programme (WFP) is
responsible for bringing in food aid, which is then distributed under the
supervision of UNHCR. As far as health and sanitation is concerned, the
work is shared between the NGOs that are in the field and the line ministries
of the host government, in partnership with and under the general co-
ordination of UNHCR.

The humanitarian organizations must always be on their guard to prevent
the situation in the refugee settlement from deteriorating. The experience of
the last few years has shown that refugees are very sensitive to anything
lacking in their food ration that might provoke malnutrition or vitamin
deficiencies. Likewise, they are very vulnerable to epidemics that can
decimate a refugee population living in the conditions of overcrowding and
poor sanitation that encourage the spread of disease. Surveillance is
essential, and the humanitarian agencies must closely observe changes in
the situation and be prepared to react swiftly to any problems. This may
involve putting pressure on UNHCR and the WFP to persuade them to fully
assume their responsibilities; for whatever the failings of UNHCR - and it is
certainly one of the most operationally effective of the UN agencies - it is
essential to keep in mind that it has a dual mandate of aid and protection.
UNHCR should therefore be strongly encouraged to fulfil its mandate in
regard to aid coordination; if it does not take on this central responsibility, it
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I. Refugee and displaced populations Political aspects

will not be able to successfully perform the task of refugee protection that
only UNHCR is qualified to assume.

Refugee camps: humanitarian sanctuaries

The role that the international community has given UNHCR in regard to
protecting refugees - a role which goes further than defending asylum rights
and the principle of non-refoulement (preventing forced return or
repatriation) - is absolutely essential. Even if refugee camps represent a
refuge, they are themselves the product of violence, and the fact of crossing
a border is not enough to isolate them from the tensions and fighting that
are tearing apart their home country. Refugee populations are not composed
of thousands of victims with no past history: they reconstitute their complex
societies in the new setting, often reproducing the divisions and power
struggles of the home country, possibly further exacerbated by those of the
host country.

In many instances, armed groups control the refugee camps and their
populations. Guerrilla movements may benefit from the aid and may use the
camps to legitimize their power base by exploiting the refugee population,
diverting aid distributions to build up their economic base, and using the
camps as a source of fresh fighters and porters. This well-known phenomenon
of '"humanitarian sanctuary' remains a key factor in perpetuating conflicts. In
Pakistan and Honduras, in Sudan and in Thailand, the aid economy of
refugee camps has indirectly funded a number of armed movements.
Western countries have not been innocent dupes in this manipulation;
indeed, it was noticeable that some of them increased their aid to specific
camps in the early 80s, when swings in popular ideology transformed the
image of the guerrilla fighter into that of the 'freedom fighter'.

The humanitarian organizations, confronted with the negative side effects of
some of their operations, have sometimes been forced to face some painful
dilemmas. For example, in 1979, aid that was essential for the survival of
Cambodians forced into exile by the Khmer Rouge actually enabled this
totalitarian movement to get back on its feet. The Khmer Rouge has since
continued to carry out a war of attrition against the government of Phnom
Penh, using the refugee camp sanctuaries in Thailand as bases. Likewise,
the international aid which, in the summer of 1994, was supplied to the
Rwandan refugees who fled to Burundi, Tanzania and Zaire following the
genocide which took place in Rwanda in April 1994, was not always used for
the right purposes. It enabled the former authorities of Rwanda, some of
whom are the perpetrators of the genocide and who are still remaining in the
camps today, to reinforce their control over the refugee population, and
prepare to re-conquer Rwanda.

Such use of aid by armed movements, or by local power groups, is neither
new nor exclusive to refugee situations. Humanitarian aid is not deployed in
the philanthropic clouds in which it may originally have been conceived, but
on political battlefields. As a result, it may itself become one of the stakes to
be fought over in crisis situations. This is the root of the dilemma for those
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involved in humanitarian assistance, who have an obligation to assist the
victims even where this might mean that they inevitably strengthen the hand
of the aggressors. It is a dilemma with no simple solution. The background
context, the nature of those in power and the scale of abuses all are
determining factors that have to be taken into account in working out a
response. But the major implication of this ambiguity is that those involved
in humanitarian work have a special responsibility to try and ensure that
aid is not diverted from its intended objectives and used against those it is
intended to help. It is therefore essential that relief agencies should be given
complete independence to assess needs and monitor distributions in order to
ensure that these are used for the benefit of the victims.

Permanent solutions

Refugee camps have become a chronic problem and, combined with the
prospect of an indefinite extension of the humanitarian status quo, this raises
crucial questions in regard to solutions that might go beyond immediate aid.
As the problem has evolved over the last few years, of the 3 possibilities for
'permanent solutions' that are usually proposed - integration into the host
country, resettlement in a third country and repatriation to the country of
origin - the principal donor countries consider repatriation to be the only
option.

Although many countries, especially in Africa, keep their borders relatively
open to refugee movements, integration into the host country is less and less
often considered a realistic solution. More often than not, the host countries
are poor and unstable, without the means or the necessary internal cohesion
to integrate thousands of refugees. They also see how the wealthier countries
of the northern hemisphere, which are supposed to set the example in
respecting asylum rights, are becoming more and more reluctant to do so,
and resist allowing refugees to integrate into their societies. Over the past 10
years, the refugee image has evolved. During the Cold War, refugees had a
political significance - they had 'voted with their feet'; and with a positive
connotation - they had 'chosen freedom'. Now they are perceived as
'undesirable'. The time has passed when Vietnamese boat people were
welcomed with open arms in the West, and, since the summer of 1994 even
Cubans have lost the right of refuge in the United States. Cold War certainty
has given way to deep concern in the face of upheavals all over the globe and
fear of mass migrations. Since the mid-80s, the West has become even more
reluctant to open its doors when faced with ever-increasing numbers of
asylum-seekers. This changing situation has brought about very significant
changes in policy. Against a background of growing confusion over the
difference between a refugee and a migrant, the West is now dissuading
asylum seekers and putting an increasingly narrow interpretation on the
1951 Convention. Whereas the refugee question was previously seen as a
human rights issue, it is now perceived as a problem of migration.

The scale of refugee movements and the increasing numbers of refugees
seeking asylum in the West have reopened the debate on the refugee
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question. The chronic situation of refugee camps shows the inadequacies of
aid policies in regard to countries in the southern hemisphere, while the
reluctance of countries in the northern hemisphere to take in refugees
demonstrates the limits of their resettlement policies. The aid/resettlement
package that has been at the heart of refugee policy for 3 decades is now
replaced by the new key words of prevention and repatriation.

The question of repatriation

Ultimately, repatriation is probably the best solution to the refugee problem:;
certainly, an indefinitely prolonged stay in a camp is neither humanely
acceptable nor politically desirable. However, when in addition to spontaneous
repatriation, the international community wants to facilitate the return
home of other refugees, some criteria for the repatriation to be legitimate
should be carefully guarded. Preferably on the basis of an agreement
between UNHCR, the host country and the country of origin, a repatriation
programme should only be set up when the circumstances in the home
country have changed fundamentally. The repatriation programme should
ensure that the refugees make their choice to return on a purely voluntary
basis, and that they are aware of the right to refuse to go home. In order to
be able to make the choice, sufficient information should be available to
them about the situation back home (see Part IV, Repatriation and Re-
settlement). On many occasions, these guarantees, which have been
formulated by UNHCR, have not been observed. In recent years, many
repatriation programmes have been set up to countries where the existence
of fundamental changes was highly questionable: refugees returned to
situations of conflict, repression or generalized violence that did not differ
much from the situation that provoked their flight in the first place (for
example, refugees repatriated to Sri Lanka, Burma and Rwanda). Moreover,
the principle of voluntary return is increasingly replaced by the notion of a
'safe return', but it is UNHCR and the governments concerned, rather than
the refugees themselves who decide whether the conditions for this are in
place. Given this context, the humanitarian organizations present in the
camps must keep a critical eye on repatriation operations. Without locking
themselves into a pattern of systematic opposition, they must preserve their
freedom to assess and witness to the situation. At a time when repatriation
is increasingly regarded as a priority by fund-raisers, humanitarian
organizations have an essential role to play in reminding UNHCR that it
should safeguard its own guarantees.

The ambiguities of prevention

The growing UNHCR presence as an accompaniment to repatriation
operations in the countries to which refugees return, further reinforces the
other facet of the new refugee policy: prevention. This poses a 'political'
problem for the international community in the face of the repressive
regimes and internal conflicts that provoke major movements of refugees
and displaced persons in the first place. At the beginning of the 90s, in the
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euphoria of post-Wall Berlin, the idea spread that the international community
should act to re-establish peace and prevent large-scale human rights
violations from taking place. But the evolving events of these past few years
have shown that any debate on intervention is limited by the reluctance of
governments to become involved in the internal conflicts of other countries
in order to break the cycle of violence and protect their populations. What is
requested in the way of protection exceeds by far what is offered in the way
of intervention and the international community reacts selectively,
influenced by political interests, media visibility and the pressure of public
opinion. Prevention policies, although a popular subject for discussion in
international forums, are usually delayed and essentially defensive: failing to
deal with a situation at source, the donor countries of the West are finally
left struggling to contain the disastrous consequences that result.

Humanitarian organizations and military interventions

The international community’s preoccupation with avoiding any new refugee
problem was well illustrated by the situation in Iraq in the spring of 1991,
when it was even prepared to provide a safe haven - though only, of course,
as a 'temporary solution' - to encourage repatriated refugees to remain in
their own country. In a defeated country that had supposedly been placed
under international surveillance, coalition forces stood with lowered arms in
the face of the bloody repression of Shia and Kurdish uprisings. But once a
whole population passed before us on our television screens as it spilled over
the frontiers into neighbouring countries, western governments were pushed
to intervene in extremis. Presented as a purely humanitarian intervention,
the objective was to persuade the Kurds to pull back from the Turkish
border and return home in exchange for the offer of temporary protection
and humanitarian assistance in the north of Iraq.

The international reaction to the Kurdish exodus is certainly the most
complete example of a new policy of containment based on a three-pronged
approach of repatriation, the provision of safety areas and humanitarian aid.
This policy aimed at supporting refugees in camps inside a country in crisis
- if necessary, by exerting pressure to get them there - into areas that are de
facto neutralized through an international presence and supplied by aid
convoys. The result of this policy is a de facto extension to the UNHCR’s
mandate in order to be able to intervene in a country at war, i.e. bring aid to
a displaced population to prevent them from fleeing further or even
encouraging them to return. With the examples of Iraq, former Yugoslavia
and Rwanda, it appears that this is becoming a generally accepted policy.
However, it is raising new questions for the humanitarian world at large, how
best to assist and protect refugees and displaced persons.

Humanitarian organizations are increasingly faced with the presence of
international forces in crisis areas. In classic peacekeeping operations,
based on agreements with the warring parties and the non-use of force, this
coexistence does not present enormous problems, although the humanitarian
organizations must keep a certain distance from UN forces in order to
preserve their independence and freedom of action. But conducting aid
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operations in active crisis situations where intervention is taking place
without the agreement of the combatants is quite another question, and it is
therefore essential that humanitarian workers can be clearly distinguished
from the military. The examples of Somalia and former Yugoslavia show how
interventions that combine military logic and humanitarian objectives under
the same flag limit the possibilities for action by the humanitarian relief
agencies. There is a confusion between the military and the humanitarian
imperatives which casts a shadow over the principles of neutrality and
impartiality held by humanitarian organizations that are essential for
establishing a climate of confidence with the combatants and ensuring
access to those in need.

The problem is all the more serious in that these 'military-humanitarian'
interventions provide no real protection to the civilian populations in danger.
The resolutions adopted by the UN Security Council during the course of the
last few years concentrate on protection for humanitarian operations but are
silent in regard to the protection of victims. Throughout the war in Bosnia,
UN forces had been prepared to protect aid convoys but had never taken any
initiative likely to put an end to shelling, massacres and 'ethnic cleansing'.
They had not even proved powerful enough to protect the 'safety areas' set
up by the United Nations itself, which were either turned into prison-towns
dependent on the goodwill of those besieging them or lost to determined
large-scale offensives.

The mediocre results of intervention over the last few years reveal the
difficulty of ensuring a real protection for displaced populations in countries
at war. They also highlight the ambiguity of the current policies favoured by
the international community in attempting to limit refugee movements.
Under cover of prevention, there is a very considerable risk that the
countries of the West will make it harder and harder for people to find refuge
in a safe country and will prefer to send them back to their home countries
and to the precarious status of displaced people. Creating 'safety areas' and
organizing aid convoys cannot serve as an alibi for the refusal to grant
asylum to populations in danger.
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Introduction

Emergency assistance to refugee and displaced persons often implies huge
logistical operations, particularly when large-scale population movements
occur. Food, shelter, safe water, sanitation and medical facilities have to be
provided in the shortest possible time in order to save lives and little
attention is paid to discovering the specific needs of the refugee community.
The priority is to meet the most basic human needs, without consideration
for the individual social and cultural backgrounds of different refugee
populations. Although the current philosophy of development programmes is
to foster self-sufficiency among the populations and encourage their active
participation, emergency assistance tends to leave such concepts on the
shelf. Refugees are usually seen as 'victims' and it is therefore assumed that
treating them as such will result in a quicker and more efficient response to
the situation.

However, if refugees do not participate during the planning and implementation
stages, assistance programmes may well fail in several ways. Without
refugee involvement and the information this brings in regard to culture,
religion and traditional differences between groups, some services may prove
inaccessible to part of the population; for example, refugees have been known
to boycott distribution systems that were not organized in a culturally acceptable
way.!

Refugees are usually seen as temporary visitors to a host country, an attitude
which results in a short-term planning approach that may be maintained for
years after their arrival. Consequently, encouraging self-reliance is not seen
as a first-order priority and is certainly not taken into account at the
beginning. Yet experience has shown that small refugee or displaced
populations receiving very little international support often prove capable of
developing a sustainable life for themselves within a reasonably short time.

It is important that aid workers do not make the mistake of considering
refugees and displaced people as helpless individuals totally dependent on
outside assistance. Despite the outward appearance of exhaustion, sickness,
malnutrition and poverty - and apathy as a result of these factors in
combination - it should not automatically be assumed that they are
incapable of any independent action and unable to organize themselves in
any way. They may have lost their jobs and belongings, but they did not lose
their education and skills. Although they have been forced to leave their
homes and their habitual roles, they will redefine similar roles for
themselves within the context of the new community: some as leaders and
some as dependents, relying on the leadership of others. It is therefore
important to encourage them to build a new life for themselves as quickly as
possible, even if it is hoped that this will only be a temporary one.
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Refugees are often traumatized by their recent experiences; they may have
lost relatives and friends, and they have certainly been forced to abandon
homes and possessions, and a way of life. Their best hope for dealing with
all this trauma is to start to create a new and worthwhile life. And to do this,
they should be allowed to participate actively in the planning and
implementation of assistance programmes. This will help them to regain
their shattered self-esteem and will encourage the emotional healing
process, thereby avoiding the worst extremes of apathy, aggression or even
psychiatric disorders (see Psycho-social and Mental Health in Part III).
Refugees should be given the opportunity to express their needs and
priorities and say how they want to live. Helping them to help themselves
should be the principle behind relief assistance; given responsibility for their
own future, they are more likely to have hope in that future.

The refugee community

It should always be remembered that every refugee population consists of
individuals, each with his or her own background and history. If assistance
programmes are only planned within the context of a whole social entity
seen in terms of total number of families, males, females and children, there
is no guarantee that each of these individuals will be reached. Programmes
planned from this approach are also likely to neglect culture, religion and
tradition with consequent negative effects on the acceptability of the
assistance provided.

ETHNIC BACKGROUND, CULTURE AND RELIGION

Although it is essential to have general demographic information (numbers,
age distribution, etc.), more specific information is also necessary in order to
obtain a clear picture of the refugee community: for example, information
about family structures, the number of single people, elderly, disabled and
other vulnerable groups. It is important to know what support mechanisms
exist for vulnerable individuals within the community and whether these are
still functioning, whether the population is composed of one or several
different ethnic groups and, if so, which ones, their size and their home area.
Knowledge of such details can be very important in preventing potentially
dangerous situations from escalating into violence. For example, information
about different sections of the population in the El Wak refugee camp in
Kenya made it possible to organize the camp in such a way that hostile
groups were not settled close to each other and to take advantage of a
neutral' group of Bantu origin. It is also indispensable to be well-informed
about the recent political and social situation in the refugees' home country
in order to understand why they are now living in exile.

Information about ethnic background is important because this has
implications in terms of cultural and religious beliefs, and ignorance of these
may have major consequences on whether or not the different services
provided are accessible to all. In some populations, women will not be
allowed to visit a clinic unless there are separate departments for men and
women, or women will not be allowed to consult male doctors. In Afghanistan,
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low attendance in a feeding programme for malnourished children was found
to be due to the fact that women were not allowed to leave their own
neighbourhood block without being escorted and therefore could not bring
their children to the centre every day. During a measles epidemic in Southern
Sudan, it was discovered that mothers were hiding children with diarrhoea
and measles as they believed the food and drink the health workers were
giving them was poisonous.

As it is clearly important to acquire information early on so that assistance
can be genuinely effective and relief workers less often frustrated by an
inability to reach objectives, a good level of communication must be
maintained with the refugee community from the start. They will be able to
recognize potential cultural and religious constraints on planned programmes
better than any outsider. However, as a refugee community is rarely
homogenous, it is important to have a broad forum when discussing
strategies for implementing programmes. This should include representatives
from all ethnic groups and from all categories: the elderly and the young, men
and women; for example, it may happen that the men are willing to
compromise on certain traditional beliefs in the light of current circumstances,
but women are afraid to abandon their practices and customs; or vice versa.

Additional problems can arise when different ethnic groups are forced to live
together. Not only do cultural practices and religious beliefs differ, but old
hostilities will still be present in the new situation. They may even be
reinforced, as one group is pitted against another in a fight for scarce
resources and the daily struggle for survival takes priority over feelings of
solidarity in a shared disaster. There may also be a certain level of hostility
between the refugee and host communities because of profound differences
between their respective cultures and traditions; this may seriously affect
the security of the refugee population and may also influence whether or not
the local health services are accessible to all the refugees.

THE COMMUNITY AND ITS LEADERS

The role of each individual within the structure of a community is usually
well defined; but when the community is displaced, the well-established
system is disrupted and a new structure has to be created. A refugee
settlement will often bring together members of different communities - and
certainly there will be members missing from all of them. Some refugees will
find it relatively easy to fulfil their customary role; others will take on new
roles. The community elders, who may have been regarded as leaders in the
home country, may well have difficulty in adapting to a new situation and
become dependent on the leadership of stronger and younger men. Indeed,
young, dynamic and educated refugees often come to play more important
roles as they are more likely to be employed by the relief agencies or given a
position within the camp administration, and are therefore in a position to
control the information to and from the community!l. However, it must also
be noted that some refugee communities are able to resist the force of
circumstances and do manage to retain their original social structures
intact.
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VULNERABLE GROUPS

Special account must be taken of all groups of vulnerable people in order to
ensure that they have full access to health and other services. These groups
include:

4 N

Potential vulnerable groups

— women and female-headed households,

— children,

— the elderly,

— the disabled,

— ethnic, religious or political minority groups,
— urban refugees in a rural environment.

)

This list is not valid for every situation, nor is it necessarily complete. An
anthropological assessment of the population will be required in order to
identify vulnerable groups that may not immediately be obvious to outsiders.

Women

In most communities, women play a particular role both within the family
and outside: they are responsible for preparing food, collecting water and
cooking fuel, caring for children, the sick and the elderly. This means that
women are one of the best sources of information on the various needs
within the population. They may also play a role in decision-making, though
often only discreetly, expressing their concerns and needs either through
their husbands or through established community networks. But such
family and community structures are usually disrupted and, as a result,
their input is often missing.

The traditional caring role of women and the need to obtain food, water and
other essential commodities for the family in an environment where these
are not readily available makes them more vulnerable to abuse and sexual
assaults. This is particularly true where reponsibility for registration and
distributions is in the hands of male community leaders. Sexual abuse has
been documented in several refugee situations and probably occurs more
often than it is reported (as victims and their families are usually reluctant
to report such sensitive issues, especially if there is fear of reprisals). As a
result, rapes and assaults may well remain unnoticed unless relief workers
are actively aware of the likely risks.

Women and children are extremely vulnerable in times of limited resources.
Studies shows particularly high rates of mortality, morbidity and
malnutrition compared with men. This cannot be explained by physical
vulnerability alone; discrimination is clearly a major factor2. It has been
clearly documented that female-headed households have a lower level of
access to food and other distributed commodities and higher malnutrition
rates than those headed by a male. This was seen most recently in the
Rwandan refugee camps near Goma®.
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Involving women in planning all refugee programmes and taking account of
their concerns when implementing them, may well help to protect them in
regard to the risks of abuse and of any bias in distributions. Enrolling
women as health workers and home-visitors should also help to ensure that
all services are accessible to them; some recommend that more than half of
those employed should be womens. UNHCR’s mandate is to ensure
protection for all refugees and their guidelines provide valuable information
on the protection of women, and relief workers should take these into
accounts. It is up to the NGOs to reinforce the protection effort by reporting
assaults, planning proper programmes of assistance and enforcing priorities
that support women’s safety and well-being.

Children

As stated above, children are not only physically vulnerable but are often
discriminated against in times of scarcity, when the principle of 'survival of
the fittest' applies. Children have special needs and may face additional
risks that should be identified as early as possible. Unaccompanied minors
are particularly vulnerable. The 1994 Rwandan refugee crisis produced great
numbers of unaccompanied children with an excessively high mortality rate
among them.

An effort must be made to identify children who may have been orphaned,
become separated from their family, or deliberately abandoned by parents
who feel they can no longer care for them. Support should be given to
communities and families to foster these children as this is better for them
in the long-run than placing them in orphanages or children’s homes.

Elderly and disabled

Elderly and disabled people are also at particular risk during crisis situati-
ons and may be just as dependent on family care as children are. Reduced
mobility means that they are not very visible among the refugee population
and their voice may not be heard. They may have difficulty in attending
distributions and be unable to make use of health services if they have
become separated from their families during a displacement and have nobody
else to assist them.

The same rule applies for this group as for unaccompanied minors: they
should remain in the community and support should be given to families that
are willing to care for them.

Ethnic and religious minorities

Minority groups with a different ethnic or religious background from that of
the majority are often found among refugee poulations. If these groups are
not integrated, they may well have reduced access to services. For example,
if they are not well-represented among the community leaders responsible
for food distributions, they could well be left out. This happened in a
Sudanese refugee camp in Northern Uganda in 1993, where a minority
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Dinka group protested that they had no real access to health services
because all the staff were from another ethnic group; a combination of
cultural differences and old hostilities made them distrustful of the care they
would receive.

Vulnerable groups and their specific needs and difficulties should be
identified as early as possible and all assistance programmes should be
designed in such a way that these needs are covered and all refugee services
are accessible to them.

Encouraging and supporting a strong refugee community will help to ensure
that mechanisms operate within it to care for those who are dependent on
others (see Psycho-social and Mental Health in Part III).

REFUGEES AND THE HOST POPULATION

A refugee or displaced population should never be regarded as separate from
the host community. Refugees may arrive in large or small numbers, be
settled in camps or dispersed amongst the host community, but there will
always be some interaction between the two.

The host community may provide initial assistance by sharing their food,
water and accommodation. However, these resources can gradually become
scarce and the prices of essential commodities rise; therefore, some local
people may see refugees as an opportunity to make extra money, and others
may suffer as a result of their presence.

Another problem may arise once aid arrives and distributions have got
under way: the local economy may be disrupted if basic commodities
suddenly start flooding onto the local market as refugees barter or sell their
rations to diversify their diet. Also, if aid agencies concentrate exclusively on
the refugees and ignore the local population, this may arouse jealousy.

As a final example, some refugee assistance programmes may prove highly
disruptive to the host population; for instance, a cost-recovery system for
district health care is hard to maintain when high-level health care is
provided free of charge on their doorstep.

Assistance programmes should therefore be planned in such a way that they
support the area as a whole, always take the local population into account
and cause the least possible disruption to it.

A good example of this is to be found in Guinea-Conakry, where the steadily
growing influx of about 400,000 refugees from Liberia and Sierra Leone has
not led to mega-camps, but to integration within local Guinean
communities. The local health services have been supported by aid agencies
so as to enable them to cope with the increased demands, and no parallel
health services have had to be created. This integration favoured the existing
cost-recovery programme as UNHCR paid for refugee health careo. Overall,
the presence of the dynamic Liberian refugee community in Guinea has
contributed significantly to the economic development of the region.
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Collecting relevant information

It is important that the collection of information is conducted from the time
of the initial assessment and continues throughout the course of an
intervention. Not only quantitative data (number of refugees, mortality rates,
etc.) are important, but also qualitative and descriptive data, related to the
socio-cultural background, coping mechanisms, community structures, etc.
(see also Initial Assessment in Part III). UNHCR has outlined a framework for
programme planning that should include an analysis of 3 types of
informations.

1. First should come an analysis of the population profile and the
background context of the situation. This includes demographic data, a
description of the population and its sub-groups, religion, culture,
economic conditions, community norms, social hierarchy, mechanisms
for caring for the vulnerable, etc.

2. Second is an analysis of the different activities in which the refugees were
engaged in the home country, those they are involved with in the new
situation and an estimation of what more they are capable of doing. It is
also important to know where and when different tasks are done, how
much time they require and how they are usually divided between the
sexes and between young and old, and rich and poor. This knowledge can
be used to ensure that services are not scheduled when they would be
inaccessible to any group involved in other activities at the same time.
Consideration should be given to the possibility that traditional tasks and
responsibilities may be carried out by different groups or in different
ways from what was habitual previously.

3. The third type of information is an analysis of how the refugees use and
control available resources, whether material resources (such as land,
food and water), or skills and education. Skills and education that
refugees bring with them will have to be evaluated in the light of how
they can be used or adapted to the present situation. Some skills may
even be redundant; for example, it is unlikely that farming skills (often
the preserve of women) will be useful in a refugee situation where
suitable land is unlikely to be available to the community.

Once the above and any additional information has been gathered, it should

be possible to identify:

* the needs identified by the population;

* the priorities identified by the population;

¢ the likely acceptability of emergency assistance as proposed by the aid
agency;

 the constraints to be anticipated in terms of programme acceptability;

* the constraints to be anticipated in terms of service accessibility to all
groups;

e vulnerable groups and their specific needs and how programmes should
cover them;

* how to encourage individual and collective initiatives by the refugees
themselves.
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There are 4 main methods of gathering information:

* Key informant interviews with an individual with particular knowledge of
a specific topic. Such a person is not necessarily an 'official' from within
the community but could be, for example, a traditional midwife (whose
experience and close contacts with women and children may give her
knowledge not otherwise available to health care personnel), a teacher
(who is likely to have a better understanding of social structures) or a
representative of a special and/or vulnerable group (who understands
their requirements personally).

It is important to have an idea of the positions key informants occupy within
the community: are they representing the view of only one 'sub-culture’, or
are they transmitting representative information from several sectors of the
community?

* Group discussions: the advantage of a group discussion is that informants
are able to correct each other and add information.

When information is required on a specific subject, participants in the
group interview should be selected accordingly (see above, Key informants).
In order to get a broad overview and ensure that the needs and wishes of all
groups within the refugee community are taken into account, participants
should be selected from all the relelevant sub-groups (young/old,
male/female, ethnic/political /religious groups, etc.).

However, a word of caution: group discussions are not always appropriate.
When taboo-subjects or politically sensitive issues are addressed, the
discussion may be dominated by a few individuals, and social constraints
may prevent some participants from expressing their views freely.

* Observation: whereas interviews can give information on what refugees
may be thinking, observation can give information on what they actually
do. It can therefore be useful to take time to walk around and have a good
look at the camp in order to observe various aspects of refugee life and
how it is evolving. This can help to put other information into perspective
and prepare appropriate action to remedy a situation: for example,
refugees in one camp seemed to approve the building of public latrines
when they were interviewed on the subject prior to construction, but later
observation showed these were not generally being used. It was discovered
that there was a belief that a latrine previously used by a menstruating
woman could make a man infertile.

* Surveys based on questionnaires or the measurement of specific data can
be used to verify data collected by other methods. However, they take time
and cannot replace the first 3 methods.
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Refugee participation in programmes

The level of refugee participation will determine the success or failure of a
project. If agencies fail to involve refugees, they are denying them the possibi-
lity of developing their own strategies for dealing with the situation. Time
constraints during the initial emergency phase, a lack of background
knowledge about the refugee population and claims that refugees cannot
know what is best for them or are too traumatized to make decisions - should
not be used as an excuse not to encourage refugee participation. Indeed, their
involvement should start at the beginning of operations, during the initial
assessment with the identification of key people for involvement in different
programmes. It need not be time-consuming and will reap long-term benefits:
a continous process of monitoring and evaluation by both beneficiaries and
implementing partners will ensure the smooth implementation of
programmes and any later adjustments that may have to be made once they
are up and running.

Involvement may take different forms and may be at individual or community
level with the contribution varying in terms of a material, financial, physical
or administrative input. Various different types of involvement may be
identified.

¢ Paid labour.
* Voluntary labour.
* Financial participation: cost-sharing, contributions towards services.

* Community participation: representatives of the community take an active
part in setting goals, planning, implementing and evaluating programmes
using the financial and material resources provided to them.

e Participation by individuals from the community: the community appoints
and pays people to perform certain tasks within the aid programme.

Community activities can also be undertaken quite independently of outside
agencies (e.g. religious ceremonies and all informal economic activities
within the camps).

It is important to pay attention to who is actually participating and what
their motives are in order to avoid the possibility of one segment of the
community manipulating another (e.g. political or religious groups active in
the camp).

EMERGENCY AND POST-EMERGENCY PHASES

Different levels of participation will generally correspond to the different
phases of the emergency and the degree to which the population adjusts,
both as individuals and as a community. The community as a whole is
unlikely to have experience in dealing with large-scale emergency situations,
although communities that have been uprooted on several occasions may
develop their own coping mechanisms. However, even these may eventually
prove inadequate if the scale and severity of the emergency increases
dramatically.
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In most situations, a full community-based participation cannot be expected
in the emergency phase. Indeed, at this stage, when day-to-day survival is
fully occupying the time, energy, and any remaining resources of the
refugees, little can be expected from them. Participation is therefore
generally dependent on agencies involving refugee representatives in
planning and monitoring programmes, and employing them where possible.

Once the initial emergency is passed and basic needs are covered, the
community will have to learn to cope, calling on its tradition and experience
for help or else forced to develop entirely new structures and strategies. At
this point, an outreach programme including psycho-social support will
usually be necessary (see Psycho-social and Mental Health in Part III). As
time passes, new networks and structures normally develop within the
refugee community and they start to organize themselves; voluntary work
can be expected and community involvement then becomes a natural asset
of refugee life. However, community participation in cost-recovery
programmes, such as for health care, or providing payment or material
support to volunteers will only begin when the population reaches a certain
level of self-sufficiency and surplus reserves are available.

CHOOSING PARTICIPANTS

As was previously indicated, in order to ensure that all groups have equal
access to the services provided, that there is no discrimination between
different groups and that the vulnerable are protected, participation should
be divided between the different ethnic groups present, and between men
and women. When choosing individuals to represent the community in
planning activities, key informants must be identified who are in a position
to know the needs and problems of the entire population or of specific
groups within it.

Although official community leaders may seem to be the most obvious
people to choose, in fact they are not always well informed about all the
needs of the population and are often biased towards certain groups. Also, it
often happens that individuals with strong political or military links try to
take advantage of the changed situation and present themselves as
appointed leaders. Their priority is not necessarily the well-being of the
refugee population as a whole. In the Goma crisis, for example, aid workers
have clearly been confronted with political leaders trying to dictate the way
aid should be distributed without any concern for vulnerable groups.

It should therefore be a principle of planning programmes and services for
refugees, that they take account of individuals, not just of the refugee
community as a whole. However, it must also be acknowledged that,
especially in the emergency phase, it is often difficult for aid workers to take
the time to hold back, discuss and observe before immediately starting to
work. This problem can be resolved by specifically assigning one person to
identify key informants and core groups to participate in planning, and to
ensure that they are invited to take part, wherever this is feasible, and who
can then follow-up the degree and extent of refugee involvement.
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K Principal recommendations regarding socio-cultural aspects \

e Time should be taken to observe and listen to the refugee community.
Refugees should be respected as human beings and not only treated as
victims.

* It is not only the essential needs of the population that should be
taken into account when analysing the situation, but also the social
and political consequences of their displacement.

* One person within the organization should be assigned the specific
task of ensuring that planning takes account of the cultural and ethnic
characteristics of the refugees.

 In order to ensure that assistance programmes are both accessible and
acceptable to the refugee population as a whole, it is important to:

— collect information in regard to demography, cultural background,
religious and political beliefs, special and/or vulnerable groups
through key informants and group discussions;

— ensure that refugees are involved in the planning and implement-
ation of activities at different levels;

— identify vulnerable groups and their specific needs.

* The position of vulnerable groups should be strengthened by:
— involving them in programme planning and implementation;
— encouraging the re-building of the community so as to include them;
— ensuring an equal distribution of jobs and opportunities among all

population groups.
N /
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PART I

The emergency phase:
the ten top priorities

Introduction

1. Initial assessment

2. Measles immunization
3. Water and sanitation

4. Food and nutrition

5. Shelter and site planning

6. Health care in the emergency
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7. Control of communicable
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8. Public bealth surveillance
9. Human resources and training
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Introduction

Refugee and population displacements over the last 20 years have mostly
occurred in countries which have neither the resources nor the capacity to
deal with them!. Countries such as Iraq, Somalia, Sudan, Ethiopia, Malawi
and Rwanda have been affected by such displacements in recent years and
have a gross national product per inhabitant lower than USS 500 per annum,
and an infant mortality rate greater than 120 deaths per 1,000 live births!.
The economic, social and ecological costs of a massive influx of refugees
create an enormous burden for the host countries. As a consequence,
effective aid to refugee and displaced populations in those countries is almost
always dependent on a rapid response by the international community!.

Population movements into areas with poor resources have usually led to
high mortality rates (especially in camp settings) that can be up to 60 times
the expected rates for the area during the first weeks or months following
displacement!2. Among the displaced Dinka in El Meiram (Sudan), the death
rate was so high that more than a quarter of the Dinka population died
between June and October 1988. Table 1.1 illustrates the excessive
mortality observed in other refugee populations during the initial emergency
phase (with crude mortality rates expressed per 1,000 per month). The major
causes of death are primarily common diseases that can be easily prevented
or treated (see 7. Control of Communicable Diseases and Epidemics) 2.

Table 1.1
Crude Mortality Rates (CMR - deaths per 1,000 population per month):
comparisons between refugee population and host country!

Host country, Country of origin Period CMR CMR
region Refugees [Host country
Thailand, Sakeo Cambodia October 1979 31.9 0.7
Sudan, West Chad September 1985 24.0 1.7
Ethiopia, Hartisheik Somalia Feb-April 1989 6.6 1.9
Kenya, Ifo camp Somalia March 1992 22.2 1.8
Zimbabwe, Chambuta| Mozambique August 1992 10.5 1.5

Relief programmes must therefore be initiated promptly if excessive mortality
rates are to be rapidly reduced, and priority must be given to measures likely
to have a swift impact on mortality figures. Experience shows that mortality
is reduced when assistance becomes well organized and coordinated 3.
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Two phases may therefore be distinguished in refugee or displaced
situations :

* The emergency phase following the arrival of refugees; this is the period
during which mortality rates are higher than those experienced prior to
displacement or, by convention, where the crude mortality rate (CMR) is
above 1 death per 10,000 per day!2. CMRs in stable populations are
around 0.5 deaths per 10,000 per day (usually expressed per 1,000 per
month, see table above).

* The post-emergency phase, or consolidation phase, starting when
mortality returns to the level of the surrounding population. The CMR is
under 1 per 10,000 per day and basic needs have been addressed!2.

The priorities of intervention

Information gathered over the last few decades has made it possible to
analyse the health problems of refugee and displaced populations. As a
result, the most effective strategies for controlling the mortality rate have
now been properly defined, and procedures standardized. The intervention
priorities in the emergency phase cover 10 sectors of activity that can be
listed as follows!:

/

\

The ten top priorities

Initial assessment

Measles immunization

Water and sanitation

Food and nutrition

Shelter and site planning

Health care in the emergency phase

Control of communicable diseases and epidemics

Public health surveillance

© % N o ks W=

Human resources and training

p—
o

Coordination

- /

Ideally, these interventions should be carried out simultaneously, which
becomes feasible when different teams of relief workers are involveds. When
several operational partners are present in the field, it is essential to rapidly
assign responsibility for different programmes, as good coordination among
partners is essential for their speedy implementation. It is also essential that
each sector of activity is monitored, as every operating health agency needs
to have a clear picture of the work being carried out in each of the different
sectors.

-38 -



Introduction I1. The emergency phase: the ten top priorities

In the emergency phase, although the emphasis is classically put on the
quantity and availability of services, sufficient attention must be given to
their quality as well. It is the responsibility of agencies to monitor not only
the NUMBER of services available or the population that they cover, but also
HOw these services are delivered. Supervision of staff plays a key role in this
regard.

1. INITIAL ASSESSMENT

Health priorities are identified on the basis of a rapid collection and analysis of
data, which should lead to a prompt assessment within the first few days 3.
Information is required on: the background to the displacement, the
population itself, the risk factors related to the main diseases, and the
requirements in terms of human and material resources!. This involves
quantitative as well as qualitative information. Data may be gathered by
sample surveys, mapping, interviews and observation. Methods will often be
approximate and results may need to be corroborated later with other studiess.

2. MEASLES IMMUNIZATION

Measles is one of the most severe health problems throughout the world,
killing 1 in every 10 children affected in developing countries. Displacement,
overcrowding and poor hygiene in the camps are all factors that encourage the
emergence of very large-scale epidemics. In Tuareg refugee camps in
Mauritania, a survey over a five-month period in 1992 showed that 40% of
childhood deaths were due to measles as a result of insufficient immunizations.
The mass vaccination of children from 6 months to 15 years old should always
be an absolute priority during the first week, and can be conducted together
with the distribution of vitamin A.

3. WATER AND SANITATION

A drinking water supply is a top priority. The role played by poor water
supplies and inadequate sanitation in the transmission of diarrhoeal
diseases is well known. During the first days of the emergency phase a
minimum amount of 5 litres of water per person per day is required. During
the next stage, a provision should be made for 15 to 20 litres of water per
person per day. Existing water sources must be assessed and it may be
necessary to ensure a temporary water supply by tanker deliveries until
wells can be dug. Plastic tanks are most often used for water storage,
treatment and distribution. Water quality can be checked with simple Kkits.

The organization of latrines and waste disposal are planned according to set
standards (1 latrine or trench per 50 to 100 persons during the first days of
the emergency, improved as soon as possible to one latrine per 20 persons or
ideally one per family). Indicators in regard to water supply and latrines
must be monitored in the same manner as disease incidence and mortality
rates.

4. FOOD AND NUTRITION

Population displacements are generally either the cause - or the consequence
- of food shortages. Malnutrition is frequent in refugee populations and is an
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important contributory cause of death. Outbreaks of disease, such as scurvy
or pellagra, resulting from vitamin deficiencies are also reported among
refugees2. Maximum attention must be given to the basic food ration during
the first months after the refugees’ arrival. This should be a daily minimum of
2,100 kilocalories per person. It is usually necessary to organize general food
distributions. This is a major undertaking and is usually carried out by
specialized agencies. Registration and a census of refugees upon arrival is
essential for estimating food needs and identifying beneficiaries.

The food and nutritional assessment is an important element of the initial
health assessment, providing the basis for all decisions in regard to
nutritional programmes. A first quick evaluation, to get a global idea of the
situation, will be followed in a second stage by quantified data collection
through an assessment of the food availability and accessibility, and a
nutritional survey. A survey gives information on the prevalence of protein-
energy malnutrition, and makes it possible to estimate the number of
children at risk who should benefit from specific programmes. For example,
a nutritional survey in the Somali refugee camp of Ifo in Kenya (May 1992)
showed a global malnutrition rate of more than 40%, which led to the
immediate opening of several intensive feeding centress. Nutritional surveys
are not the only means of supervising the food needs of a population. It is
also essential to monitor the basic food ration by regular, random food
basket surveys of households. Health staff will often need to play an
advocacy role to ensure that the food basket is adequate.

Feeding programmes for specific groups will be organized when the
nutritional assessment indicates a high level of malnutrition. The most
common programmes are supplementary feeding for the moderately
malnourished and the most vulnerable groups, and therapeutic or intensive
feeding for the severely malnourished.

5. SHELTER AND SITE PLANNING

Inadequate shelter and overcrowding are major factors in the transmission
of diseases with epidemic potential (measles, meningitis, typhus, cholera,
etc.), and outbreaks of disease are more frequent and more severe when the
population density is high. In addition, protection against sun, rain, cold
and wind is indispensable for refugee welfare, as is the provision of secure
living space for families. In 1984, in Korem (Ethiopia), nearly 50,000 people
lived in the highlands in tents, huts made of branches, or outdoors, at an
altitude of 2,500 metres and night temperatures that went below 0°C: the
mortality rate was very high, mainly due to typhus and cholera.

It is therefore important to organize the site and plan for the installation of
refugees: limited number of people per site with a sufficient space per
person, the necessary infrastructure for providing services (e.g. health and
nutrition facilities), roads, cemeteries, etc. Construction materials should be
purchased locally in order that shelter can be provided for the refugees as
quickly as possible.

- 40 -



Introduction I1. The emergency phase: the ten top priorities

6. HEALTH CARE

Respiratory infections, malaria, diarrhoeal diseases and other common
diseases must be dealt with in a decentralized network of health care facilities
(health centres and health posts). Organizing these in situations where there
are many different operating partners requires good coordination between
them. Manuals and guidelines allow standardization among partners in
regard to essential drugs and therapeutic policiesé.7. Medical needs (material
and drugs) should be quickly assessed in anticipation of outbreaks of
diseases known to occur locally. Experience acquired over the past 20 years
has led to the creation of 'kits' of essential drugs and materials. Each basic
module is intended to cover the most common therapeutic needs of a
population of 1,000 displaced persons over 3 monthss.

7. CONTROL OF COMMUNICABLE DISEASES AND EPIDEMICS

During the emergency phase, the four most frequent communicable diseases
which together are responsible for the highest morbidity and mortality rates
are: measles, diarrhoeal diseases, acute respiratory infections and malarial2.
Diarrhoea is one of the main causes of death. Each incidence of disease
exposes children to a high risk of death from acute dehydration. The swift
installation of oral rehydration centres, spread throughout the refugee
settlement, helps to decrease the mortality rates associated with diarrhoeal
diseases!.

Refugee populations are at higher risk of outbreaks of communicable
diseases (measles, cholera, shigellosis, meningitis, typhus, etc.)2. Attention
to basic living conditions is the main way of preventing epidemics, but once
an outbreak occurs, decisive public health interventions are vital. Only early
intervention in the initial phase can reduce mortality rates. Measures to
control outbreaks vary with each type of disease. They can take the form of
detection and rapid treatment for cholera or mass vaccination against
meningococcal meningitis A or B, or against measles!.

In the 80s and 90s, outbreaks of cholera and shigella have been particularly
frequent, and require careful attention. Population displacement often takes
place in an area where cholera is endemic. When hundreds of thousands of
refugees are then concentrated in such an area, the task of coping with an
epidemic requires major resources. For example: outbreaks of Shigella
dysenteria type 1 (Sd1) have occurred in central and southern Africa after
two major displacements, following the crises in Burundi in 1993 and in
Rwanda in 1994s.

8. PUBLIC HEALTH SURVEILLANCE

Epidemiological surveillance is a tool for measuring and monitoring the
health status of a population. It gives quantified information to those in
charge and should be established from the beginning. It is based on the
daily collection of selected health data and their analysis. This surveillance
should only cover diseases or other health problems that can be controlled
by preventive or curative interventions. The daily crude mortality rate (CMR)
is the most useful health indicator to monitor during an emergency phase; it
is expressed as the number of deaths per 10,000 population per day. A CMR
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over 1 per 10,000 per day is the best criteria of severity and indicates an
emergency situation. Calculating disease-specific mortality rates helps in
determining the major Killer diseases and establishing priorities. One of the
objectives of epidemiological surveillance is to warn of an impending
epidemic. It also makes it possible to monitor the main diseases occurring in
the population and measure the impact of health programmes.

9. HUMAN RESOURCES AND TRAINING

Different types of personnel are required to implement activities in all these
areas: public health doctors, sanitation specialists, nutritionists, logisticians,
administrators, etc. Once the different activities and tasks have been identified,
staff requirements must be determined. Staff management and the
organization of work is a complex task and must not be neglected. Home-
visitors are a particularly important category of staff required to ensure the link
between the refugee community and assistance programmes. They should be
chosen from among the refugee or displaced population. Particular attention
must be paid to both their training, and to that of other local health staff.

10. COORDINATION

Good coordination among the various operational partners is the key to
effective emergency relief planning. There may be multiple partners in large-
scale emergencies: UN agencies, host-country authorities, local and
international NGOs, and representatives from among the refugee population.
UNHCR has a major role to play in the coordination of refugee work, which is
especially important in complex situations where politics and diplomacy
complicate logistical and technical decisions. A good coordination system,
which must be organized from the outset of a programme, implies that one
partner takes an overall leadership role, that a good level of communication is
reached between all the partners and that overall policy is standardized.
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1. Imitial assessment

Introduction

If an intervention is to be fast, effective and properly adapted to the
situation, it must be based on an initial assessment conducted soon after
the displaced population has arrived or the first relief effort has begun. This
assessment should provide information essential to the decision-makers,
allowing them to identify the intervention priorities and properly plan the
programmes to be undertaken. In many cases, this information will also be
made available to the international community and to donors.

This information is therefore crucial. It should cover, as objectively as
possible, the qualitative and quantitative aspects of the situation in regard to
the target population, the needs, major problems, local context, etc. The
collection of this data should be undertaken by an experienced team, totally
independent of any political or other influence.

The data to be collected and analysed can be classified into 6 categories!:
— the geo-political context, including the background to the displacement,
— a description of the population,
— characteristics of the environment in which the refugees have settled,
— the major health problems,
— the requirements in terms of human and material resources,

— the operating partners.

Objectives

The main objectives of the initial assessment are:

* To decide whether or not to intervene: whether an intervention is required
and is feasible in view of the context.

* To define the priorities of intervention: although these priorities are mostly
standardized (see The Ten Top Priorities, Introduction), it is frequently
necessary to adapt them to the particular situation.

* To plan the implementation of these priorities: deciding strategies,
determining the resources needed and working out the time frame.

* To pass on information, as well as observations of refugee living conditions
and the human rights situation to the international community and donors.
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An assessment in two phases

Because the collection of reliable data requires time, particularly quantified
data that has to be compiled by surveys, the initial assessment may be
undertaken in two stepss.

FIRST PHASE: A FIRST RAPID ASSESSMENT FOR IMMEDIATE ACTION

This first phase should result in a rapid decision on whether or not to
intervene and the type and size of intervention. It will also lead to a decision
as to whether or not a second assessment phase is required and when it
should take place. The second phase will be delayed or left out altogether
when intervention is extremely urgent, the needs are obvious and/or
resources are limited; for instance, when a major outbreak of disease is
affecting the population (e.g. large-scale cholera outbreak), action will be
taken immediately. This phase can be completed in the field in less than
3 days.

The information collected should indicate the severity of the situation, as

well as the need and feasibility of relief intervention. It should cover:

— the geo-political context, including the reasons for the displacement,
— an estimate of population size and population movements,

a map of the site,

a description of the environmental conditions,

the presence of any epidemic diseases and an estimation of the recent

mortality rates,

— the availability of water and food,

— the extent to which the local authorities of the host country, and particularly
the Ministry of Health (MOH) are likely to accept the intervention of relief
agencies;

— the presence and activities of international or local organizations.

This data, which are covered in more detail in the next section, are obtained
by fast, simple methodss¢: direct observation; interviews with refugees,
agencies present in the area, the MOH and local authorities; health data
from medical facilities (registers); and, if required, a rapid estimation of the
population size by mapping.

SECOND PHASE: TO PROVIDE A MORE COMPREHENSIVE ASSESSMENT

This second phase should allow for proper programme planning (timing
priority actions and calculating the resources that are required) and for
disseminating information to the international community. It should be
carried out simultaneously with the implementation of relief actions;
essential interventions (e.g. measles mass immunization) should not wait for
the completion of the assessment. The timing would therefore normally be
one to three weeks after the arrival of relief agencies, i.e. as soon as the
appropriate resources and expertise are available and time allowss.

The data to be collected also falls under the 6 categories indicated above.
Quantified data will be required for calculating indicators (regarding the
health and nutrition status and the availability of resources), and some will
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have to be assessed by sample surveys. In addition, further qualitative
information is gathered in regard to the geo-political context, the socio-cultural
and ethnic characteristics of the population, the existence of vulnerable
groups, etc.

The time needed to complete both phases of the initial assessment will
depend on the remoteness of the location, its accessibility, the security
conditions, the degree to which local authorities cooperate, the resources
available, and the type of survey undertaken. In most situations, valuable
and complete information may be gathered during a period of 7 to 10 dayss.

Collection of data

This section covers the 6 categories of data, the reasons why they are
necessary and the specific methods employed in data collection for each of
these categories; the general methods of data collection are described in the
next section, Summary of methods.

THE GEO-POLITICAL CONTEXT

/ Information required on the geo-political context: \

— cause of displacement: war, famine, natural disaster, etc.,

— duration (in time) of displacement and conditions under which it took
place: transport, access, security conditions, loss of assets,

— political situation and security conditions in the country of origin,

— military, political, security and economic situation in the host country,

— security situation on the settlement site, any human rights abuses,

— whether and to what extent the refugees are accepted by the host
authorities and the local population.

Methods:
— discussions with local authorities and other relief organizations,
K — interviews with refugees. /

A description of the situation in the country of origin, the causes of the
displacement and the circumstances (duration of journey, security, etc.) will
allow a better understanding and interpretation of the data collected during
the initial assessment. It may also help to foresee the outcome of the refugee
problem (whether repatriation is likely in the near future or not), and the
number of newcomers to expect.

A description of the situation in the host country (security, acceptability of
international organizations, obtaining authorizations, etc.) is also essential
for assessing the feasibility of interventions, and whether refugees will have
access to the local infrastructure (e.g. any existing health facilities), etc.

Security conditions must be clearly described since they can have a limiting
effect on the presence of intervention teams, and affect the implementation
of programmes (e.g. whether or not it will be possible to provide night shifts
for nutritional centres, in-patient wards, etc.).
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DESCRIPTION OF THE REFUGEE POPULATION

/ Information required on the refugee population: \

— demography: estimate of total population and distribution by age-group and
sex,

— origins of the refugee population, ethnic background, clan membership, etc.,

— socio-cultural characteristics (including type of leadership and community
organization, religion, particular customs, etc.),

— vulnerable groups (unaccompanied children, female-headed households, the
elderly, disabled and minority groups): the importance of these groups and
their specific problems.

Methods:

Estimation of population size:

— mapping,

— aerial or satellite photographs,

— sample survey to assess the average number of persons per shelter,

— extrapolating vaccine coverage data onto the general population,

— census (rarely).

Quualitative information on the population:
— observation of the refugee setting,
\— interviews with key informants, focus group discussions. /

Estimating the population size is a major element of an assessment. It is
necessary for determining the target population, quantifying the needs, and
calculating indicators (population size is used as the denominator). Even
rough estimates of population figures may be used. Information on different
age groups (and possibly gender distribution) within the refugee population
permits the identification of any under-represented age groups and assists
in planning activities (e.g. mass immunization of children under 15 years).
This estimation needs to be repeated and updated regularly as part of overall
surveillance. The figures provided usually differ depending on the methods
used and the sources providing them (e.g. UNHCR, local authorities, etc.).
The final figure will most often be decided on the basis of a compromise
between those provided by the different sources. Nevertheless, it is
imperative that all operational partners use the same population figures for
planning and evaluating programmes.

However, the description of the population should be more than the
compilation of population figures. Other essential information on social
patterns, cultural beliefs, etc. must be known if programmes are to be
planned so that they reach all individuals and respond adequately to their
specific needs; for instance, in many Islamic countries, women may not use
health services if separate departments are not provided for men and
women. The assessment of vulnerable groups is particularly important; high
numbers of unaccompanied children have been reported in recent refugee
emergencies, such as among Rwandan refugees in eastern Zaire (1994)s.
(See also Socio-cultural Aspects in Part 1.)

About the methods

A/ Several methods may be used to estimate population size:
* A census conducted upon arrival remains the most accurate method, but
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is time-consuming and rarely feasible when there are large influxes of new
arrivals. If it is to remain accurate, it must be regularly updated by
keeping count of births, deaths and new arrivals.

* A good estimate may be obtained by calculating the number of shelters in
the settlement and the average number of refugees per shelter. The
number of shelters can be assessed by several methods: the most
convenient one is to count them on an aerial photograph (taken from a
plane or satellite). If such a photograph is not available, a precise map of
the settlement should be drawn. The map is then divided into squares. A
sample of these squares is selected at random and the number of shelters
within them is counted making it possible to calculate the average
number of shelters per square. An estimate for the whole settlement is
then reached by extrapolation. A description of this method, known as
'mapping', is available2. The next step is to determine the average number
of persons per shelter by sample survey (see below Summary of methods).

¢ Data from a mass vaccination campaign (e.g. measles or meningitis) may be
used if a vaccine coverage survey has been conducted. The size of the
population is estimated by extrapolating the results of vaccine coverage
based on the number of doses administered. However this method is not very
accurate and it is in any case rare that a mass campaign AND a coverage
survey have already been conducted in the early days of an intervention.

B/ Qualitative information on the population can be collected by interviewing
key informants and/or focus group discussion with persons belonging to
several ethnic and social groups, including minority groups. Direct
observation of the camp itself also provides valuable information on what
people are doing.

THE ENVIRONMENT IN WHICH THE REFUGEES HAVE SETTLED

/ Information required on the refugee environment: \

— water supply: quantity (litres per person per day), availability and quality,

— physical characteristics of the site and surroundings (map of the site), and
information related to climate (rainy season),

— accessibility, state of the roads, road map,

— types of shelter in use, proportion of refugees with proper shelters,

— total surface and shelter surface available per refugee,

— disposal of excreta: defecation areas, type and number of latrines (number of
persons per latrine),

— general hygiene on the site,

— presence of vectors transmitting communicable diseases (e.g. lice for typhus
fever).

Methods:

— direct observation (of shelters, water, length of queues at the water points,
latrines, hygiene, etc.),

— interviews with key informants,

— sample surveys (percentage of refugees with shelters, number of refugees per
latrine, availability of water containers, etc.).
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The quantity of water available per person and per day is a crucial piece of
information; it should be compared with the standard recommendations
(5 litres per person per day in the acute stage of the emergency, then 15 to
20 litres per person per day).

One of the priorities is to find or make a map of the site, on which all the
physical characteristics and existing facilities may be indicated. A precise
road map must be drawn up if one is not already available. The time and
duration of the rainy season and the state of the roads must be known in
advance in order to plan general distributions and eventual evacuation.

In regard to shelters, it is important to know the proportion of refugees
sleeping in protected shelters in order to arrange distributions of plastic
sheeting. The surface available for each person (total or shelter surface) will
determine the degree of crowding; overcrowding is an important risk factor
for numerous communicable diseases.

The arrangements for the disposal of excreta (including the number of
persons per latrine, existence of defecation fields) and other sanitation
characteristics must be assessed.

About the methods

Most information will be obtained by direct observation and in discussion
with refugees. The percentage of refugees sleeping in protected shelters can
be obtained by a sample survey. The quantity of water available is based on
the capacity and out-flow of the water sources (sources already present on
the spot or installed upon the arrival of the refugees); when these are
unknown or cannot be calculated, it is assessed on the basis of a sample of
households, calculating the capacity of water containers and the number of
times these containers are filled each day. The number of persons per latrine
is calculated by dividing the population by the number of latrines, or by
conducting a sample survey of the population2.

THE MAJOR HEALTH PROBLEMS

/ Information needs on the major health problems: \

— mortality: rates and causes of mortality,

— morbidity data on the most common diseases (measles, diarrhoeal diseases,
ARI, malaria),

— presence of diseases with epidemic potential (cholera, shigellosis, measles,
meningitis, hepatitis, etc.),

— prevalence of acute malnutrition,

— data on vaccine coverage (e.g. meningitis vaccine).

Methods:

— locating any community burial place, and counting graves,
— interviews with health workers,

— health surveillance system, if already existing,

— retrospective sample survey for mortality and morbidity,

\— nutritional survey. /

In most refugee or displaced populations, the priority health problems include:
measles, diarrhoeal diseases (including cholera and shigellosis), acute
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respiratory infections (ARI), malnutrition, malaria and, in some cases,
meningitis (see 7. Control of Communicable Diseases and Epidemics).

The crude mortality rate is the best indicator for assessing the severity of the
situation and must be estimated in order to establish a baseline for
evaluating the ongoing effectiveness of assistance programmessé. The
mortality rate is expressed by the total number of deaths per 10,000 persons
and per day (see also 8. Public Health Surveillance).

Data concerning the causes of death make it possible to identify the most
common Killer diseases. Disease patterns, and particularly the occurrence of
diseases with epidemic potential, should be assessed; the information
should cover diseases which may occur in the area of origin, the host area,
and those currently present in the population. Early information on which
diseases are present, or potentially present, makes it possible to undertake
appropriate curative and preventive measures urgently (e.g. screening and
early treatment of cholera and shigellosis cases, mass vaccination against
meningitis etc.).

The prevalence of acute malnutrition should be assessed when nutritional
problems are expected, and is a factor in deciding whether or not to set up
selective feeding programmes (see 4. Food and Nutrition).

Vaccine coverage can be measured for measles vaccine, but it is rarely
necessary to do this at the beginning of a programme, since mass measles
immunization of children remains a priority even in a population known to
have had a previous high coverage. In some cases, it may be useful to know
the meningitis vaccine coverage.

About the methods

* The recent mortality rate may be assessed using 3 main methods:

— by counting the number of graves, although this is not always feasible
(e.g. impossible in settings where corpses are incinerated) and this
method cannot be used to assess the mortality rate prior to refugees
settling on the site, or

— by gathering data on death registrations, if available, from lists or
registers that are held by refugee leaders or other authorities, or from
hospitals, or

— by a retrospective mortality survey, when time allows (see below
Summary of methods).

As this indicator is difficult to estimate, it is useful to compare mortality
information from different sources.

* Disease patterns are assessed by:

— discussions with health workers from the refugee population and host
health care services; this may be a way of getting qualitative information,

— direct observation by medical staff; this is useful for assessing the presence
of certain health problems, such as measles,

— retrospective sample surveys when quantitative data is needed on the
incidence of diseases in the period before the refugee arrival or since
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their arrival; however, these are not routinely recommended because
they are costly, use up time and energy and, above all, have minimal
influence on the planning and management of interventions4.

* The prevalence of acute malnutrition should be measured by a nutritional
survey (using the weight-for-height index). Information on food availability
(see below) is required in order to interpret survey data. The decisional
aspects of nutritional assessment are described in 4. Food and Nutrition,
and the methodology is explained in guideliness.

e Vaccine coverage data, if required, could also be measured by a sample
survey in children (using the WHO /EPI method):2.

¢ An epidemiological surveillance system must be established at the time of
the initial assessment to allow the calculation of mortality and morbidity
indicators from the very first days. It will thus include a system for collecting
data on mortality (counting the number of daily burials or registrations by
home visitors) and a system for detecting diseases. Unfortunately, it may
take one to two weeks before such systems are properly functioning and
providing reliable data.

REQUIREMENTS IN TERMS OF HUMAN AND MATERIAL RESOURCES

/ Information needs: \
Human resources:

— qualified staff from the refugee and host populations,

— a certain level of training, especially for medical staff.

Material resources:

food available: existing food reserves, food rations distributed, if any, etc.,
— cooking utensils (percentage of families possessing these),

— water containers (percentage of families possessing these),

— soap, blankets, clothes, etc.,

— existing health facilities,

— types of energy sources available.

Methods:

— interviews with health staff, local health authorities and key refugee
informants,

— direct observation of the site and surroundings (health facilities),

— information on food distributions from agencies or local authorities,

\_ sample survey of population (for non-food items). /

Each aid programme requires qualified staff, local and expatriate. The
expatriate staff requirements depend on the availability of qualified medical
staff and their level of training.

The availability and accessibility of food, particularly of any food ration
already being distributed, must be roughly assessed in the early days in
order to plan for food needs.

The availability of non-food items (cooking utensils, cooking fuel, water
containers, soap, material for shelters, etc.) should be evaluated because they
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have an important impact on other sectors; for instance, if they are not
available, part of the food ration will probably be exchanged or sold so as to
procure them. The availability of water containers determines access to water.

The existing health services of the host area must be identified and their
capacity to treat refugees assessed. This includes existing health facilities
(particularly referral hospitals) and access to them, a referral laboratory for
analysing specimens (for epidemic preparedness) and an organization chart
of the host country’s health care services (who is in charge of immunization,
nutrition, whether or not health care is free of charge, etc.).

About the methods

An assessment of food availability requires information on any food
distributions that may have been carried out or are planned: agencies and
local authorities should be asked who is in charge of distributions and what
is the food ration already distributed or planned for future distributions
(including an estimate of the number of kilocalories distributed per person
and per day). A rough idea of the food reserves (including livestock) should be
obtained, and food availability in any local markets should also be assessed
(see 4. Food and Nutrition).

The availability of non-food items is assessed by direct observation on site,
information on any general distribution of non-food items and, possibly,
sample surveys to estimate the percentage of families with essential non-
food items such as cooking utensils and water containers.

THE OPERATING PARTNERS

Information on which organization is doing what and when, is essential for
planning the intervention and distributing tasks among the partners.
Administrative procedures and host country regulations, such as policies in
regard to visas, travel permits, authorization to operate in the area, recruitment
of human resources, etc., should also be properly assessed. Contacts must be
made with the MOH, the local authorities, the local and international
organizations that are involved in refugee assistance, etc. to obtain this
information. A system of coordination among partners, if not yet existing,
should be rapidly initiated.

SUMMARY OF METHODS

+ Systematic observation of the site and the population is essential for
assessing many qualitative aspects, but this is often overlooked. A lot of
information can be gathered simply by walking through different parts of
the site, observing the state of the population, looking at food sources and
refugee assets, etc. This should be a systematic observation which may, for
instance, follow a prepared check-list of what to look out foré; several
models for such check-lists are available in guidelines?8.9.

* Interviews with key persons from the refugee community (key informants)
can be a means for collecting qualitative information on the conditions prior
to displacement and the reasons behind it, any assets they may have
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brought with them, traditional beliefs and behaviour, etc.¢ These key
informants may be official or unofficial leaders, community elders,
teachers, health workers, religious leaders, etc.

* Focus group discussions offer the advantage that informants are able to
correct each other and add information to each others’ statements. The
selection of participants depends on the objective of the discussion: when
information is required on a specific subject, participants should be
selected according to their expected knowledge; when more general
information is assessed, such as population needs and traditional beliefs,
participants should be chosen from among all relevant sub-groups of the
population: young and old, male and female, different ethnic, social and
religious groups etc. (see Socio-cultural Aspects in Part I). Any discussions
with refugees should take into account the fear and suspicion that are
usually present in crisis situations!o.

* Discussions with representatives of the local health authorities, staff of
local health facilities, and other organizations working on the site (UN
agencies, NGOs, local churches, etc.) are essential and a quick way to
gather information on many subjects (e.g. the main health risks, available
resources, actions already carried out and by whom, etc.).

* A survey of a representative sample of the population may be carried out
in the second phase of the assessment allowing various indicators to be

calculated.
Table 1.2
Information to be gathered in an initial sample survey
Priority information Information that can be collected
if required
— retrospective mortality — proportion of protected shelters
— number of refugees per shelter — non-food items available
(estimate population size when (blankets, utensils, etc.)
number of shelters is known) — vaccine coverage (meningitis,
— litres of water available per person possibly measles)
per day — recent major diseases
— number of persons per latrine
— age distribution of the population
— nutritional status of under five’'s

The second column of the table presents other indicators that could be obtained
if the information they provide would be useful for implementing programmes.
The two sampling methods most often used are:

— A systematic sampling procedure: this can be used when the refugee site is
well organized in clearly defined rows, and is the easiest of the two to
implement (it reduces the necessary sample size by half - no cluster effect).

— A cluster sampling procedure: this is the only possible method when the
site is not organized.

These two techniques are described in epidemiological guides!!.
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When mortality and morbidity rates are being assessed retrospectively, the
period over which they are measured must be defined by recent significant
events (e.g. arrival in the camp, beginning of a civil war, etc.).

The duration of a survey varies from 2 to 15 days, depending on the density of
the population (scattered or not), the means available (human resources and
transport), the subject matter and the methodology used; for instance, a survey
to assess mortality rates properly would require a sample of 3,000 people. (A
survey of 30 clusters of 30 families would generally collect information on
5,000 people including more than 900 children aged 6-9 months and about
200 children aged 12-23 months.)

Whatever methods are used, it is important to verify the information
gathered by cross checking the results obtained by different methodologies!o.
For instance, an estimation of population figures is frequently made by
comparing figures received from different sources; the needs expressed by
refugees during interviews should be checked by direct observation of
households wherever possible, etc.

The information gathered must be analysed and compiled in an assessment
report. A model form for this is given in the appendix; it shows how to
present the quantified data obtained, but this must be complemented by an
analysis of the results and a written report covering the qualitative
information obtained.

/ Principal recommendations regarding the initial assessment N\

e The initial assessment is aimed at allowing decision-makers to decide
whether or not to intervene, to identify intervention priorities, to plan
the implementation of these priorities and to pass on information to the
international community and donors. The initial assessment should be
undertaken by an independent and experienced team.

* The data collected should cover the geo-political context (including
security conditions), a description of the refugee population (including
vulnerable groups), the characteristics of the environment (including a
map of the site), the major health problems, the requirements in
human and material resources, and the operating partners.

* The first rapid assessment, which must be completed within three days,
should use fast, simple straightforward methods to obtain information
and result in a quick decision on whether to intervene or not, and the
type and size of intervention.

* In a second phase, one to three weeks after the arrival of the relief
agencies, quantitative and qualitative data should be collected in order
to make proper programme planning possible.

« The mortality rate is the best indicator for assessing the severity of the
situation and must be established as a base-line for evaluating the
effectiveness of assistance programmes.

* The information gathered must be verified by cross-checking the results
obtained by different methodologies.

N /
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2. Measles immunization

Introduction

Measles remains a major cause of childhood mortality throughout the world,
especially in developing countries. However, the disease can be prevented by
the administration of measles vaccine, which is one of the most cost-effective
public health tools20. Measles immunization has been included in the
Expanded Programme on Immunization (EPI) since the 70s and has
significantly contributed to reducing both measles morbidity and mortality
in most countries. Despite a high level of global vaccination coverage in 1993
(according to WHO, a coverage of 78% was reached in the under-two age
group, all countries taken together), there were an estimated 45 million
cases and 1.2 million deaths throughout the world2c. One of the explanations
for this is the fact that vaccine coverage figures vary widely between regions:
19 countries, most of them in Africa, report vaccine coverage below 50% 5.20.

Measles is one of the most serious health problems encountered in refugee
situations and has been reported as the leading cause of mortality in children
in several refugee emergencies. Outbreaks of measles are frequent, especially
in camp settings; an important risk factor for measles transmission is
overcrowdings. For instance, a severe epidemic occurring in the Wad Kowli
refugee camp (Sudan, 1985) resulted in over 2,000 measles deaths over a four-
month period2. Complications (such as pneumonia, diarrhoea and croup) are
very common in refugee settings where measles fatality rates can reach
particularly high levels, exceeding 10%23. See 7. Control of Communicable
Diseases and Epidemics. It is for this reason that WHO has included refugee
children among the groups at high risk from measles222,

However the high mortality due to measles is preventable, and mass
immunization against measles, coupled with vitamin A distribution, is one of
the top priorities in the initial phase of a refugee influx, even if no cases are
reported and even if the refugees are coming from areas with a high level of
vaccination coverage, as measles outbreaks can still occur in populations with
a high level of coverage23. The current vaccine appears to provide excellent but
not perfect protection: under normal conditions, it protects 85% of children
when administered at 9 months of age22. This means that a high level of
coverage still leaves a significant number of people susceptible to measles and
therefore vulnerable to further outbreaks given the extreme infectiousness of
the virus 522, It is therefore essential to aim for a coverage level close to 100%.
(For instance, in a camp of 100,000 people, there would normally be around
15,000 from 9 months to 5 years of age (about 15%). If the vaccination
coverage is 80% in the age group from 9 months to 5 years and vaccine
efficacy is 85%, it may be estimated that 4,800 children in this age group will
be susceptible to developing measles - 3,000 unvaccinated and 1,800 non-
immune due to vaccine inefficacy.)
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Although this chapter focuses on the initial mass campaign, it is essential to
maintain immunization activities afterwards in order to vaccinate new
arrivals and those who have been missed in the campaign.

Objectives

The major objective of mass measles immunization is to prevent measles
outbreaks. To achieve this, it is necessary to aim for a vaccination coverage
level close to 100% (90% to 100%) in the age group from 6 months to 12 or
15 years. If a measles outbreak occurs before mass immunization has taken
place, the objectives are to reduce the number of cases and help prevent
measles deaths; it should be remembered that, even among already exposed
individuals, measles vaccine may reduce the severity of the disease if
administered within 3 days of exposure21.

The target population

In developing countries, the target age group for measles immunization is a
complex issue:

¢ On the one hand, measles represents an important threat to young children:
in developing countries, over 25% of all measles cases are reported among
children under 9 months, and case-fatality rates are highest among the
youngest2.20,

* On the other hand, the vaccine must be administered when there is no
longer a risk of interfering with maternal antibodies in order to achieve an
optimal response. The recommended age of vaccination in developing
countries is currently from 9 months to 2 to 5 years of age, according to EPI
strategy. When the age of immunization is reduced below 9 months, the
vaccine efficacy rapidly diminishes: 85% at 9 months, 50% at 6 months7s.

In refugee emergencies, overcrowding and other factors increase the risk of
infection in young children and the severity of the disease in all age groupss.
The target age group must be extended: all children aged between 6 months
and 12-15 years should be immunized during the emergency phase. In open
situations, where the refugees are hosted by the local community, these
groups among the resident population should also be vaccinated.

* Immunization of children from 6 months of age is recommended as
infection at an early age is particularly frequent in high-density
populations such as refugee settlements and is associated with high
fatality rates23. However, because of low vaccine efficacy at that age, any
child who has been vaccinated between the ages of 6 and 9 months must
receive a second dose as soon as possible after 9 months of age”.

¢ Children should be vaccinated up till 12-15 years of age as this age group
is increasingly susceptible to measles: there is a shift in age-specific
incidences from younger to older age groups, and cases of children up to
14 years have been on the uprise26. For instance, in Malawi, from March
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1988 to December 1989, 45% of the 1,540 reported cases of measles
occurred in children aged 5 years and over (MSF unpublished data).

Measles-related morbidity and mortality can also be high in this group.
The upper age limit should be decided after taking into account the
possibility that women may become pregnant at an early age. If an
outbreak occurs, and if age groups older than 15 years are affected, the
target population can be expanded further, in line with the age-specific
attack rates observeds.

Measles vaccination is only contra-indicated in pregnant women because the
vaccine contains live attenuated virus. Malnutrition, HIV and AIDS, previous
measles vaccination or infection, and common health problems (such as fever,
diarrhoea, etc.) are not contraindicationsz35.9, In fact, measles vaccination is a
top priority for malnourished children, especially in feeding centres!5 (see
4. Food and Nutrition). A second dose given to children previously immunized
provides an even better protections.

Planning an immunization programme

The resources required to implement mass immunization should be available
as soon as refugees begin to gather on sites. One agency should take overall
responsibility for the programme and coordinate the various efforts involved.
Responsibility for each component of the programme needs to be clearly
assigned to the different partners involved (health agencies, Ministry of
Health and local EPI representatives and refugee leaders). The national EPI
programme of the host country should be involved from the beginnings.

1. ESTIMATE THE SIZE OF THE TARGET POPULATION

The size of the total population must be known in order to estimate the
number of children to be vaccinated; it is assumed that children between
6 months and 15 years of age represent 35% to 45% of the total population.
If the actual population figures are not known when planning mass
immunization, they should quickly be estimated. These figures are normally
calculated during the first phase of the initial assessment (see description of
methods in the section Initial Assessment above).

2. OBTAIN A MAP OF THE SITE

A map of the site or area is required in order to identify the different sections
and facilities in the camp. Access roads, reception area for new arrivals,
health structures and other gathering places (markets, school, etc.) should
all be indicated.

3. DEFINING VACCINATION STRATEGIES

Because of the high risk of measles infection, eligible children should be
immunized as soon as possible, ideally at the time they enter a camp or
settlements; vaccination strategy should aim at vaccinating the maximum
number of children in the shortest possible time.
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In most situations, the organization of a first and rapid mass campaign
followed by routine immunization in fixed facilities is the preferred strategy
for achieving a high vaccination coverage quickly and then maintaining its.24.

The initial mass immunization campaign

Two strategies are possible for implementing mass immunizations:

* Mass vaccination is carried out by outreach teams on dispersed
immunization sites. Immunization sites are established in the different
sections of the camp and the refugees gather there to be vaccinated. Such
intervention is indicated when the population has already settled on the site
before immunization could be organized, or when a sudden influx of
refugees has occurred; these are the situations most frequently encountered.

¢ Immunization can also be carried out at refugee arrival (screening centre),
ensuring that newcomers are immunized as soon as they arrive. This can
only be implemented when a screening facility has been set up, and when
the influx of refugees is steady and moderate3. When applicable, this
strategy is generally used in conjunction with the first one: a rapid mass
campaign is organized over the whole site to immunize those who are
already settled and new arrivals are then immunized as they enter the site.

Another strategy involves mobile teams, which go from shelter to shelter to
administer the vaccines. However, this is generally discouraged as
organization is difficult (handling the vaccines is complicated: ensuring sterile
material and a cold chain, etc.) and the level of effectiveness is low. It is also
slow and not easily supervised.

A measles vaccination campaign should be accompanied by simultaneous
vitamin A supplementation to children (see below 'Nutrient deficiencies' in
4. Food and Nutrition), as recommended by the WHO. Although some studies
have suggested that giving simultaneous high doses of vitamin A interferes with
seroconversion in children around 6 months, it should remain the
recommended policy in refugee camps. Indeed, due to the higher risk of vitamin
A deficiency in such a setting, it is much more likely that the benefits outweigh
the risks?s.

In some situations, the association of polio to measles immunization has
been advised. However, this is not recommended in refugee settings, where
polio is not a major Kkiller.

Traditional beliefs and customs, and how the refugee community has
organized itself, must also be considered when planning a mass campaign,
to ensure that it will be both acceptable and feasibles.

Fixed immunization strategies

The measles immunization programme must never be suspended. Once the
target population has been adequately covered in the initial campaign, a system
for maintaining immunization should be established. Measles immunization
then becomes an integral part of health care activitiess.
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On-going immunization is required to cover:
— children who might have missed the initial vaccination campaign,
— new arrivals,

— children vaccinated at the age of 6 to 9 months who must receive a
second dose at 9 months,

— new groups of children reaching the age of 6 months.

In addition, every child admitted to an in-patient department should
imperatively be checked for measles vaccine status, and immunized if required.

The preferred strategy is to establish fixed vaccination points in existing
health services and the screening centre. The availability of vaccine storage
facilities on the site or close by will determine how many fixed immunization
points can be established, and how they should be organized (see below,
'Fixed immunization strategy'). If vaccine stores are remote from the refugee
site, immunization days could be planned at convenient intervals (e.g. every
month), providing the population is relatively stable in sizes.

Selective and non-selective vaccination

* Selective vaccination implies that the vaccination status of the child is
checked (on the basis of a vaccination card) before giving the vaccine: the
vaccine will be administered to anybody who cannot produce an official
document to prove that they have already been vaccinated.

* In the case of non-selective vaccination, vaccination status is not verified
and all children will be vaccinated regardless of their immune status. It
must be remembered that a second dose of vaccine has no adverse effect,
but provides better protection (however, a repeated dose of vitamin A
should be avoided).

Non-selective vaccination is preferred, especially during mass vaccination
campaign, because it is not only much more rapid, it also leaves little chance
for errors.

4. ASSESSMENT OF NEEDS

Vaccines

The quantity of vaccines required is estimated in line with the size of the
target population, the coverage aimed at (ideally 100%), the number of doses
required, the proportion of vaccine lost during a mass campaign (15%) and
the reserves to be held in stock (25%). Vaccines can either be ordered from
UNICEF or through UNHCR or will be supplied by the implementing agency;
they may initially be provided by the national EPI, and replaced later after
ordered vaccines arrive.

Equipment

Emergency immunization Kkits, including cold chain equipment, are available
from different organizations. For example, MSF Kkits are available, equipped
with disposable material, that are designed to allow 5 teams to vaccinate
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10,000 people. In mass campaigns targeting refugee populations, only
disposable injection material should be used 0. The use of Immojet, which is
again recommended by WHO, is not advised in emergency refugee situations
because of its fragility. Registration material must be prepared, including
individual vaccination cards and tally sheets.

The measles vaccine is very sensitive to heat. It must be kept refrigerated or
frozen in central vaccine storess.!!. It is therefore crucial to ensure a good cold
chain, which must be assessed before vaccines are ordered!2. The use of
national vaccine storage facilities should be requested from local health
authorities where these exist, but refugee settlements are often located in areas
that lack cold stores so such facilities usually have to be installed. Ideally, each
main site should have a vaccine storage facility (see below, Organization of
immunization activities)3.

Staff

Immunization teams (see below) should be set up. Since there are usually
only a few qualified staff available, teams will mostly be composed of people
without any specific qualification or experience, recruited to perform specific
tasks for which they will be given a specific training. Training manuals are
available from the national EPI or WHO!5. A written job description should
be provided for each personis.

Supervision of vaccination teams is crucial; qualified health staff (e.g. nurses)
should be recruited for this whenever possible, 1 supervisor for ideally 1 or
several teams.

/ One immunization team = 20 people \
(in a refugee camp context)

supervisor (for one or more teams)

logistics officer (for one or more teams)

staff members to prepare the vaccines

staff members to administer the vaccines

staff members to register and tally

(o) I o> B N R S

staff members to maintain order (crowd control)

- /

Organization of immunization activities

THE MASS IMMUNIZATION CAMPAIGN

The campaign will start once all the material has been assembled and the
personnel trained. It should be completed as quickly as possible, dependent
on the number of teams involved and the target population to be immunized:
for instance, one immunization team that includes 2 vaccinators can vaccinate
500-700 people per hour.
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Practical organization is described in guidelines®. The main aspects are:

* A training session which should take place 2 to 3 days before the start of
the campaign and include a dress rehearsal to ensure that all team
members understand their roles1s.

* Information about the campaign should be disseminated among the
population (e.g. the previous day) by community and religious leaders,
home-visitors, health staff, etc. This information should cover the need for
vaccination, the absence of side effects, which age groups are to be
vaccinated, the dates, times and place of vaccinations, etc. This is crucial
for the success of the campaign, as it raises awareness among the
population and facilitates organization. Local authorities and other
organizations should also be informeds.

¢ Immunization sites should be selected and organized. The number of sites
depends on the size of the population to be vaccinated (e.g. one or two
sites for every 10,000 refugees) and how it is spread out over the site. They
should be easily accessible, with separate entrances and exits, and large
enough to exclude the risk of overcrowding. Details of immunization sites
and how to organize them are fully described in reference documents®. Well-
organized sites are the key to the success of the campaign with well-
trained teams operating on each site.

* Individual vaccination cards are issued to each child. The importance of
keeping the card so that it can be presented to health services at a later
date should be clearly explained to the accompanying person. If children
are vaccinated before the age of 9 months, this must be specified on the
card and it must be made clear that they have to be brought back for the
second dose at the age of 9 months.

* A daily record should be made of the numbers vaccinated per day (and per
site) and the number of doses used (see below, Evaluation).

FIXED IMMUNIZATION STRATEGY

As was previously indicated, where fixed vaccination points are set up, these
must be integrated into the existing health services:

— health centre and hospital: systematic checking of vaccination status,
and vaccination sessions;

— health posts: checking vaccination status, vaccination on the spot or
referral to an immunization point;
— feeding centre: regular vaccination sessions (e.g. twice a week);

— screening centre: systematic vaccination of new arrivals or referral to
immunization point;

— home-visitors: checking of vaccination status and referral to
immunization point.

The availability of immunization services in these facilities will depend
primarily on the vaccine cold storage facilities; these should be made available
in all health centres (refrigerator or 7-day cool box) whenever feasibles. Health
posts and screening centres are either equipped with vaccine storage facilities,

-61-



I1. The emergency phase: the ten top priorities 2. Measles immunization

or if not available, children are referred to the nearest vaccination facility. It is
particularly crucial to monitor and record the cold chain temperatures daily.
In health centres, immunization may be given daily or weekly; when there is a
continual influx of large numbers of new arrivals, it should be done on a daily
basiss. Home-visitors should carry out checks on the vaccination status of
people in the area they are responsible for.

A particularly difficult issue is how to pick up those children that need to be
revaccinated at nine months. Experience in refugee situations shows a very
low rate of second doses given after 9 months. It is essential that every
possible means are used to trace them: active screening by home-visitors,
information sessions in health care facilities, etc.

In the post-emergency phase, measles immunization will be integrated
within the EPI, provided the necessary conditions are met (see Child Health
Care in the Post-emergency Phase in Part III).

Evaluation

An evaluation of the immunization programme should be based on routinely
collected data and, if necessary, on a survey of vaccination coverage.

ROUTINELY COLLECTED DATA

Immunization coverage data is obtained by comparing the numbers vaccinated
with the size of the estimated target population. The validity of this method
depends on the accuracy of the target population estimate and of the collected
data. Routine monitoring takes the form of daily and weekly summary sheets,
based on tally sheets®. Data from each team is collected daily by the team
supervisor, and the results for each site are calculated daily by the person
responsible for the programme. A weekly report should be issued, providing
information on the numbers vaccinated and the estimated coverage level.

At the end of the campaign:

— all the collected data is compiled,

— the monitoring of morbidity and case fatality rates is continued (see
below, 8. Public Health Surveillance),

— if necessary, a vaccination coverage survey is undertaken (see page 63).

Future action is planned according to the results obtained; a further mass
vaccination campaign should be implemented if the coverage results are not
satisfactory.

VACCINATION COVERAGE SURVEY

This survey allows confirmation of the results obtained from routinely
collected data. It need not be undertaken systematically after each campaign,
but only when the accuracy of results is questionable as, for example, in the
case of large population movements or when there are numerous cases of
measles despite an estimated vaccination coverage level exceeding 90%. The
survey indicates, at a given point in time, the proportion of the target
population that has been vaccinated. It does not give information on vaccine
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efficacy. The classical method uses a two-stage cluster sample (sample size of
210 children, in 30 clusters of 7 children), and is described in WHO/EPI
documents!s. This vaccination coverage survey may be coupled with a nutritional
survey.

VACCINE EFFICACY

A study of vaccine efficacy should be undertaken if vaccine failures are
suspected: for instance, if a measles outbreak should occur or continue,
despite a high level of vaccination coverage (over 90%), and in the absence of
any significant population movement!4. This study should assess the field
vaccine efficacy, i.e. the vaccine efficacy under field conditions, and compare
it to the theoretical vaccine efficacy of 85% when administered at 9 months of
age. If the field vaccine efficacy is well below the theoretical one, possible
causes should be investigated (inadequate cold chain, poorly respected
vaccine schedule etc.).

Several methods exist for measuring vaccine efficacy and are described in
WHO/EPI documents?3. A first estimate may be obtained from routine data
and is handy for using in emergency situations. It provides a fair estimate of
vaccine efficacy and can indicate whether a more detailed study is
necessary. In practice, if this rapid estimate shows a vaccine efficacy greater
than 80%, it is probably unnecessary to proceed with further investigations.
However, if it gives a vaccine efficacy below 80%, a more detailed evaluation
will be required. Other methods, using more complex epidemiological methods
(cohort study or case-control study), require specific expertise.

The validity of vaccine efficacy studies depends on diverse factors14.23:

— the measles case definition used (see below, Measles control in section
7B.)

— whether there is an active case detection effort being made among the
immunized and unimmunized

— how accurately vaccination status is determined from cards or vaccination
history (as reported by parents).

— the risk of measles exposure (should be similar for immunized and
unimmunized populations).

/ Rapid estimate of field vaccine efficacy?3 \

1. The vaccine efficacy (VE) is estimated as the difference in attack rates (AR)
between the vaccinated and unvaccinated groups, expressed as a percentage
of the attack rate in the unvaccinated group:

AR unvaccinated — AR vaccinated ¥ 100

VE (%) =
° AR unvaccinated

2. When attack rates are unknown, vaccine efficacy can be estimated from the
proportion of cases occurring in immunized individuals, per vaccination
coverage level (or percentage of immunized population). This estimation is
facilitated by using curves: values are plotted and vaccine efficacy is deducted.

k Accuracy depends on the validity of the estimated vaccination coverage. /
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-

~

Principal recommendations regarding measles immunization

Mass immunization against measles is always one of the top priorities in
the initial phase of a refugee influx, even if no cases are reported or
refugees are coming from areas with a high level of vaccination coverage.

All children aged between 6 months and 12-15 years should be vaccinated
during the emergency phase. All children immunized between the age of
6 and 9 months have to be revaccinated from 9 months on. There are no
contraindications for measles vaccination, except in pregnancy.

A vaccination coverage of close to 100% in the target age group should
be aimed for in order to prevent measles outbreaks.

The recommended strategy is the organization of a first and rapid mass
campaign coupled with vitamin A supplementation, to be followed by a
routine immunization programme integrated within existing health facilities.

An evaluation of the vaccination programme, based on routinely collected
data, should be carried out. A vaccination coverage survey does not have
to be undertaken systematically after each campaign (this is only
necessary when the accuracy of the results is questionable). /

10.

11.
12.

13.
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3. Water and sanitation

Introduction

Water and the environment play an essential role in the spread of many
communicable diseases and epidemics. Diarrhoeal diseases, mostly caused
by poor hygiene and a lack of safe water, are a major cause of morbidity and
mortality among refugee and displaced populations. Large-scale and severe
outbreaks have occurred frequently, particularly in the initial phase of a
refugee crisis situation. The most striking example is that reported among
Rwandan refugees in Goma (Zaire) in 1994, where extremely high mortality
rates were associated with explosive epidemics of cholera and shigellosis; a
household survey reported that more than 85% of deaths during the first
weeks following the initial massive influx were associated with diarrhoeal
diseases.

The goal of a water, hygiene and sanitation programme is therefore to plan for
and maintain a minimum risk threshold in regard to water and environment-
related morbidity and mortality. Such a programme must be considered as an
integral part of preventive health activities in the same way as, for example,
measles immunization. The techniques used in the emergency phase should
be adapted later on to the post-emergency phase; these techniques should be
simple but effective.

In the emergency phase, priority should be given to the following:

— the water supply to the population, focusing on providing sufficient quantities
of water; the quality should be improved as quickly as possible, but
improvements must not affect the quantity actually distributed,

— the control of excreta disposal and general hygiene on the site,
— increasing public awareness of the basic rules of hygiene.

Water supply activities

Like any other population, refugees require immediate access to an adequate
water supply in order to maintain life and health and this becomes even more
vital in refugee camps where overcrowding increases the risks of pollution
and epidemics of water-borne diseases. Attention must therefore be paid to
water provision from the outset of any attempt to deal with a refugee
emergencyz.

1. FIRST STEP: ENSURING A SUFFICIENT QUANTITY OF WATER

It is essential that water is supplied in sufficient quantities. Extreme water
shortages can lead to dehydration and death. Lack of water also leads to poor
hygiene and increases the incidence of hygiene-related diseases such as
faeco-orally transmitted diseases (diarrhoeal diseases), diseases transmitted by
lice (e.g. typhus) and other milder diseases such as scabies and conjunctivitis! 2.
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The first objective is therefore to supply a sufficient quantity of water; its
quality is a later consideration. A large amount of poorer quality water is
preferable to a small amount of good quality drinking water.

Requirements

Any water-supply programme is based on the needs of the population; the
population size must therefore be determined in order to plan appropriate
logistical means (see I.Initial Assessment). It is essential that programme
planners bear in mind that huge amounts of water are required in refugee
emergencies, involving considerable logistical requirements and transport
problems. In comparative terms, a human being’s daily water requirement in
terms of quantity is ten times greater than the food requirement.

During the first days of the emergency phase,
a minimum amount of water is required for survivals:

5 litres of water per person per day (source: WHO)

But this ration does not reduce the risk of epidemics in the population; it is
meant mainly for drinking and cooking, and permits only a very low level of
hygiene. Quantity must therefore be increased as quickly as possible.

Some of the problems associated with providing sufficient amounts of water
in the first days can come from poor management and unequal distribution,
with some groups favoured over others, and refugees may have to fight to
obtain it in order to survive.

In the next stage of the emergency phase, the amount of available
water must rapidly be increased to a sufficient quantity?:

15 to 20 litres of water per person per day

This amount includes water for drinking, food preparation, personal hygiene
and dish/clothes washing. If this threshold is not reached very quickly, risks
from the transmission of water-borne diseases will obviously increase (see
above).

Although water requirement standards have been set, the quantity of water
consumed varies from one country or region to another, depending on the
climate and the habits of the population. However, for health reasons it is
recommended not to put any limit on water consumption. The quantities of
water recommended in health facilities are described (below page 78).

Measures for meeting the requirements
Local constraints and conditions dictate the means required to supply water.

* When water is available on site, it can come from various sources: surface
water (e.g. rivers or lakes), wells, bore-holes, springs, etc. The first thing to
do is to protect water sources from pollution using fairly basic measures in
the emergency phase (e.g. fencing off), then technically more sophisticated
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ones in the post-emergency phase. The different types of water source and
the methods of supplying it to the refugee population are described below
in Table 3.1. A description of techniques and detailed information are
provided in several guidelines 2:3.

¢ When water is available nearby (e.g. within a maximum radius of 30 kilometres),
the temporary solution is to transport water in tankers. For instance, in
Goma (Zaire) in 1994, 200,000 refugees in the Kibumba camp received a
daily ration of 2,000,000 litres of water brought in by tankers. This costly
method should only be carried out on a short-term basis during the time
required for relief teams to plan and prepare for other alternatives, such as
moving the population, sinking wells or piping in water. Transport by
tankers usually requires a careful organization of all aspects of road
transport (road improvements, vehicle maintenance, scheduling and
monitoring tanker rotation, etc.).

 When a sufficient quantity of water is not available near the refugee site,
consideration must be given to moving the population closer to a water
source (see 5. Shelters and Site Planning).

— Surface water: rivers or lakes: Surface water is rarely an ideal source for
although it may be easily accessible and provide an acceptable yield, it is
always regarded as contaminated. Sources such as protected wells might
therefore be preferable. But, since priority must begiven to quantity,
surface water is generally the solution that responds the fastest to the
needs of an emergency phase.

In 1988, in Meiram in southern Sudan, the water situation was so critical
that the water distributed to displaced populations was pumped from a
swamp. Pumping has to be organized for surface water, and water quality
will have to be taken into account!s: very polluted water should be pre-
treated with appropriate techniques prior to chlorination (see below
Improving water quality).

— Well or bore-hole: A well must be protected and fitted with a pump to
prevent direct contamination. The choice and installation of pump
should be decided by experts. A shallow well can be equipped with a
hand pump (average yield of 1,000 litres/hour)!239.11, In emergencies,
surface motorized pumps are most commonly used to obtain a greater
flow!23. A bore-hole or a deep well can be equipped with a special electric
submersible pump, adapted to the yield required and to the nature of the
hole. Electric submersible pumps can produce a considerable amount of
water.

— Spring!.38.10: The spring must be protected and other measures taken to
limit water contamination. A springbox must be built, and supervised by
experts.
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Table 3.1
Water supply methods in refugee settlements

Sources Measures for water supply Human resources

Surface water25 | Organize pumping (keep pumping areas Sanitation officer or
distant or upstream from human activities) | logistician with expe-
and prevent the population from coming rience in sanitation

directly to the water source. programmes.

Keep pumping areas distant from human/
animal activity.
Treat the water (see Improving water quality).

Wellt.2.3.9.11 Protect the well and fix drain-off for surplus | Sanitation officer
water. expert in the specific
Cover it and install pump (hand, motorized | field.

or electric).

Bore-hole Protect and fix drain-off for surplus water. | Expert in this field.
Install electric pump, and keep pumping

areas distant or upstream from human
activities.

Spring Catch the water where it emerges. Expert in this field.

Build springbox and install direct
distribution.

Fix run-off drain for surplus water.

Protect by setting up a surrounding clean
area.

Water availability

It is not enough to supply large amounts of water to a refugee site. Water
must be immediately available to the population, and easily accessible; for
instance, long queues at water points should be avoided (waiting time should
be less than 2 hours). To ensure adequate availability, it is essential to
adhere as closely as possible to the criteria listed below.

* Location of water points and accessibility23

Immediate arrangements should be made to store water and to distribute
it at water points away from the water sources; for example, 'bladder
tanks' (with volume capacities of 2m3 or 15m3) or flexible water tanks with
metal frames (30ms3) enable water to be transported or stored and clarified
(by sedimentation/flocculation) as well as treated prior to distribution, and
avoid direct contamination. It is important to provide all refugee sites with
appropriate material for water storage.

The water points should be set up so as to ensure accessibility in regard to
both distance and waiting time, and the following provisions should be
foreseen:

— 1 hand-pump for 500 to 750 persons,
— 1 tap for 200-250 persons,
— a maximum of 6 to 8 taps per distribution unit.
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It is essential to ensure that water is available to the whole population: for
example, the lack of water points among Kurdish refugees in Iraq in 1991 in
the first stages of intervention, caused disputes around water installations
and refugees cut into the main supply pipes to get at water faster. Care
should be taken that water points are installed at a reasonable distance
from shelters for safety reasons (minimum of 30 metres).

* Water point yields
Tap flows must be monitored. The number of water points should be
increased if the out-flow is insufficient (under 5 litres/minute/tap) in order
to speed up the water distribution.

* Water containers

It is important to ensure that the population has enough water containers
for storing and carrying water (minimum overall capacity of 40 litres per
family). If this is not the case, a distribution of water containers should be
organized urgently. The containers should adhere to health standards and
be easy to carry. Water in buckets may be quickly contaminated by dirty
hands; jerrycans reduce water contamination but are not so easy to carry
and difficult to clean properly inside.

2. SECOND STEP: IMPROVING WATER QUALITY

Requirements

Water should not pose a health risk and should have an appearance and
taste acceptable to the population. Ideally, the water supplied should meet
WHO quality standards. However, in emergencies it is generally very difficult
or even impossible to adhere to these standardss. The main goal is to provide
water which is clean enough to restrict water-borne diseases, i.e. containing
the fewest possible pathogenic germs. The presence or absence of pathogenic
organisms is the only criteria of real importance to health.

The bacteriological quality of untreated water should be assessed. This is
based on detection of the presence and number of organisms which are
indicators of faecal pollution, i.e. faecal coliforms (always present in large
numbers in the faeces of humans and other animals). This bacteriological
analysis can be performed by using field testing Kits (e.g. Del Agua/Oxfam
kit), which provide results within 24 hours but are expensive and require
experienced or specially trained sanitation officerss.

Water for consumption should contain
less than 10 faecal coliforms /100 ml.

Note: In urban settings, water may have specific constituents such as heavy metals
or toxic chemicals, etc., which would require the involvement of experts.
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Measures for meeting the requirements

The following principles must be respected in order to ensure good quality
water:
— water from deep wells, protected springs and deep drilling may be
considered safe and used without treatment;
— surface and near-surface water are considered to be contaminated, and
this water must be treated;
— prior to treatment (usually chlorination), water should be checked for its
turbidity and pre-treated if necessary;
— priority should be given to the selection and protection of water points.

¢ Chlorination

Water disinfection with chlorine compounds (mostly calcium hypochlorite)
is the most effective treatment method in emergencies!35.6. Chlorine reacts
in water and immediately neutralizes pathogenic germs. A residual effect is
obtained by disinfecting storage containers: distributed water should
always contain residual chlorine (between 0.3 and 0.5mg/litre). However,
chlorination is relatively difficult to implement, and needs to be supervised
constantly. Each batch of water to be treated requires a specific amount of
chlorine. Indeed, chlorination is only partially effective due to the
suspended matter in water (turbidity) which protects the pathogenic agents
(shield effect). As a result, when turbidity is too high, pre-treatment is
required before chlorination. Turbidity often increases in the rainy season.

¢ Pre-treatment

Water turbidity can be measured simply by looking through the water (in a
transparent container), or with special equipments. If the water turbidity is
greater than 20 NTU units (nephelometric turbidity unit), pre-treatment is
required, i.e. eliminating suspended matter before chlorination. The pre-
treatment techniques selected depend on water turbidity and may consist
of natural sedimentation or accelerated sedimentation by the addition of
chemical compounds (flocculation techniques)i8°. Both of these techniques
require supervision by experienced staff.

* Water quality control

Throughout the water distribution chain, quality checks should be made
regularly.

— At the beginning of the chain: untreated water may undergo a
bacteriological control, but a visual check of the site may be enough to
assess the presence of polluted water. Water turbidity should be
checked, to decide whether pre-treatment is required. The pH content
should also be tested because water disinfection requires more
processing when the pH is very high (higher than 8.5). Residual chlorine
is assessed and should be twice as high as the standard for water
distributed at the end of the chain (i.e. 0.6 - 1mg/litre).

— In the middle of the chain (water distributed at water points): water
should always be tested for its free residual chlorine content.
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— At the end of the chain (households): there should be a final check of the
water containers. If there is no longer any free residual chlorine in the
remaining water, the concentration of faecal coliforms must be checked.

Tests should be carried out at a regular frequency:

— several times per day for free residual chlorine (at the beginning and in
the middle of the chain);

— weekly or with each climate change for turbidity and pH content;
— weekly for detecting faecal coliforms in epidemic and emergency periods;
— monthly for detecting faecal coliforms in stable, post-emergency situations.

Sanitation and hygiene

Sanitation and hygiene programmes aim at ensuring a safe environment and
reducing the incidence of environment-related diseases. In order to achieve
these aims, attention must be paid to the disposal of excreta, the disposal
and treatment of waste water, and the collection and disposal of solid waste.
In refugee settings, social disruption, the concentration of people used to a
different standard of hygiene and the lack of sanitation facilities, such as
latrines, can lead to major health risks. Excreta and waste are often
disposed of indiscriminately around a refugee site in the first stages of an
emergency and there are many transmission mechanisms for communicable
diseases, i.e. hands, water, animals, food, etc.; pathogenic agents are
transmitted much more easily under such precarious conditions, and
sanitation measures are therefore required urgently.

A refugee sanitation programme relies on simple techniques at first, with
improvements added later on. As it is essential that the refugees cooperate,
they should be properly informed about the measures that are being
implemented. This aspect of health awareness should be dealt with in close
collaboration with refugee representatives and under the supervision of
teams of local staff.

EXCRETA CONTROL

Human excreta (mainly faecal matter) are responsible for the spread of many
infectious diseases!:2. It is therefore crucial to organize a proper disposal of
excreta from the beginning of the programme. In large-scale refugee emergencies
it is recommended that two teams be set up; one to take care of the water
supply and one for hygiene and sanitation (see 9. Human Resources and

Training).

There are many excreta disposal techniques, but in each situation, even in
the emergency phase, a certain understanding of the habits of the
population is necessary in order to decide which one to employ. Any excreta
disposal system should be adapted to their habits and customs in order to
ensure they will be used correctly. If this principle is ignored, the system
may either not be used or may be damaged, eventually even becoming a
health hazard in itself1.2.38.
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* At the start of operations, during the first days of the emergency phase,
community facilities for excreta disposal, adapted for a large number of
users, should be organized. The simplest and most quickly prepared are:

— defecation areas or fields,

— shallow trench latrines,

— collective latrines.

Refugees who have already settled on the site before the start of the operation
will already be using certain (‘wild') areas for defecation. These areas must be

identified and, depending on the environmental characteristics, improved
and/or sanitized. At this stage, the target should be:

< One latrine or trench per 50 to 100 persons. >

If they are not maintained on a regular basis, these communal facilities
will pose an acute risk for the spread of infectious agents. Maintenance
teams should therefore be organized to clean and disinfect them (e.g. using
quick lime).

e During the next days of the emergency phase, in conjunction with these
simple procedures, further hygienic measures should be taken with a view
to providing more durable installations. The construction of family latrines
is preferable and must be rapidly scheduled. UNHCR recommends 1
latrine for every 20 persons but such collective latrines are often poorly
maintained.

One latrine per 20 persons (UNHCR)
One latrine per family (ideally)

A rapid distribution of tools should then be organized in order to allow
refugees to build their own latrines.

The amount of space available must also be taken into account. It may be
necessary to extend the site in order to find space for building additional
latrines (see 10. Coordination: Camp management and 5. Shelter and Site
Planning). In exceptional situations, where space is totally insufficient, moving
the refugees to another site might be indicated.

There are no ideal technical solutions to the problem of excreta disposal.
However, the following factors should be taken into account:

— the social, cultural and religious customs, and habits of the refugee
population,

— the water-table level and its seasonal variations,

— soil composition,

— locally available material,

— population size and how it is concentrated on the site
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WASTE WATER CONTROL
There are two categories of waste water:

* Run-off rain-water and waste water from water points are not a direct
health risk for the population, but must be carefully controlled.

— Site planning must take drainage for rain-water into account from the
outset in order to avoid soil erosion and flooding during heavy rains.
Drainage trenches are usually located along the access roads.

— Waste water disposal at water points is ensured by trenches connected
to main drainage or a soak-away pit. When this is not undertaken,
stagnant water may become breeding sites for mosquitoes and may
infiltrate and contaminate water sources.

* Waste water collected from washing areas and from health facilities may
be significantly contaminated; for instance, sewage water may contain
millions of faecal coliforms. Waste water should be evacuated by
infiltration into the soil whenever possible. A safe distance of at least two
metres between the underground water source and the infiltration system
should be respected. Since this water usually contains a lot of matter and
soap, evacuation requires a clarification process (in grease traps) before
evacuation; if this is not done, the evacuation system will be rapidly
obstructed.

SOLID WASTE CONTROL

Solid waste in a refugee setting is usually composed of waste produced by
the community as a whole, and waste resulting from medical activities.

Waste produced by the refugee population

This includes organic refuse such food waste, market refuse, sweepings, etc,
and is an especially acute problem in urban-like situations, such as refugee
camps, because of their high population density. Markets in refugee camps
are particularly sensitive areas and should ideally be located on the outskirts
of a camp for sanitary reasons. In Malawi, poor hygiene in the refugee camps
was an important risk factor for numerous epidemics of cholera, and the
market-place was reported to be the starting point of at least one outbreak:s.
Emergency measures must be employed to prevent a large accumulation of
waste:

— organizing waste collection by cleaning teams with transport by trucks,
— creating a landfill system, i.e. trenches or individual pits, where waste is
safely disposed of and daily covered with a layer of soil!.3:8.

When the amount of waste is of limited volume and spread throughout the
settlement, community or family refuse pits should be dug beside the
shelters with tools distributed to families early on. A close collaboration
should be maintained with refugee representatives and volunteer teams in
regard to the organization of this task.
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Contaminated medical waste

This includes contaminated medical waste from health centres (dressing
materials, syringes, needles, etc.) which should first be incinerated and then
disposed of in a pit on site. Other anatomical waste should be buried deeply
or disposed of in a pit dug on sites4+.7.

DISPOSAL OF THE DEAD

Dead bodies may be a major source of contamination in a time of cholera
outbreak; they may also be a health hazard when the cause of death was
typhus or plague (because of infestation by infected lice or fleas). The following
measures should be implemented:

— In all situations, corpses must be protected from animals. The best method is
that which is acceptable to the population and is physically possible. Burial is
generally the simplest method, and a cemetery or burial place should be planned
on the site, ideally at the outskirts (see 10. Coordination: Camp management).

— When there is a very high mortality rate, priority must be given to the
collection of corpses and the digging of communal graves; corpses should
be disinfected with quicklime.

— In a cholera outbreak, corpses are highly contagious. They must be disinfected
in the cholera treatment unit and buried as quickly as possible. Returning
bodies to the families should be avoided if possible.

PERSONAL HYGIENE

Poor personal hygiene, such as neglecting to wash hands after using toilets,
is often the cause of communicable diseases being spread through the
faecal-oral route.

In addition to water, a detergent such as soap is also necessary. Personal
body and clothes hygiene should be possible if there are sufficient quantities
of water combined with adequate sanitation methods.

In emergencies, a large-scale distribution of soap should be planned early on
with a minimum target of 250 to 500 grams of soap per person per month.

VECTOR CONTROL

The presence of vectors such as insects and rats is directly linked to the
physical and climatic conditions of the settlement’s environment. They are
likely to be a hazard in emergency refugee settings, where overcrowding,
poor refuse and excreta disposal, inadequate personal and food hygiene
provide favourable conditions for them to live and breed!4. Reducing the
number of vectors in an emergency situation is not easy. Knowledge of the
biology of each vector, even a rudimentary knowledge, is always essential for
implementating effective control measures. It is vital to know how, where
and when to act against a particular vector. All vector-control activities
should follow these general principless:

— the site should be made unfavourable to the development and survival of
vectors (environmental hygiene);
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— control is generally more effective if it focuses on forms that have not yet
attained sexual maturity (eggs, larvae, etc.);

— complete eradication is frequently unattainable; the goal should be to
maintain a vector population beneath a fixed threshold; beyond that
threshold, the risk of epidemic would be too great.

The general measures for vector control are described below; specific
measures for controlling vectors that pose a significant health risk are
described in Table 3.2.

Preventive measures (environmental hygiene)

The first and the most effective measures in regard to vector control are
general sanitation measures aimed at providing a cleaner sites.14. These will
limit the risks of vector proliferation and thus of vector-related diseases. It is
obvious that these measures should always be undertaken, whether or not
vectors are present.

They include:

— the construction of a sufficient number of adequate latrines to prevent
dissemination into the environment of pathogenic agents carried by
various insects (with or without using intermediary hosts);

— the elimination of stagnant water and protection of water containers to
prevent the proliferation of mosquitoes (see above);

— the collection and disposal of solid waste to prevent rats and flies assembling;

— improvements in personal hygiene (provision of water and soap) and
reduction of overcrowding (site planning).

The measures listed above should be complemented by monitoring the
refugee population and the environment for the early detection of parasites
(e.g. lice) as part of the surveillance activities.

Control of existing vectors

Once disease vectors become a significant problem among the population or
on the site, other measures may be required, such as chemical controls.
However, these should always be planned alongside measures to achieve
improvement in environmental and personal hygiene as described above.

The selection of an insecticide is a complex decision. Since the appearance of
DDT (dichloro-diphenyl-trichloroethane) 40 years ago, numerous chemical
products have been created to destroy disease vector agents and insects
harmful to agriculture. Two major problems have arisen: disease vector
insects have developed resistance to these products, and their toxic effect on
humankind has created a public health problem that is sometimes
considerable. The choice of insecticide must be recommended by an
environmental health expert and should take into consideration!s.16:

— national recommendations for vector control,

— the type of vector,

— the residual effect sought,

— vector resistance to the available products,

— product toxicity.
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As it may be risky to use old stocks of insecticide available locally, these
must be verified by an expert before use.

* The mass use of insecticide is never without risk, and is not always
effective. It may be indicated in a few situations, such as when there is a
severe outbreak of a disease transmitted by vectors (e.g. relapsing fever or
dengue) or when it is difficult to control breeding sites. It always requires
specialist advice and close supervision. All use of chemical compounds
must follow very strict rules (wearing gloves, paying attention to the
proximity of any water source, etc.); this is in the safety interests both of
the sanitation teams and the refugee population.

¢ Impregnating mosquito nets with chemical compounds (with repellent
effects) has shown good results in protecting against mosquitoes. Pilot
projects are being studied in order to determine whether or not it is
feasible to carry out large-scale distributions of mosquito nets and whether
or not they are used by refugees. This would mainly be indicated in the
post-emergency phase, where malaria is a major health problem (see
section Malaria control) and would require former study of the vector biting
habits (e.g. inside/outside). The impregnation of shelters has been the
most widely used method up till now.

Table 3.2
Vectors representing significant health risks and the main control measures 3.14
Vector Health risks Environmental hygiene Chemical control
Mosquitoes: Destroy breeding sites for all | Insecticide or larvicide
types: If epidemic, individual
— Anopheles |- Malaria — Eliminate stagnant water protection by mosquito-
— Culex — Japanese encephalitis | — Idem and protect latrines net
— Aedes — Yellow fever, dengue — Protect water containers
Lice Epidemic typhus (LBTF), | Reduce overcrowding, Insecticide powdering for
relapsing fever (LBRF) | improve hygiene, educate individuals and clothes
population
Fleas Plague, endemic typhus | Clean shelters and surrounds | Insecticide powdering
for clothes and bedding
If plague, first destroy
fleas, then rats
Flies Eye infections (trachoma), | Hygiene is the most essential | To be avoided as much
diarrhoeal diseases Refuse disposal, clean spilled | as possible!
such as shigellosis food, waste water disposal, Pour used oil into latrines
ete. In a large-scale epidemic,
at least treat health
facilities
Ticks Relapsing fever (TBRF) | Household hygiene Ether or insecticide to
kill ticks
Mites Scabies, scrub typhus | Personal hygiene Benzyl benzoate on
patients
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Vector control measures specific to individual diseases are covered in 7. Control
of Communicable Diseases and Epidemics.

In plague epidemics, it is essential to destroy the flea population without
harming the host species (rodents) otherwise there will be a greater risk of
fleas infesting (and infecting) humans.

Water, sanitation and hygiene in health facilities

A health facility not only represents a concentrated area of patients but also
a concentrated area of germs.

The most stringent measures possible should therefore be taken in regard to
water, hygiene and sanitation: a supply of good quality water, latrines, solid
waste control and the hygienic disposal of waste water from showers, hand
washing, Kkitchens, etc.

However, these requirements may have to be realistically adapted in
emergency situations+67. The standard requirements are described in Table 3.3.

Table 3.3
Water/sanitation standards in health facilities

Health facility or item Standards
Water requirements Hospitalization ward 50 litres /person /day
Surgery/maternity 100 litres /person /day
Per dressing/consultation | 5 litres /dressing
Feeding centre 20-30 litres /person /day
Kitchen 10 litres /person /day
Cleaning interval Showers/toilets once a day
Floors once a week
Walls/ ceiling once every 6 months
Beds/sheets after each patient
Floors/operating after each operation
table/delivery bed /delivery
Refuse Excreta one pit (0.04m3) filled / person
/year
Waste volume produced = 3 dms3/
person/day, plan 100 litres
waste-bin /25 patients
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Human resources

A water, hygiene and sanitation programme in emergency situations requires
the necessary human resources to carry it out. It is therefore essential to
draw up job descriptions early on, defining the role of each participant in
detail.

Water and sanitation programmes should be organized and supervised by an
environmental health technician. In large-scale emergencies, two head
technicians may be needed, working in close coordination, i.e. one for the
water programme and one for hygiene and sanitation (see above). The
environmental health technician should define the different tasks and
organize teams to carry them out:

— surveillance of the various links in the water-supply chain (pumping,
storing and treating),

— maintaining water distribution points,

— building collective latrines and maintaining them,
— preparing slabs for family latrines,

— collecting and disposing of waste,

— hygiene in health facilities: cleaning latrines, waste disposal, spraying,
preparing chlorine solutions, etc.,

— public education on basic rules of hygiene,
— monitoring environmental health indicators.

-

~

Principal recommendations regarding water and sanitation

* In an emergency refugee situation, priority must be given to meeting
water needs. The amount provided in the early stage should be
enough to meet drinking and cooking requirements and should then
be increased as quickly as possible in order to ensure a satisfactory
level of hygiene. In addition to a sufficient water supply, soap must be
provided as soon as possible. Improving water quality and ensuring
access to water should also be tackled quickly.

* Human excreta, medical wastes, etc. are always contaminated;
arrangements for their control and disposal in well-defined areas
should be instituted as quickly as possible, using simple techniques.

* The site should be cleaned in order to prevent intermediate carriers
(vectors) from developing and spreading diseases.

* Health facilities such as feeding centres, health centres, etc. should
respect the hygiene principles mentioned above as early as possible.

* These preventive measures should be very quickly linked to disease
surveillance. Monitoring morbidity and mortality data will highlight
any weak points in a water, hygiene and sanitation programme.

- /
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4. Food and nutrition

Introduction

Food shortages and nutritional problems are frequent in refugees or displaced
populations, and have led to high prevalence rates of acute malnutrition, when
compared to rates commonly found in non-refugee populations:s. Indeed, rates
higher than 20% have been reported among refugees in Somalia (1980),
Ethiopia (1988-89) and Kenya (1991), and among displaced persons in
Ethiopia (1985), Sudan (1988) and Liberia (1990)3. Protein-energy malnutrition
(PEM) is known to be a major contributory cause of death in refugee
populations, mostly because malnutrition increases vulnerability to disease
and thus its severity, especially in regard to measles3.13.16. The analysis of data
collected in 42 camps in Asia and Africa, indicates a clear association between
the prevalence of malnutrition and high mortality rates in refugee camps in
the emergency phase!s. In addition to PEM, nutrient deficiencies such as
avitaminosis A or scurvy play a key role in nutrition-related morbidity and
mortalitys.

Two main factors explain why the risk of malnutrition is higher in a population
which has been displaced (and whose environment has suddenly changed):

* The sudden and massive reduction in food availability (due to a real lack of
food or an inadequate distribution of rations) and in food accessibility (no
means of buying food or inequities in the food distribution). This severely
affects the food security of a household - i.e. the ability of a household to
feed its members!.

* The impaired health environment, i.e. higher exposure to communicable
disease, lower standard of health services, lack of water, poor hygiene, etc.

This justifies placing food supply and nutritional programmes high on the
priority list of refugee programmess. These programmes also have positive
consequences for the health status of refugees - by improving their resistance
to disease - and on their psycho-social well-being; however, they may also
complicate the overall political situation because food may be used as a tool by
dominant groups.

A broad range of actions may be taken to improve food security!. However, in
the emergency phase of a refugee situation, the choice of intervention
programme is limited and the highest priority is to ensure the distribution of
adequate food rations to the whole population, through general food
distributions. In addition, selective feeding programmes will be set up as
required in order to respond to the increased needs of specific groups,
particularly malnourished children. Measures may also be required to prevent
or control possible nutrient deficiencies (see below Nutrient deficiencies).
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Objectives

OBJECTIVES OF FOOD INTERVENTION PROGRAMMES

The general objectives are to meet the basic food needs of all refugees and to
decrease the mortality and morbidity resulting from malnutrition.

Therefore, the operational objectives are:

— To ensure a minimum average food ration of 2,100 Kcal/person/day
containing an adequate nutrient content;

— To reduce the prevalence of malnutrition and mortality from malnutrition
by the treatment of acutely malnourished individuals and the prevention
of malnutrition in other groups at risk.

THE ROLE OF THE HEALTH AGENCIES

Health agencies have an important role to play in nutritional interventions
because they have an obvious responsibility in the treatment of nutritional
diseases (PEM and nutrient deficiencies). According to their field of activity,
expertise and capacity, these agencies will decide with which kind of
nutritional intervention they want to be involved.

* They usually carry out selective feeding programmes for acutely malnourished
children (and possibly for other vulnerable groups).

e It is their responsibility to monitor the regularity and adequacy of food
rations.

* They generally leave general food distributions to organizations with more
specific experience and capacity, but in some situations they may also
take charge of this (either temporarily or over a longer period)!.

Assessment

An assessment of the food and nutritional situation should always be part of
the initial health assessment; it can be covered in two stages (see 1. Initial
Assessment).

1. A quick evaluation should be carried out as early as possible, to provide a
global picture showing the severity of the situation, indicate whether a
rapid intervention is necessary and facilitate in planning the necessary
resources (food quantities and staff required). This evaluation is based on
observation, interviews with key informants and discussions with
organizations already operating.

At this stage, the assessment should gather information on the general
status of the population, any existing food distributions and how they are
organized, rough estimates of household food reserves, whether or not
there is a market, etc. Although a number of visibly malnourished
individuals may be present, it should not automatically be presumed that
there is a large-scale problem; further evaluation will be needed.
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2. At the second stage, quantified data should be gathered on the nutritional
situation in order to decide the type and size of nutritional programmes
(e.g. selective feeding). Data should be collected to cover the prevalence of
malnutrition, food availability and accessibility, and other factors affecting
the nutritional status. The prevalence of malnutrition is a key indicator
and must be assessed by a nutritional survey.

However, conducting a survey is expensive and time-consuming, and there
are a few situations in which it may not be conducted:

— when the need for nutritional assistance is obvious and very urgent (e.g.
very poor overall health status or high mortality among children); for
instance, in Somalia in 1991-92, the nutritional situation among the
displaced was so critical that immediate action was required and took
priority over gathering nutritional data;

— when agencies do not have the capacity to act even after identifying the
size of the problem;

— when the survey is not feasible, for example, due to security problems or
a lack of resources (logistics and human resources).

FOoOD AVAILABILITY AND ACCESSIBILITY

The quantity and quality of the food available to refugees is insufficient in
most situations unless distributions are carried out. The initial data to be
gathered include:

— information relating to food distributions that may already have taken
place: theoretical food ration, ration actually distributed, distributing
agency, target group, frequency of distributions, etc.;

— assessment of local market: type and price of food available;

— the food basket of individual households may be estimated by a sample
survey, but this is rarely carried out in the emergency phase.

It may be particularly difficult to make such assessments in open situations
where refugees are integrated into the local population, because food sources
may be diverse: food aid, food shared with locals, food that is purchased,
bartered for, or gathered (wild fruit, etc.).

THE NUTRITIONAL STATUS OF THE REFUGEE POPULATION

The prevalence of acute malnutrition in children under 5 years of age is
generally used as an indicator of this condition in the entire population,
since this group is more sensitive to changes in the nutritional situation and
international reference values may be used!s. It makes it possible to know
whether there is a nutritional problem, and, if so, how significant it is.

How to measure malnutrition

The nutritional status of each individual child is generally measured by the
weight-for-height index (W/H) which is recommended as the most reliable
indicator in emergencies because it reflects the current situation and is
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sensitive to rapid change!2. In addition, bilateral oedema in children indicates
severe malnutrition, irrespective of their W/H13. Another indicator of
nutritional status is the measure of the mid-upper arm circumference (MUAC).
Although the MUAC measure is quickly taken, it is not a reliable indicator
because the risk of measurement error is high (considerable variability
between the results reached by different observers), there is not complete
agreement on which cut-off values should be used, and there is no clear
correlation with the W/H index (MUAC cut-off values are available in
guidelines!3). MUAC is therefore only used for rapid assessment when a
classical survey is not possible, or for quick identification of malnourished
children (see section Selective feeding programmes, page 92)!.

Implementation of the nutritional survey

The survey is performed on a representative sample of children aged between
six months and five years, using the W/H index. Sampling procedures and
survey techniques are discussed in nutritional guidelines!. It is important to
plan the survey properly in order to minimize the impact on other activities.
The time needed depends on the resources available (human and material),
the distances involved and the accuracy required. For instance, a survey in a
camp situation can be conducted within one week, including training staff.

How to express malnutrition rates

W/H indices are interpreted by comparison with a 'reference population'.
Survey results should preferably be expressed in Z-Scores (number of
standard deviations above or below the median value in the reference
population) to allow international comparisons and for statistical reasons23.

Three indicators may be calculated:

— the prevalence of global malnutrition (% of children with W/H under
-2 Z-Scores and/or oedema); global malnutrition consists of moderate and
severe malnutrition;

— the prevalence of moderate malnutrition (% of children with W/H <-2 and
>-3 Z-Scores);

— the prevalence of severe malnutrition (% of children with W/H under
-3 Z-Scores and/or oedema).

However, results are sometimes expressed as a percentage of the median of
the reference value (i.e. median weight of the reference population with the
same height) 1.2. Results are roughly similar, but will show a lower prevalence
than results expressed in a Z-Score.

OTHER INFORMATION

Information regarding contextual factors is essential for interpreting the
results of the nutritional survey. These include: mortality figures, major
outbreaks of disease, micronutrient deficiencies, housing conditions, water
supply and sanitation, climate, customary diet of the population, security
situation, provision of health services, etc!.

-84 -



4. Food and nutrition I1. The emergency phase: the ten top priorities

INTERPRETATION OF THE RESULTS

The essential indicators for decision-making are the global acute malnutrition
rate and the severe acute malnutrition rate. A global malnutrition rate below
5% is considered common in major parts of Africa and Asia; a rate between 5%
and 10% should act as a warning,.

Such survey data may quantify the severity of a situation but are not sufficient
to make a complete interpretation of the nutritional situation; other factors
have to be considered!.

* The estimate of severity may be biased as a result of:

— a very high mortality rate among the most vulnerable, which may lead to
under-estimating the malnutrition problem (because some of the
severely malnourished have disappeared);

— the timing and season of the year.

* It is useful to know the distribution of malnutrition in the population, per
age group, date of arrival, ethnic groups, camp section, etc., as severely
affected sub-groups may be masked by the average result (e.g.
newcomers). Identifying them can help to target programmes more
effectively.

e Three main contextual factors should be taken into account when
interpreting the results:

— mortality figures;

— general food rations and food accessibility: quantity and quality of the
rations distributed and the equity of the distribution system (see below)s.
Food reserves in refugee households, or money available for purchasing
food, also have to be considered;

— major outbreaks of disease, which may contribute significantly to high
malnutrition levels, or the presence of nutritional deficiencies.

Interventions

Based on the results of the assessment and on local conditions (security or
availability of resources), a sound intervention strategy must be worked out.

The classical emergency food interventions are!l:
1. General food distributions to ensure adequate food rations for all.

2. Selective feeding programmes:

— Supplementary feeding programmes (SFPs) providing food supplements
and medical follow-up for the moderately malnourished in targeted
SFPs and food supplements to vulnerable groups (e.g. pregnant women)
in blanket SFPs, and

— Therapeutic feeding programmes (TFP) for the treatment of the severely
malnourished.
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How TO DECIDE ON THE INTERVENTIONS

A flow chart can be used to help interpret the seriousness of a situation and

select the appropriate type of intervention; it is based on several factors!.

* General food ration available: a minimum daily average food ration of
2,100 Kcal/person/day should be assured for all refugees. When the
ration is inadequate, the food supply must be improved. Low rations are

also a factor in deciding on feeding programmes (see below).

e Malnutrition rate: the rate of malnutrition generally indicates the level of

intervention required.

* Aggravating factors which influence the nutritional situation: their
presence indicates that a higher level of intervention is required. Included

among such factors are:
— a crude mortality rate (CMR) > 1/10,000/day (i.e. emergency phase),
— an inadequate food ration (below 2,100 Kcal/person/day),

Figure 4.1

epidemics of measles, shigella, or other important communicable diseases,
severe cold and inadequate shelter,
an unstable situation, e.g. caused by a new influx of refugees.

Flow chart for nutritional interventions

MALNUTRITION RATE > =20%

OR

GENERAL
RATION

< 2,100Kcals/
pers /day

MALNUTRITION RATE 10 - 19%
+
AGGRAVATING FACTORS (¥)

MALNUTRITION RATE 10 - 19%

Y

OR

ALWAYS
IMPROVE
GENERAL

RATION

MALNUTRITION RATE5 - 9%
+

AGGRAVATING FACTORS (¥)

This flow chart is meant as a supportive guide and not as a set of rules.
Other considerations, such as the vulnerability of specific groups, logistical
constraints, the capacity of the agencies involved in nutritional programmes

MALNUTRITION RATE < 10%
WITH NO
AGGRAVATING FACTORS

SERIOUS

- BLANKET supplementary
feeding programme

— TARGETED supplementary
feeding programme

— THERAPEUTIC feeding
programme

ALERT

- TARGETED supplementary
feeding programme

- THERAPEUTIC feeding
programme

Y

ACCEPTABLE
— No need for population
level interventions
(individual attention for
malnourished)

and the distribution of tasks among them, can also play an important role.
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RESPONSIBILITIES AND COORDINATION

From the start, the responsibilities of each of the partners involved have to
be clearly defined: host country authorities, refugees, UNHCR, WFP, health
agencies and other NGOs, etc. (see Table 4.2).

Table 4.2
Agencies involved in providing food relief for refugee or displaced populations

Agencies involved Role and responsibilities

WFP Supplies basic commodities for the general ration (cereals, pulses,
salt, sugar and blended food).

Provides funds for internal transport, storage and food handling.

Donates food to NGOs for in-patients (hospitals), 'Food for Work' for
staff.

May donate food for feeding programmes (e.g. oil, sugar and corn soya
blend - CSB).

UNHCR Coordinates food aid to refugees (and all relief assistance).

Coordinates food transport and distribution or subcontracts these
tasks to agencies.

Supplies complementary food items if necessary (e.g. fish, meat, milk,
biscuits and vegetables).

Supplies food items to supplementary and therapeutic feeding
programmes.

UNICEF May supply food for selective feeding programmes.
May (rarely) provide food assistance to internally displaced persons.

Food aid May provide food assistance independently (ICRC).
agencies May implement food distribution when sub-contracted by UNHCR
(Care, CRS, etc.).

Health May implement selective feeding programmes (blanket or targeted).
agencies Must monitor regularity and adequacy of general rations and
nutritional status.

In regard to refugee situations, UNHCR and WFP have agreed on how to
share responsibility for ensuring the general food supply to the population in
a 'Memorandum of Understanding' !1. Internally displaced persons do not
usually fall under the mandate of UNHCR, although UNHCR may provide
some resources. In such situations, WFP, ICRC or NGOs could provide food
assistance.

In addition to their implementing role, the health agencies, which may be the
only operatives with a full-time presence in the field and therefore the only
witnesses on hand, should monitor the general ration supplied, pass
information on to the coordinating body and the agencies concerned and
advocate the provision of adequate rations. The health and nutrition status
of the population and the impact of selective feeding programmes are
dependent on this monitoring (see below under Surveillance and monitoring).
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Good coordination between partners is vital for ensuring that programmes
are implemented in a coherent manner. This coordination is usually assured
by UNHCR (in refugee situations) and can be facilitated by the use of
internationally agreed guidelines.

GENERAL FOOD DISTRIBUTION

Most refugee or displaced populations are largely dependent upon food aid
for survival, at least in the short term. The aim is to ensure that food is
available and accessible to the whole population through the distribution of
an adequate food ration!.10.13 Such intervention is required whatever the level
of malnutrition.

Assessment of needs

The assessment of refugee food needs is usually the responsibility of UNHCR
and WFP. Local governments should be involved, and NGOs occasionally
participate. Three specific aspects must be assessed in order to organize the
food supply.

* Population figures
The number of beneficiaries must be known in order to plan food needs
(see 1. Initial Assessment). This is closely linked to the registration process
that determines who is entitled to food aid (see below).

* Quantity of general food ration

An average general ration has to be set in order to meet minimum

nutritional needs. Different agencies have different ration standards.

— Several agencies (MSF, SCF, OXFAM, etc.) recommend a minimum
average ration of 2,100 Kcal/person/day!s.

— ICRC sets a target ration of 2,400 Kcal/person/day to take into account
factors that increase nutritional needs (see below)!.

— UNHCR and WFP are currently working out methods for assessing
different levels of requirements for different regions, i.e. the basic level of
energy requirements will vary in line with the presence of factors
influencing nutritional needss.

Factors that require an increase in the general ration include:!

— bad general health and nutrition status (general malnutrition or epidemics);

— low temperatures, inadequate shelter or lack of blankets;

— increased activity level (e.g. farming);

— age and sex composition of the population (e.g. a higher proportion of
adult males);

— where non-food needs are not met because part of the general ration is
being bartered or sold in exchange for non-food items (see below under
Food diversion, page 91);

— wastage caused through grinding process if unmilled cereals are
distributed, poor food storage and other wastage that may decrease the
nutritional value of the ration;

— losses attributable to the distribution system itself.
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Other factors affecting food aid requirements:!

— where the food items distributed are unfamiliar to the refugees or poorly
accepted by them, their real nutritional intake may be reduced. This
requires the distribution of other commodities, or an increased ration to
allow refugees to exchange part of it to buy preferred goods on the local
market, e.g. local staples, vegetables, etc. (see below);

— in open situations (i.e. where refugees are living among the local
population), and if populations have reached a stage where they are not
entirely dependent on food aid, the ration only has to cover part of their
nutritional needs.

* Quality of the general food ration

Food rations must have adequate protein, fat, mineral and vitamin contents 1:

— the minimum ration of 2,100 Kcal/person/day should contain at least
10% protein energy and 10% fat energy;

— the classic food basket should contain 6 basic ingredients: a cereal, a
pulse, oil/fat, and, in principle, a fortified cereal blend, sugar and salt
according to a joint UNHCR and WFP decision; it may sometimes include
fish or meat. Grinding facilities are needed if whole grain is distributed!?;

— complementary food items (e.g. fortified blended food or staple foods) are
often crucial for nutrient intake and ensuring acceptability of the food
ration, and may be distributed (e.g. to vulnerable groups). If refugees
have access to these items in a local market and can afford to purchase
them, this will also help complement the food rations;

— UNHCR and WFP have banned the distribution of dried milk powder in
refugee rations, and it is only used in therapeutic feeding; bottle-feeding
should be avoided, and breast-feeding promoted;

— it is important to distribute culturally acceptable and familiar food. For
example, Somalis in the 1980s were given food but were not familiar
with its preparation process.

Implementation of general food distributions

The distribution process and its implementation are described in 10. Coordination:
Camp managemernt.

The main factors required for successful food distributions are:
— political willingness on the part of food donors to supply food;

— adequate planning of the food supply system and good logistical
organization (purchase, storage, transport of food to the distribution site,
etc.). This is a cumbersome task which requires expertise in the field;

— registration of individuals or families entitled to a food ration, with the distribution
of ration cards, usually under the responsibility of UNHCR (for refugees);

— a distribution system ensuring that everybody receives the same ration
(equity). A distribution committee, in which women should be well represented,
should be set up to represent the refugees in discussions concerning the
distribution system. The family is the natural unit targeted for distribution,
and one of the most equitable systems is to distribute to heads of households
(men or women), based on registration. This can also be done effectively
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through groups of families or other community structures2!. The system of
distribution through community leaders is quicker (no need for registration)
and gives more responsibility to the refugee communities, but it frequently
results in distribution inequities and food diversion; it is therefore usually
limited to the early phase (before registration) or situations where registration
is not possible. It is currently suggested that women should be the distributors
of food (or at least choose representatives who will be involved) because they
are fairer in their allocations and more vulnerable to distribution inequities21;

— good organization, ensuring regularity of distributions: distributions (e.g.
every two weeks) from a well-planned site permitting an orderly,
unhampered flow of people and the presence of staff with clearly-defined
responsibilities. In camps, there should be at least one distribution site
per 20,000 to 30,000 refugees?2!;

— regular monitoring of the ration actually received (see below Surveillance
and monitoring);

— clear definition of the agreed responsibilities of the different partners and
an effective coordination.

Figure 4.3
Food flow _from donor to beneficiary!
THEORETICAL GFR
PLEDGED Transport difficulties
Transport losses
v > Reallocation between sites
@ GFR SUPPLIED TO DISTRIBUTION
POINTS Warehouse losses
7 _ | Distribution losses
] Measuring errors
GFR ACTUALLY Card fraud
DISTRIBUTED
_ | Insecurity/theft
Y Sale/barter
GFR REACHING THE Loss/inadequate pgcking
HOUSEHOLD Voluntary reallocation
Y " | Intra-household allocation
PART OF GFR Economic use of food
CONSUMED

However, food distributions have often met problems in trying to cover the
basic needs of the target population. There are several factors or obstacles
which hamper the provision of adequate rations.

* Problems with the food supply: gaps in food delivery are frequent and
can be due to several factors: lack of funds from donors, supplies based on
donor country surpluses can lead to insufficient quantities of essential
items like oil and legumes, poor management, etc.10.12
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* Food losses which may occur at different points in the system (see Figure
4.3): during transport, warehousing, distributions, etc. The storage of large
quantities of food frequently leads to severe security problems.

* Inadequate nutrient content of the ration, particularly over the longer
term: for instance, the type of food aid supplied by donors and the
logistical problems of distribution make it difficult to provide the six basic
ingredients regularly and in sufficient quantities.

* Food diversion: food aid is highly sought after because of its value and
the quantities involved. Food diversion is therefore common, but two
different types of diversion should be distinguished, the first having
positive effects but the second having very adverse effects:

— food diversion by households which exchange part of the ration for non-
food items or complementary food items is common because food aid
may be the only form of capital for refugees. Food aid sold on the local
market does not suggest excessive rations. On the contrary, it can reveal
that households are obliged to find alternative ways to get hold of
essential items such as shelter, firewood, etc. and to diversify their diets;

— food diversion by powerful groups (armed groups, refugee leaders etc.),
especially if these groups are in control of distributions, leads to
inequities in access to food and is especially detrimental to weaker
households (e.g. female-headed households).

* Poor organization of distribution and logistical problems, sometimes
leading to security problems.

* Lack of coordination among partners, which may make it difficult to
supply all items regularly.

* Problems with food preparation in households: lack of cooking utensils
or firewood, or a lack of knowledge to prepare the items distributed, etc.

In spite of these obstacles, it is important that all efforts focus on providing
an adequate food ration to all refugees to cover their basic food needs. This
highlights the necessity to closely monitor the food rations actually received
by the population.

Alternatives to general food distributions

* Providing opportunities for refugees to acquire food by themselves may

sometimes be envisaged. Such programmes can take the form ofs:

— cash distributions to the population (e.g. refugees in European countries);

— distributions of food items with a high economic value and high local
demand (e.g. oil), which are cheap to transport and which can be
bartered for other food items;

— income-generating programmes and support for individual efforts to
grow certain foodstuffs (e.g. vegetable gardens).

However, these programmes require a thorough analysis of the situation and
certain economic conditions must be in place. In addition, they are more
complex to manage, and up till now have not been proven to work.
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For all these reasons, it is rarely possible to develop such programmes
during the emergency phase. Their feasibility depends on the size of the local
economy, local agricultural potential, the presence of sufficient food supplies
in the local market and the extent to which refugees have access to a markets.

* Food-for-work programmes: the use of this incentive to pay refugee
workers is discussed in 9. Human Resources and Training.

* In certain rare situations - where there is great insecurity or where utensils
are not available for individual food preparation (e.g. among the displaced
in Somalia in 1992), the mass preparation of cooked meals is the only way
to ensure access to food. Such programmes should only be undertaken as
a temporary last resort because of the heavy logistical requirements and
the negative psycho-social consequences for the population.

SELECTIVE FEEDING PROGRAMMES

Even if the overall food needs of refugees are adequately met, inequities in
the distribution system, disease and various social factors may contribute to
a high degree of malnutrition among certain groups. These groups may be
targeted to receive food supplements in order to upgrade their diet to a level
that responds to their increased needs. Those that are already acutely
malnourished must receive medical and nutritional attention.

Children under five are considered a priority because of their greater
vulnerability (although older malnourished children may also be admitted):.

Special feeding programmes are usually necessary to avoid the health
services being overwhelmed by large numbers of malnourished refugees!.

The three main types of feeding programmes are see Table 4.4:
— therapeutic feeding programmes (TFP),
— targeted supplementary feeding programmes,
— blanket supplementary feeding programmes.

They differ in their objectives and the target group at which they are
directed!:

Table 4.4
Feeding programmes
Progamme Objectives Target group
TFP Reduction of mortality Severely malnourished children
Targeted SFP Reduction of acute PEM rates Moderately malnourished children
Reduction of mortality Children discharged from a TFP
Blanket SFP Prevention of further deterioration Children under 5 years
in the nutritional situation Pregnant and lactating women
Reduction of mortality Socially and/or medically needy
individuals
Elderly people
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Criteria for admission and discharge

Clearly defined criteria are needed to establish who should receive which
level of treatment and to set firm criteria for referral. Admission into and
discharge from feeding programmes should be based on anthropometric
criteria (generally based on the weight-for-height index), and maintain a
coherence in the entry and exit criteria between SFPs and TFPs. Some
guidelines for such criteria are available, but several factors should be taken
into consideration to fix cut-off points: programme objectives, available
resources, the possibilities for follow-up, any national relief policies that may
exist, general food availability, etc. The criteria can be changed in the course
of a programme in order to reflect changing circumstances.

In general, admission criteria are based on nutritional status and age, while
discharge criteria are based on nutritional status, ongoing increase of weight
and general health status!.

Screening and selection

Once the implementation of targeted feeding programmes has been decided,
eligible malnourished children should be identified by a mass screening of
under-five's (see 10. Coordination: Camp management). This can be done at
the reception area for new arrivals and through the network of home visitors.
MUAC is generally used for rapid screening (with MUAC cut-off points for
referral to SFP and TFP), but the admission of children selected by MUAC for
feeding programmes should be based on the W/H index.

THERAPEUTIC FEEDING PROGRAMMES

Therapeutic feeding centres should provide the severely malnourished with
their full nutritional requirements and medical care. They may be comprised
of two units, offering two levels of care!:

— an intensive 24-hour care unit ensuring the first phase of treatment:
management of medical complications and initiation of nutritional treatment.
When complications are brought under control (1-7 days), the child is
transferred to the day-care unit;

— a day-care unit ensuring the second phase of the treatment: nutritional
treatment and medical follow-up.

Some circumstances make it impossible to organize a 24-hour unit (e.g. poor
security, lack of staff or the large number of severely malnourished), and
only day-care will be provided.

The principles for treatment in Therapeutic Feeding Programmes
* In the first phase !:
— diagnosis and treatment of complications with special attention to
dehydration and infections,

— routine treatment of intestinal parasites and other infections (in many
cases antibiotic and routine malaria treatment will be required),

— systematic measles immunization on admission, and a therapeutic dose
of vitamin A,
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— careful initiation of nutritional therapy through 6 to 12 daily meals of
special milk preparation (High Energy Milk),

— continued breast-feeding for infants,

— if needed, supplements of other vitamins (e.g. vitamin C).

* In the second phase !:

— nutritional rehabilitation through fewer meals but with a higher caloric
content (high energy milk, porridge or meals consisting of local food),

— standard treatment and prophylaxis of anaemia with ferrous salt and
folic acid (but iron supplements are only given after 14 days),

— vitamin supplement if needed,
— psycho-social stimulation.

Organization of TFPs

A TFP centre should be located where it is accessible to the population, and
near to a central health facility (health centre or hospital). The intensive care
unit requires a separate area, and standards of care similar to a paediatric
intensive care unit.

A TFP requires a sufficient number of medically-trained staff, all of whom
must be given clear job descriptions and specific training and should be
supervised by a doctor or a medical assistant (see 9. Human Resources and
Training). A centre usually caters for 60-100 children. A kitchen, clean water
supply, latrines and a washing area must be provided.

SUPPLEMENTARY FEEDING PROGRAMMES

In supplementary feeding programmes, a high quality of food is provided to
supplement the daily diet. The SFP approach aims at providing standard
attention to large groups, in contrast to the individual attention provided in
a therapeutic feeding centre. As previously stated, there are two main types
of SFP:

* Targeted Supplementary Feeding Programmes where a nutritional
supplement and medical follow-up are provided to those who are already
moderately malnourished in order to prevent them from becoming severely
malnourished. The principle target group is the under-fives, but older
severely malnourished may sometimes be admitted.

* Blanket Supplementary Feeding Programmes which provide all members
of vulnerable groups (i.e. all under-fives, pregnant and lactating women,
and the elderly) with a food supplement.

Such action may be decided in situations where the general food supply is
grossly inadequate, or when it is suspected that food rations do not reach
all refugees.

The objective is to prevent an increase in malnutrition and mortality rates.
In this case, the programme may include up to 40% of the total population.
However, it should be a temporary measure with the first priority given to
restoring the general food supply.
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Wet ration or dry ration

Blanket and targeted supplementary feeding can take two forms:

— wet rations, i.e. prepared meals consumed 'on-site' (the child is brought to
the feeding centre every day),

— dry rations, i.e. food rations issued weekly to take home for preparation
and consumption.

The advantages and disadvantages of both of these are listed in Table 4.5.

Table 4.5
Comparison between wet and dry supplementary feeding programmes
weET SFP DRY SFP
ADVANTAGES | — targets beneficiaries more — requires fewer resources easier to
effectively organize
— better individual medical — requires less time for mothers
follow-up and encourages better attendance
— easier where there is a lack | — better coverage by serving more
of firewood/utensils children
— smaller quantities of food — family remains responsible for
needed feeding
— lower transmission of communicable
diseases
DISADVANTAGES | — irregular attendance due to | — problems of inadequate preparation

distance or insecurity

— high level of requirements
in logistics, staff and time

— risk of poor acceptability by
families

— risk of skipping meals at
home

of unfamiliar foods

— when security is bad, risk of
thefts of rations

— risk of ration diversion to adults

Although there is no evidence that one design is more effective than the
other, in emergency situations dry rations are preferred in order to provide
rapid cover for a maximum of beneficiaries!5. However, some circumstances
may require wet feeding programmes; for instance, where there is a lack of
firewood and water.

Main principles of the Supplementary Feeding Programmes

* The food ration must be sufficient and consideration given to the fact that
part of the ration will be shared with family members (dry ration), or will
substitute for a regular meal at home (wet ration): around 500-700 Kcal for
wet feeding, and around 1,000-1,200 Kcal for dry rations (double or triple
the wet rations to compensate for sharing).

* Dry rations should contain a cereal or blended food as a base, with a high-
protein source and high-energy source (oil), preferably distributed as a
mixture (premix). The actual composition depends on the availability of
items and local food habits.
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¢ Admission and exit criteria may vary according to changing conditions
(general status, capacity, etc.). For instance, when general food rations are
too low, it might be possible to retain children on a SFP until the food
situation has improved!.

* In targeted SFPs, new admissions should undergo medical screening,
receive basic treatment (in the SFP centre or in a nearby health facility),
and medical follow-up. An oral rehydration treatment (ORT) area should
be established in the centre.

It is essential to check for measles immunization status and give
vaccination if necessary. A prophylactic dose of vitamin A could be given,
vitamin deficiencies should be treated, and vitamin C given if scurvy is a
risk in that area.

Organization of SFPs

The number of centres to be set up should be calculated on the basis of 1
wet SFP centre for every 250 beneficiaries and 1 dry SFP centre for 750-
1,000 beneficiaries per week (150-200/day).

The location should be planned to ensure accessibility for the population (a
wet SFP should be more accessible than a dry SFP) and should ideally be
near a health facility. Wet feeding centres require kitchens.

THE DECISION TO CLOSE A SELECTIVE FEEDING PROGRAMME

Feeding programmes are interventions undertaken to respond to emergency
nutritional needs. When the emergency is over (post-emergency phase), the
closure of such programmes should always be considered, and must
certainly be decided when the following conditions are present:

— the number of beneficiaries has fallen to such a low level that it is no
longer efficient to run separate feeding units, and

— a nutritional survey has clearly shown a significant decrease of the global
acute malnutrition rate in the refugee population, and

— conditions are stable and basic needs are met, as should be the case in a
post-emergency phase (see Part III,The Post-emergency Phase), i.e.:

— adequate and reliable food distributions,
— effective public health measures in place,
— stable population and no major influx expected.

Supplementary feeding programmes should be closed down when the above
conditions are met; therapeutic feeding programmes may be transferred to
the in-patient service where care for the severely malnourished can be
ensured.
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Surveillance and monitoring

Nutritional surveillance and monitoring covers 3 sectors:
1. Food availability and accessibility

2. Health and nutritional status

3. Feeding programmes

Indicators, sources of information and methodology differ in part between
the emergency phase and the post-emergency phase due to the obvious
differences as regards situation stability, time constraints and, possibly, food
sources.

IN THE EMERGENCY PHASE

1. Food availability and accessibility

In the emergency phase, monitoring the general food distribution is essential
as it is generally the main source of food in households. A necessary piece of
information is the actual amount and quality of food that reaches the family.
Losses in the food chain may occur at several levels, and result in
substantial differences between the theoretical general food ration and the
average ration actually received per capita (see Figure 4.3). Furthermore,
there may be inequities in the actual food distribution, i.e. considerable
variation in access to food rations between and within population groups,
due to over- and under-registration of beneficiaries, diversion during the
distribution process, etc.! This monitoring should be carried out by an
independent agency (preferably a health agency) which has the confidence of
all parties involved. Data should be gathered at the different levels of the
food chain and from various sources in order to locate possible failures in
the system.

 Information from distributing agencies

Data on the target (or theoretical) food ration are available from the relief
coordinating agency (usually UNHCR) and the agencies supplying the food
(WFP, EC, etc.). Data on the food ration reaching the distribution spot and
intended for distribution can be requested from the distributing agencies
(ICRC, Care, etc.). A first estimate of the food rations actually distributed
can be based on the distribution reports of the distributing agencies, but
the best sources of information will be the beneficiaries themselves (see
below Food basket monitoring). For example in Malawi (1988) a compilation
of distribution records helped to prove that the pellagra outbreak among
Mozambican refugees was due to the very low amount of niacin in general
rations 19.

* Food basket monitoring at distribution points!

The purpose of 'Food Basket Monitoring' (also called 'On site distribution
monitoring' 21) is to check food distributions regularly in order to advocate
for a better quantity and quality of rations when required. A random
sample of beneficiaries is selected during a distribution, and the amount of
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food they receive is weighed. This monitoring is particularly good at
revealing inequities in food distribution. However, this method has two
limits: it only assesses households actually receiving food aid and is only
applicable when food is handed out to heads of household and at central
distribution points.

* Household survey

It makes it possible to assess whether there are households which are
entitled to food aid but are actually not receiving any. However, this
method is a heavy undertaking and will generally not be carried out in the
emergency phase (see Part III, The Post-emergency Phase).

2. Health and nutritional status

¢ Nutritional status

Nutritional surveys are useful in the emergency phase to follow up the
nutritional status and possibly deciding to redirect nutritional programmes.
These surveys should be repeated regularly in the emergency phase (i.e.
every 3 months) when there is a higher risk of an inadequate food supply
and a higher number of newcomers. It makes it possible to monitor the
trends of malnutrition rates over time (if population, areas surveyed and
methodologies are comparable over time)!.

* Morbidity and mortality

Crude mortality rates, under-five mortality rates and morbidity reports
(particularly reports on outbreak) must also be monitored to help interpret
nutritional data.

3. Feeding programmes

* Monitoring feeding centres

This monitoring requires a proper registration system in every feeding

centre and is based on the monthly collection of data on programmes.

They should preferably be expressed as a proportion of the total number of

exits from a programme, and not the number of new admissions (which

may greatly vary over time)!.

Indicators to be monitored monthly are:

— proportion of recoveries: the most important indicator as it reflects the
ultimate objective;

— proportion of deaths: reflects the quality of care;

— proportion of defaulters: reflects the level of programme compliance;

— attendance rate: reflects acceptability and accessibility of programme;

— coverage of the target group: reflects acceptability and accessibility of
programine;

— average weight gain per kilo in TFP: very good indicator of the quality of
the programme.

Objectives or target figures should be defined for every programme and
compared with results actually obtained. Some indicative cut-off points
are given in nutritional guidelines!.
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¢ Monitoring programme effectiveness
The impact of the programme on the health status of the population is
difficult to measure as there are many other factors which may influence
malnutrition and mortality rates in the population.

IN THE POST-EMERGENCY PHASE

1. Food availability and accessibility

* Monitoring of the general food distribution should continue, based on
information provided by the agencies concerned and food basket monitoring
at distribution points.

e Other sources of food often complement the general ration distributed:
food provided directly (e.g. farming), or indirectly by income-generating
activities (jobs or small businesses). Food availability should be monitored
in several ways:

— by monitoring market availability and prices: especially for main staple
foods, food with an important cultural value, protein-rich foods, etc.;

— by information culled directly from the refugees themselves;

— by a household food availability survey i.e. the formal weighing of
available items in selected households in order to calculate the food
availability per person. This method is useful for assessing other food
sources, but is time-consuming and not completely reliable because it
cannot account for several unknown factors (e.g. proportion of food that
will be bartered, etc.). It may be a proper tool in some situations: where
there is a considerable number of other sources than food distributions
or where it is suspected that a large number of entitled households do
not receive general rations2o.

2. Health and nutritional status

According to how the situation evolves and what resources are available,
there are several options for monitoring the nutritional status:

— nutritional surveys may still be conducted regularly (e.g. every 6 months
in the post-emergency phase);

— a set of indicators may be monitored, which could include the number of
malnutrition cases (information from out-patient department records
and hospital admissions), market prices, general food ration, etc. When
such data reflect a degradation in the nutritional situation, a nutritional
survey may be conducted to confirm this.

3. Food and nutritional situation of the local population

This should be assessed and monitored to assist decision-making in food
and nutritional interventions, and provide a better understanding of the
overall food system in the area.

4. Feeding programmes

If feeding programmes are still being implemented, monitoring should
continue until it is decided to close them down.
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Nutrient deficiencies

Introduction

Vitamin and other nutrient deficiencies can cause significant problems in
many refugee and displaced populations dependent on food aid, especially
when they flee to areas where they do not find the variety of food to which
they are accustomed. Such deficiencies may result in outbreaks of scurvy
(vitamin C), pellagra (niacin), beriberi (vitamin B1) and other diseases related
to the vitamin B complex (vitamins B2 and B5). Deficiencies in other
nutrients have also been reported, although these have not caused large-
scale problems: vitamin A deficiency, iron (anaemia) and, less commonly,
iodine deficiency (goitre) 1.2.3

These deficiencies and the subsequent outbreaks of disease resulting from
them are predictable and can be avoided by a good surveillance system and
the prompt implementation of preventive measures. As they are clearly
related to the limited nutrient content of the general food rations which are
distributed, it is therefore essential to monitor the quality of the food ration
and detect cases of any deficiency in the population (see Table 4.6).

The best possible preventive measure is to ensure food diversification
(provision of varied items and fresh food) but this is rarely possible in
emergencies. The alternatives are food fortification, the provision of fortified
blended food (corn soya blend - CSB, and wheat soya blend - WSB) or
vitamin supplementation (mass distribution of tablets, e.g. vitamin A)!.2. The
latter strategy is not feasible in the long run for water-soluble vitamins
(vitamins B and C) as these would have to be distributed frequently (weekly
or more) because of low body storage capacity.

The general measures required to control outbreaks of disease are described
in 7. Control of Communicable Diseases and Epidemics.

Table 4.6
Major nutrient deficiencies

NUTRIENT DEFICIENCY RISK FACTORS

Vitamin As5.1! Xerophthalmia Low vitamin A content of the general food ration, poor
health and nutritional status, and measles.

Vitamin B1 Beriberi Ration based on polished rice.

(thiamin)

Vitamin B2 Ariboflavinosis Ration based on cereal flour unfortified with B2 (local

(riboflavin) cereal usually).

Vitamin PP or Pellagra Ration based on maize with limited amount of

B3 (niacin)s groundnuts, fish or meat.

Vitamin C Scurvy Semi-desert area with limited provision of animal products
(milk), fresh fruits and vegetables.

Irons Anaemia Ration limited in meat content.

Iodine Goitre, cretinism | Population living in area with low iodine soil content and
with no iodine salt fortification of food.
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Vitamin deficiencies

VITAMIN A DEFICIENCY

Cases of vitamin A deficiency have been regularly reported among refugee
and displaced populations (Eastern Sudan, 198510, Ethiopia 1984-852 and
1993-94) and are mainly caused by:

— an inadequate vitamin A content in general food rations (except if red palm
oil is distributed), and/or

— a poor health and nutritional status in a population, and especially the
occurrence of measles, which is frequently the case in the emergency
phase. Body reserves of vitamin A can be rapidly depleted under such
circumstances.

This implies that general preventive measures should always be undertaken
in any refugee situation (before the occurrence of any deficiency).

The clinical manifestations of vitamin A deficiency are night blindness and
ocular lesions (e.g. Bitot’s spots), mostly xerophthalmia, which can
ultimately lead to blindness if untreated?. As these lesions are not easy to
identify and differentiate from other ocular lesions, detection requires
experienced health staff.

The prevention of vitamin A deficiency is essential to avert xerophthalmia; it
also decreases the severity of other infectious diseases. It is proven that
vitamin A supplementation reduces under-five mortality rates and decreases
the measles case fatality rates.

Assessment and surveillance

In the first place, a crude estimate should be made of the vitamin A content
of the general food ration as well as an assessment of food items with a high
vitamin A content available on the local market that refugees can afford to
buy. Any case of xerophthalmia should be recorded and notified to the
health coordinating agency. In any given population, a few cases of
xerophthalmia generally indicate that the vitamin A reserves of most people
are depleted.

Prevention

As previously stated, efforts must be made to prevent vitamin A deficiency in
any refugee population, but the presence of a general vitamin A deficiency
demands especially urgent action. Intervention must be considered in both
the emergency phase and the post-emergency phase.

* In the emergency phase, the recommended strategy is supplementation
through a mass distribution of vitamin A to children aged from 6 months
to 15 years. This is usually carried out in tandem with the measles
immunization campaign (see 2. Measles Immunization).

* In the post-emergency phase, preventive measures include mass
distribution of vitamin A, drug supplementation, food fortification and food
diversification. The choice of strategy is based on the vitamin A content of
the general ration.
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Preventive strategies in the post-emergency phase:

* Vitamin A supplementation: (see Table 4.7)

— When the food ration contains less than 50% of the recommended daily
allowance, it is recommended to undertake a mass vitamin A distribution

every 4 to 6 months!.

— When the general ration content in vitamin A is over 50% of the
recommended allowance but still inefficient, there are two possible strategies
for vitamin A distribution: either through regular mass campaigns or
through the child health services. Distributions through the latter channel
can face two problems: strict regulation is required to avoid repeated doses,
and it is likely that children aged over one year would not be properly
covered because experience shows that the preventive activities of child
health services are mostly attended by infants under 12 months.

Table 4.7

Vitamin A supplementation to specific groups (see appendix for doses)

SPECIFIC GROUPS DOSE COMMENTS
Measles cases Two doses Decreases risk of mortality
(400,0001IU)

Severe malnutrition

Treatment dose

Should not be given if therapeutic
milk is used (e.g. Nutriset)

Moderate malnutrition

Preventive dose

Should not be given if red palm
oil is part of the ration

Women at delivery

Preventive dose

Only given at delivery or within
four weeks after delivery

Pregnant women

No supplement

Risk of teratogenic effect on foetus

Infants < 6 months

No supplement

Breast-feeding is the best source
of vitamin A

There is a risk that some children may receive an excessive intake of vitamin A
as a result of repeated doses, particularly in supplementary feeding
programmes: they may receive doses of vitamin A during the mass campaign,
at first admission in the feeding programmes or during regular readmission.
This risk is higher in large feeding programmes during the emergency phase,
when supervision is more difficult.

¢ Food fortification!

Providing blended foods fortified with vitamin A in the general food ration
can be a solution; however, as there is a considerable variation in the
micronutrient composition of commercially blended food, it is important to
verify the composition of the blended food distributed. In addition, vitamin
A is quickly destroyed by heat.

¢ Food diversification!

This is the best solution although the most difficult one to achieve in
practice. Red palm oil and other food rich in vitamin A, if available, should
be included in the general ration. The availability of fresh fruit (e.g. mangoes)
and vegetables on the local market will also help to alleviate the problem.
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¢ Case management

All individuals with clinical signs of xerophthalmia should immediately
receive an oral treatment of vitamin All. However, the risk of vitamin A
over-dosage (intra-cranial hypertension) resulting from overprescription by
untrained staff must be borne in mind. Spontaneous recovery without
sequelae usually takes place once the vitamin A intake is stopped.

VITAMIN B DEFICIENCIES

The vitamin B group is composed of several water-soluble vitamins. The most
common deficiencies are related to vitamin B1 and result in beriberi and to
niacin (vitamin PP) which can lead to pellagra. Diseases resulting from
deficiencies related to other vitamin Bs, such as vitamins B2, B5 and B6, may
also occur.

Vitamin B1 (thiamin) deficiency

Beriberi outbreaks have been reported regularly among refugee populations
(e.g. Cambodian refugees in Thailand in 1985, Liberian refugees in Guinea in
1990):. Outbreaks of beriberi are likely to occur in any population dependent
on a general food ration based on polished rice with a limited quantity of
legumes (nuts or beans)!. High case fatality rates occur among infants affected
by beriberi if no prompt treatment is administered. However, these outbreaks
are entirely preventable, although sporadic cases of beriberi can also occur in
severely malnourished children4.

¢ Assessment and surveillance

When the general food ration is based on rice, information should be
collected on the quality of the rice (degree of milling/polishing) and the
amount and quality of beans or nuts distributed. If the thiamin content of
the general ration is below the UNHCR recommended daily allowance
(1.1 milligrammes/person/day), immediate action should be undertaken.

Any case of beriberi should be recorded and notified to the coordinating
agency. Diagnosis of beriberi should be based on a clear case definition
and distinction should be made between sporadic cases occurring in a few
severely malnourished children and an outbreak of beriberi reaching other
groups of the population:s.

* Interventions

1. Preventive measures should be implemented when the thiamin content
of the general ration is insufficient. There are two alternatives:
— food diversification: provision of adequate amounts of groundnuts or
beans in the general food ration is the best strategy!; or
— food fortification: the addition of blended food fortified with thiamin
(e.g. 60 grammes/person/day of CSB) to the general food ration.

2. When there is a confirmed outbreak of beriberi, control measures can
take the form of:

— weekly mass drug supplements to the entire population: this can be a

solution for a limited period until there is an improvement in the

general ration content. However, such distributions are very time-
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consuming, require numerous staff, are difficult to monitor and there
is a frequent problem with compliance;

— the two preventive measures previously described (provision of blended
food or provision of groundnuts or beans) should also be undertaken.

In addition, a contingency stock of thiamin can be prepared to respond
rapidly to any eventual outbreak of beriberi.

¢ Case management

Moderate beriberi cases can be treated with oral doses of thiamin (or
sometimes intra-muscular); severe cases may require intravenous thiamins.
Patients with 'wet beriberi' respond very quickly to treatment, while
peripheral neuropathy in 'dry beriberi' can prove more resistants.

Deficiency in niacin (Vitamin PP or B3)

Niacin deficiency leads to pellagra which can be fatal and is often associated
with other vitamin B deficiencies!8. The clinical picture is characterized by a
dry dermatitis, followed by diarrhoea and dementia as the disease progresses.
Pellagra outbreaks can occur in refugee and displaced populations dependent
on food rations based on maize and containing insufficient quantities of
groundnuts. A large-scale pellagra outbreak occurred among Mozambican
refugees in Malawi (1989 and 1990)16.17 and pellagra cases have been reported
in several refugee camps (Zimbabwe, Angola and Nepal in 1993)1. It affects
principally adults, particularly women!6.17.

¢ Assessment and surveillance

In a population dependent on a general food ration based on maize, the
niacin content must be monitored and immediate action taken if it is below
the recommended allowance (15mg /person /day). Any suspected case of
pellagra must be monitored. Suspected cases should be confirmed and a
clear case definition established.

* Intervention

1. When the niacin content of the general ration is insufficient, preventive
measures should be taken before any case of pellagra appears. These
may take the form of:

— food fortification, which is the most practical and effective strategy for
preventing pellagra in emergency situations via the provision of niacin-
fortified food, generally blended cereals. In the post-emergency phase,
the fortification of maize flour can be also effective, as was seen in
Malawi in 19911; or

— food diversification, which can be achieved by providing groundnuts,
dried fish or meat in the food ration!. In practice, the provision of
groundnuts is feasible but the provision of dried fish or meat will be
very difficult to achieve. Another alternative is to include fortified
blended food (CSB) into the general ration. However, the inclusion of
60g of standard CSB in the general ration will only provide between
30% to 40% of the recommended daily allowance!.

2. In case of an outbreak of pellagra, a weekly mass drug supplementation
of niacin and vitamin B complex could be given to the entire population,
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but this can only be recommended when a large confirmed outbreak
occurs and then only for a limited period of time (until an improvement
in the general ration composition) !; supplementation is generally not
feasible in the long term because of similar problems to those mentioned
in regard to vitamin B1 interventions (large resources required, time-
consuming, difficult to monitor and poor compliance).

* Case management

It is recommended that patients receive a simultaneous oral treatment of
niacin and vitamin B complex because of the common association of a
niacin deficiency with other vitamin B deficiencies 18. Patients usually
respond to treatment within 10 to 14 days.

Other Vitamin B deficiencies

Outbreaks of other vitamin B deficiencies have been reported in refugee
populations: vitamin B2 (ariboflavinosis) in Afghanistan, 1994, and vitamin
B5 (nutritional neuropathy) in Afghanistan, 199315. As these deficiencies are
often found in association, the clinical picture may cover a large spectrum of
signs: neuropathy with burning feet syndrome, glossitis, conjunctivitis, angular
stomatitis, etc. However, one of these symptoms will generally be dominant.
These outbreaks are probably under-reported because the symptoms are non-
specific and may be masked by other deficiencies, or the clinical signs are
assumed to be due to other causes.

The main recommendation in regard to these deficiencies is to be aware that
a sudden increase in the number of cases of stomatitis, conjunctivitis,
glossitis, burning feet syndrome and other signs of neuropathy could be
linked to vitamin B deficiencies. Confirmation of the deficiency is required
before any intervention is undertaken.

Vitamin B2 deficiency is likely to occur in a population dependent on a food
ration based on refined cereal - if this is not fortified with riboflavin and - if
it contains only a small amount of beans or nutsé. Related mortality seems
very rare. The population groups at higher risk are schoolchildren and
pregnant or lactating women. The specific symptom associated with vitamin
B2 deficiency is a type of glossitis (purplish red tongue)s. Patients usually
respond well to an oral administration of vitamin B complex!s.

Outbreaks of vitamin B5 and B6 deficiencies can occur in a population
dependent on well-refined and unfortified cereal containing a high proportion of
carbohydrate compared to fat and proteins. The group most at risk seems to be
women!s.

* Intervention

In case of outbreak:

— treatment of individual cases and mass supplementation of vitamin B
complex are only temporary responses;

— food fortification is the most convenient solution either through
fortification of the cereal flour or provision of fortified blended food;

—in the longer term: well-refined or polished cereals should be avoided and
the quality of the ration improved with respect to the proportion of
carbohydrates, fats and proteins.
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ViTAMIN C DEFICIENCY

Vitamin C is a water-soluble and very unstable vitamin, quickly destroyed by
heat and air. Deficiency of vitamin C leads to scurvy. Outbreaks of scurvy
have occurred in several refugee populations: Somalia (1982, 1985, 1989),
Ethiopia (1988, 1993), Sudan (1984, 1989), Kenya (1992 to 94), etc.

Risk factors: scurvy outbreaks are likely to occur in arid areas, especially
during the dry season, when refugees have been settled for a few months
and have only limited access to fresh fruits, vegetable or milk on the local
market19.2021, Clinical cases of scurvy will usually be observed when the daily
intake of vitamin C is below 10 to 15mg and this is likely to occur when
people are entirely dependent on general food distributions!20. The main
groups at risk seem to be women of child-bearing age (especially during
pregnancy) and the elderly 1.19.20,

Assessment and surveillance

A clear case definition of scurvy should be established for an area at risk: for
instance, bleeding gums and painful joints. Scurvy should be included in the
routine surveillance system, and must be notified to the health coordinating
agency. A general vitamin C deficiency can be assumed where a few scurvy
cases occur in a population in a high risk situation, e.g. in arid areas (Horn
of Africa), where the diet contains few fresh products, etc.

Preventive measures

Vitamin C outbreaks are predictable, but efficient preventive measures
remain a complex issue, because of the instability of the vitamin and the low
body storage capacities.

* In situations where there is risk of a vitamin C deficiency, the following
options are available:

— Drug supplementation to vulnerable groups (women, children and the
elderly): this can be effected through existing feeding programmes, if in
place. Another strategy is through the weekly distribution to women via
ante and post-natal consultations, but compliance is usually limited.

— Food fortification!: fortification of cereal is not effective because most of
the vitamin C is destroyed by cooking. Fortified blended food (with a high
vitamin C content) can be a solution if not cooked to the extent that it no
longer retains a sufficient residual amount of vitamin C. It cannot be
stored for lengthy periods. More research is needed to measure the real
impact and feasibility of this solution.

— Food diversification: the provision of fresh fruit, vegetables or milk is the
best solution to the problem. Scurvy outbreaks may be avoided where
refugees are able to obtain fresh food on the local market. In arid areas,
where the availability of these products is limited, the agencies in charge
of the food supply are rarely able to provide them. The provision of
longer-lasting vegetables would however be of interest as a research
option. Promotion of vegetable cultivation is also recommended as a
long-term solution but is not easy to implement (e.g. arid areas or a
nomadic population). A few experimental programmes, involving the
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distribution of vegetable seeds, have been reported: for instance, in the
Sarahoui camps in Algeria, collective gardens have been set up,
requiring water desalination and an irrigation system.

* In case of a scurvy outbreak:

— Mass vitamin C drug supplementation may be considered. However,
such distributions have to be carried out on a daily basis to be effective,
which is unpractical on a large scale. Weekly or bi-weekly distributions
can be considered, but in Somalia (1985-87) and Kenya (1992), these
had a limited impact mainly due to poor compliance!.3.20,

Case management

Scurvy can be fatal if untreated but cases usually respond well to oral
treatment. After recovery, a weekly preventive dose can be given for a few
weeks. It should be borne in mind that vitamin C deficiency increases the
risk of anaemia.

Mineral deficiencies

IRON DEFICIENCY

Iron deficiency is probably the most prevalent nutrient deficiency occurring
in refugee populations all over the world. The lack of animal products in the
usual refugee food ration is also a risk factor!.

Iron deficiency, frequently associated with folate deficiency, leads to nutritional
anaemia and is responsible for well over half the total number of all anaemia
cases (worldwide prevalence of about 30%)18.22.

Two other major causes of anaemia are malaria and hookworm, however, a
good differential diagnosis of the causes of anaemia is rarely possible in the
field26. Nutritional anaemia can be exacerbated as a result of parasitic
infections, food taboos and the practice of other traditional beliefs2s.

Pregnant and lactating women, and children aged between 9 and 36 months
are at most risk as they have higher iron needs24.

Assessment and surveillance

When high number of cases of clinical anaemia are observed in health
facilities, additional information has to be collected on the diet available!.
However, iron deficiency is considered an important problem in any refugee
population and action should always be taken to alleviate it.

Intervention

In any situation, high risk groups should receive iron supplementation.

* Pregnant and lactating women should be given iron supplements (and folic
acid) from the fourth month of pregnancy on via supplementary rations or
ante and post-natal care. The frequent problems of poor compliance can
be reduced through education and follow-up by home-visitors or
traditional birth attendants (TBAs)11.22,
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* Severely malnourished children should not receive iron supplements
during the first two weeks of admission to a therapeutic feeding centre
because of the increased risk of infections. Folic acid, however, should be
given from the first day of admission!2.

* Regarding the moderately malnourished, the administration of iron supplements
is still under discussion.

When larger target groups are considered, the choice of strategy to be
employed depends on disease patterns (i.e. other causes of anaemia) and the
resources available.

* Fortification: fortified blended food (e.g. CSB CSM) can be included in the
general rations. The recommended daily allowance may be provided by 60g
of blended food (except for pregnant and lactating women who require
additional amounts)1.

* Mass supplementation: mass distributions of iron supplements are usually
not recommended because of practical problems resulting from the size of
the population and the side effects 25.

* Diversification: this can be achieved via the routine provision of meat in
food rations. However, this is rarely feasible on a large scale 1.

Case management

The management of clinical anaemia requires first of all the identification of
its probable cause2s.

* In anaemia due to iron deficiency, the most effective treatment is the oral
administration of ferrous sulphate for at least two months (ideally two
months after normalization of the haemoglobin). Supplements of vitamin C
also improve iron absorption. Parenteral iron therapy is not indicated:s.
Folate and iron supplements are usually given in association due to the
frequent simultaneous presence of both deficiencies. Other associated
parasitic infections should be treated at the same time.

* In anaemia due to malaria, antimalarial drugs will be administrated as a
priority; folate should be given, but iron is generally not recommended
(unless an associated iron deficiency is confirmed)26. Blood transfusion
should be limited to life saving measures, because of difficulties of organizing
safe transfusions in refugee settings. It is imperative to restrict its use to
strict indications, and systematically perform HIV testing (see also HIV,
AIDS and STD in Part III).

IODINE DEFICIENCY

Iodine deficiency disorders (IDD) exist in many regions of the world,
especially in mountains and river deltas where levels of soil iodine are low.
Nearly 30% of the world’s population lives in such iodine-deficient
environments??. Goitrogens in local diets (such as thiocyanate in cassava)
contribute to and reinforce the IDD problem but they are generally not the
primary cause. IDD presents a broad clinical spectrum: cretinism, retarded
psycho-motor development in children and goitre.
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IDD is rarely reported in refugee and displaced populations, probably
because of its low priority in emergencies, but this health problem may be
underestimated2+. IDD is likely to be a problem when refugees settle in an
iodine-deficient area. The refugee situation is not an additional risk factor in
itself unless the food basket has a limited iodine content. An IDD control
programme will not appear on the priority list in the emergency phase.

Assessment and surveillance

When refugees are in an area at risk, an assessment of the problem in the
host population may be undertaken in the post-emergency phase. The
information gathered should cover any national control programmes, the
prevalence of IDD in the population, the availability of iodine (seafood or
iodized salt)2¢ and the presence of goitrogens in the local food basket. This
data will be used for deciding whether or not there are potential IDD
problems among the refugee population.

If a longer stay in an area at risk is expected, an evaluation of the IDD
prevalence in the refugee population may be carried out through the
interpretation of two main indicators2s.

1. The goitre prevalence rate, estimated via clinical examination, is a
sensitive indicator. Surveys are commonly carried out in schoolchildren,
as they represent one of the most vulnerable groups.

2. Urinary iodine is a useful indicator for confirming the problem as it is the
most practical and sensitive biochemical test although difficult to organize
and not essential for decision-making2e.

Intervention

According to IDD/WHO guidelines, once the goitre prevalence exceeds 5% in
children of school age, the population can be considered to have an iodine
deficiency and intervention should be considered?s.

* Periodic administration of iodized oil (oral or by injection) to the most
vulnerable groups (children under five, school pupils and women of child-
bearing age) is the best choice as a short-term strategy and can be
included in MCH activitiesso.1,

* The iodization of salt is the least expensive and the safest programme for
the prevention and control of IDD27.28. The absence of a national salt
iodization programme complicates this, but the presence of a general food
distribution network may facilitate it. A key issue is the availability of
iodized salt, and health agencies have a role to play in lobbying WFP and
other agencies in charge of food supply to ensure that it is included in food
rations.

Case management

Cretinism can be prevented, but not treated, by giving prophylaxis to
pregnant women. Goitres can be treated by the oral administration of iodine.
Surgery should not be considered, except in rare cases with severe
complications or where malignancy is suspected2s.
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a )

Principal recommendations regarding nutrition

* Food and nutritional assessment should always be part of the initial
assessment.

* The objectives of nutritional interventions are to ensure an adequate
food ration for all; to treat severely and moderately malnourished
persons; to prevent malnutrition in vulnerable groups.

* The general food ration should be adequate in quantity and in quality
(nutrient content). The main factors required for successful and
regular distribution are: political willingness, adequate planning of
the food supply, registration of population, good organization of the
distribution, regular monitoring.

 Vitamin and other nutrient deficiencies can cause significant problems
in populations dependent in food aid. The outbreaks of nutrient
deficiencies are predictable and can be avoided. The monitoring of the
quality of food rations and the prompt detection of cases of any deficiency
are essential. The best preventive measure is food diversification,
alternatives are food fortification and mass suplementation.

 The selective nutritional interventions involve 3 main types of programmes:

— therapeutic feeding programmes to treat the severely malnourished,

— targeted supplementary feeding programmes to treat the moderately
malnourished,

— blanket supplementary feeding programmes to prevent malnutrition
in vulnerable groups (under-five population, pregnant and lactating
women, social and medical cases, etc.).

These programmes require clear definition of the criteria for

admission and discharge, a logical coherence between the different

selective feeding programmes, and an effective screening method.

 The choice of selective nutritional interventions is based on the
quantity and quality of the general food ration, the prevalence of
malnutrition and aggravating factors such as high mortality, outbreaks,
climate, population instability.

* Nutritional surveillance and monitoring of programmes are essential
to evaluate and adapt the interventions. This surveillance will cover
3 sectors: food availability and accessibility, health and nutritional
status, effectiveness of the selective feeding programme.

N /
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5. Shelter and site planning

Introduction

Refugees arriving in any specific area tend to settle down in different ways:
often, they concentrate on an unoccupied site and create a 'camp'; at other
times, they spread out over a wide area and establish rural settlements; and
sometimes they are hosted by local communities (rural or urban). The latter
two situations, also called 'open situations', occur less frequently than the
first (see below and the Introduction to Part II).

A poorly planned refugee settlement is one of the most pathogenic
environments possible. Overcrowding and poor hygiene are major factors in
the transmission of diseases with epidemic potential (measles, meningitis,
cholera, etc.). The lack of adequate shelter means that the population is
deprived of all privacy and constantly exposed to the elements (rain, cold,
wind, etc.). In addition, the surrounding environment may have a
pronounced effect on refugee health, particularly if it is very different from
the environment from which they have come (e.g. presence of vectors
carrying diseases not previously encountered)+.

Camps usually present a higher risk than refugee settlements in open
situations as there is more severe overcrowding, and less likelihood that basic
facilities, such as water supply and health care services, will be available when
refugees first arrive27. Relief work is more difficult to organize for very large
camp populations, such as some of the Rwandan refugee camps in Zaire
(Goma, 1994) which contained more than 100,000 refugees.

In order to reduce health risks, it is essential that site planning and organization
takes place as early as possible so that overcrowding is minimized and efficient
relief services are provided. Shelters must be provided as rapidly as possible to
protect refugees from the environment, and infrastructure installed for the
necessary health and nutrition facilities, water supply installations, latrines, etc.
All this must be initiated within the first week of interventions.

Relief agencies are usually faced with one of two possible situations: either the
camp is already established with a refugee population that has spontaneously
settled on a site prior to the arrival of relief agencies, or site planning is
possible prior to their arrival, for example, when they are being transferred to
a new camp.

Whichever is the case, prompt action must be undertaken to improve the site
and its facilities; poor organization in the early stages may lead to a chaotic
and potentially irreversible situation in regard to camp infrastructure, with
consequent health risks. For example, lateral expansion of a site must be
accounted for from the beginning in order to avoid overcrowding if refugee
numbers increase.
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Two possibilities: a refugee camp or integration into
the host population

There is always a lot of discussion as to whether the formation of a refugee
camp is acceptable, or whether resources would be better directed to
supporting local communities who host refugees. The two main types of refugee
settlement - camp or integration into the local population - each offer both
advantages and disadvantages as laid out in Table 5.1:

Table 5.1
Camp or integration into the local population:
advantages and disadvantages?8

CAMP INTEGRATION
ADVANTAGES provides asylum and protection favours refugee mobility, easy access

more suitable for temporary to alternative food, jobs, etc.
situation encourages refugee survival strategies
easier to estimate population possibility of refugee access to
numbers, to assess needs and existing facilities (water, health etc.)
monitor health status enhances reconstruction of social/
some basic services are easier to economic life and better integration in
organize (e.g. distributions, mass the future
vaccinations)
allows visibility and advocacy
repatriation will be easier to plan

DISADVANTAGES | — overcrowding increases risk of population more difficult to reach,

outbreaks of communicable
diseases

dependence on external aid, lack
of autonomy

social isolation
little possibility of realizing
farming initiatives

leading to difficulties in monitoring
health needs

implementation of relief programmes
more complex, requires knowledge of
local situation

risks destabilizing the local com-
munity, risk of tensions between local

. . community and refugees
— degradation of the surrounding

environment
— security problems within the camp
— not a durable solution

Health agencies are generally not involved in deciding between the two
options. Every refugee situation is specific to itself. The main factors
influencing the way in which they eventually settle are the number of
refugees, the capacity for the local community to absorb them, the ethnic
and cultural links between the refugee and local communities and the
political and military situation. In practice, the predominant factor is the
relationship between refugees and the local population.

It should, however, be pointed out that relief programmes, particularly food
aid, may well play a role in attracting refugees into a camp situation even
when integration would probably be a better option for them.
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It is camp situations that are dealt with more specifically here, because
camp populations are exposed to greater health risks. However, most of the
principles described below may also be applied to open situations.

Site planning

Site planning must ensure the most rational organization of space, shelters
and the facilities required for the provision of essential goods and services.
This requires supervision by experts (e.g. in sanitation, geology, construction,
etc.) which must be integrated into the planning of other sectors, especially
water and sanitation2. It is therefore essential that there is coordination from
the beginning between all the agencies involved and between the different
sectors of activity, especially in an emergency situation when time is generally
in short supply.

Site planning in refugee situations is normally the responsibility of UNHCR
(or an agency delegated by UNHCR). As UNHCR is usually not present where
there is an internally displaced settlement, another agency will have to take
charge. Although health agencies will not always be involved in organizing a
site, they should nevertheless make sure that this is undertaken correctly
because of its direct influence on the subsequent health situation; it is
therefore necessary to have an understanding of the basic principles of site
planning.

As stated above, the possibilities in regard to site planning depend largely on
which of the two refugee situations described will be encountered.

1. In most cases refugees have already settled on a site and planners may
well be faced with chaotic conditions. The immediate priority must be to
improve or reorganize the existing site, and in rare instances it may even
be advisable to move the refugee population to another site (see below,
page 120).

2. The ideal but far less frequently encountered situation is that where site
planning can be carried out before the arrival of refugees on a new site.
The most appropriate site layout may then be worked out in advance and
in accordance with guidelines.

In both situations, the following principles must be respected as far as
possible.

* Sufficient space must be provided for everybody: space for every family to
settle with the provision of amenities (water and latrines) and other
services, and access to every sector. High density camps should be avoided
because they present a higher risk for disease transmission, fire and
security problems 2.

* Short-term site planning should be avoided as so-called temporary camps
may well have to remain much longer than expected (e.g. some Palestinian
refugee camps have been in existence since 1947)2. This means that
consideration must be given to the possibilities for expansion should the
population increase!.
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* A few small camps (ideally circa 10,000 people) are preferable to one large
camp because they are easier to manage and because they favour a return
to self-sufficiency?. Unfortunately, this is rarely possible when there is a
massive influx of refugees (e.g. the refugee movements in Rwanda and
Burundi, 1993-94).

* Refugees should be involved and consulted. Their social organization and
their opinions should be taken into account wherever possible.

¢ Local resources (human and material) and local standards should be
employed whenever feasible. Seasonal changes (e.g. the rainy season) must
also be taken into consideration.

SITE SELECTION

The ideal site, responding to all requirements, is rarely available. The choice
is generally limited, as the most appropriate areas will already be inhabited
by local communities or given over to farming. In any case, relief agencies
are seldom on the spot to select a site before refugees arrive.

However, there are certain criteria in regard to site selection which must still
be taken into account!e.

¢ Security and protection: the settlement must be in a safe area (e.g. free of
mines), at a reasonable distance from the border, and from any war zones.

* Water: water must be available either on the site or close by (see 3. Water
and Sanitation).

* Space: the area must be large enough to ensure 30m? per person (see Table 5.2).

 Accessibility: access to the site must be possible during all the seasons (e.g.
for trucks).

* Environmental health risks: the proximity of vector breeding sites
transmitting Killer diseases should be avoided as far as possible (e.g. tsetse
fly for trypanosomiasis). Where such areas cannot be avoided, they must
be treated (see 3. Water and Sanitation).

* Local population: every effort should be made to avoid tensions arising
between local and refugee communities; for instance, legal and traditional
land rights must be respected.

* It is important that the terrain should slope in order to provide natural
drainage for rain water off the site 4.

Energy sources should also be considered when selecting a site, particularly
as deforestation resulting from using wood for cooking fuel entails politico-
ecological problems.

SITE ORGANIZATION

Once the site has been secured, the planning and location of the required
infrastructure must be worked out. A map should be used and the road
network drawn onto it. The area should then be divided into sections and
locations decided for the different facilities. Good access by road to every
section and each installation is essential for the transport of staff and
materials (e.g. food and drugs) in order to ensure the different services are
able to function.
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5. Shelter and site planning

Several factors should be taken into account in deciding the spatial
organization of facilities and shelters (location and layout):

— space required per person and for each installation,

— accessibility of services,

— minimum distance required between facilities and shelters(see Table 5.2),
— cultural habits and social organization of the refugee population (clans

and extended families),

— ethnic and security factors, relationships among different sections/

members of the community, etc.

Cultural and social traditions are a determining factor in ensuring refugee
acceptance of the infrastructure and services provided, particularly in regard
to housing, sanitation, burial places, etc. However, as the layout that might
be preferred by the refugees is not always the one that would allow the most
efficient delivery of aid, site planning generally requires compromise solutions

that take into account the different points of viewz.

Table 5.2

Some quantified norms for site planning!:2

Area available per person

Shelter space per person

Number of people per water point
Number of people per latrine

Distance to water-point

Distance to latrine

Distance between water-point and latrine
Firebreaks

Distance between two shelters

30m?2

3.5m?2

250

20

150m max.

30m

100m

75m every 300m

2m min.

ESSENTIAL INSTALLATIONS

(see 10. Coordination: Camp management)

Essential installations are described in Table 5.3. Some are likely to be

centralized:
— reception centre,
— health centre,
— hospital,
— meeting place for home-visitors, etc.

Other facilities, such as health posts, latrines, washing areas, etc., should
be decentralized. Care must be taken to ensure that there is sufficient space
for such decentralized services in all the camp sub-divisions.
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Table 5.3
Main installations required on refugee sites
(see 10. Coordination: Camp managemernt)

— Roads and firebreaks.

— Water supply and sanitation facilities (defecation areas, latrines,
waste disposal pits, washing places, etc.).

— Health facilities: health centre, health posts, hospital, pharmacy
and site for cholera camp.

— Meeting place for home-visitors.

— Nutritional facilities: therapeutic and supplementary feeding
centres.

— Distribution site and storage facilities (in separate locations).
— Administrative centre, reception area.

— Other community facilities: market, schools, cemetery, meeting
places, etc.

The location of health facilities must be carefully determined (see 6. Health
Care in the Emergency Phase).

* The central health facility should be located in a safe and accessible place,
preferably on the periphery of the site in order to avoid overcrowding and
allow for future expansion. The space required depends on the type and
desired capacity of the medical services to be provided.

* The hospital, if one is necessary, is usually an expansion of the in-patient
service of the central facility. The criteria are thus similar but more space
is required (in line with the number of beds). It is particularly important to
plan space for water and sanitation facilities, as well as room for eventual
expansion (e.g. outbreaks of disease).

* The peripheral health facilities should be centrally located within the areas
they are to serve so as to ensure easy access. The number required depends
mainly on the size of the population (e.g. 1 health post per 3,000-5,000
refugees).

* A site for a cholera camp must be identified in advance, separate from
other health facilities. It must be large enough to ensure sufficient capacity
for potential needs and be provided with adequate water and sanitation
facilitiess.

THE LAYOUT OF SHELTERS

The way shelters are grouped has an important influence on the re-establishment
of social life, on the use of latrines and water -points, and on security.
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In general, the site should be divided into smaller units for management
purposes. For example, it could be divided into sectors of 5,000 and sections
of 1,000 people. However, the formation of such units must take into
account the existence of any groups within the population which may be
mutually hostile.

Two main ways of grouping shelters are described:

1. The preferred method is to organize the site into basic community units,
constituted by a number of shelters and community facilities (latrines,
water -points and washing areas)!3. These basic units should correspond
in design as closely as possible to that with which the refugees are most
familiar. Examples for designing such community units are available in
several reference books24.9.

2. Laying out shelters in lines and rows is another possibility, but is usually
not recommended because this deprives families of personal space, and
increases the distances to latrines and water-points. On the other hand,
such a layout can be implemented quickly and is often preferred when there
is a sudden and massive influx of refugees to cope with.

Since in most cases the population will have settled on a site before any site
planning can be carried out, solutions will have to be sought for improving
the situation.

* Usually, the site may be improved without moving all the shelters. A better
organization of facilities, improving access to all sections of the camp, and
carefully planning sections for new arrivals will decrease health risks and
improve camp management.

¢ A thorough reorganization of the site (and most shelters) may sometimes
be necessary, although radical change is usually not advised. Such
reorganization should be considered when there is a real threat to refugee
health from overcrowding or a danger of fire, etc. For example, it was
decided to move and reorganize all shelters in the Rwandan camps for
refugees from Burundi in 1993, in order to counter the high fire risk and
to facilitate the management of relief assistance.

* Critical problems, such as a lack of water in the area, insecurity or
potential danger resulting from the camp’s proximity to the border, may
present major obstacles to the camp remaining where it is. A move to a
new site could then be considered, but the operational problems involved
in a move and the social and psychological consequences for the
population must be carefully weighed up in advance.
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Shelter provision

The objectives of providing shelters are: protection against the elements and
against vectors, provision of sufficient housing space for families, and
restoring a sense of privacy and security. Shelters are required in every
refugee emergency; but the type and design of shelter, who constructs it and
how long it should last will vary in every situationz.

However, some general principles may be concluded2:

— Shelters that have already been built by refugees or buildings occupied by
them (e.g. schools) must be assessed. It is important that consideration is
given to the amount of space available for each person, to ventilation (e.g.
risk of respiratory infection) and for protection against rain, as these
factors may entail signficiant health risks.

— Wherever possible, refugees should construct their own shelters and
should receive material (including appropriate tools) and technical support
to assist them in doing so.

— It is best to use suitable local materials where available. Special emergency
shelters (e.g. tents) and pre-fabricated units have not yet proven practical
because of their high cost and the problems of transporting them. It is also
difficult to persuade refugees to accept something which is not within their
cultural traditions. However, some types of prefabricated shelter are still
being tested and may be suitable for use in the first weeks of an emergency.

— A minimum sheltering space of 3.5m2 per person is recommended in an
emergency. However, different cultures have different needs.

— Single-family shelters are preferable (unless multi-family units are traditional).

WHEN REFUGEES FIRST ARRIVE

The provision of shelter is a high priority. Immediate action should be taken
to assess the arrangements already made and provide material for temporary
shelters2.

There are several common solutions for temporary shelters:

— shelters built by the refugees themselves, with material found locally or
distributed by agencies, is the most common solution;

— tents may be useful when local material is not available and as very short
term accommodation, but they are expensive and do not last long;

— plastic sheeting may be used for constructing temporary shelters or to
protect them. Methods for setting up plastic temporary shelters are
described in guideliness;

— local public buildings, such as schools, may provide shelter initially but
are not usually suitable for large numbers. They are a very temporary
solution.
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THE POST-EMERGENCY PHASE

Temporary shelters should no longer be used after the emergency stage has
passed, an early start must be made to constructing shelters made of more
permanent material.

However, it must be acknowledged that there are certain constraints involved
in such shelter construction programmes!o.

* Any shelter building or rehabilitation programme takes time.

e Such programmes are costly (although they may produce savings in other
sectors).

* As there is a vast range of options for building shelters, and a wide range
of criteria have to be taken into account, such programmes are complex to
manage. This is a specialized job and requires expertise.

This can often become a highly political issue with local authorities
obstructing the building of (semi-)permanent housing when they want to
prevent refugees settling for a long period of time.

Longer-term housing should be similar to that with which refugees are
already familiar, but should also reflect local conditions2. The use of local
material is preferable, but its availability may be problematic (e.g.
degradation of the environment through deforestation).

In countries such as Afghanistan or the countries of Eastern Europe, where
very low temperatures may be experienced in winter, shelter provision is
essential for protection against the cold. Although a few solutions have been
proposed (e.g. winter tents and the provision of heaters), this is a
particularly difficult problem to deal with in an emergency situation.

Once time allows, traditional housing may be built, if the materials are
available, and there are sufficient financial resources.
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~

Principal recommendations regarding shelter and site planning

 Site planning and improvement should take place as early as possible
in order to minimize overcrowding and make it possible to organize
efficient relief services.

* A site should be selected with a view to security, access to water, the
provision of adequate space, environmental health risks, and the local
population.

¢ Site planning must ensure the most rational organization of the
available space in regard to shelters and the necessary facilities and
installations. Where refugees have already settled on a site before any
planning could be envisaged, it is not usually advisable to institute
radical changes, but improvements and reorganization should be
carried out.

* Small sites are preferred. The cultural and social patterns should be
taken into account.

* The provision of material for temporary shelters is a high priority when
refugees first arrive. These should preferably be single-family shelters,
constructed out of local material (when available) by the refugees
themselves.

N /
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Introduction

The health status of refugee and displaced populations arriving in a camp
may still be relatively good (or may already have deteriorated considerably).
This will depend on the reasons behind their flight, whether it was
precipated by sudden, dramatic events, a more chronic situation or a
famine, and on the duration and hardships of the flight itself. No matter
what their condition on arrival, new refugee camps usually provide a very
unhealthy environment; indeed, the typical overcrowding, poor water supply
and sanitation, and lack of food are the three main underlying factors of
high morbidity. In addition, the lack of immunity to new diseases and the
psycho-social stress of displacement make refugees more vulnerable to
health problems. These factors alone, or in addition to an existing poor
health status, are responsible for the excess mortality so often encountered
in the emergency phase of refugee situations:é. They will therefore have to be
controlled by a number of public health measures that are described in
other chapters. Major interventions, such as the provision of water, food and
shelter, make a major contribution towards decreasing excess mortality, but
they cannot be implemented very quickly and do not have an immediate
impact!. It is therefore very important to rapidly provide basic health care as
an early measure in any refugee emergency, with the major focus on
curative services. Health care can be implemented quickly, and takes effect
immediately provided it is well organized and targets priority diseases.

Objectives

The objectives are to help reduce excess mortality and morbidity in the
refugee population by ensuring appropriate medical care for all refugees and
responding to epidemics.

Health care system

There is no single model for setting up health services in a refugee settlement:
this will depend on the specific context, disease patterns, possible outbreaks,
the resources available and existing health facilities. However, the model
selected should be based on the knowledge that 50% to 95% of the mortality in
refugee situations is caused by only four communicable diseases: diarrhoeal
diseases, acute respiratory infections, measles and malaria, with malnutrition
often acting as an aggravating factorié. These killer diseases are easily
diagnosed and cured. Early diagnosis and treatment through accessible health
facilities, combined with active case finding, are thus the key to successful
health care services.
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A health care system in refugee emergencies should fulfil the following
criteria:

— provide curative treatment for the most common communicable Killer
diseases;

— reduce suffering from other debilitating diseases;

— have the capacity to carry out active case finding;

— be able to cope with a high demand for curative care;

— provide easy access to different levels of care, including referral services;
— deal with the majority of illnesses at a basic level of care;

— contribute to surveillance activities (by routine data collection);

— combine both curative and preventive services;

— be flexible enough to adapt to any changes in the situation (e.g.
outbreaks of disease).

Refugee settings are also characterized by the high number of patients using
health services, especially in the early stages4: this generally results from the
high morbidity, high population density, high demand for health care and
easy access to health services. As a result, the health services of the host
country, even when reinforced, may not easily cope with a large refugee
influx; and this problem may be aggravated by tensions between refugee and
resident populations, administrative obstacles and the distance to existing
services, which may simply not be adequate for responding to the emergency
needs of refugees. For all these reasons, new facilities have to be set up in a
high proportion of refugee emergencies.

LEVELS OF HEALTH CARE

When refugee health services have to be set up, a four-tier health care model
may fulfil the above criteria. This has proven successful, and contributes
significantly to reducing excess mortality under various conditions (See
Table 6.1.).

1. Referral Hospital

A small proportion of patients will require the specialized services of a
referral hospital (e.g. surgery or major obstetric emergencies)+. If possible,
these services are provided in an existing hospital in the vicinity of the
settlement, and require arrangements for access and transport to be worked
out. When access to a local hospital is not possible, or in the case of large
camps, field hospitals will have to be erected on the refugee site itself.

2. Central Health Facility (health centre)

This level should be able to deal with most of the morbidity (all common
priority diseases), with one central facility for every 10,000 to 30,000 refugees -
offering services 24 hours a day, possibly providing basic hospitalization
(in-patient service).
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3. Peripheral Health Facilities (health post or health clinic)

Decentralized health services, easily accessible to the whole population and
providing a very basic level of care should be established on the basis of 1
health post for every 3,000 to 5,000 refugees. This level deals with only a few
killer diseases, e.g. diarrhoea and malaria, and refers serious cases to the
health centre. It also provides treatment for a few, non-life-threatening
diseases (e.g. scabies, conjunctivitis).

4. Home-visitors

An outreach programme is necessary for conducting active case finding and
to ensure the link between the fixed health facilities and the population. This
is performed by a network of home-visitors based in the population; training
and a good supervision system are the keys for the success of this programme.
There should be 1 home-visitor for every 500 to 1,000 refugees, and
1 supervisor for 10 home-visitors. Their main tasks initially are active case
finding and surveillance.

Table 6.1
Levels of health care in refugee situations (in the emergency phase)
Level N° structures Activities Staff per facility
Referral Depending on — surgery Variable
Hospital the situation —major obstetrical emergencies — 1 nurse for 20-30 beds,
— referral laboratory 8-hour shifts
Central Health | 1/10-30,000 refu. — triage Minimum of 5 medical staff:
Facilities — OPD* (first level and referral) - 1 doctor
(health centre) - dressing and injections - 1 HW* for 50 consultations /
— oral rehydration therapy (ORT) day
— emergency service (24h) — 1 HW for 20-30 beds,
— uncomplicated deliveries, minimum | 8-hour shifts
reproductive health activities — 1 for ORT, 1-2 pharmacy,
— minor surgery — 1-2 for dressing /injection
— pharmacy / sterilization
— health surveillance Non-medical staff:
— generally basic hospitalization - 1-2 registrars,
- referral to hospital - 1-3 guards 8-hour shifts,
— possibly: laboratory, transfusions, | — cleaners etc.
on-going measles immunization
Peripheral Health | 1/3 - 5,000 ref. | — OPD (first level) Total: 2-5 workers
Facilities — ORT — minimum of 1 qualified
(health post or — dressing HW*, based on 1 person
clinic) —referral of patients to higher level for 50 consultations /day
— data collection — non-qualified for ORT,
dressing, registering, etc.
Outreach Meeting place — data collection — 1 HV* for 500-1,000 ref.
activities (other activities | —home visits and active screening — 1 supervisor for 10 HVs
(home- visitors) conducted from | — referral of patients to facilities — 1 senior supervisor
home) — health education, information, etc.

*

OPD: Out Patient Department

HW: Health Worker
HV: Home-Visitor

Qualified health workers: these include nurses, health assistants, medical assistants,

midwives, etc.
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Implementation of health care services

PLANNING THE HEALTH CARE SYSTEM

Planning for an appropriate refugee health system must be based on

relevant information collected during the initial assessment. The main

information required covers:

— existing health facilities and their accessibility (including whether they
accept refugees and whether fees are requested),

— population figures (current and anticipated),

— disease patterns and potential outbreaks to be anticipated in the area,

specific health problems within the refugee population,

available resources, especially human resources,

national health policies of the host country and an organization chart.

A plan must then be made for setting up a health care system within the
context of the particular situation and this will vary according to whether or
not the health facilities of the host country can cope with refugee health
needs, or whether new facilities must be set up on the refugee site. Planning
should cover the number of facilities required, whether there is a need for a
field hospital on the refugee site, which services should be organized in
priority, which package of activities should be provided at each level, etc.

Whichever option is selected, it is essential that the Ministry of Health (MOH)
and local health authorities are involved in the planning from the beginning
and their authorization must be requested. Other aspects of cooperation
with the MOH are described below under Relations with the national health
care system.

When a parallel health system has to be set up

When the host country’s health facilities cannot cope with refugee health
problems, even when reinforced, new facilities will have to be set up to focus
on the specific health needs of the refugees.

Ideally, the four levels of health care should all be set up at the same time,
but as it is generally not feasible to do this at the beginning of a large refugee
emergency, it is more likely to be achieved in stages. There are some
situations where it is not possible to set up all 4 levels, e.g. where there are
security problems and insufficient staff. In any case, conditions may change
rapidly so a certain flexibility should be maintained. It is also possible to
combine different levels of health care and shift tasks from one level to
another; for instance, in small refugee populations (fewer than 10,000
refugees), one single facility and a few home visitors will be able to cater for
most health needs.

e Services are usually set up in stages

1. The first stage would normally be the establishment of a central health
facility (health centre). The home-visitor network and a referral system
to a hospital (nearby or on-site) should be organized as quickly as
possible.
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2. As health care should not be focused on the central level, a second stage
is required to decentralize services by opening peripheral facilities,
providing that the necessary human resources, drugs and equipment are
available. Decentralization helps to ensure that the whole population is
covered and frees the central facility to concentrate on more severe cases.

3. The different activities within each level of care are also developed in
stages; for instance, a central facility may start with an out-patient
department (OPD) and a small in-patient service, with other services
(e.g. deliveries) added progressively.

Implementing these stages is largely dependent on the human resources
available; when there are not enough available qualified staff, other staff will
have to be trained and the implementation of some services will have to be
delayed until this is done.

Under certain circumstances, priorities may differ.

* When an epidemic occurs, all efforts will focus on controlling this and
setting up other services will be temporarily suspended. However, the
establishment of a home-visitor programme will be crucial to trace cases.
In addition, a special treatment unit generally needs to be built (e.g.
cholera unit).

* When there is an influx of wounded refugees, particularly when local
hospitals cannot cope, in-patient and surgical units will be given priority.

When host health facilities may be used

The reinforcement and expansion of existing health facilities, when feasible,
is the best option. This has many advantages: e.g. strengthening local health
services will also benefit the host population, even-handed treatment of both
refugee and local populations may help avoid resentment against refugees,
and resources will not be wasted owing to the duplication of services. It also
encourages local authorities to tackle the refugee problem, which is
invaluable in the long-term (in protracted refugee situations)2c. However, this
arrangement occurs less frequently, probably because of the obstacles to
implementing it. The existing health system may have problems in coping
with a large influx of patients or in dealing with acute health problems (e.g.
during an epidemic). There may be ethnic or political tensions between
refugees and locals. There is a risk of disruption to existing cost-recovery
programmes (when free care is ensured for refugees) and a need for
increased resources to target a larger population (refugees and residents).

If existing health care facilities are to be used, the following conditions

should be in place:

— no current acute health problem requiring large amounts of resources and
specific expertise (e.g. large-scale epidemics, influx of wounded people or a
bad nutritional status);

— sufficient existing local facilities in the area where refugees settle;

— the size of the refugee population must not be so great as to significantly
outweigh that of the local population; it is therefore generally not indicated
for large refugee camps;
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— no conflict between refugees and the local population (e.g. ethnic, political,
etc.);

— a formal agreement should be drawn up between the MOH of the host
country, UNHCR and the implementing agency.

Refugee use of local health facilities has been very successfully implemented
in some open situations (particularly where refugees were already integrated
into local village populations) or in small refugee camps. In Guinea, for
example, where about 500,000 refugees from Liberia and Sierra Leone
settled in villages (1989-93), the MOH decided to offer all refugees free
access to existing health facilities and supplementary health posts were
created in areas with particularly high refugee concentrations2o.

Discussions should be held with the local MOH to solve certain complex
issues such as fees, additional resources that might be required, national
and refugee health policies, etc. See section Relations with the national
health care system below.

The four levels of health care

1. REFERRAL HOSPITAL

A referral hospital differs from the basic in-patient service that is generally
available in the central facility, in the higher level of services it can provide
(see below Central health facilities): major surgery, management of major
obstetrical emergencies, more diagnostic posssibilities (e.g. laboratory and X-
ray department), etc. Qualified doctors (particularly specialists) must be
present. There are two alternative ways in which this level of health care can
be assured.

A/ The best option is to reinforce a local hospital. This would be in preference
to setting up a referral hospital on the refugee site, which is not advised for
several reasons !: the number of patients requiring this level of care is
limited providing that other levels of care are available to all refugees; it
requires a high input in material and human resources, it can divert
attention from other priorities and once established, it is extremely difficult
to close.

However, it is imperative that refugee use of a nearby hospital should be
well organized.

* The hospital should be reinforced by providing material and/or financial
support (e.g. donations of drugs), possibly financial compensations for
health staff when a higher workload and regular presence is demanded,
and an expansion in capacity (e.g. tents) may be required, as well as
additional health staff!.

* Referral protocols must be established to avoid refugees referring
themselves to the hospital; transport to the hospital must be organized
and a feedback system to the refugee health services should be agreed
upon.
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When these issues are not dealt with, problems frequently arise: the
referral hospital may be overwhelmed by the number of refugees
(presenting spontaneously), the number of staff and the drug supply may
not be sufficient to cope, and the result may be a low quality of care with
the risk of a high hospital mortality rate.

The resident population must also be taken into account when reinforcing
hospital services as there is a risk that these may focus solely on refugees.
Ideally, refugees should not receive higher levels of care than the local
population. All arrangements must be negotiated with the hospital
administration and should result in a written 'terms of agreement'.

B/ A referral hospital may be established on the refugee site if needs clearly
cannot be met by an existing local hospitali-4. This could happen in the
following cases:

— when there is no local hospital accessible to the refugee population
because of the difficulty of access, security problems, ethnic tensions,
administrative obstacles etc.;

— when the refugee population is very large (for instance above 100,000)
and existing services, even when expanded, would be unable to cope
with it;

— when there is a significicant number of cases requiring surgery,
particularly if a very large number of war-wounded arrive and the local
hospital does not have the capacity to respond adequately.

In the above situations, it would be preferable to upgrade the in-patient
service of a central facility by at least increasing the number of beds and
providing surgical services. This needs very good standards of hygiene
and sterilization to be in place, an adequate post-operative follow-up, and
a capability for carrying out transfusions (including related HIV testing).
Additional qualified health staff will also be required, including a highly
skilled nurse for overall nursing supervision.

2. CENTRAL HEALTH FACILITIES

Activities

* A good triage system is necessary due to the high number of patients
presenting in the health facilities. It allows identification of the most
urgent cases, and helps prevent OPD services from being overloaded. This
means that patient flow has to be well organized with health screening on
entry: urgent cases and those referred by peripheral facilities must be
given priority; other patients should be directed to the appropriate service
(for ORT, dressings, etc.).

* The out-patient department (OPD) should treat referred cases in priority,
but may also provide 'first level' consultations. Separate consultations for
women sometimes have to be organized in order to guarantee their access
to health care. See Socio-cultural Aspects in Part I and Reproductive health
below.

* An in-patient service, or at least a day-care observation area, is required
for the management of severe cases, uncomplicated deliveries, etc.! A local
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hospital located close to the refugee site may sometimes provide these
services.

* An emergency service is required for urgent cases arriving at night and
during weekends.

* Good nursing care is essential to these activities and must be supervised by
an experienced nurse; this should include an adequate sterilization system
(for injection material, dressings, etc.).

* Data collection is important for health surveillance.

¢ A well-organized system must be set up for transferring cases to a referral
hospital when patients require a higher level of care (e.g. major surgery).

Organization

There should be at least one central facility for each main population
concentration, with a maximum of 30,000 refugees per health centre!.
There is no consensus as to the standard capacity of the in-patient ward
based on the size of the refugee population, because bed requirements will
be largely influenced by the context of each situation. However, certain
factors will help in estimating this: whether or not there is a possibility of
referring cases to a local hospital, morbidity patterns (and the occurrence of
outbreaks) and available resources. Although an existing building may be
used, tents (a minimum of four) are very practical in the emergency phase
and allow flexibility in the setup.

Location is important: preferably in a secure place beside the refugee site or
in a central location, accessible by road, with sufficient free space
surrounding to allow for possible extension. Discussion on the need to set
up separate facilities (e.g. in case of a cholera or shigellosis outbreak) is
developed in 7. Control of Communicable Diseases and Epidemics.

Staff must include a sufficient number of qualified health workers, and a
medical doctor to be in charge of supervision, regular referral consultations
and in-patients. Whether or not this person will be required to maintain a
full-time presence depends on the qualifications of the staff. The number of
staff depends mainly on the patient load, whether or not there are peripheral
facilities, and the services provided. The number of staff required to run an
OPD should not be underestimated; experience shows that a health worker
should not be expected to carry out more than 50 consultations per day.

3. PERIPHERAL HEALTH SERVICES (HEALTH POST OR CLINIC)

The decentralization of health services is necessary in order to meet the
heavy use of health services and to ensure accessibility to everyone. When
the refugee population exceeds 10,000, the opening of peripheral health
services providing a basic level of health care4 is recommended.

Activities

Activities at this level may vary, depending mainly on the staff available, the

possibilities for training them and the major health problems to be dealt

with.

* The main service which should be provided is a first line out-patient
department (OPD). Standard treatment protocols must be used, based on a
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limited list of essential drugs. Antibiotics are not always present, and
injections at this level are mostly discouraged.

* An ORT unit should be set up in the health post, and rehydration should
be continuously supervised.

¢ Data collection must also be carried out at this level.

 Patient referrals to higher levels should be carefully supervised as there is
a danger that peripheral facilities may hold on to severe cases for too long
or that staff may underestimate the severity of cases. Strict referral criteria
and protocols are thus imperative.

Organization

The number of facilities required - usually varying from 1 per 3,000 refugees
to 1 per 5,000 - depends on the situation (i.e. population density). A simple
construction consisting of one or two rooms is sufficient and should be
located centrally within the area it serves.

A qualified medical staff member is usually required, particularly if antibiotics
are to be used. If there are no qualified staff available, either activities should
be limited to the treatment of very simple diseases, or serious training should
take place. In any case, staff should be trained in the use of essential drugs
and therapeutic protocols.

4. OUTREACH ACTIVITIES OR HOME-VISITING

The organization of adequate health services is generally not enough in itself
to secure health care for everyone. It has been observed that many patients,
even when suffering from serious diseases, do not come to health facilities
even when these are very close and treatment is free. This may be due to
several factors: a lack of awareness of health services, fear, lack of
acceptability, etc. Active case finding via home visits by members of their
own community is therefore essential for finding these sick people and
encouraging them to come for treatment, and this is one of the major roles of
home-visitors (HVs).

The selection and training of home-visitors and the non-medical duties they
perform are described in 9. Human Resources and Training; the medical
aspects are dealt with more fully in this chapter. Home-visitors should not
be confused with community health workers (CHW), who are a component of
long-term primary health care programmes, although some of their tasks
may be similar.

Activities

* Screening or active case finding is carried out in regular visits to shelters
and in mobilizing the community to check for sick persons (and any
malnourished), and is associated with the organization of a referral system
and the organization of transport to health services. This is also a key task
when outbreaks occur, along with informing the community about health
measures and available services.

* Another important task performed by HVs is the collection of data on
mortality and population numbers (see 8. Public Health Surveillance).
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* They may be given specific jobs to do, such as following up on treatment
compliance (e.g. shigellosis) or tracing defaulters from a specific programme.
If culturally acceptable, they may also participate in condom distribution.

* It is not usually recommended that HVs perform curative care activities,
unless they have been given a thorough and specific training.

Organization

The number of home-visitors (initially 1 for every 500-1,000 refugees) may be
increased, depending on how the situation evolves (outbreaks), and
considering any expansion in the range of programmes!. HVs should be
responsible for home visits and other tasks in the area or section in which
they live.

Training should be rapidly organized on case detection and other topics. A
supervision system must be ensured; 1 supervisor for every 10 HVs and
1 overall programme supervisor. Meetings should take place regularly, at
first daily, then weekly.

HVs should maintain very close contacts with the staff of the health facilities
and should be linked to the peripheral facility of their area, to which they
refer patients; frequent meetings should be held among them to discuss and
share information on the health problems in their areas.

Special issues

REPRODUCTION HEALTH
(See also Reproductive Health Care in the Post-emergency Phase in Part III)

During the emergency phase, resources should not be diverted from dealing
with the major killers. However, there are some aspects of reproductive
health which must also be dealt with at this stage. The UNHCR, together
with other agencies, has defined a 'Minimum Initial Service Package' (MISP)
to be implemented on site as soon as possible. These minimum services
comprise21:
— prevention and management of the consequences of sexual and gender-
based violence. This includes the provision of emergency post-coital
contraception to those women who request it;

— respect for universal precautions against HIV/AIDS (see following topic);

— guaranteeing the availability of free condoms to anyone who requests
them;

— simple deliveries and organization of a referral system to deal with
obstetric complications;

— planning for provision of comprehensive reproductive health services.

New Emergency Health Kits are available to cover 10,000 people for
3 months, but additional items must be procured to implement all MISP
activities.
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AIDS AND SEXUALLY TRANSMITTED DISEASES (STDs)
(See also HIV, AIDS and STD in Part III)

Although it has not been reported that refugee populations have a higher
HIV prevalence, population displacements may occur in areas where there is
a high sero-prevalence. Whatever the AIDS situation, special attention
should always be paid to this problem. It is essential that the universal
precautions against HIV/AIDS are respected by health workers right from
the beginning of any emergency in order to avoid accidental AIDS
transmission. The following should be ensured2!.22:

— disinfection and proper sterilization of medical and surgical material, or
utilization of single use material;

— restriction of the number of injections;

— protection of health staff: use of gloves, protective clothing, adequate
information;

— guarantee of blood transfusion safety and rationalization of blood
transfusion indications!s;

— safe handling of sharps;
— proper disposal of waste materials.

Condoms should be made available to those who request them, and staff
should make sure that their availability is known. The treatment of AIDS
patients is symptomatic.

In the post-emergency phase, other activities targeting AIDS and STDs may
receive more attention, see HIV, AIDS and STD in Part III.

CHILD HEALTH CARE

As in stable populations in developing countries, death rates in refugee
populations are highest in children under 5 years 17. Child health care in the
emergency phase is focused on activities that are the most effective in
reducing excess mortality: measles immunization, paediatric curative care,
and nutritional activities. Other child health activities, such as Expanded
Programme of Immunization (EPI), are not commonly provided during the
emergency phase, because they can only prevent a minor proportion of the
overall mortality and morbidity at that stage; they will be introduced once
the emergency is under control, providing that the population remains stable
(see Child Health Care in the Post-emergency Phase in Part III)17.

LABORATORY
(See 7. Control of Communicable Diseases and Epidemics)

It is not a priority to set up a laboratory in the emergency phase since most
diseases will be diagnosed clinically. However, laboratory services may be
required under certain circumstances: when drug-resistant malaria is a
major problem, in case of certain disease outbreaks (e.g. shigellosis) or when
blood transfusions are performed. Once the emergency is under control, a
simple laboratory with basic equipment may be set up in health facilities to
help to improve the diagnoses and quality of care. Strict indications for
laboratory testing should be established.
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SURGERY

Surgery is usually not a priority in refugee populations, but the management
of surgical emergencies (e.g. war wounded, emergency laparotomy) must be
organized rapidly. Preference is given to reinforcing a local hospital, which
may require the provision of drugs, surgical material, additional beds, and
possibly a surgical team (surgeon and anaesthetist). Transport must be
organized between the refugee site and the hospital. Surgery may play a key
role when an armed conflict is causing a large number of traumatic
injuries!9; if there is an overwhelming need for surgery, it may be necessary
to rapidly deploy a surgical unit to the refugee site. However, this should
only be a temporary measurel. A high level of hygiene is required: adequate
water supply, a sterilization system and strict attention to asepsis. Good
nursing is also essential, particularly for post-operative care. Indications for
surgery should be clearly defined and limited to casualties and surgical
emergencies; for instance, in Burundi (1994), there were a large number of
wounded among the Rwandan refugees fleeing the civil war, and special
surgical teams were sent in.

TREATMENT OF TUBERCULOSIS CASES

Such programmes should not be undertaken in the emergency phase. This
topic is dealt with in the Tuberculosis Programme in Part III.

MENTAL HEALTH
(See also Psycho-social and Mental Health in Part III)

Specific programmes to address mental health issues may be required. These
programmes usually have to be prepared in the emergency phase but will only
be effectively developed in the post-emergency phase. It should be kept in
mind that a proportion of the patients seen in OPD health services may be
psychologically traumatized refugees presenting psycho-somatic complaints.

Specific aspects of health care organization

Health care programmes should be coordinated with and involve all the partners:
the local health authorities, the refugee community and all agencies involved in
refugee assistance.

Agreement should be reached on the common use of some standardized systems
in order to improve and then maintain the coherence in the services offered by
all parties involved:

— clinical and therapeutic protocols,

— essential drugs and drug supply,

— patient flow and referral system,

— data collection,

— health coordination and relations with the national health care system.
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CLINICAL AND THERAPEUTIC PROTOCOLS

Standard medical protocols are essential in refugee health care, especially if
refugee, national and expatriate staff have different prescription habits. They
are also very useful for training staff and crucial for promoting a common
approach when different organizations are involved in curative care.
Standardization procedures need to be dealt with at coordination level, and
protocols should be available for every health care level in accordance with
essential drug lists (see below).

In principle, the national treatment protocols should be the guide. However,
in practice, they may be lacking, or are not suited to the type of health
problems and medical supplies typical of refugee emergencies, and need to
be adapted. Therefore, international agencies such as WHO!1, CDC17, MSF69 or
Oxfam? have developed guidelines that are adapted to the priority health
needs of refugee and displaced populations, and handy to use at the start of
a programme. Whatever standard tools are used, they should be adapted as
soon as possible to the particular refugee situation, under the supervision of
the health coordination body (see 10. Coordination). A small number of
clinical and therapeutic guidelines adapted to specific refugee programmes
in particular countries have been developed by some agencies (e.g. UNBROS,
Oxfam?” and ARC).

In addition to clinical guidelines, diagnostic flow charts might be useful.
WHO has designed flow charts for some major health problems such as
diarrhoeal diseases and respiratory infections!!.6. These are mostly used for
staff training, to assist in the management of specific problems (e.g.
dysentery and malaria), and to identify patients for referral in order to
ensure that cases are treated at the appropriate level.

ESSENTIAL DRUGS AND DRUG SUPPLY

An essential drugs policy is vital for any effective health care system,
ensuring a supply of safe, effective and affordable drugs to meet priority
health needs, and encouraging a rational and appropriate approach to the
use of drugs. It is particularly necessary to have standardized protocols for
drugs when dealing with refugee situations because of the large number of
health workers and organizations involved, and the varied circumstances in
which refugees are to be found!o. A list of essential drugs should be decided
for every level of health care, taking into account staff qualifications, the
type of services provided, local disease patterns and treatment protocols.
UNHCR, together with other NGOs, has developed standard lists of essential
drugs and supplies, although these will have to be adapted to each individual
situation!o.

A safe and effective drug supply system must be ensured from the start of any
medical interventions. Emergency health kits have been developed on the
basis of standard treatment protocols in emergencies. The best known is the
'New emergency health kit', which was conceived in collaboration with WHO,
UNHCR, UNICEF, MSF and other agencies, and has been adopted by many
organizations and national authorities. The contents of each kit are intended to
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meet the needs of 10,000 people for 3 months, based on an average attendance
of 4 new cases per person per year? (see 8. Public Health Surveillance). The kit is
designed for use at two levels (peripheral and central facilities)o.

It is very easy to use Kits in the first stages of refugee programmes because
they facilitate a swift and effective response to an emergency situation.
However, additional drugs may be required in the light of specific morbidity
patterns and drug sensitivity (e.g. chloroquine-resistant malaria and multi-
resistant shigellosis) and these should be ordered as early as possible. Drug
shortages may be frequent because of the high drug consumption in refugee
programmes due to frequent high attendance rates (higher than the average
expected 4 new cases per person per year) and bad prescription habits.
Requirements must be assessed rapidly and further supplies ordered on the
basis of projected consumption and morbidity patterns, and taking into
account the high drug consumption and the necessity of holding a reserve
stock®.

The donation of drugs (e.g. by a government) is a frequent source of problems
due to the inappropriate drugs received and expiry dates that have almost
lapsed. When these donations cannot be avoided, WHO regulations for
donations should be followedz24.

In large-scale emergencies, the management of drugs and medical material
is generally a full-time job at the start of the programme, and a senior staff
member should be in charge of the organization and management of central
stock, setting up a delivery system to supply health facilities, etc. Once the
acute phase of the emergency is passed, drug consumption and the rational
use of medical items should be monitored; this will also facilitate further
ordering. Guidelines on organization of medical store, drug management and
drug use are available in reference documentso.10.

REFERRAL SYSTEM

The referral system (see Figure 6.2) between services must be well organized,
avoiding bottlenecks as well as delays in the management of severe cases.

There are certain principles that should be observed:

— every refugee should have easy access to a basic level of health care;

— priority must be given to severe cases so that they can be dealt with
quickly;

— referral criteria and protocols should be established at every level of care;

— transport should be organized for referral to facilities outside the refugee
site.

Referrals may take place in the same facility (e.g. referral consultation), from
one level of care to another (e.g. from health post to health centre) or from a
health facility to another programme (e.g. to a feeding centre) or conversely.
Referrals normally require formal agreements between all the programmes
concerned, and standardized procedures. This is particularly crucial when
referring to services outside the refugee site.
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The referral system must be particularly efficient during outbreaks, when
suspect cases detected by home-visitors or the peripheral facility must be
promptly referred to the relevant treatment unit.

Figure 6.2
Referral of patients between health facilities on the refugee site:
chart showing camp services and the referral flow of patients.

CHOLERA

N 0
CAMP \ HOSPITAL
OR...
o
o
o
we - g

OPD| IPD
e o ©
HC
3 O
HC : Health centre Q 1o}
OPD : Out-patient Dpt. o
REFUGEE SITE
IPD : In-patient Dpt. \ / oHV
HP : Health post HV -
HV : Home visitor © >
FC : Feeding centre

DATA COLLECTION
(See 8. Public Health Surveillance)

The collection of health data must be organized as soon as health services
are established, with reporting on a daily or weekly and later a monthly
basis. Four types of data should be collected:

* Vital statistics: these mainly concern population figures and the number of
deaths in the settlement and are collected by home-visitors.

* Routine data on morbidity: these are limited to the most common diseases
and those which are potentially epidemic and are based on strict case
definitions. This data allows early warning of epidemics and an estimate of
morbidity patterns.

* Routine data on medical activities (monitoring the different activities):
only a limited amount of data will be useful during the emergency phase,
principally concerning the number of consultations, admissions, exits and
deaths in the in-patient service.

When the total number of consultations in the refugee settlement are
known, it becomes possible to make a monthly calculation of the 'attendance
rate' (number of new cases in OPD per person per year extrapolated from
monthly data to arrive at annual attendance rate). This is a measure of how
much the medical services are used by the population. The attendance rate
is particularly high in refugee populations: it varies around 0.5-1
NC/person/year in stable populations, while an average of
4 NC/person/year is expected in refugee populations!4.
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When the attendance rate is low (say under 2 NC/person/year), the
reasons for this must be assessed, and may include poor access to health
care or the insufficient capacity of the existing facilities. It may for
instance indicate a need to decentralize or expand health services. When
access for specific groups is poor (e.g. ethnic minority or women), it may be
necessary to make changes in the health staff or provide separate services
for these groups.

Where the attendance rate is too high (say above 5 NC/person/year) - and
rates as high as 10 NC/person/year were observed in Goma in 1994 - this
may be due to an error in estimating the denominator e.g. the non-refugee
population may be using the same facilities, or an over-utilization of
services. The supply of free drugs to patients definitely plays a role in very
high attendance rates.

The hospital mortality rate (percentage of the number of deaths over the
number of exits) is useful for monitoring the quality of care.

* Data provided through studies carried out within a health facility may
cover aspects of morbidity (e.g. plasmodium index among patients), drug-
sensitivity for some treatment or health behaviour (e.g. treatment compliance),
but is not often required in the emergency phase.

A health worker should be made responsible for the collection of routine
data in each facility. The medical coordinator is responsible for the overall
supervision, analysis, interpretation and reporting of data.

HEALTH COORDINATION
(See also 10. Coordination)

The integrated organization of health programmes is based on coordination
between the partners involved. Good coordination is required not only
between the different medical programmes, but also with other programmes
affecting refugee health (water and sanitation, food distributions, etc.).
Coordination is particularly essential when a large number of agencies are
working on the same site, in order to avoid a situation where some programmes
overlap while other needs are not met.

Health coordination must be carried out in line with certain principles:

— Health sector coordination teams should be established at central level
(national or regional) and at field level (on site). They must involve the
Ministry of Health (MOH). If a UNHCR medical coordinator is present, this
person may play a key role.

— Health coordination at the central level may be under the leadership of the
MOH or UNHCR; at the field level, it is the role of either the local health
authorities or a health agency.

— The individual responsibilities of each of the partners involved should be
clarified and the division of tasks formalized (e.g. written terms of agreement).

— Regular meetings among partners at both levels should be organized early
on in order to define common health strategies, adapt health programmes,
divide tasks according to changing needs, share information, discuss any
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specific health problems (e.g. a current outbreak) and work on guidelines
and standard policies for assistance programmes.

— The reporting system should be decided by the health coordination team,
which must agree upon the information required and the standard forms
to be used; the regular collection of reports and their dissemination
should be centralized by one of the partners.

— The use of standardized guidelines and policies by all partners concerned
is imperative in any coordinated medical assistance.

Relations with the national health care system

As stated above, refugee health services and staff fall under the responsibility
of the host health authorities and their authorization is required before
starting up any relief activities. Coordination is thefore very important. A
formal agreement is required, outlining the responsibilities on each side. This
aspect is too often overlooked when relief organizations rush in to deal with an
emergency.

Health authorities, at the national and/or local level, may assist medical NGOs
by providing local health staff, medical guidelines and information on local
morbidity patterns, such as potential epidemic diseases. Refugee assistance
programmes should be in line with the national health policies of the host
country whenever possible. However, some policies may not be applicable
during the emergency or may have to be adapted; for example, there are
different strategies and target age groups for measles immunization in refugee
emergencies.

* When new facilities have to be set up

An agreement should be reached with the national health authorities on
the services to be provided, medical protocols, health staff, and referral to
local services. Negotiations on issues such as refugee health policies may
sometimes be arduous, particularly when these policies clearly differ from
the national ones.

Certain complex issues require special attention and clear agreement:

— Health staff (see 9. Human Resources and Training): Diplomas hold by
refugee health staff trained in their country of origin may not be recognized
by the host MOH; the same may sometimes be true for expatriate medical
staff. Salaries may pose a difficult question as the salaries paid by foreign
agencies are often higher than those of the MOH. Although this may be
justified by the hardships involved and a higher workload, a drain on
qualified health staff transferring to work in refugee camps may endanger
the national health system. It may be useful to hire both refugee and
national staff to run health facilities as they may complement each other in
regard to knowledge of health problems and language. However, cultural
and ethnic differences between refugees and national staff must also be
taken into consideration as these may affect accessibility to health services
for some refugee groups.
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— Level of health services: It frequently occurs that the health services in
the camps provide a higher quality of care than the local services.
Although major differences in quality should obviously be avoided, this
may be difficult to guarantee because the greater availability of drugs in
refugee assistance programmes already creates a difference in the
quality of care offered from the start. The best strategy is to reinforce the
local services, e.g. through supplies of drugs and equipment. Refugee
health services that are of a higher quality and free of charge may also
attract the local population to attend; they cannot be refused, particularly
not the urgent cases. Nonetheless, this influx may overwhelm refugee
facilities and create competition with the local services; when these are
based on a system of cost recovery, this system may even be endangered.

— Disease outbreak: If there is an outbreak of disease, this will generally
not be confined to the refugee population: indeed, there is a high risk
that the resident population will be affected as well. It is imperative in
such a case to notify the health authorities and agree upon common
strategies. The relief agencies working on a refugee site cannot overlook
the local resident population at risk, and additional back-up must
sometimes be provided to local services.

* When the existing health facilities are to be used

When the refugee population are to use existing health facilities, certain
issues must be discussed and agreed upon.

— Fees: Refugees should generally have free access to health care, but cost
recovery systems have been introduced in many countries, and health
care financing of the existing system is generally walking on a tightrope.
It will therefore be necessary to arrange compensation for facilities
offering free access to refugees (either financially or materially, e.g.
through donations of drugs). UNHCR is generally involved in this aspect
where refugees are concerned; for instance, in Guinea, the MOH decided
to offer free care to refugees in local facilities in 1989 and UNHCR
covered the fees for refugees at the same rate as Guinean patients would

pay=°.

— Resources: As attendance in existing facilities increases, these should
receive additional resources to help them cope: additional staff, drug
supplies, tents to increase capacity, possibly supplementary funding. The
adequacy of the existing structures also needs to be assessed.

— National health policies: These need to be adapted to the specific
refugee health needs, and training of national staff in dealing with
refugee emergencies may be needed.
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Principal recommendations regarding health care
in the emergency phase

* The health authorities must be contacted and involved from the outset
of medical programmes.

* Whenever possible, the existing facilities of the host country should be
used. However, in most camp situations, new services have to be set
up. Health services should focus on basic curative care.

¢ Ideally, four levels of health care should be envisaged:
— a referral hospital,
— a central facility,
— peripheral facilities and
— outreach activities.

As soon as a central facility is up and running, some services should be
decentralized in order to improve accessibility to health care and avoid
the central facility becoming swamped. Whether or not a hospital will
be required in the camp and what its capacity should be depends on
the local situation.

* Some basic tools are essential for organizing effective health care:
treatment protocols, lists of essential drugs for each level, a clear referral
system for patients, good coordination, including relations with the
national health authorities, and a system of data collection to ensure
health surveillance from the start and early warning of epidemics.

* Health services have to be flexible: they must be adapted to the
evolving situation and changing needs. If an outbreak occurs, the need
for curative care may be very high and additional capacity will be
required.

o /
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7. Control of communicable diseases
and epidemics

Introduction

The primary causes of morbidity and mortality among refugees and displaced
populations are measles, diarrhoeal diseases, acute respiratory infections,
malnutrition and, in areas where it is endemic, malaria. Studies indicate that
these diseases account for 51% to 95% of all reported deaths in refugee
populations!. Most of these health problems are communicable diseases (the
only exception being malnutrition). Other communicable diseases, such as
meningococcal meningitis, hepatitis, typhoid fever, typhus, relapsing fever, etc,
have also been responsible for outbreaks in refugee camps28. Outbreaks or
epidemics may occur in refugee populations at any time: in the emergency,
post-emergency or chronic phase.

There are 3 major sources of communicable disease in a refugee population:

* Refugees may bring infection with them from their home environment (e.g.
malaria or trypanosomiasis) or from the areas they travelled through before
arriving.

* The disease may be present in the new environment and the local population;
refugees who have not acquired immunity (e.g. against malaria or cholera) are
therefore at greatest risk.

* Disease may surface in the camp itself as a result of overcrowding, poor
sanitary conditions, etc.

A poorly planned refugee settlement is one of the most pathogenic environments,
due to the typical overcrowding, poor water supply and sanitation, and
inadequate shelter, which are the main risk factors for communicable diseases.
In addition, the poor nutritional status of many refugee populations and their
lack of acquired immunity from some diseases, combined with disruptions to
the immunization services, all contribute to increasing their vulnerability.
Psycho-social factors, such as stress, family disruption and change of
environment, which destroy many of the refugees’ coping mechanisms, also
make them more vulnerable to illness.

The communicable diseases that are most common among non-displaced
populations tend therefore to be more easily spread and more severe among
refugee populations, presenting higher incidence and mortality rates.
Furthermore, camp conditions facilitate the spread of other diseases, with the
risk of epidemics increasing dramatically (meningitis, cholera, dysentery, etc.)s.

Most of the risk factors in refugee settings can be eliminated or their impact
reduced, i.e. a major proportion of epidemics and the high mortality related
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to communicable diseases will be averted through preventive measures and
appropriate case management23.

The general measures which should be taken in order to control communicable
diseases are indicated in the introductory chapter to Part II, The Ten Top
Priorities.

Objectives

The main objective of disease control is to reduce the excess overall mortality
among a refugee population. To achieve this goal, interventions must aim at
reducing the morbidity caused by the killer diseases and lowering their
related mortality (case fatality). This includes measures intended to prevent
or stop epidemics.

GENERAL MEASURES FOR COMMUNICABLE DISEASE CONTROL

* General preventive measures aimed at reducing the number of cases are
the most effective for the control of communicable diseases5. These
measures are not specific to any given disease and consist mainly in
improving the environment and the living conditions of refugees:
decreasing overcrowding by a proper organization of the site, providing
shelters, ensuring water supplies, excreta disposal, food supply, vector
control, etc. In addition, mass immunization against measles is extremely
effective and must always be given the highest priority. These topics are all
dealt with in other chapters.

e Outreach activities should be undertaken by home-visitors conducting
early case finding and active screening to cover the whole population.
Suspected cases should be rapidly referred to the health facilities.

* In addition, control of the 4 biggest killer communicable diseases (measles,
diarrhoeal diseases, acute respiratory infections and malaria) requires the
implementation of a basic health system: health facilities must be rapidly
set up to ensure the early and adequate treatment of the main diseases.
This is essential for reducing mortality and preventing the further spread
of disease.

* Epidemic control implies a need for a good surveillance system (see
8. Public Health Surveillance). If data suggest the occurrence of an outbreak,
there must be an early and appropriate response; its effectiveness will be
enhanced if contingency plans have been drawn up in advance.

General measures are described below and measures specific to each
disease are developed in the relevant sections of this chapter.
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EPIDEMIC PREPAREDNESS

General contingency plans should be prepared in any refugee emergency in
order to enable health teams to react as quickly as possible if an epidemic is
declared.

Planning should cover a range of measures2:

* Information should be obtained on potentially epidemic diseases that may
occur in the refugee site area or could be brought in by refugees. This can
usually be provided either by the Ministry of Health (MOH) in the host
country and the country of origin, or from international agencies.

* A surveillance system must be ready to detect new epidemic diseases as
soon as they appear and standard case definitions established, although
these may have to be adapted once an epidemic is declared. It is important
to train health staff in the use of case definitions in order to ensure early
detection of epidemic diseases.

* Standard protocols for epidemic diseases must be made available for use
in prevention, diagnosis and treatment procedures. These may be
requested from the host country MOH or from international agencies (e.g.
WHO or CDC). Case definitions and standard protocols must be drawn up
but, whenever possible, should be adapted to the local conditions: whether
or not a laboratory is available, the level of qualification of health workers,
local characteristics of the causative agent (drug resistance and serotype),
acquired immunity of the refugee population, etc. These protocols can be
worked out by health teams with the help of experts, and should be agreed
upon in health coordination meetings.

* A laboratory must be identified, whether locally or in another country, for
providing confirmation of cases. Sample material for the most common
tests (stools and serum) should be available on site, and a few 'rapid tests'
may also be stored locally. A reference laboratory should also be identified,
at regional or international level. This may, for example, be required for
antibiotic sensitivity testing of Shigella, or for viral haemorrhagic fever. See
below under Laboratory.

* Sources of relevant vaccines should be identified in case a mass campaign
is required to control an epidemic (e.g. measles or meningitis). A stock of
measles vaccine must be available, as immunization remains a priority
throughout.

* Reserves of material and medical supplies should be prepared and stored
in an easily accssible place, exclusively reserved for use in the event of an
epidemic. These reserves will usually include oral rehydration salts,
intravenous fluids, immunization material, tents, plastic sheeting, etc. A
cholera kit should be held in reserve in most situations.

* Possible treatment sites must be identified. Since cholera is a risk in most
situations, an appropriate site within the settlement should be identified
and prepared for a cholera unit to be set up if required; it may even be
built in anticipation (see section Control of diarrhoeal diseases later in this
chapter).
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* The accessibility of health services must also be ensured: health facilities
should be accessible to all sections of the settlement, and outreach
activities carried out by home-visitors should ensure that the whole
population is reached.

* The availability of human resources and their level of skills must be
assessed and upgraded if inadequate. Training needs should be
determined. Responsibility should be worked out in advance for the
specific tasks that have to be distributed among the different members of
the health teams which will be involved in controlling an outbreak
(surveillance activities, curative care, immunization, etc.). In situations
where there is a high risk of certain epidemics (cholera, dysentery or
meningitis), training courses may be organized in anticipation of an
epidemic. Several guidelines on outbreak control, covering many of the
diseases likely to be met with, are available and may be used for training
(references for these are indicated at the end of each section dealing with a
specific disease).

Interventions in epidemics of communicable diseases

INVESTIGATING THE EPIDEMIC45.6

When an epidemic is suspected, the following steps should be undertaken
immediately by the team in the field, without waiting for external support.
Although epidemiologists may be required in certain outbreaks, their arrival
may be delayed and their work will in any case rely on the quality of
information collected initially by field teams.

* Confirmation of the existence of an epidemic: reports and rumours of
outbreaks are frequent among refugee populations and should always be
followed up.

An epidemic is defined as an excessive number of cases of a given disease in
relation to prior experience according to place, time and population®. This
implies comparison of the incidence of the disease with a previous incidence
at a similar time of year and in the same population, which is usually not
possible in regard to refugee populations. Hence, it can be difficult to decide
whether there is an epidemic or not, and criteria for epidemic thresholds
should be established for the diseases for which this is possible. For
instance, for a few specific diseases, one case reported in a refugee camp is
sufficient for an epidemic to be declared (e.g. cholera); for other diseases
such as meningitis, two consecutive doublings of the weekly incidence may
be required. However, many diseases do not have a defined threshold for
declaring an epidemic. Any suspected or confirmed epidemic must be
reported immediately to health coordinators and local health authorities.

* Confirmation of the diagnosis: the causative agent must be identified by
assessing suspected cases. Diagnosis should be confirmed either on a
clinical basis by senior staff (e.g. for measles), or by laboratory tests, in
which case specimens need to be taken (e.g. serum, faeces or cerebrospinal
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fluid) and sent to a reference laboratory for further tests (see below
Laboratory).

* The case definition: this is an essential tool for epidemic investigation
which should be rapidly established or adapted. Cases can be classified as
suspected, probable or confirmed on the base of diagnostic criteria.

¢ Case registration: in addition to the basic information collected through a
routine surveillance system, information on every case should be registered
on a separate form. This should include at least age, location, date of onset
and outcome; for some diseases, additional data on immunization status,
water source, symptoms, treatment and duration of the disease may be
collected.

* Sorting data: data should be sorted as follows:

— time: an epidemic curve should be drawn showing the distribution of
cases over time; for instance, this makes it possible to know if the peak
of the epidemic has been reached, and helps to foresee how the epidemic
will evolve;

— place: it may be useful in outbreaks of certain diseases to map cases
geographically with date of onset and observe where and how the disease
spreads;

— person: weekly attack rates should be calculated, as well as the distribution
of cases by age, sex, and other variables.

* High risk groups: these can be suspected by comparing the attack rates
in different groups, especially in regard to age and sex. Confirmation of a
risk difference may require further study. The identification of these high
risk groups helps to target them better through preventive and curative
measures; for instance, high risk groups in shigellosis epidemics should
always receive antibiotic treatment.

 Studies: in some epidemics, routine data does not give sufficient information
about the source of the epidemic, risk factors, local characteristics of the
causative agent (resistance, serotype, etc.), mode of transmission, etc.
Methods such as case control studies, retrospective epidemiological surveys,
or environmental assessments may have to be employed to identify
transmission modes, risk factors in regard to severity, etc., but these often
require the help of epidemiologists.

OUTBREAK CONTROLS.7

There are twin objectives to epidemic controls: to lower the number of cases
(by preventive measures) until the epidemic is stopped and to reduce the
mortality among cases (early detection of cases and treatment). The
implementation of these control measures should not wait until the epidemic
is fully investigated. Control measures vary widely depending on the disease
and are dealt with in the relevant sections of this chapter.

Control strategies fall into 3 major categories of activity:

1. Attack the source, i.e. reduce the sources of infection to prevent the
disease spreading to other members of the community. Depending on the
disease, this may involve the prompt diagnosis and treatment of cases
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(e.g. cholera), isolation of cases (e.g. viral haemorrhagic fevers) and
controlling animal reservoirs (e.g. plague).

2. Protect susceptible groups in order to reduce the risk of infection:
immunization (e.g. meningitis and measles), better nutrition and, in some
situations, chemoprophylaxis for high risk groups (e.g. malaria
prophylaxis may be suggested for pregnant women in outbreaks).

3. Interrupt transmission in order to minimize the spread of the disease by
improvements in environmental and personal hygiene (for all faeco-orally
transmitted diseases), health education, vector control (e.g. yellow fever
and dengue), and disinfection and sterilization (e.g. hepatitis B).

A special issue: the laboratory in refugee situations

IN THE EMERGENCY PHASE

Setting up a clinical laboratory is not a priority in the emergency phase of
assistance to refugees or displaced persons. The most commonly reported
diseases in this period and the main causes of death can be identified
clinically, and their treatment will be presumptive or symptomatic.

On the other hand, as soon as an infectious agent is suspected of being the
possible cause of a major outbreak, every means must be employed to
ensure a precise identification (see above, page 148, under Investigating the
epidemic). This essentially means having sample material available for
testing and a reference laboratory network (e.g. Institut Pasteur) to turn to
for confirmation, whenever necessary!°. Simple sampling techniques exist for
blood or stool testing on filter paper, for example, for the identification of
cholera vibrio or unexplained fevers. Testing and sampling kits must be
available in the field whenever there is a risk of an outbreak!o. Moreover, in
cases where meningococcal meningitis is suspected or there is a risk of
epidemic, it is wiser to have a kit for rapid diagnosis using cerebrospinal
fluid (rapid test)o.11,

In any hospital facility performing transfusions, it is essential not only to
have serum tests for determining blood types, but also equipment for rapid
HIV screeninglo.12, Rapid screening tests for viral antigens of hepatitis B
(HBS) may also be considered, depending on the material and human
resource capabilities of the hospital. Screening for syphilis is a more difficult
issue, as simple tests like the VDRL lead to multiple cross-reactions from
other antigens, and it is rarely possible to perform more complex tests such
as RPR in emergency situations.

Only material required for performing the above-mentioned techniques
would normally be considered essential emergency equipment. Besides, it is
advisable to identify a reliable laboratory nearby (e.g. in a neighbouring
hospital) for necessary tests that cannot be performed in the refugee setting.
This also implies that health workers should know how to collect and send
the samples.
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However, there may be exceptions to this very limited programme:

* A medical team may need to carry out an assessment of the drug
resistance of certain malaria plasmodium strains. This may have to be
done during the emergency phase because of the grave consequences of
treatment failures (see section Malaria control below)13. Such an evaluation
needs specialist advice and equipment.

* Shigella dysenteriae type A (Sd1) and other agents responsible for
dysentery outbreaks require specific and rapid investigation. Identifying
the bacteria requires culture as it dies rapidly outside the body. The major
problem with such epidemics is that antibiotic resistance develops rapidly.
Monitoring this resistance by regular antibiotic sensitivity testing is of
prime importance for the control of an epidemic of this type. If there is no
reference laboratory able to test, culture and carry out sensitivity tests,
equipment will have to be supplied to set up a laboratory and staff will
have to be specially trained (see section Control of diarrheoal diseases
below)14.

AFTER THE EMERGENCY PHASE

Once the emergency phase is past, a laboratory performing basic complementary
tests may be necessary as a diagnostic aid10.15. Its use and limitations should be
carefully assessed, including indications on which health staff are permitted to
request testing or refer specimens. A basic laboratory is not expensive, but local
staff will usually require extra training or refresher courses on laboratory
techniques.

The main tests requested are usually malaria smears and stool examinations
(for intestinal parasites). As each test requires a certain amount of time for
preparation and microscopic observation, there is an obvious danger of
decreasing their reliability by overloading laboratory staff. It is therefore wise
to impose strict limits on laboratory testing and the referral of specimens!o.

Microscopic diagnosis of tuberculosis should only be planned if all other
measures for managing the disease have already been implemented (see
Tuberculosis Programme in Part III).

Some epidemics of certain tropical parasitoses, which are public health
priorities among the displaced people in some regions, require screening, and
complicated and cumbersome treatment: for instance African trypanosomiasis
and visceral leishmaniasis (see Human african trypanosomiasis and
Leishmaniasis in appendix 4). The laboratory has a primary role to play here in
regard to screening tests and decisions about therapy, and the equipment and
expertise required are beyond the scope of a basic clinical laboratory.

Control of the main communicable diseases
Control of the most common communicable diseases - diarrhoeal diseases

(including dysentery and cholera), acute respiratory diseases, measles and
malaria - is dealt with in sub-sections of this chapter.
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The control of rarer or less severe diseases, which experience has proven to
be potentially epidemic or endemic in a refugee context, is treated in Annex 3.
The diseases covered are meningococcal meningitis, hepatitis, haemorrhagic
fevers, including yellow fever and dengue, typhus, relapsing fever, typhoid
fever, influenza, leishmaniasis, plague, trypanosomiasis, Japanese
encephalitis, schistosomiasis, poliomyelitis, whooping cough, tetanus,
scabies, conjunctivitis and Guinea worm. The control of sexually transmitted
diseases, including AIDS, and tuberculosis is dealt with by individual
chapters in Part III (see HIV, AIDS and STD, and Tuberculosis Programme).

-

Principal recommendations regarding the control of
communicable diseases and epidemics

* The 4 major communicable diseases responsible for most
mortality (diarrhoeal diseases, respiratory infections,
measles and malaria) must be brought under control.

* Preventive measures are the most effective, and health
facilities are essential for the early management of cases.

* Health teams must be ready to react to epidemics by
preparing contingency plans in regard to material and
staff requirements, protocols, health facilities, etc.

* Every outbreak requires a response specific to the disease.

o /
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A - Control of diarrhoeal diseases

Introduction

Diarrhoeal diseases represent a major public health problem in developing
countries. Each year, at least 4 million children under 5 years of age die
from diarrhoea, 80% of them under 2 years old. Rotavirus, Colibacillus and
Shigella are the most commonly identified infectious agents1o.

An inadequate water supply (both in quantity and quality), poor sanitation,
overcrowding and malnutrition are the main factors implicated in the
occurrence, spread and severity of diarrhoeal diseases. Malnutrition and
diarrhoeal diseases are particularly closely linked; malnutrition increases the
severity and duration of diarrhoea, and diarrhoea may cause malnutrition!2.

Among refugee and displaced populations, diarrhoeal diseases are a major
cause of morbidity and count as one of the main Kkiller diseases; in the
refugee camps of Somalia (1980), Ethiopia (1982), Malawi (1988) and Goma
(Zaire, 1994), 28-85% of deaths were attributable to diarrhoeal diseasess3’.
However, most deaths from diarrhoea can be easily prevented by oral
rehydration therapy (ORT).

SURVEILLANCE

Surveillance of diarrhoeal diseases is included in the routine surveillance
system and as far as possible should be in line with the host country’s
national programme for the control of diarrhoeal diseases (CDD).

Cases of bloody and non-bloody diarrhoea should be recorded separately
and it should be indicated whether they fall into the under-five or over-five
age group. Deaths from bloody and non-bloody diarrhoea should be recorded
separately in the mortality surveillance whenever possible, depending on the
ability of staff to determine cause of death by interviewing families (verbal
autopsy, see 8. Public Health Surveillance). This information enables the
detection of dysentery or cholera epidemics.

Medical staff should be alerted when one of the following observations are
made:

adult deaths (or deaths over 5 years) due to diarrhoea,

— an increase in the number of adult cases with diarrhoea and dehydration,
— a significant increase of cases of bloody diarrhoea (dysentery cases),

— arise in the case fatality rate.

These observations should be followed up by a rapid laboratory confirmation

of cholera or shigellosis cases. Procedures for taking specimen and
laboratory tests to be performed are available in guidelines!s.16.
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PREVENTION

Preventive measures consist of improving the standards of water and sanitation
(see 3. Water and Sanitation) and ensuring adequate general nutrition. They
involve:

— an adequate and accessible supply of clean water;

— an adequate disposal system for human excreta (latrines or defecation
field);

— improved personal hygiene by providing soap in sufficient quantities and
through health education with regard to environmental, food and personal
hygiene;

— a regular and adequate food ration for everyone, and the promotion of
breast feeding;

— control of food safety through health education for those selling food in a
market and for the general population, although this is often not practical.

CASE MANAGEMENT

Apart from the case management specific to each diarrhoeal disease,
dehydration and malnutrition should be prevented or treated.

e Early rehydration is the most important treatment for preventing death
and requires the organization of oral rehydration therapy (ORT) units. An
ORT unit must be set up in every health facility (hospital, health centre
and health post) and feeding centre, as diarrhoeal diseases always
represent a major problem in refugee populations. In practice, at the start
of an intervention, a lack of trained staff may make it impossible to open a
sufficient number of ORT units; but at least one ORT corner should
rapidly be set up in the central health facility, followed by others once staff
have been trained. It is important to decentralize ORT units so that the
population has easy access to them and the highest possible coverage of
diarrhoeal cases can be ensured.

Further decentralization might be considered in situations such as
epidemics: small ORT units scattered around the camp supported by
trained staff (e.g. community health workers) may supplement existing
health facilities?. These units should detect serious cases (dysentery and
severe dehydration) and refer them to health facilities, ensure rehydration
throughout the day of other cases and may be coupled with active case-
finding by home-visitors. However, this strategy is only feasible when the
staff are sufficiently well trained to identify severe cases and refer them
immediately, and when close supervision is ensured. These conditions are
often not present, at least not in the first stages of an emergency.

Unfortunately, the organization of rehydration centres is frequently a weak
point in refugee relief programmes: ORT centres are not seen as a priority
when there is no outbreak of diarrhoea: their set-up is generally delayed
(until a month after beginning an emergency programme in many cases)
and their numbers insufficients. In addition, they are often limited to
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distributing oral rehydration salts (ORS) packs and the information provided
to patients is not sufficient to ensure the continuity of rehydration and the
quality of the solution once they are back home.

A major and common problem is that most people, whether mothers of
dehydrated children or health staff, do not believe in oral rehydration.
Patient compliance with oral rehydration treatment is therefore difficult to
achieve and additional efforts will be required to improve it through
targeted health education by medical staff and home-visitors. A clear
explanation of how to prepare the solution at home is essential.

* Feeding and breast-feeding must be continued and are particularly important
in view of the strong relationship between malnutrition and diarrhoeal
diseases (see above).

EPIDEMICS OF SEVERE DIARRHOEAL DISEASES

These have become increasingly common among displaced and refugee
populations over the last few years. The responsible pathogens are most
likely to be the same agents that cause diarrhoea in non-refugee populations
in developing countries. Epidemics due to Shigella dysenteriae type 1, Vibrio
cholerae, and Escherichia coli 0157 are the ones most frequently encountered
and are dealt with in this chapters.

Shigellosis

Shigella is the most frequent cause of dysentery (see other causes below).
Shigella dysenteriae from serogroup type 1 (or Sd1l) differs from the other
Shigella serogroups in 3 ways!:

1. It is the only cause of large-scale and prolonged dysentery epidemics.
2. Antimicrobial resistance occurs more frequently.

3.1t is the most virulent organism, causing more severe, prolonged and
frequently fatal illness, with high case fatality rates!.

Infection with Sd1 is most common in overcrowded areas with poor sanitation
and water supplies. Refugee populations are thus at especially high risk!.

A major characteristic of shigellosis is that it is highly contagious. The
infectious dose is very low as compared, for example, with cholera: the
ingestion of as few as 10 to 100 organisms can cause the disease (while the
cholera infectious dose is counted in millions).

A major concern about Shigella is its extraordinary ability to develop strains
multi-resistant to antibiotics. Sd1 has shown resistance to a wide range of
antimicrobials such as ampicillin, cotrimoxazole and more recently nalidixic
acid. Recent studies have shown that resistance patterns can vary considerably
over time and within defined areass. But a major obstacle to monitoring and
quantifying antibiotic resistance is the fragility of the micro-organism (culture
failures are frequent). The consequences of multi-resistance are increasing
difficulties in case-management and the high cost of treatment (because of
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newer drugs required). While the mechanisms involved in the development of
resistance are not fully identified, it is clear that health staff and patients are
both partly responsible: health staff by large, uncontrolled or incorrect use of
the drugs - resulting in over or under-prescription - and the patient by poor
treatment compliance. Rapid and simple tests for diagnosis are still in the
experimental stage.

EPIDEMIC DESCRIPTION

Dysentery epidemics due to Sd1 occur mostly in highly endemic areas, but it
is likely that most developing countries are at risk!2. Epidemics have been
reported throughout the world, including countries in Latin America, Asia
and Africa.

Some epidemic characteristics differ between stable situations and refugee
settings:

* In stable populations, overall attack rates vary by around 5%. All age
groups are concerned (while endemic shigellosis affects a higher
proportion of children). Around half of the infections are symptomatic, and
around 10% of them are severe enough to require hospitalization. Case
fatality rates (CFR) range from 10%-20% with inadequate treatment and
from 2%-5% with appropriate treatment (hospital data)2. Seasonal
variations are observed, though not in the same manner in all countries (a
higher incidence can occur in both rainy or dry seasons).

 Among refugee populations, there have been large-scale outbreaks of
shigellosis, especially in Africa (Rwanda#4, Tanzaniaé, Zaire!4), causing high
mortality rates. The overall attack rates have reached levels above 30%!,
with weekly incidence rates ranging from 2%-10% (Rwanda, 199413). In most
reported outbreaks, children under five were the most affected, with attack
rates twice those observed among the over-fivess. It has been observed that
the overall attack rate in camps seems to be related to population density.
The disease does not appear to be more serious in refugee settings - except
when there is a high level of malnutrition. On the contrary, CFRs can be
even lower than in open situations because good treatment compliance is
easier to ensure: CFR based on hospital data was 1% in Goma (Zaire, 1994)
where treatment was 5 days of ciprofloxacine!3. However, a major proportion
of shigellosis deaths in large refugee settlements occur at homes.

OUTBREAK CONTROL

Outbreak investigation

* In the absence of a clear epidemic threshold, an epidemic should be
suspected if one of the following is observed in the routine data collection:

— an unusual or sudden rise of new cases in weekly reports,
— an increase in the proportion of dysentery within diarrhoeal cases,
— an increased number of deaths from bloody diarrhoea.
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Stool specimens should be collected from dysentery cases and sent for
analysis in the early stages of an outbreak in order to identify the causative
agent and determine the antibiotic resistance patterns (initially and for
monitoring). The preparation of specimens is complex and culture failures
are frequent (28% of positive stool samples among clinical shigellosis cases
in Rwanda, 1994)13. Strict procedures must be followed (see below) and
detailed information is available in reference documents!.11.15.16. Once
Shigella has been confirmed as the causative agent of the epidemic, cases
should be diagnosed clinically!.

However, antibiotic resistance must be monitored periodically: tests should
be carried out on specimens (on at least 20 specimens with Sd1) every one
or two months, or if a new resistance is suspected on clinical grounds.

* The case definition should be standardized immediately, using the recommended
case definition for dysentery!:

Case definition for dysentery!:
any case of diarrhoea with visible blood in the stools.

In theory, medical staff should check for the presence of blood in the fresh
stools of suspect cases, or at least when there is doubt!. However, it may
be difficult to convince staff to respect this recommendations..

* For surveillance and reporting purposes, the number of deaths from
bloody diarrhoea must be recorded in routine mortality data and staff
should be trained in verbal autopsy if required. For each case, the
registered data should include the date of onset, origin, age, treatment and
outcome (including eventual treatment failure).

CFRs based on hospital data must be monitored to assess the efficacy of
the treatment.

-

~

Principles to be followed when taking stool samples
in a Shigella epidemic!

e Selection of cases for bacteriological sampling should respect these
criteria:

onset of illness less than 4 days before sampling,
current bloody diarrhoea,
no antibiotic treatment received,

patient consent.

e A sufficient number of samples must be tested: 20 samples minimum per
site.

* An appropriate laboratory is selected, located as close as possible to the
settlement.

* A specific transport medium must be used, and the specimen should be kept
refrigerated.

- /
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Preventive measures

Person-to-person transmission plays an important role and the promotion of
personal hygiene is therefore the best preventive measure. Moreover, there is
a risk of transmission by water and food as large numbers of Sd1 are
excreted in stools, and as S. flexneri and S. sonnei can survive for up to six
months in water and some foodstuffs (little is known about Sd1 survival in
the environment).

Preventive measures are those described for all diarrhoeal diseases, but
some deserve particular attention given Shigella characteristics:

sufficient quantities of water should be available;

soap should be available: several studies have shown the important impact
of soap distribution, e.g. in Bangladesh it reduced the secondary infection
rate from 32.4% among controls to 10.1% among the targeted populationz;

the use and maintenance of latrines should be promoted;
— attention should be paid to food preparation and consumption;

— adequate food rations should be ensured.

Some potential vaccines are on trial.

Case management

* High-risk patients, i.e. those most at risk of dying from dysentery, must
be identified and receive appropriate attention. According to WHO, high
risk patients are !:

— children under 5 years,
— adults above 50 years,

— any case which is dehydrated, has had convulsions, or is seriously ill
when first seen,

— older children or adults who are obviously malnourished.

Ideally, all severe dysentery cases should be hospitalized and receive effective
antibiotic treatment under strict medical supervision. If sufficient space is
available in in-patient facilities, other high-risk patients can also be
hospitalized. Otherwise, they are treated by the out-patient department with
careful follow up.

* Therapy with an effective antibiotic is the mainstay of treatment for
Sd1. This therapy lessens the risk of serious complications and death, and
should ideally be given to all dysentery patients. However, there are major
obstacles to the feasibility and effectiveness of such a strategy: the very
high number of cases in epidemics which makes it unrealistic, the rapid
variation in Sd1 resistance to antibiotics during an epidemic, poor patient
compliance with the current 5-day treatment course, and the high cost of
effective drugs which limits their availability? 2.
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In practice, the use of antibiotics will depend on the availability of effective
antimicrobials!:

— If an effective antibiotic is available for all cases, it should be given to
every patient, under the direct observation of health staff.

— When the supply of an effective antibiotic is insufficient to treat all
cases, for instance when it is too expensive (see below), antibiotics
should be reserved for patients who have to be hospitalized, i.e. those at
higher risk of dying (high-risk patients and patients whose clinical state
worsens without antimicrobial therapy); other cases receive only
supportive therapy (rehydration and nutrition).

The selection of an effective antibiotic is a complicated problem because
the variations in resistance patterns make it impossible to make clear
recommendations (and it must be kept in mind that in vitro susceptibility
does not always mean efficacy in vivo). Information should be gathered on
recent susceptibility testing of Sd1 strains from a nearby area or from the
current outbreak. Nalidixic acid has been the drug of choice in most areas,
but resistance to it is increasing rapidly (close to 100% resistance in the
main areas of Central Africa in 1994)13. Sd1 currently remains sensitive to
recent quinolones (e.g. ciprofloxacine), but their use might be a complex
issue because they are very expensive and contraindicated for pregnant
women; their use in children is still debated because of a lack of data on
their side-effects (WHO trials are currently under way)!. However, they
remain the only alternative when resistance to nalidixic acid is high.

In practice, the selection of an antibiotic should take the following into
account:

— when information on resistance is not available, nalidixic acid can be
used until the results of susceptibility testing are obtained;

— when resistance to nalidixic acid is above 50%, quinolones should be
used. As this treatment is very expensive, only severely ill patients should
receive antibiotics, and under medical supervision (ideally as in-patients).

The problem of treatment compliance is mainly related to the treatment
duration!2. An assessment of the compliance with a 5-day course of
nalidixic acid in Rwandan refugee camps in 1993, revealed a rate of 72%
at day two and 45% at day five, in spite of several measures taken to
improve it4.

Measures to improve treatment compliance may include:

— ensuring accessibility to treatment by the provision of a sufficient
number of peripheral facilities;

instructing medical staff in how to educate patients on the need to
complete treatment;

instruction/supervision of home-visitors on the active follow-up of cases
under treatment 34;

possibly offering incentives to complete the treatment (e.g. food rations).
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Other possible measures must be explored and tested locally, accompanied
by a regular monitoring of compliance rates. The development of a single-
dose treatment would clearly constitute a major advance in the area.

* Adequate nutrition is essential for a good prognosis. If possible, hospitalized
patients should receive frequent small meals; if resources are sufficient,
ambulatory cases should be given a supplementary dry food ration!4. Severe
cases in convalescence should be admitted into feeding programmes (see
below).

* The rehydration of patients is not as important in shigellosis as in acute
watery diarrhoea, since complications and mortality are not primarily
caused by dehydration!. However, dehydration should be looked for in all
cases and rehydration initiated early, because it is associated with a
greater severity of the illness!.

Organization of treatment services

In the case of large epidemics in refugee settings, the organization of services
to treat shigellosis cases usually involves two operational aspects to deal
with the high load of patients: the verticalization and the decentralization of
services, usually in association.

e The vertical organization of services, consisting in the setting up of
dysentery services separate from other health services, is usually advisable
during large outbreaks. This offers several advantages: it allows better case
handling (as compared to what could be provided in the existing, over-
stretched services), it restricts the transmission to other patients given the
high contagiousness of shigellosis, and it facilitates the standardization of
protocols and allows a better monitoring of antibiotic resistance.

Separate services organized for the management of dysentery cases include:

— a shigellosis treatment unit providing in-patient care. It is often the only
feasible solution to caring for the 10-25% of total dysentery cases that
need hospitalization (according to WHO hospitalization criteria). This
unit may be a new structure or a special ward in the general in-patient
facility, but must at least have a separate entrance and sanitation
facilities. The isolation of patients is not required, providing adequate
nursing barriers are present;

— a separate consultation facility (with separate entrance and waiting
room) for the treatment of ambulatory cases. This should improve
patient compliance through closer follow up;

— a separate drug-dispensary area may also be useful as it makes it easier to
cope with a high number of patients (especially when treatment is given
daily), to provide comprehensive information on the necessity of completing
the course of treatment, and to monitor treatment compliance;

— a special feeding unit may be included to ensure their nutritional
recovery;
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— Home-visitors are asked to perform specific tasks: the active case-finding
of dysentery cases, referral to treatment centres, and follow-up of patient
compliance. Home-visitors must quickly be trained in these tasks and
should be linked to the treatment centre for their area.

If the number of cases is low and existing health structures can cope with
the additional caseload, verticalization is not particularly recommended.

* The decentralization of treatment centres, i.e. the setting up of peripheral
centres where treatment is provided, has the major advantage of improving
accessibility to patients (services are closer to hand), thus reducing the
waiting time as compared to that in overcrowded central facilities.
Decentralization is particularly justified when attack rates are high (they
may go as high as 30%), thus affecting a very large portion of the population.
The usual procedures are listed as follows:

— Ambulatory cases are treated in peripheral centres where they can receive
rehydration and antibiotic therapy4. There are two options: special
temporary facilities are opened to operate only during the outbreak, or the
normal curative health services are expanded by opening additional
facilities which may remain afterwards (see 6. Health Care in the
Emergency Phase).

— Patients requiring hospitalization are usually referred to a central in-
patient unit; the decentralization of such units is not advised.

However, such decentralization can only function properly if adequate and
continued supervision is ensured. There is always a high risk when
treatment is provided to serious cases by under-skilled staff without
intensive supervision, and severe cases are not referred in time to
appropriate units, or that antibiotic treatment is provided to patients other
than those with shigellosis.

Cholera and shigellosis outbreaks have occurred simultaneously in refugee
or displaced camps (Malawi 1992, Angola 1992, Zaire 1994). In these cases,
the question arises whether to separate shigellosis cases from cholera cases.
There is no clear advantage in separating them as the disinfection measures
are similar in either case. However, given how highly contagious shigellosis
is, it might be advisable to set up two different units in the same compound
to prevent cross-contamination.

E. coLr 0157:H7

E. coli 0157:H7 is another cause of dysentery, and has produced localized
outbreaks of dysentery in Europe and North America. Such outbreaks have
not often been documented in refugee settings: E. coli 0157:H7 has been
proven to be the cause of an outbreak among Mozambican refugees in
Swaziland in 1993, and was probably the causative agent of another
outbreak in the Lisungwi refugee camp (Malawi) in 199214. However, it is
probable that such epidemics have occurred and been misclassified as
dysentery due to Shigella. Since dysentery due to E. coli does not respond to
antibiotic treatment, it is important to rule out E. coli in case of a suspected
shigellosis outbreak.
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OTHER CAUSES OF DYSENTERY

Other causes of endemic dysentery are Campylobacter jejuni, Salmonella and
Entamoeba histolytica.

E. histolytica does not cause epidemic disease. But since healthy carriers of
E. Histolytica cysts are frequent in developing countries, it has been
identified in several Sd1 outbreaks and was initially thought to be the cause
of them. Finding cysts of E. histolytica in bloody stools during an epidemic
does not indicate that it is the cause of the epidemic.

10.

11.

12.

13.

14.

15.
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Cholera

The seventh pandemic of Vibrio cholerae O:1 biotype El Tor began in
Indonesia in 1961, and in 1993, 78 countries reported 376,845 cases with a
global case-fatality rate of 1.8%!. Another cholera serogroup, Vibrio cholerae
0:139 was identified in 1992 in India. This vibrio might represent the
beginning of a new cholera pandemic particularly since it is not affected by
previous immunity to O:1.1. In Asia and the former states of the USSR,
V. cholerae O:139 also represents a new danger for the next few years.

Cholera transmission usually takes place via the faecal-oral route; infection
is acquired after ingestion of a high number of vibrios present in water or
food. Where there are large population concentrations, with poor hygiene
conditions, direct transmission from person to person may be suspected.
Cholera infection does not lead to severe diarrhoea in every individual:
among infected persons, 75% of them will have no symptoms, 20% will have
mild or moderate diarrhoea, and only 5% a severe clinical infection (or
clinical cholera)e.

In refugee camps, overcrowding, poor sanitation and inadequate water
supplies combined with the disorganization of services have considerably
increased the risk of cholera epidemics!.

In Malawi (1988), a first epidemic arose among Mozambican refugees, and
many further outbreaks occurred in the following years, some outbreaks
lasting more than 3 monthss. In 1994, a major cholera outbreak (V.O:1) hit
the newly arrived Rwandan refugees in Goma (Zaire), lasting only a few
weeks after the influx, but it is estimated that there were between 58,000
and 80,000 cases in the first weeks (around 1,000 cholera-related deaths
per day) out of an estimated population of 500,000 to 800,000 refugees!4.

Although cholera is a major Killer, it should be remembered that acute
diarrhoea - due to other causes than cholera - kills far more than cholera in
refugee settings.

EPIDEMIC DESCRIPTION

Two serogroups, Vibrio cholerae O:1 and Vibrio cholerae O:139, are
responsible for cholera outbreaks. Vibrio cholerae O:1 occurs as two biotypes
- classical and El Tor. Each biotype also occurs as two serotypes - Ogawa
and Inaba. These two serotypes may coexist in the same epidemic. The
transmission modes and clinical effects are similar for all these serogroups,
biotypes and serotypes; the recommendations for dealing with outbreaks are
thus the same.

According to WHO, a cholera outbreak should be suspected when4:

— a patient older than 5 years develops severe dehydration or dies from
acute watery diarrhoea, or

— there is a sudden increase in the daily number of patients with acute
watery diarrhoea, especially patients who pass the 'rice water' stools
typical of cholera.

In refugee or displaced settlements, any adult death by dehydration is thus
highly suspect.
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An outbreak is declared as soon as there is a single bacteriologically-
confirmed case.

In open situations, the attack rate mostly varies from 1-2%, while in refugee
camps, around 5% of the population may be expected to develop clinical
cholera. The rate has been even higher in some epidemics; for instance, in
the cholera epidemic in Goma (Zaire, 1994), the attack rate was 8% and it is
assumed that all refugees were infected (compare above: 5% of all those
infected develop a clinical cholera)s.14.

Attack rates vary in line with the population’s previous immunity, sanitary
conditions, the level of overcrowding, the accuracy of records and the case
definition useds.

Cholera is a disease that can rapidly kill if left untreated: up to 50% of
patients may die in the absence of treatment. The case fatality rate (CFR)
depends on the case definition used, the handling of cases and the quality of
records. The CFR is usually higher in the first 2 weeks of the outbreak1o. A
low CFR can be achieved by a combination of factors: adequate
preparedness, rapid action, good public awareness, good collaboration
among international agencies and with the local authorities, few security
problems and no major staff problemsé. In any cholera epidemic, the
objective should be to achieve a CFR below 2% 5.

Epidemics in refugee camps generally last from 3 weeks to more than 3
months!7.

OUTBREAK PREPAREDNESS

In most refugee or displaced populations, cholera is a significant health risk,
and a particularly high one when populations come from, pass through or
settle in a cholera-affected area!”. In such higher-risk situations, plans for
responding to an eventual cholera outbreak should be prepared well before
the emergence of the first cases, ideally as soon as refugees begin to gather
(or prior to arrival when possible).

Planning should make it possible to limit the extent of an outbreak and
reduce both the CFR and the cost of the response.

Preparedness plans contain several elements:

1. The early detection of the first patients with cholera is of prime importance
and a routine surveillance system should be prepared to detect them.

— The number of diarrhoeal cases and deaths due to diarrhoea, occurring
in both adults and children, should be recorded daily.

— A cholera case definition for suspected cases should be established,
based on clinical criteria. In most countries where cholera is endemic,
the national programme has determined a case definition which can be
applied. In other situations, e.g. where cholera is not endemic, a
standard case definition can be used but should be adapted once the
epidemic is confirmed (see case definitions under Outbreak investigation
below)45.
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2. Clear protocols should be prepared on how to deal with suspected cases of
cholera. A reference laboratory should be identified, and material for
collecting stool specimens be available4. The confirmation of suspected
cases is described below under Outbrealk investigation.

3. Cholera treatment units should be prepared before the outbreak. This
requires the identification and preparation of sites, arrangements for
stocks of material and drugs, and organization of the patient flows..
Cholera treatment kits have been developed by several agencies; MSF kits
provide for the treatment of 625 cholera patients per kit, based on 500
patients receiving intravenous treatment. Such kits (at least one) should
be pre-positioned in the area so as to be rapidly available when required.

It is questionable as to whether there is a necessity to have fully-prepared
cholera units before cases occur. However, a site for a cholera unit should
at least be identified and prepared (e.g. cleaned and fenced). When there is
increased risk of an outbreak, e.g. when there is an outbreak in a
neighbouring area, all the required material (logistical equipment and
drugs) should be available immediately (see under Requirements for
cholera units below). As soon as an outbreak is declared, the decision to
open cholera units should be taken without delay. A referral system (from
health facilities to cholera units) should be planned in advance.

4. Measures in regard to the water supply and sanitation should be
reinforced and the standard objectives (e.g. water supply of 20 litres per
person per day) should be reached as soon as possible. Water chlorination
products should be on hand. Cemeteries should be planned.

5. Home-visitors and health workers should receive extra training in the
detection of suspected cholera cases, rehydration techniques and
prevention of disease. Additional staff should be identified: skilled and
unskilled people will be needed to work in the cholera units and to
reinforce other aspects of outbreak control, e.g. water and sanitation
measures (see the requirements listed in Table 7.1, page 169). Individual
job descriptions should already be prepared in advances.

6. Cholera vaccines exist but their effectiveness is not yet proven; parenteral
vaccine against cholera has not been recommended since 19714. New oral
vaccines have been developed against the V. cholerae O:1 (but provide no
protection against O:139) and are currently being tested. They provide a
better short-term protection than the parenteral one; they protect against
death and severe illnessii.13.14, The most promising vaccine so far, the
WC/BS vaccine, has to be administered in two doses, with a seven-day
interval between doses; protection starts after a further week. These new
vaccines may appear attractive for use in refugee crises, but their use is
not yet recommended in refugee emergencies!4.19,

7. Although it is important that health education should be provided to the
refugee population, its success largely depends on their previous level of
knowledge. If the population is not aware of diarrhoeal diseases, more
personnel will have to be trained to supervise defecation fields and
latrines, chlorinate and protect water, etc.
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OUTBREAK CONTROL

Outbreak investigation

As soon as cholera cases are suspected, they must be confirmed by laboratory
investigation as soon as possible4. Specimens (e.g. around 10) should be sent to
an international reference laboratory to identify the vibrio and test its antibiotic
sensitivity. Several methods of collecting samples may be used, but the preferred
one is the use of filter paper in a small plastic containers. A rapid test (ELISA) is
currently under study, but so far does not present any advantage over the
classical test. However, treatment should start and other measures should be
implemented immediately, without waiting for laboratory confirmation?. Once
the vibrio has been identified, further stool testing is no longer necessary.

Once the outbreak has been confirmed, it is important to use a simpler case
definition to allow a larger-scale and earlier detection of cholera cases; for instance,
WHO case definitions differ according to whether cholera is already present or nots.

4 N

A case of cholera should be suspected when :

WHO case definition for suspected cholera+:

— in an area where the disease is not known to be present, a patient aged 5 years
or more develops severe dehydration or dies from acute watery diarrhoea;

— in an area where there is an outbreak of cholera, any patient aged 5 years or
more develops acute watery diarrhoea, with or without vomiting.

- /
MSF case definition for presumed choleras: N

any patient developing a rapid onset of severe watery diarrhoea
\_ (usually with vomiting), resulting in severe dehydration. )

Each case definition presents disadvantages: the second WHO case definition
leads to the inclusion of diarrhoeal cases which are not due to cholera, while a
too restrictive (or too specific) definition would lead to underestimating the
number of cholera cases.

Active case finding

As the onset of cholera disease is very abrupt, cases should be detected and
treated as early as possible. Trained home-visitors and health workers
should actively screen the population to detect suspected cases. Any
dehydrated patient should be immediately admitted into the cholera unit to
receive treatment; mild cases may be treated in existing health facilities (by
oral rehydration), providing that the detection and referral of severe cases is
properly organized. In some situations, where resources and capacity allow,
all suspected cases are referred to the cholera unit, at least for observation.
In open situations, more resources are required in order to ensure quick
identification and transportation to the cholera unit.

Case management

Patients must be quickly rehydrated with oral rehydration salts (ORS) or
Ringer’s lactate, depending on the level of dehydration and conscious level.
Recommendations on the proportion of patients that need intravenous treatment
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vary with the guidelines: the WHO states that 80%-90% of cholera patients can
usually be adequately treated with ORS solution alone, and that 20% of the
patients can be rehydrated by intravenous treatment+. However, experience has
shown that this proportion is too low for refugee settings and that it can reach
75%, probably because the proportion of severe dehydration is highers. It is
therefore advised to base the perfusion requirements on an estimated 75% of
patients requiring intravenous treatments.15. Careful supervision of rehydration
is necessary to ensure that patients are rehydrated quickly enough, but also to
prevent excess fluid being administrated (especially among children)7.18.

Short-course antibiotic therapy can reduce the duration of excretion of the
vibrio in stools and the volume of stools, and is still recommended by WHO for
severely dehydrated patients+. Doxycycline is the preferred antibiotic because
only a single dose is needed, and it does not put extraburden on the disease
management+5. Nevertheless, Vibrio El Tor is increasingly resistant to all
common antibiotics, and V. cholerae 0O:139 is also becoming resistant to some
antibiotics2. Sensitivity testing - when available - should be undertaken. In
outbreaks where the vibrio is sensitive to doxycycline, a single dose of
doxycycline will be given to severe cases4. When it is not sensitive to
doxycycline, the use of antibiotics is usually not recommended in practice,
because the benefits do not outweigh the extraload it puts on the health
services. Antibiotics will never be given outside the rehydration unit, and in
any situation priority should always be given to rehydration!s.

Cholera treatment unit

The decision to open such a unit should be taken early (e.g. when 5 new cases
are being admitted daily)s. As contacts between patients and the community
have to be restricted, the cholera unit should be located apart from the other
health care facilities, but not too distant from the population so as to ensure
easy access. Movements into and out of the unit are controlled; only the staff
involved in the management of the unit and one family member (the same
person for the duration of the treatment) should be admitted.

Regular disinfection is important. Fresh chlorine solutions and washing
facilities must be available and it is essential to assure the safe disposal of
excreta and vomit.

Cholera treatment unit requirements

The estimated number of daily patient admissions should be calculated on
the basis of the expected attack rate (around 5% in camp situations), the
size of the population, the expected duration of the outbreak (which should
be estimated at 1 month to ensure optimal bed capacity), the average length
of hospitalization (3 days) and the stage reached in the outbreak (there will
be more patients at the beginning).

For instance, in a camp population of 50,000 people:

— 2,500 cases can be expected during the course of the outbreak (attack rate
of 5%);

— around 1,875 cases may require intravenous treatment (75% of cases).
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Staff requirements are based on the principle that 3 teams of 3 people each
are required for every 20 beds (a team composed of 1 qualified health worker
and 2 cleaners) to provide around-the-clock coverage.

Table 7.1
Resources required for cholera treatment units56
Resources required Remarks
Bed capacity | Around 50 beds for a population of Based on an attack rate of 5%,
10,000, i.e. duration of 1 month, 3 days of
30-40 beds for IV treatment stay and 75% cases with IV
10-20 beds for oral rehydration treatment
Human 1 health worker for IV treatment/ 3 shifts of 8 hours to cover
resources 20 beds/8 hours 24 hours
2 unskilled workers for other tasks/ staff previously trained and
20 beds/8 hours clear job descriptions

1 medical supervisor per 60 beds
1 coordinator per cholera unit

Drugs ORS: 10 litres per patient WHO recommends to plan for
Ringer’s lactate: 8 litres per patient 6 litres of Ringer’s lactate per
requiring intravenous treatment patient, and 20% of patients

under intravenous treatment
(Iv).

Sanitation Drinking water (50 litres/patient) Chlorine solutions to be
Latrines: 1/25 patients, 2 for the staff prepared (in specific concen-
Laundry facilities, showers, foot bath, trations depending on the
waste pit, etc. utilization)

Place to wash corpses and a morgue
Incinerator for used medical material

In open situations, the attack rate is usually around 1% and the estimate of
requirements can be adapted accordingly. However, it is important to assess
the treatment habits of the local health staff in the area; they may tend to
over- or under-use infusions, and therefore require greater supervision to
ensure correct treatment.

Control of the transmission

e Good control of excreta and water treatment (chlorination) are the most
effective measures for limiting the spread of cholera. These should ensure
a safe and sufficient water supply, adequate water storage on site and at
household level, soap distribution, and provision of latrines or at least
defecation fields. See also 3. Water and Sanitation. Other measures dealing
with waste and education on personnel hygiene are also importants.16.

e Corpses present a high risk of infection and great care must be taken in
handling them. It is vital to ensure corpse disinfection with a chlorine
solution, control of their transportation, and the prevention of physical
contacts between the family and the corpses. It is debatable as to whether
or not there is benefit to be gained by chlorine disinfection of patients’
homes; it should not be considered a priority in refugee settings as
resources would be better employed in encouraging personal hygienes.
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Spraying the whole site with insecticide is hardly feasible but the priority
for controlling flies should be given to waste disposal areas.

* Prophylaxis with antibiotics (e.g. doxycycline 200 mg/week) can be given
to staff and patient helpers to calm any anxiety about becoming infected.
However, it does not replace hygiene measures, and it is generally not
effective since the vibrio is multi-resistant4.

Experience shows that some control measures are ineffective:

* Mass chemoprophylaxis has never succeeded in limiting the spread of
cholera. It diverts attention and resources from effective measures and
contributes to the emergence of antibiotic resistances.

* Selective chemoprophylaxis is not recommended in refugee camps; it has
been shown that focusing on other activities (i.e. water supply, sanitation
and prompt treatment) results in a more effective use of resources?’.

* Travel restrictions do not prevent the spread of cholera. They require
large-scale control systems and are ineffectives+.

* The use of new oral vaccines to control cholera outbreaks is not so far
indicated. Indeed, this might even have negative consequences as other
aspects of cholera control could be overlooked as a resulti7.

Information and coordination

Local authorities, refugee leaders and all health staff should be informed as
soon as an outbreak is declared. They will help to inform the population
about the services available, hygiene measures to be taken, etc. It is also
essential that there is good coordination among all the operating partners
involved in the intervention, in order to control the epidemic effectively.

EPIDEMIOLOGICAL FOLLOW-UP

Cholera cases and deaths should be recorded daily, and indicated on a daily
curve. The same case definition is used to record cases from the beginning
to the end of the outbreak. Since a simple case definition is used, other
causes of dehydration will probably also be included. Deaths are recorded in
the treatment unit, and throughout the site by home-visitors. For every case
and death, data should be collected on the patient’s age, sex, and if possible,
the section of the camp where s/he lived. The attack rates and case fatality
rates are calculated every week (globally and by age group). It may also be
useful to indicate the attack rate for each section of the camp on a map.

Case-control studies to assess the source of an outbreak can only be carried
out in the early days. Later, the increasing number of healthy carriers (75%
of those infected) makes the data difficult to interpret.

The use of water analysis in a cholera outbreak is questionable. The number
of faecal coliforms is still the main indicator for faecally contaminated water,
or residual chlorine when water has been treated with chlorine. ELISA tests
(rapid laboratory test) can be carried out on water samples but only give
qualitative results. In any case, priority is given to providing sufficient
quantities of treated water during an epidemic.
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AFTER THE OUTBREAK

At the end of the outbreak, some stool samples may be analysed to confirm
the disappearance of the vibrio (at this stage, it is useless to analyse all
characteristics of the vibrio). The seasonal recurrence of cholera may be
expected. In the long term, improvements to water supplies, sanitation and
personal hygiene are the best means of preventing choleras.

Cholera outbreaks take place in areas with poor sanitary conditions. Other
diarrhoeal diseases, such as shigellosis, can be associated with or follow a
cholera epidemic; therefore the surveillance system cannot be relaxed (see
section Shigellosis).
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B - Measles control

Introduction

Measles ranks as one of the leading causes of childhood mortality, and is still
endemic in most developing countries despite the major efforts of the Expanded
Programme on Immunization (EPI) in regard to measles immunization.

Measles is a very contagious disease, and can be associated with high
mortality, severe complications, and an increased vulnerability to other
infections over the following weeks or months, causing malnutrition and
delayed mortality. In developing countries, children under 5 years represent
the highest proportion of cases, and up to 25% of cases are children under
9 months. Mortality is especially high in the youngest age group and among
the malnourished?.

Outbreaks of measles are common among refugee and displaced populations,
especially in camps situations, and refugees have been recognized as one of
the highest risk groups for measles outbreaks by the WHO!17. Furthermore,
measles has often been the leading cause of mortality among children in these
populations. Overcrowding seems to play a major role, increasing the risk of
infection at an early age and the severity of the disease in all age groups!o.
Case fatality rates, ranging from 2% to 21% in stable populations, can reach
very high values in refugee settings (33% in Sudan)!.

However, the high mortality rate due to measles can be prevented by immunization
and early case management. Mass immunization is one of the first actions that
should be initiated in a refugee situation (see 2. Measles Immunization). As this
strategy is now widely recognized, fewer measles outbreaks have been reported
among refugees since 1990. Nonetheless, severe outbreaks have occurred
recently in refugee camps (Zimbabwe, Somalia and Nepal) where mass
vaccination was not promptly implemented!!.

Table 7.2
Measles morbidity and mortality rates in refugee situations

Among children Attack rate Case fatality rate (%)
under five

Sudan (Wad Kowli), 19853 97/1,000/month 33
Malawi, 1988-895 9/1,000 (overall) 17
Nepal, 199115 0.9-1.7/1,000/month unavailable
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Prevention

Measles immunization should be given the highest priority in the early phase
of refugee programmes, whether or not there are cases of measles and
whether or not refugees have been immunized in the home country. This
topic is described in chapter 2. Measles Immunization. It is performed
through a mass immunization campaign targeting the age group between
6 months and 12-15 years, and should usually be coupled to mass prophylaxis
of vitamin A!.13. Fixed immunization points should then be rapidly organized in
health facilities to reach children who have not been immunized (e.g. new
arrivals) and to administer a second dose to those receiving a first dose before
the age of 9 months.

In open situations, where the refugees are living in the local community, the
target age groups of the local population should also be vaccinated.

Case management

¢ Active case finding, using a standard case definition (see below) should be
conducted by home-visitors and health workers during outbreaks, and all
suspected cases should be referred to a health facility. The screening
system (triage) in health facilities should be reinforced to ensure that
measles cases are dealt with promptly.

* The strict isolation of measles cases is most probably not effective, since
cases are mainly contagious before they present to health facilities!.
However, it is advisable to separate measles cases from other patients in
hospitals and therapeutic feeding centres (e.g. in tents) in order to limit
transmission to others. The malnourished should not be withdrawn from
feeding programmes when presenting with measles infection, as they are
particularly in need of nutritional supplements2.

* Measles-related mortality is mostly due to complications such as
pneumonia, gastro-enteritis, severe malnutrition and meningoencephalitis.
Appropriate treatment should deal with these complications, and is
described in guidelines 1.2.16, It consists mainly in oral rehydration therapy
for diarrhoea, antibiotics for secondary infections and diazepam to control
convulsions. In all measles cases, the following is indicated: treatment of
fever, increased fluid intake, encouragement of good oral hygiene and
prophylaxis against conjunctivitis (eye ointment).

e It is known that measles aggravates vitamin A deficiency, and several
studies have shown that the administration of high doses of vitamin A
markedly reduces the risk of measles-associated morbidity and mortality
in hospitalized children1s. High doses of vitamin A (at least 2 doses) should
be given to measles cases, even in areas where vitamin A deficiency is not
a significant health problem?:s.16.19,

* Continued feeding should be ensured: mothers should be educated to
continue feeding and breast-feeding, and children should be enrolled in
supplementary feeding programmes. The nutritional status of all cases
should be closely monitored!.
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Surveillance

The existing surveillance system (see 8. Public Health Surveillance) should
ensure the early detection and registration of measles cases, whether or not
all children are believed to have been immunized. The system is based on
routine data provided by out-patient facilities, hospitals and death
registrations, and complemented by data collected through periodical surveys
(e.g. immunization coverage surveys)2.

A standard case definition must be used for the diagnosis of measles cases,
for instance the one recommended by the EPI.

Case definition for measles+13:
— a generalized rash lasting 3 or more days AND;
— fever AND;
— one of the following: cough, runny nose or red eyes

Health workers at every level should be trained to recognize the clinical
symptoms of measles. Every clinically-suspected case should be reported
immediately and investigated by the medical officer in charge. It is also
imperative to screen all new arrivals to a camp in order to detect measles
cases (and ensure systematic immunization).

For each measles case, data should be collected on age, sex, immunization
status, determination of possible exposure (e.g. contact with other measles
case), and outcome of the illness.

Immunization coverage should be assessed by using routine data and
conducting immunization coverage surveys if required, according to EPI
protocol for coverage survey!4. Even if immunization coverage is high, efforts
should still be made to identify and target pockets of low coverages (see
2. Measles Immunization).

Outbreak control

OUTBREAK INVESTIGATION

Even among immunized populations, outbreaks of measles are to be
expected!+13, There is no standard threshold for determining a measles
outbreak, and - in principle - a specific threshold should be developed on the
basis of local epidemiology and immunization programmes. However, in
refugee settings, the reporting of even a single case should trigger immediate
investigation and a rapid response!13. A suspected case may be considered
as a 'confirmed measles case' if it meets the standard clinical case definition
(see above)1s.
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The analysis of the collected data (see above) should include at least
construction of an epidemic curve, graphing of the age distribution of cases
and estimation of the vaccine efficacy. This is important to determine the
immunization strategies.

The age distribution of cases will be used to review the upper age limit for
vaccination; older children and adults may also need to be vaccinated if
these age groups are affecteds 1.

Field vaccine efficacy should be assessed when vaccine failures are
suspected. A first estimate of vaccine efficacy may be obtained from routine
data, using the method described in WHO/EPI documentss. Other studies
(cohort study or case-control study), using sample surveys, can provide more
accurate information but require specialists and are generally not conducted
in the emergency phase (see also 2. Measles Immunization). Measles vaccine
efficacy is around 85% at 9 months of age, and 50% at 6 months. If the
calculated vaccine efficacy is below 80% during an outbreak, the immunization
and cold chain practices should be assessed1s.

* The age at which cases have been immunized should be checked, as well
as the administration of a second dose at 9 months to those immunized
before that age.

e If the vaccine efficacy appears to be low across all age groups, the cold
chain should be reviewed to ensure that it has been properly functioning.

IMMUNIZATION ACTIVITIES

The main control measure is to accelerate the immunization as measles
transmission is not rapid enough to infect all susceptible individuals before
they can be vaccinated; there is also some evidence that measles vaccine
may reduce the severity of the disease if administered within 3 days of
exposure to the measles virus!.12.

Based on the analysis of data, the strategies for immunization may need to
be adapted.

* The target age group previously discussed (see Prevention) may be extended
to cover adolescents and adults if these groups are also affecteds.

* During a mass campaign conducted in refugee settings, it is recommended
to vaccinate all individuals within this age group, whether or not they can
present a record of previous immunization (non-selective vaccination)s.
This is especially important if the vaccine efficacy is revealed to be low. A
second vaccine dose has no adverse effect, but it provides an even better
protection.

* Only in situations where the initial mass campaign has been correctly
conducted, ensuring a good coverage level, satisfactory vaccine efficacy, and
the distribution of vaccination cards, it can be envisaged to limit
immunization to those with no record of measles vaccination (selective
immunization; see also 2. Measles Immunization).
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INFORMATION AND EDUCATION

The refugee community, the local health authorities, and the health staff
must be informed of the current epidemic.

Home-visitors and community health workers must undertake health
education activities. The main objectives should be to encourage mothers to
bring their children for immunization, to inform them that some children
may still develop measles after immunization, to persuade them to take sick
children for treatment and to educate them on home care (continued
feeding, hydration, etc.)s.

-

* In a refugee situation, a measles immunization campaign is an

~

Principal recommendations regarding measles control

absolute priority and takes place whether or not there are cases of
measles. It targets children between 6 months and 15 years. A high
vaccine coverage must be maintained through an on-going immunization
of new arrivals and in health facilities. This coverage must be assessed
regularly.

Any suspected case of measles should be immediately assessed; health
workers must be trained to detect measles early on. Measles cases
require symptomatic care, administration of high doses of vitamin A,
and treatment for complications. Feeding must be continued.

In case of a measles outbreak, investigating the outbreak is important,
and allows reassessment of immunization strategies. More effort must
be concentrated on immunization. Appropriate education of the refugee
communities and the health staff is also essential.

/
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C - Control of Acute Respiratory Infections (ARIs)

Introduction

Acute Respiratory Infections (ARIs) are a major cause of both morbidity and
mortality throughout the world, but particularly so in developing countries,
where 25% to 30% of deaths among children under 5 years are caused by
ARIs; 90% of them are attributable to pneumonia alone!34. Furthermore, it
must be remembered that respiratory complications from measles, whooping
cough and diphtheria (all preventable by immunization) are also ARIs and
together account for 15% to 25% of all ARI deathss.

ARIs can be categorized as mild, moderate or severe: the great majority of
ARIs are mild and recover spontaneously, while a small percentage evolve
into pneumonia, which is fatal in 10% to 20% of untreated cases. ARIs can
also be divided into upper (e.g. common cold, otitis media and pharyngitis)
and lower respiratory tract infections (e.g. bronchitis, bronchiolitis and
pneumonia). Most upper ARIs are mild or moderate, almost all ARI deaths
are due to lower ARIs, mainly pneumonia (e.g. bronchitis is relatively
common and rarely fatal)s.

ARIs also represent a heavy burden for health services, since under-fives
generally suffer between 4 and 8 episodes of ARIs per year. Between 30% and
50% of paediatric consultations and between 30% and 40% of paediatric
admissions are attributable to ARIs. Furthermore, ARIs are the conditions that
are most frequently associated with the unnecessary use of antibiotics (i.e.
antibiotic administration for mild cases of ARIs) and other drugs in out-patient
services!.

The risk factors for the spread of pneumonia are low birth weight, malnutrition,
poor breast-feeding practices, specific nutritional deficiencies (e.g. vitamin A),
chilling in infants, indoor air pollution (e.g. smoke from cooking fuels and
tobacco), urban air pollution and overcrowding. The first two factors are the
most important: children with low birth weight and those suffering from
malnutrition are at an especially high risk of death from ARIs. The causative
agents of ARIs may be viral or bacterial (mainly Streptococcus pneumoniae and
Haemophilus influenza).

WHO interventions in regard to ARI control are focused on the reduction of
mortality: the main strategy for achieving this is correct case management, i.e.
the early and adequate diagnosis and management of cases. This requires an
accessible health system, training for health staff and establishment of simple
treatment protocolss. The most effective preventive measure is the
immunization of children (measles, diphtheria and pertussis).

ARIs are among the leading causes of death among refugee populations as
well2. Refugees are probably at higher risk from ARIs because of the
significant presence of risk factors in refugee settings: malnutrition, vitamin
A deficiency, chilling in infants (due to poor shelter), overcrowding, indoor
pollution (e.g. bad ventilation in shelters)!35. Although it is difficult to know
if there is a higher ARI incidence in refugee populations, it may be assumed
that infections will be more severe, leading to higher case fatality rates.
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Surveillance

Morbidity data is based on the clinical case definition commonly used for
ARIs in emergency surveillance, which is based on symptoms and has a low
specificity.

Example of a case definition for moderate to severe ARIs!!:

any case of fever with cough and rapid breathing
(50 or more breaths per minute)

Differentiation may be made between upper and lower respiratory infections,
but health staff require good training to diagnose this properly; this might
not be a priority during the emergency phase. On the other hand, mortality
data on cause of death, if available, will be more useful for measuring the
importance of ARIs in the population although they may be difficult to
obtain, e.g. by verbal autopsy (see 8. Public Health Surveillance).

Prevention

Non-specific measures can be taken to reduce the risk factors for the
development of pneumonia: improving the nutritional status of children;
administering supplements of vitamin A; reducing overcrowding and limiting
chilling in young infants by the provision of proper shelters and the
distribution of blankets (see 5. Shelter and Site Planning)+7.

Immunization against measles, diphtheria and whooping cough (only in the
post-emergency phase as far as the two latter diseases are concerned; see
Child Health Care in the Post-emergency Phase in Part III) is the most
important preventive measure recognized so far+. New vaccines have recently
been developed against Haemophilus influenza B and Streptococcus
pneumoniae and are currently undergoing population-based trialsi. They
represent hope for the future in the fight against the high mortality rates
resulting from pneumonias.

Case management

The importance of ARI case management lies in the early recognition and
adequate treatment of pneumonia, as correct case management is the
cornerstone for the prevention of deaths from pneumonia. Therefore, health
staff should proceed with a careful assessment of all children presenting with
cough, and/or difficult breathing, by analysing history and clinical signs. This
assessment should also include checking for signs of malnutrition, as this is
an important risk factor for mortality (see below Specific management). It is
therefore important to train health staff with little prior knowledge on how to
identify pneumonia34. Guidelines for diagnosing pneumonia are given in
several reference sourcesés.
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* The management of pneumonia consists of antibiotic treatment (at home or
in a health facility) and supportive measures. In most cases, antibiotics can
be orally administered but severe pneumonia requires intravenous
antibiotics4s. Where oral therapy is concerned, the national policies of the
host country will help to decide the type of antibiotic: cotrimoxazole remains
the drug of choice for the present because it is easy to administer and is cost-
effective in the ambulatory treatment of pneumonia®10; possible alternatives
are amoxycillin and chloramphenicol. Ensuring compliance with the
antibiotic treatment (frequently over a 5-day period) is a common problem.
For intravenous treatment, ampicillin or chloramphenicol are used!!.

Supportive measures, such as the administration of oral fluids for the
prevention of dehydration, antipyretics to reduce high fever, and protection
from chills and draughts are essential. Furthermore, it is of paramount
importance to continue feeding the child.

* Management of other types of ARI (‘coughs and colds') only need supportive
treatment as they are generally caused by viruses. However, they are
frequently mistreated with antibiotics.

* Management of ARIs in severely malnourished children warrants special
attention: they should be referred to a hospital both for assessment (rapid
breathing and chest indrawing are less sensitive as predictors of pneumonia
in severely malnourished children) and for treatment®. Indeed, recent
evidence suggests that severely malnourished children with cough or
difficult breathing should receive presumptive antibiotic treatment when
admitted either for ARIs or for nutritional rehabilitations.

Management of most ARI cases can thus be carried out at the health post
level (supportive measures and oral antibiotics), but cases of pneumonia or
ARIs in severely malnourished children must be treated in an environment
where intravenous antibiotics can be administered (health centre with an
adequate level of in-patient care, therapeutic feeding centre or hospital).

It is therefore imperative to properly train health staff in the clinical criteria
of pneumonia, and in the need to refer such cases rapidly; flow charts have
been developed for thiss.

-

Principal recommendations regarding to the control of acute
respiratory infections

* A majority of deaths from acute respiratory infections are due to neumonia.
The main strategy for reducing ARI mortality is the early diagnosis and
adequate management of cases, especially of pneumonia cases. Pneumonia
treatment consists of antibiotic administration and supportive measures.

* Malnutrition is an important risk factor for ARI mortality; the management
of ARIs in severely malnourished children warrants thus special attention.

* The most effective preventive measure is the immunization of children,
which protect them against measles, diphtheria and pertussis. /
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D - Malaria control

Introduction

Although the degree of malaria transmission varies greatly from one part of
the world to another, more than 80% of cases are observed in tropical Africas.
The most frequently occurring species of plasmodium are Plasmodium

Jalciparum and Plasmodium vivax. P. falciparum is the predominant species
in tropical Africa (where more than 90% of cases are due to P. falciparum),
Eastern Asia, the Pacific region and in the Amazon area. This strain causes
severe malaria and high mortality49°. P. vivax is found mainly in North Africa,
Central and South America and south-east Asia!s.

The majority of malaria deaths occurs in Africa, and among non-immune
individuals in areas where appropriate treatment is not available 4.

The drug resistance of Plasmodium falciparum is increasing; resistance to
chloroquine has spread to most countries: in 1993, among the countries
where P. falciparum is endemic, only those of Central America have not
recorded resistance of P. falciparum to chloroquine4. Resistance to other drugs
such as mefloquine has also developed in some areas. Chloroquine-resistant
P. vivax has been reported as well. This rapid evolution is making malaria
treatment increasingly complex.

Over recent years, there has been an increasing number of malaria epidemics
in endemic areas. This is due to many factors, including wars and disasters,
which play an obvious role by provoking the displacements of population which
may be non-immune, and the collapse of public health services. The severity of
epidemics is aggravated by the spread of P. falciparum to P. vivax affected areas
in Asia, and also the increasing drug resistances.

Malaria is frequently a leading cause of morbidity, and an important cause of
death among adult refugees in some areas (Sudans13, Malawi!, Mozambiques
and Thailands). It is already a major health problem in many countries hosting
refugee populations.

Malaria incidence can also be particularly high among refugees who have
settled in an area of higher endemicity than their region of origin, and
outbreaks may result!. For instance, in Pakistan in 1981, the prevalence of
malaria infection (parasitic rate) among Afghan refugees was almost double
that in the local population since the refugees came from an area of lower
transmission and thus had lower levels of immunity than the local peoples. It
is suggested that this low immunity also increases the risk of drug-resistance.

On the other hand, the migration of infected people from highly endemic
areas to refugee sites in areas where there is a low transmission level will
not particularly increase the risk of malaria epidemics, since these are more
dependent on the presence of vectors than on other factors.
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Malaria morbidity and mortali’lt‘;bil: Ze?ugee or displaced populations
Incidence rate Proportional mortality
(per 1000 per month) (%)
Thailand (1987-89)8 600 24
Sudan (1985)13 70-112 5
Rwanda (1994)14 120-240 10-30

Malaria is a health problem that is permanently evolving and several measures
for malaria control are either under discussion or currently being tested. It is
therefore difficult to set clear recommendations for dealing with the disease,
but the different strategies and factors to be taken into account in decision-
making are discussed below.

Prevention

Preventive measures in a refugee setting include individual protection (e.g.
mosquito-net) and community protection (e.g. insecticide spraying). Prevention
is becoming more important, although not always easily implemented, since
malaria treatment is hindered by the spread of drug resistance. In order to
implement these measures, it is necessary to gather information on the
epidemiology of transmission. For example, information on previous exposure
among refugees is useful for estimating immunity levels and instigating
appropriate action.

CHEMOPROPHYLAXIS

1. Mass chemoprophylaxis is not so far recommended?. It is extremely
difficult to implement and monitor on a very large scale, and it can
accelerate the development of drug resistance and decrease naturally
acquired immunity.

2. Chemoprophylaxis of high risk groups is only recommended by WHO in
exceptional circumstances as it is difficult to implement: since resistant
P. falciparum is spreading to most areas, there are problems in regard to
the toxicity and cost of alternatives to chloroquine, and the level of
compliance is usually poor®. Complex decisions have to made as to
whether to start chemoprophylaxis and which drug to use; they should be
based on factors described below.

¢ Chemoprophylaxis of pregnant women is a subject of debate globally, and
current recommendations are not clear. The benefits are a decrease in
illness episodes, anaemia and placental parasitaemia, and a positive effect
on birth weight (although the impact on perinatal outcome is not yet
clear)?o. It is most effective when started early in pregnancy and among
primigravidae, particularly in preventing anaemia2!. Among the obstacles
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above mentioned, the financial side is of particular concern in areas of
chloroquine-resistant malaria due to the high cost of alternative drugs
and the large number of pregnant women (normally 5% of a population).

Depending on the malaria situation, the following recommendations can

be given:

— in areas where chloroquine resistance is absent or low, chemoprophylaxis
may be used: WHO recommends starting early in pregnancy with a
treatment of chloroquine, followed by weekly chemoprophylaxis?!;

— where chloroquine resistance is high, chemoprophylaxis should
generally not be used, particularly if P. falciparum is only sensitive to
toxic and expensive drugs; but other strategies must be adopted to
protect pregnant women, such as early detection and treatment of
cases 20. Other types of chemoprophylaxis are currently being tested:
for instance, some studies are testing the use of a single treatment
dose of sulfadoxine-pyrimethamine (Fansidar) in the second and third
trimester?. The advantages are better compliance and lower costs.

Decision-makers in refugee situations should contact the Ministry of
Health (MOH) for information on national policy and seek advice from
medical experts (e.g. in agency headquarters) when choosing the most
appropriate strategy for the situation.

* Chemoprophylaxis of severely malnourished children must also be
considered. Where malaria is endemic and chloroquine resistance is not a
major problem, chloroquine prophylaxis can be given, and is easy to
implement for groups attending feeding programmes; prophylaxis using
other antimalarial drugs is not presently recommended. Presumptive
malaria treatment should be given automatically on admission, whichever
drug is chosen, and may be repeated periodically.

VECTOR CONTROL

Vector control may currently be one of the main tools of malaria control.
However, its efficacy varies, depending on transmission levels, endemic levels,
vector and human behaviour patterns®. Among vector characteristics, the most
determinant are biting habits (indoor or outdoor) and resistance to insecticide °.
Where malaria transmission is low, unstable or seasonal, vector control can
considerably reduce incidence and prevalence, while in areas of intensive and
stable transmission, it has not generally produced a long-term effect on
prevalence. In refugee populations, vector control measures should be
considered, but the strategic decisions should be left to sanitation specialists®.

* When selecting a refugee settlement area, special care should be taken
- wherever possible - to avoid proximity to vector breeding sites, such as
ponds, small streams or swamps. However, this choice is rarely dependent
on the relief organizations (see 5. Shelters and Site Planning). Efforts
should therefore be made to reduce vector sources by eliminating breeding
sites. This can be achieved either by getting rid of unnecessary collections
of water where possible or making those that remain unsuitable for vectors
by the use of larvicides 19.
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* Periodic spraying of shelters with residual insecticide reduces
transmission and is recommended in refugee camps, particularly among
populations with low immunity®. It can be implemented in the early phases
of a refugee settlement, with the involvement of the host country’s national
malaria services. For instance, in refugee camps in Pakistan (1990),
spraying tents had been shown to significantly reduce the transmission of
P. falciparum!4. The residual effect may last up to 6 months, depending on
several factors, including the absorption quality of building material!®. The
selection of a residual insecticide is based on vector resistance, toxicity,
cost and national regulations, and the relevant information is available in
guidelines24. Health facilities should also be treated to provide individual
protection to patients.

* Mosquito nets (bed nets) impregnated with residual insecticide provide
good individual protection by acting as a barrier, killing mosquitoes on
contact, or repelling and driving them out of shelters. Mass distributions of
impregnated nets can have a significant impact on malaria transmission
by reducing the mosquito population and creating a shield effect, thus
even benefiting people who do not themselves use netsii.17. Its effect on
reducing malaria prevalence and incidence levels has been the subject of
several studies1o.16. As the residual effect of pyrethrinoids lasts from 6 to 9
months, mosquito nets should be impregnated twice a year.

Although distributions of insecticide-impregnated mosquito nets to
refugees are generally recommended, the decision ultimately depends on
several factors: transmission levels, mosquito biting habits, the immune
status of the population, financial constraints and, in particular, the
sleeping habits of the population!l. A main obstacle is the cost, although
this should be compared to the cost of malaria treatment which may be
very high in multi-drug-resistant areas; a mefloquine treatment costs
around USS$10 (IDA, 1996) while an impregnated bed-net costs around
USSS8 (S-E Asia, 1993)17.

Buildings can also be protected by placing mosquito screens over all
possible entrances.

Case management

Since malaria prevention can be difficult to implement within the constraints
of many refugee emergencies, particular attention should be given to the
prompt and effective management of malaria illness. There is no standard
treatment for malaria because of its growing resistance to certain drugs and
the different immunity levels in refugee populations. Whenever possible,
treatment schedules should be in line with the national malaria programme
of the host country, but adapted in line with epidemiological patterns
among refugees. Several guidelines are available from WHO and health
agencies2.18.22,23,
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1. DECIDING WHOM TO TREAT

e In general, there are 3 main options in regard to the diagnosis and
treatment of uncomplicated malaria:

— treat all cases of fever (presumptive malaria treatment);

— treat all clinical cases according to a clinical case definition (e.g. fever
excluding other infections);

— treat only cases confirmed by blood smear (this requires a definition for
a threshold of parasite density).

The first two strategies have the advantage of reducing malaria mortality,
especially among children. They are indicated in highly endemic areas and
for non-immune populations, where clinical signs are more valid for the
diagnosis of malaria (high positive predictive value of clinical criteria)s.78.
In these situations, clinical criteria and diagnostic protocols for malaria
can be improved by comparing the blood smears of cases with clinical
signs, with those of a control group (which makes it possible to estimate
the positive predictive value)’.

However, in other situations, the clinical diagnosis is not specific (positive
predictive value around 50%)5-8, and these two strategies entail the
unnecessary treatment of non-malaria cases and subsequent potential
toxicity, drug over-consumption and an increased risk of drug resistance9:2.
Treatment limited to laboratory-confirmed cases will help to avoid these
problems, but this requires equipment and skilled staff, and tends to
overload existing laboratory capacities®.

* In refugee situations, the ideal strategy in principle is to treat cases with
confirmed parasitaemia, but this is only rarely possible in practice.
Therefore, if a laboratory is not available or is overloaded, or in highly
endemic areas and among non-immune populations, treatment will be
administered to clinically-presented cases. However, laboratory
confirmation is essential in situations where drug resistance is a problem,
especially if a species other than P. falciparum (e.g. P. vivax) is present and
requires a different treatment schemes.

Every refugee programme must select and standardize the strategy most
appropriate to the local situation. This will certainly be better defined in
the post-emergency phase, when epidemiological trends can be further
assessed.

2. SELECTING A THERAPY

The choice of a treatment protocol is based on several parameters2: the
plasmodium species, the sensitivity of the parasite to anti-malaria drugs, the
severity of the malaria attack and membership of specific high-risk group (e.g.
children, pregnant or non-immune). In the case of chloroquine resistance, the
choice of an alternative drug (first or second line) should be consistent with
national malaria policies. It is sometimes necessary to select several first line
drugs®. For instance, in the Rwandan refugee camps in Northern Kivu (Zaire,
1994), CDC recommended sulfadoxine-pyrimethamine (Fansidar) as the first-
line therapy for high risk groups and chloroquine for others?.
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A treatment strategy must be defined in every situation, with appropriate
therapy according to the following indicationse:

— first-line treatment,

— severe or complicated malaria,
— high-risk groups,

— therapeutic failures.

Table 7.4
Main drugs used in the treatment of malaria
Drug Indications Contraindications
Chloroquine P. malariae and ovale
P. falciparum and vivax if sensitive malaria
prophylaxis
Sulfadoxine- chloroquine-resistant P. falciparum (if sensitive) | pregnancy, but debated

pyrimethamine

Mefloquine chloroquine-resistant P. falciparum (if sensitive) | pregnancy, children
under 15kg
(numerous side effects)

Quinine cerebral malaria
resistant P. falciparum

Primaquine P. falciparum (gametocide) G 6PD deficiency
P. vivax to reduce relapses

Artemisine multi-resistant malaria (so far limited to
Southeast Asia)

The following general recommendations are listed below (see guidelines2.18):

* For P. vivax, ovale and malariae, and for falciparum in areas with low, or
no chloroquine resistance, uncomplicated malaria is treated by an oral
regimen of chloroquine.

e For P. falciparum where chloroquine resistance is high, an alternative first-
line drug will be used. In areas where drug resistance is quickly spreading
to other drugs (e.g. Southeast Asia), first-line drugs must be continuously
adapted to drug sensitivity.

* Treatment failure should be suspected if a patient remains symptomatic
after 3 days of treatment (correctly taken) and the blood smear is still
positive. Alternative therapy should be instituted immediately with a drug
selected on the basis of local resistance (e.g. quinine, mefloquine,
artemisine, etc.)l2.

* Severe malaria requires hospitalization and parenteral treatment with
quinine (or parenteral chloroquine before referral to hospital or artemisine
derivatives). Appropriate therapy should be instigated to treat and prevent
seizures or other complications (anaemia, hypoglycaemia, etc.).

* Supportive therapy includes the control of fever, hydration and treatment
of anaemia with folic acid (not iron, unless the malaria is associated with
iron deficiency).
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Surveillance

There is no standard case definition for malaria; it must be determined
according to local factors: endemicity level, population immunity, health
staff skills, etc. Ideally, MALARIA ILLNESS (malaria signs and symptoms) should
be differentiated from MALARIA INFECTION (presence of parasites in the blood
smear), but this is rarely possible in emergency settings!.

Example of a case definition for malaria?:

a case of fever excluding other infections,
preferably confirmed by laboratory.

Note that a threshold of parasite density should ideally be defined locally in
populations presenting acquired immunity.

The information collected depends on the availability of a laboratory. Wherever
possible, a blood smear test should be carried out for all suspected cases
(although this may not often be feasible). However, in hyperendemic areas, the
relationship between parasitaemia and clinical status is low, and a clinical
case definition is generally preferable higher positive predictive value (see
above)s:8.

* In the emergency phase, a blood smear examination is indicated at least
in the following cases29:
— the diagnosis and follow-up of severe cases,
— identification of species, especially in areas of drug resistance,
— assessment of treatment failure.
It should also be used to regularly evaluate the clinical diagnosis (see above).

* In the post-emergency phase, a laboratory should be set up in all refugee
settings where malaria is a significant problem.

Routinely collected data may provide a fair picture of the malaria situation
among refugees, although they are biased because the refugees attending
health services are not representative of the overall population.

Routine data for malaria surveillance should include the following?:
— number of malaria cases, making it possible to get an approximation of
incidence rates;

— age distribution of cases: this helps to determine whether the population is
newly exposed (high prevalence in all age groups), previously exposed
(prevalence high in children and low in adults) or subject to a low transmission
(low prevalence in all age groups):?;

— number of severe or complicated cases: this is usually represented by the
number of malaria cases requiring hospitalization?;

— number of malaria deaths: this makes it possible to calculate the case
fatality rate;

— treatment failures: the response to drug treatment is an essential variable.
When drug resistance is suspected in a population, a simple and systematic
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assessment can be made by checking (using experienced staff) the blood
smears of cases on day one and day three of treatment?®. If this test indicates
the presence of drug resistance, further in-depth studies can be conducted
by specialists (see below);

— laboratory data: makes it possible to determine the species involved.

However, studies may have to be carried out where malaria is a major problem?19.
They may take place in the emergency phase if a new drug resistance is
suspected, or if an epidemic occurs, but are more often indicated in the post-
emergency phase. Although expensive and requiring specialists, the following
studies may have to be conducted®?:

* Drug sensitivity studies may be required when a new drug resistance is
suspected?7.

* Parasitological surveys can be used to assess the prevalence of malaria
infection on the basis of a random sample. This can be useful to determine
the prevalence of the various plasmodium species (e.g. in south-east Asia)
and to develop specific recommendations for prophylaxis and treatment2s.

* Morbidity surveys can help to assess the incidence of malaria disease on
the basis of blood smears from patients.

* Laboratory quality control surveys may also be carried out?2s.

OUTBREAK CONTROL

Malaria outbreaks are reported with increasing frequency and may be
influenced by many factors (entomological, parasitological, immunological,
meteorological, etc.). In refugee populations, the main risk factors are
population displacement in general, but especially the migration of
populations with a low acquired malaria immunity to hyperendemic areas, the
increase in vector-human contacts resulting from overcrowding, the specific
type of parasite species, and the increase in drug resistance®. Malaria
epidemics can be sporadic (after a displacement), periodic or seasonal.

Outbreak investigation

No clear definitions or thresholds for epidemics have been determined. An
epidemic should be suspected when there is a local increase in malaria
morbidity and/or mortality. In the occurrence of an outbreak due to a febrile
illness and causing deaths, blood smears (even post-mortem) will confirm or
exclude a malaria epidemic?.

Special measures in outbreak control

There are only a few specific actions which can be implemented when an
outbreak is suspected: health services providing prompt diagnosis and the
treatment of cases should be reinforced; treatment can be administered to
all fever cases and may sometimes be dispensed by home-visitors after
appropriate training; home-visitors should at least undertake active case
finding and prompt referral. Shelter spraying and other vector control
measures may be considered after prior evaluation by specialists and
discussions with the MOH?®.
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8. Public bealth surveillance

Introduction

Surveillance is defined as a routine activity involving the regular collection
and analysis of quantitative data (see below). It is an essential component of
any public health programmes.

4 N

The ongoing, systematic collection, analysis and interpretation of health
data essential to the planning, implementation, and evaluation of public
health practice, closely integrated with the timely dissemination of these
data to those who need to know. The final link in the surveillance chain is
the application of these data to prevention and control. A surveillance
system includes a functional capacity for data collection, analysis and
dissemination linked to public health programmes!°. /

A definition of public health surveillance

The objective of surveillance is to provide information on a regular basis for
use in decision-making: in other words, surveillance is information for
action. In practice, it makes it possible to determine health priorities, plan
and guide public health programmes and provide warning of rare and
unexpected health problems (particularly an outbreak of a communicable
disease). In the context of refugee and displaced populations, there are three
further reasons why surveillance is imperative:

— the extreme vulnerability of refugees to the risk of epidemics, malnutrition and,
more generally, any acute health problems (see 7. Control of Communicable
Diseases and Epidemics);

— the sudden changes that can occur during the emergency phase, both in
the population itself (size and composition) and in health conditions;

— the need to have quantitative data on which to base information on the
refugee situation for communicating to partners (UN agencies, the host
country’s ministry of health - MOH, NGOs, etc.), and possibly to the media
and/or donors.

These specific aspects of refugee situations highlight the need for
implementing an appropriate surveillance system as an extension of the
initial assessment right from the start of an intervention. Surveillance
therefore constitutes one of the top ten priorities for refugee programmes
and should be an integral part of all relief activities. Unfortunately, it is a
priority that is all too easily neglected during the emergency phase as
resources and staff are diverted to sectors perceived to have greater needs,
for instance, hospitals and feeding programmesz21.
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Some methods of data collection are not included in the surveillance although
they may be undertaken on an ad hoc basis in response to signals from the
surveillance system; they include cross-sectional surveys, outbreak
investigations and some qualitative methods, and are discussed below under
Other health information-gathering methods.

Objectives

The data supplied regularly by the surveillance system should direct
intervention in the following ways:

— by providing early warning of epidemics (and allowing a rapid response),

— by determining the main health problems among the refugee population
and following their trends over time,

— by assisting the planning of interventions and ensuring resources are
properly targeted,

— by acting as a guide for programme implementation,

— by evaluating the coverage and effectiveness of programmes,

— by providing information on the refugee situation (for eventual witnessing -
't moignage'), or on current activities,

— by constituting a data bank (optional) that might be useful for training or
operational research.

Principles

Implementation of a surveillance system should be guided by the following

principles:

— during the emergency phase, data collection should only cover the principal
health problems, i.e. those which produce the highest mortality and
morbidity?.21;

— data collection should be limited to public health matters which both can
and will be acted upon, i.e. problems that can be effectively prevented or
treated?;

— the system should be as simple as possible;

— the frequency with which data is transmitted and analysed should be
adapted to the situation, i.e. weekly in the emergency phase and monthly
thereafter;

— responsibility for organizing and supervising the surveillance system
should be clearly assigned to an individual and/or an agency, and close
coordination between all partners (UN agencies, NGOs and the host
country’s MOH) is essential?;

— data analysis should take place at field level, where it will be translated
into action;

— the surveillance system should be flexible in order to respond to new health
problems or changes in programme activities.
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Data coverage and sources

In general, 5 categories of data are gathered. These cover!!:
— demography,
— mortality,
— morbidity,
— basic needs,

— programme activities.

1. DEMOGRAPHY

This category of information essentially covers the size and composition of
the refugee population and is required in order to plan interventions and to
constitute the denominator for calculating mortality, morbidity and other
rates. The demographic indicators most frequently required in refugee
settings are the total population, the number of children under 5 years of
age, and new arrivals and departures. A first estimate of the population size is
generally obtained during the initial assessment (see 1. Initial Assessment), but
must be regularly updated during the surveillance.

Information Sources Indices References
Population |- host country authorities — total number of refugees
— UNHCR and other agencies | — number of under-fives 17% of total
— community leaders — number of new arrivals
— home-visitors (periodic and departures
census)

— (repeated rapid household
sample surveys)

Sources of demographic data

One of the main tasks of home-visitors (HVs) is to collect data in those
sections of the refugee site for which they are responsible. They should
report new arrivals and departures, and undertake a regular census in their
area (e.g. every month)s. Population data can also be obtained from the
updated records of operational partners, such as UNHCR, the agency in
charge of food distribution, refugee leaders, etc. However, the population
figures given by one source may differ from those provided by another and
these different figures should be compared in order to estimate the most
likely figure. Whatever estimate is arrived at, it is important that all the
operational partners agree on the same figures and sources to be used as
the basis for planning and evaluating programmes.
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2. MORTALITY

The Crude Mortality Rate (CMR - see definition in Table 8.2) is the most
useful indicator in the emergency phase as it alone measures the gravity of
the situation and follows its evolution. Calculating mortality rates per
10,000 population per day enables each situation to be compared against
reference values (see below). The expected CMR in a developing country is in
the order of 25 deaths/per 1,000 population/per year, i.e. 0.68/10,000/day;
but in emergencies it can rise above 1/10,000/day4!1.

Recording the cause of death is often difficult when death takes place
outside health facilities. The information which refugee representatives or
home-visitors obtain from the community in family interviews is generally
not very reliable. Data should therefore be limited to very common diseases
such as diarrhoea and acute respiratory infection, or to any specific disease
that may be causing an outbreak.

Information Sources Indices References” '’
Deaths — cemetery: 'grave watchers' — crude mortality rate < 1/10,000/day
— hospital — under 5 specific < 2-4/10,000/day
— community: home-visitors, mortality rate

leaders, representatives of
camp sections, etc.

Causes of — hospital — proportional mortality
death — community: home-visitors (%)*
(verbal autopsy) — cause-specific

mortality rate

* also called cause-specific mortality proportion

Sources of mortality data

When cemeteries or burial sites are clearly identified, they represent the best
source of information on the number of deaths occurring in the community;
this system requires the permanent presence of previously trained staff
(‘grave watchers'), assigned to provide 24-hour coverage and report on the
number of daily burials; they should be closely supervised!!l. In some
situations, data provided by religious facilities might be an alternative to
cemetery surveillance.

Medical records in health facilities provide reliable information (especially on
cause of death) but this source of information is not sufficiently
representative, given that many deaths occur within the home setting.
Therefore, information from the community itself is needed, usually provided
by home-visitors and refugee leaders. The free distribution of religious/burial
material (e.g. incense, shroud, etc.) could be used to encourage families of the
deceased to report deaths. Attention should be paid to the frequent over - and
particularly under - reporting of deaths in the community, depending mainly
on the method of registration used. The reported mortality is likely to increase
when the method of data collection changes from passive to active reporting,
and this should not be misinterpreted as a real increase in mortality.
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Identification of the most likely cause of death in the community can be
performed by home-visitors or staff specifically trained in the 'verbal autopsy'
method. This is a technique that involves a structured interview with the
family of the deceased, asking questions intended to identify symptoms
associated with the most frequent causes of death. However, this technique is
not easy and requires previous staff training. It is described in more detail in
other reference works?2!.

3. MORBIDITY

Diseases are selected for surveillance because of their significance for public
health issues. Two categories of disease should be covered:

— the common diseases, responsible for an important proportion of mortality,
such as common diarrhoea, malnutrition, acute respiratory infections and
malaria; and

— the potentially epidemic diseases, such as measles, meningitis and
cholera, which can all be associated with a high mortality, and for which
control measures exist.

Information Sources Indices References™ '’
Common Out-patient department incidence rate (/1,000/ |see chapters on
diseases (OPD) week) specific diseases

(proportional morbidity)

Epidemic OPD and in-patient special number of cases/week see chapters on
diseases treatment unit possibly incidence rate (/1,000/ |specific diseases
home-visitors week) for some diseases:
attack rate O cases

Sources of morbidity data

Health care facilities are the main source of morbidity data. Even though all
cases of a given pathology do not pass through the health system, the
objective of disease surveillance is trend assessment and not exhaustive
registration.

Home-visitors (HVs) can sometimes participate in disease surveillance, but
this should be limited to special situations, when more exhaustive and
detailed data are needed on a specific problem for a given period of time (i.e.
epidemic).

A case definition should be worked out for every disease selected. These definitions
must be simple and clear, adapted to the level of staff qualifications and to the
available diagnostic means (most diagnoses will be based on clinical signs).
They should be sensitive enough to enable an epidemiological alert. Health
workers should be trained to use these case definitions for recording data.
Table 8.1 presents examples of clinical case definitions for the surveillance of
morbidity in developing countries.
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Table 8.1

Examples of clinical case definitions for use in public health surveillance

in refugee settings

Illness

Definition

Measles (EPI definition)

generalized rash lasting > 3 days AND temperature > 38°C
AND one of the following: cough, runny nose, red eyes

Dysentery (WHO)

3 or more liquid stools per day and presence of visible
blood in stools

Common Diarrhoea

3 or more liquid watery stools per day

Acute Respiratory Infection
(moderate to severe)21

fever, cough and rapid breathing (> 50 or more per min.)

Malaria

temperature > 38.5°C and absence of other infection

Malnutrition

weight for height index < -2 Z-Scores or kwashiorkor

Meningitis

sudden onset of fever > 38.9°C and neck stiffness or
purpura

4. BASIC NEEDS

This category covers water, sanitation and food supplies as well as shelter and
other essential non-food items such as soap, cooking fuel, water containers,
etc. It is especially important that health agencies monitor this sector in the
emergency phase because, if basic needs are not met, there will be a direct
effect on the health status of the population. Therefore, health staff have an
important role to play as watchdogs, monitoring overall living conditions!!.
UNHCR, WHO, UNICEF and other international relief organizations have
defined standards with which the data gathered can be compared (see below).

Information Sources Indices References

Water quantity | agency in charge of water litres/person/day 15-20 litres/person/day
supply community (HVs)

(HVS)

food basket monitoring

Food available | agency in charge of Kcal/person/day > 2,100/kcal/person/day
distribution community

Sanitation agency in charge number refugees/ < 20 refugees/latrine
observation on site latrines

Shelters agency in charge shelter space per > 3,5 m?2/person
community (HVs) person

Other items agency in charge items available per | depending on the item

(blankets, community (HVs) household

fire-wood,

ete.)
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Sources of basic needs data

The main sources of data, based on distribution records, are the agencies in
charge of these different sectors; but these data should be compared with
information from the community itself, mostly gathered by home-visitors, and
direct observation in the camp (for instance, regularly counting the number of
latrines). Data sources and collection methods in regard to food availability are
developed in 4. Food and Nutrition.

5. DATA ON PROGRAMME ACTIVITIES (PROGRAMME INDICATORS)

During the emergency phase the main concern is to gather data on priority
programmes such as measles vaccination, water supply, sanitation, basic
curative care and feeding programmes. Only simple indicators should be
gathered, and in limited numbers. For example, monitoring the out-patient
department mainly involves collecting data on the number of new cases
attending consultations, and not on injections and dressing, that are of very
little use for decision-making. When the situation moves into a post-emergency
phase and other health programmes are implemented, such as reproductive
health and child health services, the indicators should cover other fields, such
as the number of ante-natal consultations, the number of vaccine doses
administered within the Expanded Programme on Immunization (EPI), etc.

Information Sources Indices R f rences
Health activities registers of the programmes | n° consultations/week around 4 NC*/
OPD, in-patient, | concerned attendance rate person/ year
immunization (repeated vaccine coverage
feeding centres | surveys) n° admissions/week > 90% of the
etc. hospital mortality rate target pop.

measles vaccine coverage

and others
Other public see below: Basic Needs see below: Basic needs see below
health activities Basic needs
(water supply,
latrines etc.)

* NC: NEW CASE

Sources of data

Most data sources and collection methods are described in the relevant
chapters (see 2. Measles Immunization, 4. Food and Nutrition, 6. Health Care in

the Emergency Phase, etc.). Information-gathering requires a system of
registers for every programme - or tally sheets for immunization. (See below.)

Some general considerations in regard to data collection
It is not vital that data are recorded by age group and gender. However,

during the emergency phase, under-fives should be recorded separately as
they constitute a group at specific risk; in addition, gender break-down for
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mortality allows to detect sex-specific mortality differences. Later on, in the
post-emergency phase, more detailed data may be gathered to determine
other differences according to age and sex, and within other high-risk
groups (e.g. pregnant women, the elderly, etc.).

One of the qualities required of a good surveillance system is flexibility,
especially in emergency situations: it should therefore always be possible to
add an indicator to the system in place (e.g. unexpected epidemic diseases).

In open situations, where refugees or displaced persons are integrated into
the local population, it is generally much more difficult to collect data,
particularly on demography and number of deaths. Only a very efficient
system of home-visitors or community workers, covering the whole displaced
population, is able to provide correct and representative data.

Summary of sources and methods

The main information sources in a refugee camp are:

— the health and nutritional facilities, other programme facilities and the
cemetery,

— the agencies in charge of programmes,
— the community itself through home-visitors.

e Data is usually gathered on a daily basis. Every medical facility and every
programme likely to be a source of public health information should keep
a register in which information is recorded on a daily basis. For example,
medical staff in charge of consultations at the OPD should keep a register
of the age, address (camp sector or home village) and diagnosis of every
patient.

Using the same principle, a register should be established for all
programmes, including the cemetery (grave watchers), and staff should be
trained in recording information.

* A network of home visitors (HVs) should be set up early on as this facilitates
the collection of demographic data (population size, composition and
movements) and mortality data, which can be assessed through regular
visits to shelters. HVs can also be used to complement information collected
routinely when specific problems have been identified (by surveys or focus
groups), and for other tasks described in the chapter 9. Human Resources
and Training (active case-finding, health education, etc.).

This network should be implemented in the very early weeks of intervention,
and should comprise one or two HVs for every 1,000 refugees.

Definitions should be established for all data selected (e.g. case definitions
for disease). The same definition should be used whatever the source and
the method of data collection. For instance, case definitions can be
developed for the different causes of death2!.
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Analysis and transmission of data

Information is organized and disseminated by means of a weekly report in
the emergency phase and a monthly report once the situation has stabilized.
These reports should be simple, composed of crude indicators and
interpreted within the context of the particular situation.

DATA ANALYSIS

It is important that data analysis be conducted at field level. Essentially this
means sorting and analyzing the data gathered in terms of time, place and
persons (i.e. who is sick, where and when). Appropriate epidemiological
indices have to be calculated for each of the data categories in order to allow
comparisons. The crude mortality rate and the under-five mortality rate are
the two basic indices for data on mortality (expressed per day); these should
be computed and followed over time. The trends in the most frequent
pathologies can be followed via incidence rates. Information on the absolute
number of cases is useful for the rarer but potentially epidemic diseases (e.g.
hepatitis) for which very few cases are needed to signal the beginning of an

epidemic. Table 8.2 presents the definitions of these different indices.

Table 8.2

Frequently used indices for describing mortality and morbidity in public
health surveillance 204

Health indices

Numerator

Denominator

Expressed per
number at risk

MORTALITY

Crude mortality

total number of deaths

estimated mid-period

1,000 or 10,000

rate (CMR) reported over a given period of | population
time
Under-five specific number of under-five deaths estimated mid-period | 1,000 or 10,000

mortality rate

reported over a period of time

under -five population

Cause-specific
mortality rate

number of deaths attributed to
a specific cause over a period
of time

estimated mid-period
population

1,000 or 10,000

Cause-specific
mortality
proportion

number of death attributed to
a specific cause over a given
period of time

total number of
deaths from all causes
reported over the
same period

100 or 1,000

MORBIDITY

Incidence rate

number of new cases of a
specified disease reported over
a given period of time

estimated mid-period
population at risk

variable: 10x
(1000, 10,000
or 100,000)

Attack rate

number of new cases of a
specified disease reported over
the duration of the epidemic

total population at
risk over the same
period

variable : 10x

Prevalence

number of current cases, new
and old, of a specified disease
at a given point in time

estimated population
at risk at the same
point in time

variable : 10x
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The comparison of epidemiological indicators, calculated over a given period
(week or month), with normal or reference values, constitutes the first phase
of data analysis. With regard to mortality and morbidity, it must be taken
into account that the reference values were obtained from large populations
for use at national level. When applied to small refugee populations
(population denominator less than 10,000), these references might lead to
either an under-estimation or an over-estimation of the situation.

This is why surveillance really begins once the trends of these indicators can
be followed in time. For example, although the CMRs were similar in Sudan
in 1985 and in eastern Ethiopia in 1988, 6 months after refugee camps had
opened, time trend analyses show that the situation in Sudan had largely
improved over the 6 months, while the situation in Ethiopia had
deteriorated. The only way to visualize these trends in time is to produce
graphs that are updated on a weekly or monthly basis. The analytical
essence of surveillance data is based on the interpretation of these graphs.

Analysis according to PLACE basically means comparing the data taken from
several camps, or different locations within one settlement.

Analysis according to PERSON is initially restricted to comparing the under-
five group with the general population, which may be important for mortality
rates and the incidence of certain diseases.

Analyses of both place and person can also be illustrated in graph form.

DATA INTERPRETATION

The major objective of the analysis is to single out the priorities for current
activities. Interpretation of data may rely on reference and norm values or on
thresholds that have been set for certain indicators, but again it is the time
trend, i.e. the slope of the curve, that counts the most. The main question is
whether things are getting better or worse. Trends should be related to the
events occurring in the settlement and the programmes being carried out. It
should also be taken into account that several indicators interact on each
other: for instance, the measles incidence rate, the under-five specific
mortality rate and the malnutrition prevalence rate.

Data should always be cautiously interpreted by taking into account the
numerous possible surveillance biases. For instance, it should always be
kept in mind that disease observed in a health centre represents only what
is happening among the people who have access to this health centre, that
the decrease observed in a mortality rate may be due to a relaxation of
mortality surveillance and that certain sensitive data (e.g. population size)
are sometimes manipulated.
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Communication

Data that has been collected and analysed must be passed on to decision-
makers, the staff involved, and partners. This communication aspect is an
essential component of a surveillance system and includes:

— feedback,

— dissemination of information,

— specific communications.

The first two are routine activities to be carried out with the same frequency
as transmission and analysis, i.e. weekly and monthly.

Feedback consists of returning processed information to those who supplied
the raw data in the first place (medical personnel, community leaders, home-
visitors, etc.). The main aim is to maintain motivation for data gathering and
to adjust or refine programme activities accordingly. Feedback generally takes
place during informal meetings and staff training sessions. Although feedback
is an essential component of a surveillance system, it may be difficult to
ensure in the first stages of an emergency. However, after the acute phase is
passed, more attention should be paid to this because, without feedback,
surveillance is doomed to failure.

Information is disseminated to decision-makers and medical officers both
inside and outside the refugee settlement. All the individuals and institutions
receiving surveillance reports should be listed, and the list must include the
host country’s MOH. The regular report (weekly or monthly) should combine a
summary of the data for the given period, a few graphs showing the main time
trends of indicators and commentaries helping to interprete the graphs.
During the emergency phase, the series of graphs must necessarily include the
mortality rates expressed in deaths/10,000/day from the beginning of the
intervention. (See example of surveillance report in appendix 5.)

Special communications could be undertaken for specific problems, such as
an epidemic or a disastrous food situation. This often involves drawing up a
document that combines surveillance data and survey data. However,
priority should always be given to the actual intervention being implemented
to bring the problem under control.

Important messages must always be made very clear through a special
emphasis on visual communication, i.e. graphic presentation. Note that the
graphic presentation of data constitutes the basis for data organization and
communication. Graphs should be as simple as possible and carry only a
single message. The use of three-dimensional graphs or combinations of bars
and lines should be avoided along with any other complicated options. The
rule is to use bars to present absolute numbers (population, cases of a disease
and admissions to hospital) and to use lines to present rates (incidence and
mortality). The title should be self-explanatory and contain all the following
information: topic, time, place and group covered (e.g. incidence of measles
among under -fives, Mankokwe refugee camp, Malawi, 1987-91).
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Implementing a surveillance system
A surveillance system is implemented in two stages.

1. THE EMERGENCY PHASE

During the first days of refugee programmes (ideally, concomitant with the
population displacement itself), surveillance is the extension of the initial
assessment and relief workers should not wait for medical facilities and
programmes to be organized in order to implement it. At this stage, two
types of information are required in priority: the number of refugees and the
number of deaths. The CMR is computed every day to assess the gravity of
the situation and its evolution. After the first few weeks, a limited number of
priority indicators are gathered and analysed once a week: population size,
mortality, basic needs, principal diseases and main programme activities.

The emergency phase lasts until basic requirements have been met and the
major medical problems brought under control, and is characterized by a
CMR reduced to 1/10,000/per day or below (by convention).

2. THE POST-EMERGENCY OR CONSOLIDATION PHASE

During this period, most of the indicators are reported monthly rather than
weekly. The choice of morbidity indicators can be broadened, although they
should remain limited to the diseases for which action is feasible. Programme
indicators should follow diversification in programmes (e.g. ante- and post-
natal consultations, EPI, family planning and health education) but should be
limited to one or two indicators per programme. At this stage, the refugee
surveillance system could begin to integrate some characteristics of the
national health information system (HIS) of the host country although it must
continue to remain sensitive to new health problems; for instance, when
certain host country vertical medical programmes are extended to the refugee
population (e.g. EPI), specific reporting and surveillance systems must be
implemented in line with MOH policy. In the longer term, if the refugee
situation enters a chronic phase, refugee surveillance may gradually be
integrated into the national HIS.

Organization and responsibilities

Information is usually communicated to 3 different levels (see flow chart):

— field level, i.e. the refugee population, medical facilities, home-visitor
network, agencies operating in the field, etc.;

— national level, i.e. the MOH of the host country, officials of UN agencies
and representatives of other agencies participating in refugee relief
programmes; all settlements in a region or country will be taken into
account;

— supra-national level, i.e. the headquarters of agencies and donors.
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The medical coordinator on the refugee site is the pivot of the surveillance
system. Information sources (registrars, grave watchers, etc.) should be
identified and organized by those in charge of specific programmes, while the
medical coordinator supervises the collection, revision and correction of
data, and finalizes analysis and interpretation. This person should also
transmit the information to the other levels and ensure that feedback
reaches the relevant people in the field.

One person should be designated within each programme or facility to take
responsibility for the daily collection and reporting of data.

Evaluating a surveillance system

An evaluation of the surveillance system can be undertaken at the beginning
of the post-emergency phase, when it is clear that the refugee situation is
likely to persist and it becomes necessary to redefine objectives, re-assess
the situation, and adapt the surveillance system. Methods for evaluating
health information systems have been designed by epidemiologists from the
Center for Disease Control (CDC), and can be applied to public health
surveillance in refugee situationss. Evaluation should consider usefulness as
the principal quality of a good system: for instance, whether the system
signalled outbreaks, or whether the diseases under surveillance are
important in terms of public health. In refugee camp situations where there
is a better knowledge of denominators, surveillance has immediate objectives
and medical personnel are motivated, evaluations can often be conducted
more easily than in open situations.

Special issue: other health information-gathering
methods

As previously mentioned, some health information methods are not part of
surveillance, but must be undertaken regularly in refugee settings.

Cross-sectional surveys measure the frequency of a characteristic (malnutrition,
vaccination status, mortality, etc.) in a population based on a sample. If well
done, these surveys supply quality information but of a pin-point nature. They
are not useful for assessing trends over a period of time, unless they are
repeated at regular intervals (e.g. repeated nutritional surveys). Such surveys
are indicated at the start of an intervention (see 1. Initial Assessment), when a
problem is revealed by the routine surveillance system (e.g. an increase in
hospital admissions of malnutrition cases can lead to a nutritional survey in
the camp), or in the framework of a programme evaluation (e.g. vaccination
coverage survey carried out at the end of a mass immunization campaign).

An outbreak investigation should follow on from an early warning provided
by the surveillance system. Analysis of specific surveillance data gives
information on the distribution of cases (who is affected, where and when).
Further epidemiological studies (case-control or retrospective cohort studies)
may identify the source of the disease or risk factors associated with its
transmission.
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Qualitative methods, such as semi-direct interviews and focus groups, make it
possible to obtain information on, for example, the refugees’ personal
perception of health problems and of the relief programmes implemented.
These methods are often required to complement the surveillance system in an
attempt to address problems it has identified. For example, a surveillance that
picks up an under-representation of children among sick patients seen at an
OPD can lead to the organization of focus group discussions with groups
composed of a dozen or so mothers dealing with access to health care.

Principal recommendations regarding Public health surveillance

* The surveillance system is essential to direct refugee programmes by
providing early warning of epidemics, by determining the main health
problems and by acting as guide for programme planning, implemen-
tation and evaluation. It should be established early in any refugee
intervention, as an extension of the initial assessment.

* Data collection should be simple and limited to those public health
problems which both can and will be acted upon. The 5 categories to
be covered by data collection are demography, mortality, morbidity,
basic needs and programme activities. Only a limited number of simple
and standardized indicators should be used. The surveillance system
should be flexible, especially in emergency situations.

e In the emergency phase, the crude mortality rate is the most useful
indicator as it alone measures the gravity of the situation. Morbidity
data should mainly cover the common diseases that are the major
causes of death and the potentially epidemic diseases for which control
measures exist.

¢ In the post-emergency phase, other data and indicators will be added,
according to changing morbidity profile and new programmes.

* Data should be analysed and transmitted to decision-makers by
means of a weekly report in the emergency phase and a monthly report
once the situation has stabilized. Data should first be analysed in the
field, with feedback provided to field staff and local authorities. The
most important application of data is in the interpretation of trends
over time (using graphs).

- /
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9. Human resources and training

Introduction

Human resources are one of the most important resources in relief programmes.
They include both expatriate and local staff (either refugees or nationals of the
host country), working together in close cooperation. A major factor - and
principal constraint - in deciding and planning programmes is the difficulty of
ensuring a supply of appropriate staff and managing them efficiently.

The specificity of refugee emergencies is such that they require a large number
of staff to be recruited rapidly, at least in the initial stages. This does not mean
that staff can be recruited at random and en masse however critical the
situation may be; hiring hundreds of people for jobs that are only vaguely
defined will soon result in chaos. Such an approach would not save time; on
the contrary, much more time would be required later on to reorganize the
staff. A rational and professional approach is therefore necessary.

The availability of human resources varies widely according to the country
and refugee context. For instance, basic medical staff may sometimes be
difficult to find because of the remoteness of the refugee settlement and
security problems, while in other instances, highly qualified staff may be
available locally. When staff do not have the required skills, training will be
necessary and specific courses (e.g. for measles immunization) should be
started in the first stages of an emergency.

Another specificity of refugee programmes is the essential role played by
home-visitors. These are refugees chosen from among the population who
ensure the link between their community and the relief services. Home-
visitors must be promptly recruited at the beginning of an emergency.

Human resource management is generally a major undertaking, although
one that is often underestimated. Responsibility for it should be clearly
assigned to a senior staff member at the start of a refugee programme.

Objectives

The major objective is to provide human resources capable of performing the
different tasks involved in refugee programmes, and to organize these
efficiently. The overall goal is the effective and coordinated implementation
of the 10 top priorities (see Part II, The Ten Top Priorities: Introduction).
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Determining human resource requirements

The number of staff required, and their qualifications, must be properly
defined for every refugee intervention. The estimation of staff needs cannot
just be a rough guess but must be based on the activities to be carried out,
and not the other way round (i.e. deciding on activities according to the
resources available). Staff requirements should be defined in a series of steps.

DETERMINING STAFF REQUIREMENTS STEP BY STEP

* Refugee health needs are assessed in the initial assessment and appropriate
programmes defined in response to them. These will usually cover the 10 top
priorities.

e The target population for each programme should be defined; for instance,
measles mass immunization targets children between 6 months and 15 years,
i.e. 40% to 50% of the population.

* A list of activities and the tasks to be performed within them should be
established for every programme.

* The different categories of personnel required to execute these tasks must
be identified.

* A job description should be prepared for each category of staff, describing
in detail the tasks to be undertaken, the means available to execute them
and the level of competence required (see below). This should take into
account the qualifications of available staff: the less qualified the staff, the
shorter the list of tasks.

* The number of staff required may then be calculated, based on the
estimated work load, which depends on the target population, and the time
required to perform every task; for instance, one health worker should not
be expected to perform more than 50 consultations per day. Day-shifts,
night-shifts and days off should be taken into account.

Thus staff requirements cannot be based on a set of pre-determined standards,
and flexibility must always be maintained in order to adapt to fluctuations in
the workload and changes in programmes!. For instance, additional staff will be
necessary if there is a large influx of newcomers or a large-scale outbreak of
disease requiring new facilities to be set up (e.g. cholera/shigellosis units).
Manpower needs will be particularly high in the first weeks of an emergency
when the infrastructure has to be set up (e.g. clinics, latrines, etc.), but should
then begin to decrease.

Estimates for staff requirements for each activity are given in Table 9.1.
These figures are based both on experience and existing guidelines, and may
be used as indicators for staff needs in camp situations where new staff
must be recruited. Other suggested staffing figures are available in specific
guidelines and UNHCR documents!. In open situations, where refugees are
scattered among the local population, fewer staff would normally be required
because access to and utilization of services is generally lower than in camps,
and staff from existing local facilities participate in refugee assistance
(particularly the health facilities).
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Table 9.1

Minimum staff requirements for different activities in a camp setting

(see relevant chapters)

Activity or service

Staff requirement

Mass immunization campaign!>

1 vaccination team (20 people, including 2 vaccinators and 1 cold
chain technician) to immunize 500-700 people per hour
1 supervisor (e.g. nurse)/1-2 teams

Health services:

— Out-Patient Department (OPD)
(at central or peripheral level)

— In-Patient Department (IPD)
(at central level)

1 qualified health worker/50 consultations/day

medical doctor for supervision

non-qualified staff for registration (1), dressing/sterilization (1-
2), oral rehydration (1-2), delivering drugs, etc.

1 watchman / 8-hour shift

1 medical doctor (minimum)

1 qualified health worker/20 beds/8 hour shift

1 nursing supervisor /IPD (hygiene, sterilization, dressing etc.)
1-2 for pharmacy

staff for data collection

1-2 watchmen/8 hour shifts

Home visiting

1 home-visitor/500-1,000 refugees
1 supervisor/10 home-visitors
1 supervisor/programme (e.g. nurse)

Cholera unit!!:
(around 200 beds)

1 health worker/20 patients/8 hour shift

2 non-qualified workers for other tasks (cleaning, oral
rehydration, etc.)/20 beds/8 hour shifts

1 medical supervisor for 60 beds

1 logistician

1 coordinator per cholera unit

other staff for registration, watchmen, etc.

Nutritional centres10:

— Wet supplementary feeding
centre (250 beneficiaries)

— Therapeutic_feeding centre
(100 beneficiaries)

1 general supervisor for overall management

1 trained nurse for medical follow-up (could also act as supervisor)
1 nutritional assistant per 30 children

2 nutritional outreach workers to follow up defaulters and carry
out screening

1 cook plus assistant per 50 children

1 cleaner per 50 children

1 or more watchmen

1 medical doctor (part-time)

2-3 trained nurses for overall management and medical follow-up
10 nutritional assistants (1/10 children)

2 outreach workers to follow up defaulters and carry out screening
1 storekeeper

4 cooks plus assistants

4 cleaners

1-2 watchmen

Water / sanitation programme

1 sanitation or environmental health technician for supervision
(in large programmes: 1 for water supply and 1 for sanitation)
number of staff required depends on the situation and the tasks
to be performed

Support activities
(administration/logistics)

1 general administrator

accountant, secretary, administrative assistant, etc.

1 or more logistician, logistic assistants, storekeeper, purchasing
officer

drivers, watchmen

possibly: pharmacist, mechanic and radio-operators
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STAFF QUALIFICATIONS

There are two main types of staff:

— qualified staff who have been officially trained in the tasks to be performed
(e.g. nurses). The curricula covered in that training and the titles received
may differ according to the educational system of the country of training; and

— non-qualified personnel who have not been officially trained but who may
have acquired valuable skills to perform certain tasks, either through
experience and/or unofficial training.

Various categories of qualified staff are required in the two main areas of
refugee health interventions:

— the health-related field: physicians, nurses, midwives, pharmacists, nutritionists,
sanitation officers and other health professionals whose titles depend on the
educational system of the country of training (medical assistant, health assistant,
community health workers, etc.);

— support services (logistics and administration): administrators, accountants,
mechanics, etc.

The categories of non-qualified staff include: home-visitors, registrars,
dressers, cooks, cleaners, watchmen, casual labourers for construction
facilities, etc.

Every intervention requires staff at the decisional level (e.g. programme
coordinator) 2. In the initial phase, professionals specialized in emergency
intervention are required for launching programmes. These are generally
experienced professionals with specific technical competence, such as
medical doctors, nurses, experts in immunization, sanitation technicians,
logisticians, etc.®. A number of relief organizations employ a pool of
professionals specialized in emergency work who are available at short
notice to carry out short missions. This has the advantage that right from
the start there are people available who know the standard procedures for
interventions and the common constraints. They are also used to working as
a team and share a common understanding of refugee situations.

Human resource management

In principle, UNHCR should provide guidance in local staff management,
aiming at a certain level of standardization. However, this is seldom reached
in practice, or at least only at a later stage when the majority of staff have
already been contracted.

LOCAL STAFF RECRUITMENT

Ideally, local staff recruitment should not start before the following tasks
have been completed for each programme.

* The categories and numbers of staff required should be clearly defined,
and job descriptions prepared for every staff category (see above). There is
often a reluctance to spend time on job descriptions during the heat of an
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emergency. However, it is an essential tool for staff management, acting as
the basis for preparing the profiles expected of candidates (job profile) and
clearly laying out each person’s tasks and responsibilities. Job
descriptions for emergency interventions are generally prepared in
advance. Standard job descriptions exist for some categories of staff, but
they will have to be adapted to the situation, i.e. dependent on the
qualifications and skills of the human resources available and the
characteristics of a particular programme.

* An organization chart must be drawn up for every programme and facility
(e.g. health centre). A prototype will probably be designed before
recruitment begins, but will be adapted afterwards, according to the level
of staff actually recruited. It should indicate the supervision system and
communication flow.

* The job profile is the basic tool for effective recruitment. It describes the
tasks to be performed, the diploma and level required, necessary language
ability, level of responsibility, and position on the organization chart.

Local staff recruitment takes place among the refugee population and
residents of the host country, and information about vacancies should be
made directly available to them.

Applicants should be selected on the basis of the recruitment profile, interview
and possibly testing. A first screening usually involves cross-checking the
applicant’s profile against the job profile. Interviews normally follow (although
not for casual workers), and are mandatory for skilled staff. Tests are useful
for many jobs, for example, written tests for secretaries and administrators,
practical tests for different categories of medical staff, drivers, etc.

The selection procedure is usually conducted by the person in charge of the
programme, while the administrative aspects of recruitment (contract, salary
scales, etc.) are taken care of by the project administrator. In very large
emergencies, it is recommended that human resource specialists are
temporarily employed to assist the team with initial staff recruitment,
organization (e.g. job description and organization chart) and training.
Newly-recruited staff should sign a contract and receive a copy of their job
description, if this exists on paper.

Some considerations regarding the local staff recruitment

* The question often arises as to whether refugees should be given preference
for jobs over residents of the host country. The answer depends on the jobs
themselves and on the local context. Consideration must be given to the
possibility of national long-term programmes being harmed if competent
national staff are drained from existing public services. Refugee staff have
the advantage of being familiar with the culture and language of their own
community. Employment also allows them to be actively involved in
activities targeting their own welfare and provides them with the opportunity
to acquire new skills!2 (see also refugee participation in Part I, Socio-cultural
Aspects). Refugee staff should be preferred for community services (e.g.
constructing and maintaining latrines, and as outreach workers for nutrition
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and immunization programmes, etc.) and there are a few job categories that
should - whenever possible - only be filled by refugees, such as home-visitors
and traditional birth attendants (TBAs)!. However, employing refugee
workers is often a complex issue, especially on the administrative side, as
described below in the section Special issues: Refugee worlkers.

There are also several advantages to recruiting staff from the host country:
the host communities are more likely to accept the assistance given to
refugees thereby reducing the risk of tension between them, resident staff
will be less subject to pressure from the refugee community, and there is
generally a greater likelihood of finding qualified staff among the host
population than among the refugees (better educated refugees often have
better opportunities than ending up in a camp).

* Care should be taken also to employ female staff (see Socio-cultural
Aspects in Part I), although the socio-cultural patterns of the population
must be taken into consideration. Female health staff and TBAs are
particularly important for ensuring that refugee women have greater
access to health services2.

* Those involved in the recruitment process may need to consider maintaining
a balance between different ethnic groups among the staff and in some
situations this may be particularly important. For instance, in MSF refugee
programmes in Rwanda (October 1993), staff members were originally
recruited according to classical criteria - such as qualification - but it was
then found that around 75% of them belonged to the Tutsi group who
represented only 15% of the total population. This subsequently became the
source of a major conflict with the local authorities!s. In addition, staff
attitudes towards refugee groups may be influenced by their tribal
membership and become a possible source of inequities and other problems
in relief assistance.

« It is particularly useful to recruit highly skilled professionals from among
the local population. One advantage is that if such staff can be recruited
locally, it will not be necessary to ship in large numbers of expatriates.

STAFF POLICY

A standard staff policy must be defined and formalized. This should generally
cover working hours, holidays, salary scale and other material advantages, as
well as warning and dismissal procedures, etc. Standardization is imperative
within an agency and is facilitated when all administrative aspects of staff
management are under the responsibility of the same person. Standardization
is also useful between agencies, especially in regard to salary scales in order to
avoid a flow of staff towards agencies paying more (as it is frequently the case
with some international agencies who offer high wages).

It is important to have a knowledge of the national labour laws of the host
country for deciding staff policy, particularly if legal problems are to be
avoided, such as court cases over improper staff dismissal. Standard
procedures are not always respected in the acute phase of the emergency
because a large number of staff have to be recruited very rapidly. However,
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this leads to a lot of time being wasted later on trying to reorganize and
bring in delayed standardization.

Contracts should take into consideration the specificity of refugee emergencies,
i.e. the specific status of refugee workers, the high number of non-qualified
personnel initially required, the temporary aspect of refugee programmes and
the risk of unexpected events occurring, etc. This highlights the need to design
contracts covering a specific service or for a set duration (see Part IlI, The Post-

emergency Phase). For instance, it is useful in the initial stage of the emergency
to either contract national workers on a daily basis, or give them preliminary
two-month contracts until sufficient information has been gathered on labour
laws in the host country. Another possibility is to first hire staff as 'volunteers'
(see Table 9.1), and pay them incentives!4. Refugees, who are often not officially
entitled to sign work contracts in the host country, can be hired and paid under
such arrangements (see also Specific issues: Refugee workers). The main types
of contract and general legal principles which should be respected when hiring
and dismissing staff are given in Table 9.2.

Table 9.2
Types of contracts or agreement and major principles!4

Labour contract Temporary contracts are advised in refugee emergencies,
but they can only be renewed up to a maximum number
of times (before becoming a permanent contract de
facto).

A probation period should be indicated (e.g. one
month), during which contracts can be terminated
without notice.

A clause should stipulate the maximum lump sum to
be paid on premature termination of contract (e.g. one
month’s salary).

Volunteer agreement | Takes the form of a temporary «contract» (only if
permitted by the labour law of the host country).

States that the person is a volunteer cooperating with
the relief agency for a specific period.

Compensation is through 'incentives' (e.g. payment or
food-for-work).

The volunteer agreement has to be signed.

For both The contract should contain a clause stating that the
agency has the right to terminate the contract or
agreeing to termination if the project is forced to close.

Reasons for immediate dismissal (stealing, etc.) should
be indicated as well as the procedure for giving
warnings.

Any dismissal must respect local labour laws and be
confirmed in writing.

Hiring casual People hired for a short period to perform a defined
workers task, (e.g. digging latrines), are paid by incentives.

No contract is required, but a signed agreement is
sometimes preferable.
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A local staff salary scale must be determined, although this is complex to
draw up and a frequent cause of conflict. Distinctions will have to be made
between refugee and non-refugee staff (see below). Whenever possible, salary
levels should take into account the local cost of living and be adjusted to
inflation and devaluation. Given the heavy workload usually demanded in
such situations, salaries should be high enough to ensure regular work
attendance and a sufficient level of motivation. It is also important to offer
attractive conditions to highly qualified staff, i.e. appropriate salary, clear
responsibilities with involvement at decisional level, participation in
meetings, housing for those not resident in the area, etc.

* For national staff (from the host country), the national salary scale (for
state employees) may be used as a guide, but it must take into account
that state employees are frequently underpaid in developing countries and
their salary may be insufficient to cover the basic needs of extended
families, obliging them to take on extra jobs. This scale should therefore be
seen as a minimum remuneration level, and other salary scales should be
looked at (e.g. private hospitals, other agencies, etc.). When national staff
have to be relocated far from their home areas (sometimes necessary for
qualified staff), compensation should be offered, for example, in the form of
extra allowances.

* For refugee staff, there is often a debate about which salary scale to use
since refugees are already supported by outside aid. Some organizations
make it their policy that refugee wages should be well below the national
rates (e.g. UNHCR policy)!. Although the material advantages received by
refugees must be taken into account (especially food rations), it is
recommended that significant differences should be avoided between the
payments made to refugee and national staff with similar qualifications
and performing the same job. Other aspects in relation to refugee staff and
the issue of whether or not to pay them for community services is dealt
with below under Specific issues: Refugee workers.

HUMAN RESOURCE COORDINATION

Staff coordination (both local and expatriate) is essential, although complex
and frequently overlooked!. This responsibility should be assigned to one
person, logically the person in charge of human resources, who should have
had previous training, should be briefed for the specific situation and should
receive appropriate guidelines. The principles for coordination are similar to
most public health projects but they must, of course, be adapted to the
emergency situation and the specific refugee context.

Main recommendations

e Job descriptions and organization charts that were drawn up at the start
of operations (see above) should be regularly adapted to programme
developments. Both remain essential tools throughout the programme for
ensuring that the distribution of tasks is clearly understood by everyone,
and are useful references in cases of disagreement!.
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Close supervision and on-the-spot training are essential and attention
should be paid to them from the beginning. New staff should be
accompanied in the first days of their job and never left to fend for
themselves or sent out alone into a totally unfamiliar setting. Supervision
is also important to enable health teams to understand the overall relief
programme from a public health point of view and the importance of every
individual activity as part of the whole intervention effortso.

Communication and information-sharing are also crucial to ensure a good
understanding of priorities and to maintain motivation. Regular meetings
are required (at least weekly) at both general and/or sector level (health,
logistics, etc.). These will help to ensure a good information exchange and
regular feed-back on activities to all staff.

Adequate working conditions should be guaranteed for all staff and the
responsibility for this clearly assigned to one person. There is always a
high risk that staff quickly become burned out in the emergency phase,
which may lead to serious health consequences and a high staff turnover.
Very heavy working hours should be avoided and a minimum of rest (e.g. 1
day per week) should be instituted, even though it might be necessary to
compel staff to comply with this. Access to adequate curative care must be
organized. Under particularly stressful conditions, counselling and close
support for staff may have to be provided.

Adequate living accommodation should be secured for staff not resident in
the area (relocated national staff, expatriate or international staff) and
include appropriate housing, safe water and food supplies. Vaccination
and prophylaxis may also have to be considered.

Security problems may arise in situations where armed conflict is the
cause of internal displacement. These can affect expatriate as well as local
staff, and specific measures and safety precautions should be taken. There
are no standard ways of dealing with them. Every organization has its
internal guidelines and procedures with which to respond and these
should be in writing (e.g. evacuation plans). In principle, it is in the
mandate of UNHCR to ensure the protection of refugees and relief workers.
Expatriate staff should be aware that local staff may sometimes be
exposed to a higher risk, as happened in refugee camps in Rwanda in
1994, where most of the local staff were killed during the genocide. This
factor should be taken into account if withdrawal is being considered.

SPECIFIC ISSUES

Refugee workers

Employing refugees as staff is usually not a simple process and several
aspects must be assessed beforehand to avoid subsequent problems.

1.

The legal status of refugees should be checked as they are frequently
denied access to legal employment by the host country.

2. Their qualifications might not be recognized by the host country: diplomas

and certificates are frequently lost during displacement, training curricula
are often not known outside their own country and the desire for
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employment may sometimes lead to false declarations concerning
qualifications.

3. The payment of refugee workers is subject to debate, as highlighted under
Staff policy. It is not only a question of deciding whether or not they should
be paid for community services, but also how to pay them: in cash
(incentives) or in kind (e.g. food-for-work programmes). On the one hand,
payment for community services is open to criticism because it may
reduce the sense of responsibility for their own welfare. UNHCR, for
instance, does not recommend payments during the first days of an
emergency!. On the other hand, experience has shown that most refugees
will not continue to work on a regular basis without some sort of
incentives. It must be kept in mind that there are frequent disruptions to
community life, refugees are under pressure to find sufficient resources to
survive and they may sometimes not understand the usefulness of some
services for which they may be asked to contribute their efforts. There is
thus a risk that essential jobs are not done if there is no payment for
them!. Payment also helps refugees to start up independent economic
activities and diversify their diet by making purchases on the local market,
and reduces dependence on external aid. There is no straightforward
solution to this dilemma. The best recommendation that can be made is to
adapt payment strategies to the local context: whether or not refugees
already started community services on their own initiative; whether or not
there is sufficient food aid available (in addition to general ration
distributions) to organize food-for-work programmes; whether or not food-
for-work will provide sufficient incentive. As previously stated, a practical
option is to enrol refugee workers as volunteers. This can be formalized in
a signed agreement and offers compensation (payment or food-for-work).
See Table 9.2.

Health workers

One of the crucial points in regard to medical programmes is to find local
personnel with medical training to staff them. In situations where qualified
health staff are scarce, alternative solutions must be found for responding to
health needs.

» Active recruitment of health staff from neighbouring areas: however, this
can be an inappropriate solution as it drains competent national staff from
existing health services, and may harm long-term health programmes
because staff may be attracted towards working in refugee projects by the
higher salaries sometimes paid by relief agencies.

+ Expatriate doctors and nurses may be brought in to provide curative care.

* Non-qualified staff may be trained in medical tasks: such training is
necessary in most situations, but should be extended and intensified when
there is insufficient staff. However, newly-trained staff should be closely
supervised by qualified staff.

Health staff of the host country, frequently employees of the Ministry of Health
(MOH), may be assigned to refugee health care. Specific arrangements should
be discussed with the MOH: whether there should be an employment contract
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or written agreement with the agency, financial compensation for a higher
workload to improve motivation and continuity of service, how responsibilities
can be shared between the MOH and the agency (if agreed by the MOH), etc.
Any such arrangements should be formalized in writing.

Expatriate staff
The role of expatriate staff in refugee programmes is a controversial subject?.

* On the one hand, expatriates usually have no familiarity with the refugee
community or the host country and their presence may prevent the
development of local expertise and thus have a negative effect on the
sustainability of refugee programmes in the long term.

* On the other hand, experts in emergency action are usually not available
locally and as expatriates are not under pressure or at risk of intimidation
from local communities or authorities, they can play a more effective role
in regard to refugee protection, witnessing to what they see (t moignage)
and ensuring a more equitable distribution of resources. Also, they already
know the principles and working habits of the relief agencies, which
facilitates starting up operations and enables everything to go ahead
faster. Finally, the presence of expatriates may be necessary for ensuring
continuing support from donors.

In most refugee emergencies, expatriate staff specialized in emergency
operations are employed in the first stages to launch interventions (see
above) and provide training; after the acute phase, their role will also cover
the supervision and management of programmes, and the provision of
technical assistance. Exceptions have to be made for situations where there
is a scarcity of local qualified staff, and expatriates have to fill in the gaps by
carrying out tasks that would usually be done by local staff (see above). It
has been observed that some expatriates are reluctant to recruit local staff
in sufficient numbers or to delegate tasks to them. The person in charge of
human resource management should watch out for this situation and take
action to remedy it.

There is no standard rule for the number of expatriate staff required in any
given refugee situation since this is dependent on many different factors: the
qualifications of available local staff, the stage reached in the intervention
(more expatriates may be needed in the emergency phase), security conditions
and the risks encountered by local staff, heightened ethnic tensions requiring
a large presence of neutral personnel, etc.

TRAINING

Assessment of training needs®12:17

Training becomes necessary whenever there is a discrepancy between the
observed level of competence of personnel and the required level of competence
to perform a job. This implies that several types of staff may require training.

* Personnel who have never had any training in the tasks they are asked to
perform, which is often the case for home-visitors, sanitation staff, etc., should
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be taught the specific tasks that they are to perform. The job description will
be the basis of the training programme.

* Some professionals may require additional training in order to perform
new tasks; in emergency situations skilled staff are frequently asked to
perform tasks for which they have never received any training.

¢ Some professionals may have to upgrade their level of performance. They
may have diplomas, but their actual level of competence may be low; in
many countries, training courses are very theoretical and do not provide
sufficient opportunity for acquiring practical skills.

In these two last cases, the training needs of professional staff have to be
carefully assessed through interviews and observation and by checking the
curriculum contents of past training courses.

In regard to refugee emergency health, it is usually necessary to organize
training courses on:

— conducting mass measles immunization,

— data collection,

— essential drugs and standard treatments,

— conducting surveys,

— environmental health measures,

— specific measures to take during epidemics,

— oral rehydration,

— active screening for those who are sick and/or malnourished, etc.,
— safe deliveries.

Feasibility study'2:17

Once training needs have been clearly identified, the training that is most
appropriate to the situation should be selected. This may include:

— on-the-job training (or 'bedside training' for medical staff),

— a few practical or theoretical lessons,

— specific initial training courses (ad hoc on specific topics or tasks),
— refresher courses.

The type of training selected will depend on: the number of people to be
trained, the number of tasks to be taught, the optimal duration of the
course, and the human, material and financial means available. These are
all essential factors to consider before initiating any training programme.

During the emergency phase, it is clear that people have to be trained quickly.
This implies that only a limited number of tasks should be taught and that the
number of trainees should not exceed 10 per trainer. In addition, the trainers
must be competent and clearly allocated for this task; space for conducting
courses has to be organized, and adequate equipment and training material
provided®. Some guidelines have been drawn up by relief agencies to facilitate
the rapid training of home-visitors and other health workers on the major
topics of refugee health care+5. However, there are no available guidelines for
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using straightaway on the spot: every training course will have to be adapted
to local conditions, in line with the major health problems at the time, the
socio-cultural context, and the level of qualifications of the staff.

In order to ensure that there is a degree of homogeneity among staff being
trained, it may be wise to select candidates according to relevant criteria,
such as an ability to read and write, speak a specific language, calculate,
etc. These criteria will depend on the jobs for which training is to be offered.

In addition, a training contract should be established between the training
agency and the participants, stipulating the internal regulations of the
programme and the commitment expected from the participants. Such
contracts have the advantage of making instructors and students aware of
their responsibilities, and should be established to even in emergencies.

Training may be a sensitive issue in many countries.

¢ Some governments do not allow refugees to be trained, especially in the
health field. It is therefore essential to come to an agreement with the
authorities before starting a training programme and the relevant
ministries may therefore be invited to participate.

* Another sensitive issue is related to the status of refugees who have
followed a training course organized by an NGO. For various reasons, such
training will usually not be recognized either by the host country or by the
home country. This likelihood should be clearly explained to potential
trainees so that they do not build up false hopes for the future. Relief
agencies working in refugee camps are not specialized training agencies
and the purpose of their presence in a country is not to decide on the
health policy of that country. Therefore, agencies should not be involved in
any lobbying for the recognition of personnel trained in the camps and no
diploma should be delivered at the end of a training course. However, a
document mentioning that someone has followed a training course and is
capable of performing a list of specific tasks may be very useful to that
person when applying to work later on.

Methodology?®:12:17

Teaching and assessment methods should be selected according to the main
tasks to be taught, whether they cover intellectual, practical or communication
skills. The importance of assessing and evaluating 'students' cannot be over-
stressed; it is an incentive to learn, provides feedback on the learning process
to participants and trainers, and acts as a protection against incompetent
personnel continuing to practise.

It is useful to keep written reference documents on training content as
references for future training activities and further evaluation.

Evaluation

Evaluating and following up on training programmes are part of the supervision
process which should take place regularly in order to identify further training
needs to be met through a continuing education programme.
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A REFUGEE-SPECIFIC CATEGORY OF STAFF : HOME-VISITORS

Home-visitors are an essential component of any refugee programme
ensuring the link between refugees and the services offered to them and
conducting outreach activities in the settlement. Home-visitors should be
recruited rapidly at the start of programmes (within the first few weeks) and
function as a network covering the whole refugee population.

Home-visitors (HVs) should be distinguished from community health workers
(CHWSs) or village health workers (VHWSs): CHWs are an essential aspect of
(long-term) primary health care programmes in stable countries, aimed at
extending health services to all communities and supporting them in solving
their own health problems. CHWs are members of the community, who have
received a short training on health-related matters and are already integrated
into the public health system of their country!6. HVs are also selected from the
community, but only in response to a refugee crisis. Their tasks differ from
those of the CHWSs, and it is preferable that they do not provide curative health
care. The CHWs already present in the refugee community will generally be
assigned to health services (e.g. health posts) because of the health knowledge
they have already acquired.

The characteristics of home-visiting programmes include the following:

* Home visitors should be selected from among the sections of the population
they will care for; initially there should be 1 HV for every 500-1,000 refugees.
The most important selection criteria is that they are accepted and
recognized by their community, whether or not they have previous skills or
are literate. Difficulties in the HV selection process arise when refugee
leaders try to unduly influence it, or designate friends or relatives who may
not be suitable. Care should be taken that women are among those recruited
(see above, Staff recruitment). The number of HVs can be increased
depending on how events and activities evolve.

* The main tasks to be performed by HVs are listed below (see also 6. Health
Care in the Emergency Phase).

— Data collection: HVs ensure the regular collection of population figures
(census, new arrivals and departures, births, etc.) and mortality figures
(number and causes of deaths in the population).

— Active screening: they make regular visits to shelters to screen for sick
persons, malnourished children and those not immunized against measles,
and refer these to health or nutritional facilities. They may also be required
to screen for other problems: defaulters from particular programmes (e.g.
feeding centre), vulnerable groups with specific problems, etc. In the case of
disease outbreaks, this screening task will have to be reinforced.

— Informing the population: they are responsible for transmitting necessary
messages in regard to, for example, the availability of services,
distributions that are to take place, the need to bring children for measles
immunization etc. They should also conduct health education, for
instance, on the use of latrines, the importance of personal hygiene, etc.
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— Assistance to other programmes: HVs can assist in many activities: mass
immunization, health posts, feeding programmes, conducting surveys, etc.
However, this should not be at the expense of making home visits.

A main role of HVs is thus to facilitate the flow of information by informing
refugees about relief services and informing relief agencies on refugee needs
and problems.

* Supervision and training of home-visitors: A few HVs who demonstrate
superior skills should be assigned a supervisory role; one supervisor for
ten HVs. Overall supervision of the home-visiting programme should be
ensured by a health professional (for instance, an experienced nurse).
Frequent and regular meetings between HVs and their supervisors must
be instituted from the start, on a daily basis in the initial stages. This
allows HVs to make a daily report, hand over data collected, exchange
information about refugee needs, etc. It also provides an opportunity for
training: an initial and basic training session should be organized on the
first tasks to be performed (mainly data collection, possibly active
screening), and is continued through these regular meetings to cover other
tasks and specific issues related to refugee programmes. The general
guidelines for training in a refugee context are given above under Training.

* Contact with other refugee activities: HVs should maintain close contacts
with staff working on other programmes. Collaboration with health services
is particularly important: HVs should be linked to the health post to which
they refer patients; the person in charge of the health post may also
supervise their work and provide them with support.

Post-emergency phase

Priorities usually change after the emergency phase: some programmes may
be closed down (e.g. supplementary feeding) and others may be started (e.g.
EPI). Staff requirements must therefore be re-evaluated in line with new
plans. Once again, job descriptions have to be written down in order to
clearly identify the tasks that have to be performed.

In many situations, overall staff requirements will decrease: most of the
necessary infrastructure has been set up, and a large number of staff is no
longer required. Some emergency programmes employing a large number of
staff will close down and, in some situations, repatriation or resettlement of
refugees will begin so that the site will progressively empty. This implies that
it is time to terminate the contracts of some of the local staff. This is a
difficult job due both to emotional links with the staff and administrative
obstacles if sufficient advance warning is not given. Ensuring appropriate
contracts at the start (see above) can prevent later security and legal
problems (such as court cases) and compensations for dismissal. Whenever
possible, national staff should be re-employed by any partners taking over
the activities they have been involved in; recommendation letters, proofs of
work done and certificates for training sessions attended by previously non-
qualified staff are all useful to refugees for future jobs.
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Coordination is more necessary than ever at this stage in order to ensure
that working methods remain unchanged and standard activities continue
normally in spite of changes in staff.

Training needs must be assessed, and new training programmes may have
to be organized in order to adjust to the situation!2.!7. If staff have been
specifically trained to perform a very limited number of tasks during the
emergency phase, it may be wise to reorganize and allow them to diversify
their activities as the situation calms down. Indeed, providing a less boring
job will maintain the level of employee motivation in any programme. New
tasks may be added to some specific job descriptions after the completion of
appropriate training courses.

Because of these new training needs, it is important not to decrease the
number of expatriate staff too rapidly when the emergency phase comes to
an end. However, once refugee personnel have been properly trained, it is
essential to delegate tasks to them and give them opportunities and
responsibilities for contributing towards the relief effort directed at their own
people.

/ Principal recommendations regarding
human resources and training

* Recruitment, management and training of human resources are
essential and complex tasks that cannot be improvised. They should
follow specific procedures and be supervised by experienced senior staff.

* The first step is the determination of the number of staff required, per
category, based on the activities to be carried out. Then, a job description
should be prepared for each category of staff, and an organization chart
must be drawn up for every programme and facility. Both of these will
remain essential tools throughout the programme.

* A standard staff policy must be defined in line with the labour laws of
the host country. Several aspects should be addressed early on, in the
emergency phase: salary scale, appropriate type of contracts, what is
the legal status of refugee workers, etc.

* Several types of training are necessary in most refugee programmes,
but it should be preceded by an assessment of the training needs.

* Home-visitors are an essential component of any refugee programme as
they ensure the link between refugees and the services available to them.
This network of home-visitors should be rapidly established in the first
weeks of any refugee intervention, and requires close supervision and
training.

N /
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10. Coordination

Introduction

Coordination is one of the top 10 priorities in a refugee situation, but is probably
also one of the most neglected or least well implemented. Nevertheless, without
proper coordination, any relief programme will rapidly become disastrous.

Coordination could be described as the integrated organization of the various
relief activities under an accepted leadership, made effective via communication
among all the partners. Integrated organization means that common goals are
pursued by all partners who implement a common plan making the best
possible use of all available resources. The partners in a relief programme are
usually UNHCR, host country authorities, refugee representatives and non-
governmental organizations (NGOs). Other UN agencies may also be involved,
especially when internally displaced are concerned. Communication implies
regular contacts between partners, both formal and informal. It involves
information-sharing and decision-making3. Leadership signifies that one of the
partners takes the lead in planning operations, and overall responsibility for
decisions. This does not mean that the other partners have no role to play in
coordination; on the contrary, good coordination is only possible if every
partner is actively involved.

Although its importance is usually underestimated, coordination among
partners directly influences the effectiveness of any relief work. It is
particularly essential in major refugee programmes where a large number of
agencies are working in the same place. Without coordination, there is a high
risk that some programmes will overlap while other needs are left uncovered.
This is aggravated by the seeming inability of many specialized agencies to
take a broad overview of the situation. For instance, in refugee camps in Kenya
in 1992, the development of programmes was hampered by the presence of
multiple organizations working in the same field but with conflicting
objectives, unclear tasks and poor coordinations. Coordination is also crucial
to ensure that the policies of the host country are not overlooked in important
matters such as immunization or malaria programmes. A final important
aspect of coordination is that it makes it possible to deal more efficiently with
security problems in unstable areas.

Coordination is required at every level: from the central level (national or
regional) to the field level (refugee site). It is just as necessary in camp settings
as in open situations (where refugees are dispersed or integrated into the local
population). Coordination also applies to 'internal' coordination, or the
coordination of activities and human resources within an organization, where
the same principles may be applied. This issue is partly dealt with in 9.
Human Resources and Training.
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Coordination is thus an early priority in relief programmes. However, the
quality of coordination has to be maintained beyond the emergency phase in
order to ensure continuity despite changes in staff and any adjustments to
programme objectives due to an evolving situation.

From the above, it is obvious that the coordination of refugee programmes is
not easy. Relief operations are complex. Important resources are involved
(staff, logistics, food and medical supplies) and there are often many
constraints, such as site inaccessibility, insecurity and political obstruction.
In addition, the partners may have conflicting interests or differing
philosophies of work and will be reluctant to adopt common objectives.
Furthermore, individual relief agencies may resist anything which is seen to
decrease their power and autonomy?2.

Objectives

The main goal of refugee programme coordination is to achieve the greatest
possible impact on the situation through the management and integration of
relief activities.

To reach this goal, operational objectives must be set and it is therefore
necessary to:

— establish clear leadership,

— create a coordinating body,

— ensure that priorities are shared by agencies,

prevent programme duplication and ensure all needs are covered,

rationalize services by creating common standards and using common
guidelines.

Action to be taken

1. ESTABLISH CLEAR LEADERSHIP

Although leadership in coordination varies from one refugee situation to
another, it is essential that relief teams understand how the responsibilities
are attributed in principle.

* The host government always remains the final authority but may adopt
various positionst!:
— it may itself take the lead in coordinating relief work; or

— it may completely or partly hand over responsibility for policy and
coordination to UNHCR and/or international agencies4.

The government may coordinate through different channels:

— a Ministry (Internal Affairs or Planning) takes the overall responsibility
and designates an individual or a special unit within the Ministry. Other
Ministries (Health, Agriculture or Social Welfare) will be responsible for
coordinating specific sectors; for instance, the Ministry of Health (MOH)
may coordinate all relief activities related to health;
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— the government sometimes creates a new, autonomous body to take
charge of coordination, such as a government relief committee.

In rebel-held areas, there are usually no Ministries operating and a relief
branch of the rebel government may ensure the coordination of assistance.
However, such bodies often have political objectives and strategies that
may conflict with those of the relief agencies.

Cooperation and communication with the various levels of government
should always be encouraged, and at least one government representative
should attend coordination meetings. It is also useful to assist the host
country to strengthen its ability to coordinate refugee assistance at central
and field level:.2.

 UNHCR plays a major role in the leadership of refugee relief programmes.
Its mandate includes responsibility for ensuring protection and the
adequate care of refugees and may also be extended to cover internally
displaced populationsi2. Other aspects of UNHCR mandate are dealt with
in Part I, Refugee and Displaced Populations.

— at the international level, UNHCR is responsible for coordinating the
provision of general assistance to refugeesz?;

— at the national and field level, the host government is normally responsible
for coordinating relief efforts but often shares this task with, or hands over
completely to UNHCR. At national level, UNHCR is also responsible for
coordinating the response of the UN system to a refugee emergency!.

In certain situations, UNHCR will accept the responsibility for displaced
persons and for repatriation programmes. In all the situations where the
coordination of assistance to internally displaced persons is not ensured
by the UNHCR, this may be undertaken by another UN agency (e.g.
UNICEF) or a special coordination body. In some large-scale population
displacements, the UN Secretary-General may create a UN-led entity with
overall responsibility for coordinating the whole UN response, as was the
case in Sudan where Operation Lifeline Sudan (OLS) coordinated relief
assistance!.

* NGOs are usually the operational partners of UNHCR. They have an active
role to play in coordination and must participate at every level of the
coordination body. Their role is even more important at field level, where
an NGO may take the role of lead agency for coordination (at the request of
UNHCR or the host government). The lead agency should have a good
overall view of a refugee situation, an understanding of how relief activities
are integrated into the relevant services of the host country, and should
preferably have previous experience of working in a refugee contexts.

2. CREATE A COORDINATION BODY

The creation of a coordination team or committee encompassing all partners,
including representatives from government and the refugee community, is
the best way to ensure coordination in most refugee emergencies. Such
teams should be organized at both national and field levels!.2.
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UNHCR recommends the followings:

— at camp level, a camp committee should be established with 1 representative
from each organization involved, chaired by a lead agency; and

— at central level, a refugee coordinator from the host government, UNHCR, or
an NGO should be appointed to chair an overall coordination committee.

In large-scale relief programmes, coordination teams for each sector (e.g.
health, nutrition and sanitation) may be established in addition to a central
coordination committee to deal with technical issues and may play an
important part in the development of standards for the delivery of assistance!.

In the health sector, a health coordination committee will usually be set up.
It is best that this committee is chaired by a refugee health coordinator,
preferably assigned by one of the lead agencies, e.g. UNHCR, or by the MOH.
MOH leadership has the advantage that it may facilitate the integration of
the refugee health care system into the national health system once the
emergency period is over2. WHO has the role of supporting the national MOH
with technical expertise and advice. During an emergency this support may
need to be reinforced12.

NGOs arriving on a site where coordination mechanisms have not yet been
set up should remedy this situation by setting up a coordination team in
collaboration with the local authorities and, if necessary, one of them should
lead the team.

3. COMMON OBJECTIVES MUST BE DEFINED BY THE COORDINATION BODY

After the initial assessment (see 1. Initial Assessment), the priorities for
intervention have to be determined. Clear objectives should then be
established and agreed upon among partners. A plan of action to cover basic
needs will be worked out as a team effort and should be made available to all
concerned!. The coordination team should monitor the implementation of
the different activities and discuss their progress at regular meetings.

In most situations, the first objectives are to immunize all children against
measles and to provide sufficient supplies of water, shelters, general food
rations and basic medical care. The coordination team has responsibility for
dissuading agencies from starting non-urgent programmes such as schools,
comprehensive family planning programme, Expanded Programmes on
Immunization (EPI), etc., until the primary objectives are fulfilled.

4. THE ROLES AND RESPONSIBILITIES OF ALL PARTNERS MUST BE
CLARIFIED

The tasks to be undertaken must be allocated among the agencies, as well
as the areas where they will work. According to their resources and
expertise, the various relief organizations will take responsibility for certain
programmes (nutritional centres, measles vaccination, etc.) in defined areas
(camp or sector of a camp). A clear task distribution will prevent overlaps
between programmes and gaps in covering needs. This distribution of tasks
should be formalized in a written agreement. This agreement may be signed
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by the government, UNHCR and NGOs, although this does not often happen
in the emergency phase.

Experience has shown that health activities should preferably be grouped
under the responsibility of one single organization in the area, in order to
avoid disorganization in the health system, duplication of services and
missing links in the referral system.

5. ESTABLISH GOOD COMMUNICATION CHANNELS

Information exchange is a basic condition for effective coordination. Decision-
makers require information in order to decide on programmes and adapt them
to changing needs. In fact, all the actors in relief programmes require
information if they are to maintain a sense of involvement and motivation, and
make their work more effective. Unfortunately, information does not flow easily
between agencies and between the central coordination level and the field level
if an efficient system of information is not established. Informal contacts and
cooperation may exist but they are not a sufficient basis for decision-making
and effective coordination. Communication channels should be established or
strengthened, and formalized, mainly by regular meetings and reports.

Regular meetings should be organized, at both central and site level. In large
programmes, general meetings should preferably be complemented by
meetings at sector level (health, nutrition, sanitation and logistics). The
purpose of these meetings is primarily the exchange of information in regard to
different programmes and the problems encountered, enabling practical
decisions to be taken: starting or ending programmes, changes in the
distribution of tasks, allocation of material, etc. If meetings do not lead to
action, they are a waste of time. Sector meetings will generally deal with the
technical aspects of assistance; technical information will be exchanged,
specific nutritional or health problems (current outbreak) discussed, and
guidelines developed for the standardization of assistance. (See below The
introduction of standardized guidelines.) It is preferable that all sectors related
to health (water and sanitation, nutrition, etc.) meet regularly to agree on
appropriate and integrated interventions.

These meetings must be properly organized, working to a prepared agenda
and chaired by the person responsible for coordination. Minutes should be
taken, and these should highlight the decisions taken: what specific action
needs to be implemented, by whom, and by what date. These minutes
should be distributed to all partners so as to ensure the circulation of
information, to formalize discussions and to evaluate action undertakens.
At central level, there is a risk of meetings developing into long, crowded and
unproductive inter-agency conferences. To avoid this, the agenda should be
limited to essential points, and participation restricted to one person from
each of the operating agencies; in large-scale emergencies where a large
number of agencies are present, it may be advisable to limit the number of
participants to the major operating partners. Decisions should be followed
up systematically. In the emergency phase, these meetings should be held at
least weekly, whereas in the post-emergency phase, monthly meetings will
usually be sufficient. At field level, information exchanges are even more
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important as any misunderstanding will directly affect the refugee community;
refugee representatives should preferably be involved at site level (see below
Camp management)!. Meetings may take place twice a week, or even daily in
acute or complex emergencies.

Reporting on programmes and population status should be organized and
supervised by one agency at each level. The information required from each
sector should be rapidly defined and standardized, and will include the
information provided by the public health surveillance system (see 8. Public
Health Surveillance). Standard forms should be distributed, reports collected
regularly and processed by the agency in charge; it is however essential that
the persons in charge of data analysis are fully involved in drawing
operational conclusions from the reports. Relevant information should then
be discussed in coordination meetings. Close relationship should always be
maintained between surveillance and coordination activities.

6. THE INTRODUCTION OF STANDARDIZED GUIDELINES AND POLICIES

Standardized guidelines and policies accepted by all the partners are essential
to any coordinated assistance because they ensure the consistency and efficiency
of programmes, and complement activities. They help avoid the chaotic delivery
of assistance. For instance, this can occur when several organizations are in
charge of a number of nutritional centres, using different criteria for admission
and discharges.

Standard protocols should be used from the beginning, based on the national
guidelines of the host country, or on standard international guidelines
developed by international agencies such as UNHCR!3, Oxfamsé, CDC7 or
MSF#89. Since these standard documents may not be suitable for every refugee
situation, they may need to be adapted locally. This process should be
monitored by the coordination team and sectoral meetings should be used to
establish common policies for intervention and to discuss guidelines. For
instance, nutritional policy will be defined during food and nutrition meetings
so that admission and discharge criteria are consistent between supplementary
and intensive feeding centres. These guidelines also serve as the basic tool of
staff training. After the acute phase of the emergency, guidelines specific to the
situation may be worked out in cooperation between ministries, UNHCR and
implementing agencies. They may even be endorsed by the host government, as
happened in Somalia (1983)10, Cambodia (1988)11, etc.

The value of guidelines depends on the extent to which they are used. The lead
agencies and coordinators must check that protocols are being observed, being
aware that local and international staff often resist using them. For instance,
in Somalia, one of the first things the Ministry of Health undertook was the
development of guidelines on the management of common diseases, but it took
3 years before agencies began to apply themas.

However, it is important to maintain a flexible attitude towards standardization
keeping in mind that each refugee programme and each agency will be faced
with its own specific constraints and difficultiess.
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Common problems in coordination

* There are frequently delays before someone takes the initiative and
responsibility for coordination. Several factors may explain this: UNHCR
may arrive on the spot after delays because of security problems,
diplomatic or bureaucratic obstacles; or the host authorities may not take
the initiative for coordination, and NGOs completely absorbed by relief
activities, may not always be aware of the need for overall coordination.

¢ The host government may have little involvement in coordination for many

reasons:

— the government may not see it as important;

— there may be conflict between the government and UNHCR over
leadership, especially when UNHCR is in charge of programme financing?;

— international agencies do not always accept the authority of Ministries
which may lack emergency skills, have a weaker financial and operational
capacity, and suffer from bureaucratic inertia;

— Ministries and NGOs may have different objectives or interests;

— there may also be conflict within the government itself, e.g. rivalry
between different Ministries for control of the relief programme.

* The distribution of tasks among the agencies is often either not clear or not
respected. In addition, communication problems are frequent and most
people do not know who is in charge of what.

e The timetable for the implementation of programmes is frequently not
respected by the partners.

 Staff turnover on-site may be rapid in terms of UN, NGO and local government
staff.

Coordination in the post-emergency phase

The general mechanisms of coordination remain the same although there are
some additional elements to take account of once the emergency situation is
under control:

* Despite improvements in the overall refugee situation, good coordination
must be maintained in order to avoid changes in programmes and
strategies when relief teams or agencies are replaced.

* Objectives must be adapted, especially when refugees are likely to remain in
the host country for an extended period. Self-reliance should be promoted
and assistance should be more consistent with the policies of the host
country. The coordinating body has a responsibility to orientate the
operational partners towards these objectives.

 Effective leadership by the host country must be fostered. Host government
involvement is essential for programme continuity over the longer termaz.
This is facilitated if the line ministries (health, water, etc.) have been kept
fully involved from the outset of the emergency.

* Refugees should participate in the coordination process to the maximum
possible extent to ensure that programmes eventually become less dependent
on expatriate input.

* The periodicity of meetings and reporting may decrease to once monthly.
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-~

Principal recommendations regarding coordination \

Coordination mechanisms must be established in the early stages of
assistance. Leadership has to be defined. If the initiative has not been
taken by UNHCR or the host government, relief organizations must
organize a coordination team and, if required, take on the leadership
role themselves.

The host government must be encouraged to participate in the coordination
process; line ministries (e.g. health and water) should be involved.

In large-scale refugee programmes, an overall coordinator is required
as well as a coordination committee in each technical sector.

Common objectives should be agreed upon and followed by all
involved. Distribution of tasks must be determined among agencies,
and formalized in a written agreement.

Regular meetings and reporting must be formalized to ensure
information exchange and facilitate decision-making. Sector meetings
are useful for working on technical guidelines and standardization.

Technical guidelines, standard policies (including standard data
collection) will be introduced from the beginning. Their content can be
better adapted to the situation after the emergency period. J

10.

11.
12.
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A special issue: camp management

Most large-scale refugee and displaced populations settle in areas that have
insufficient resources to cope with the additional burden. They either live in
open situations, hosted by the local community, or concentrated on sites where
there are no pre-existing facilities to accommodate them, leading to the
creation of camps (see Part I, Refugee and Displaced Populations).

The precarious conditions of hygiene and overcrowding in these camps, the
lack of resources and the poor health status of the population, which may
have travelled long distances, the disruption in their social organization, and
the absence of infrastructure or services on the site, all favour the development
of epidemics and high mortality. Relief assistance must be mobilized rapidly to
provide water, food, shelter, health care, and implement other priorities of
intervention (see The Ten Top Priorities in Part II). These 10 priorities cannot be
achieved without effective camp management. As good camp management is
not only necessary for the organization of relief programmes (especially the
distribution of goods), but also to counter several risk factors for communicable
diseases, it is obvious that it will have a real impact on the health status and
mortality of camp populations.

Camp management covers several different areas of activity:
— the administrative organization of the camp and its population,

— organization of the site itself and the installation of the necessary
infrastructure (see also 5. Shelter and Site Planning),

— setting up a reception structure for new arrivals, including screening and
registration,

— installation of an efficient and equitable system of general distributions,

— organization of staff working in different programmes (see 9. Human
Resources and Training).

In most refugee settlements, camp management falls under the responsibility of
UNHCR. Health agencies are rarely called upon to perform this task, for which
they are usually not prepared. However, in view of the direct relationship
between management and health risks, it is in the interests of the health
agencies to follow the situation very closely. If camp management activities are
not undertaken, health agencies must persuade UNHCR either to take on the
responsibility or delegate it to another agency (for example, the agency
responsible for food distributions). In cases of internal displacement, or in
refugee situations where UNHCR is not present, one of the agencies operating
on site will have to take responsibility for camp management.

Camp management involves activities which are difficult to organize, which
demand large resources and for which there is no ideal strategy. They may
also provoke some resentment among the population, which may see camp
management as a method of control rather than as a means of improving the
organization of aid. A certain level of expertise is therefore necessary, and
there are a number of guidelines which should be followed.
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In general, one of two possible situations is likely to be encountered.

1. The refugees have not yet settled in the new camp before relief agencies
arrive. In this case, everything can be organized in advance and the most
efficient strategies selected: registration on entry to the site, the distribution
of ration cards for each family, the most appropriate number and location
of facilities, etc. Although this situation represents the operational ideal,
unfortunately it is the least frequently encountered. It usually only occurs
when it is decided to transfer a population to a new camp.

2. Most refugees are already established on the site and the camp therefore
has to be organized within the existing framework.

In both these situations, the needs are the same, the objectives and major
principles identical. The difference lies in the methods of implementation
and the choice of strategies.

Reception of refugee and displaced populations

Ideally, every new arrival to a refugee settlement should pass through a
reception centre where registration takes place, ration cards and a first
package of goods (plastic sheeting, blankets, etc.) are distributed, medical
screening is carried out, plots on which shelters can be constructed are
allocated and, on some sites, space in temporary accommodation may be
allotted.

However, as already indicated, in most displacement situations, the population
has already settled on a site before aid could be organized or else the influx of
people is so large that individual processing on entry is impossible to organize
and a reception centre will only start to function later. As a result, medical
screening, registration and the distribution of ration cards will have to be
conducted in the settlement itself and an attempt made to cover everyone who
has arrived; this is much more complex to implement.

Registration of refugee and displaced populations: -«

Registration is required for the twin purposes of protection and assistance.
Registration makes it possible to identify the target population and vulnerable
groups, secure basic information on individuals, allow a fair distribution
system to be established through the distribution of registration/ration cards
(see below) and carry out health screening in parallelt46.

Registration must therefore be envisaged right from the beginning of the
relief effort, provided that the health and security situations allow it (for
example, registration would not be practicable during a cholera epidemic)4.
This task should be assigned to an agency by the coordination body; in
refugee populations, it is the responsibility of UNHCR, which may prefer to
delegate and supervise implementation by another partner (WFP, Red Cross,
NGOs, etc.)34.
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There are several prerequisites for registration#:

* There should be a sufficient level of security and confidence among refugees
to permit registration to be carried out without major problems arising!.

¢ The local authorities should be informed and their authorization obtaineds.

* The refugee population should receive clear information on the benefits of
registration beforehand in order to encourage their acceptance of the
processs.

* A sufficient number of personnel and logistical tools (cards, etc.) should be
available to perform the task.

Although these conditions will serve to facilitate the process, failure to meet
all of them should not serve as an excuse for delaying registration.

The amount of information to be collected at registration depends mainly on the
time available (particularly how urgently food rations need to be distributed)
and the type of data required in order to conduct relief programmes properly.
Registration usually provides more accurate figures than can be obtained in the
initial assessment (see 1. Initial Assessment).

The minimum information required for family registration/ration cards is:
— name of the family head,
— size of the family,

— estimate of the age/sex of family members.

Other data concerning individuals that are usually collected include24:

— names of family members (useful for protection and for tracing missing
persons)i4,

— place of origin (useful for camp organization, identification of minority
groups and planning repatriation)s,

— membership of any specific vulnerable group (e.g. disabled, unaccompanied
minor, etc.),

— shelter identification (e.g. number),

— possibly other data such as religion, language, etc.

Given that efficiency drops as the amount of information to be recorded rises,
it is best to concentrate on collecting only data which is really necessary for
conducting programmes efficiently24.

The most practical time to register refugees or displaced persons is on arrival
at the site (at the reception centre), in tandem with health screening. But in
most situations (see above), another system will have to be organized to
register the refugees already present on the site: several methods for doing
this are described in guidelines#6.13,

Registration may comprise several steps#:

1. Planning: once the prerequisites are met, staff must be carefully selected,
briefed and trained; the data to be collected must be determined.
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2. A first identification of refugees: this may be required when registering
a population already established on a site, so as to limit the risk of double
registration. UNHCR suggests a one-day rapid identification process
during which bracelets are distributed to each refugee in order to allow
them to register in the next step. However, this is not always indicated or
useful, and may usually be left out (especially in small camps).

3. The registration itself: data is collected on each person, and ration cards
are handed out to heads of household.

4. Updating registration records: new arrivals are registered on entry, and data
on the settled population (births, deaths, departures, etc.) are recorded by the
person in charge of each section (see below Administrative organization)2s. A
further general registration may be advised if major population movements
occurs.

There are two common problems which may be encountered:

* Security problems!: registration is sometimes boycotted by refugee leaders
or armed groups who see registration as a threat to their power (e.g. through
loss of control over food distributions), or by individual members of the
population, who may be suspicious about how the data will be used. For
example, in a Somalian refugee camp in Hagadera (Kenya, 1994),
registration had to be suspended due to hostility from the population.

* Unreliable data: there may be errors in registration data resulting from
multiple registrations of the same family, inflation of family size, 'phantom'
families (families which are invented), the sale of ration cards, registration
of non-eligible persons from neighbouring areas, etc.6.13 This may be due
to: corruption among members of the registration staff, attempts by some
refugees to bypass the control system and register twice or, where camps
are located close to a border, non-refugees crossing over to receive ration
cards to sell later.

Although they cannot entirely be prevented, these problems can be alleviated
by ensuring that the population receives thorough and valid information on
the aims of registration, by controlling entry into the camp during the
registration process and by ensuring that registration staff (who should be
recruited from outside the camp wherever possible) are properly paids4.
Separate registration places may be indicated if different sub-groups are
present in the camp. Although such problems often arise and there is no
perfect system, they should not be used as an argument against undertaking
registration.

Screening

A medical (and nutritional) screening system should be set up as soon as
possible. The purpose of screening is to identify individuals at (health) risk
within the general population and to organize appropriate responses
(detection which is not followed by action is useless)12.
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Medical screening includes the followings.12:

— the identification of children not yet immunized against measles and their
referral for vaccination (or vaccination on the spot). A mass campaign
should take place at the outset of health agency involvement, and
screening offers an opportunity to check vaccination status and vaccinate
the unprotected (see 2. Measles Immunization). Vitamin A prophylaxis is
often given at the same time;

— the detection of sick or injured new arrivals, who are referred to the nearest
health facility;

— detection of the malnourished and their referral to a feeding centre;

— other activities may be added, depending on the circumstances; for example,
referral to meningitis vaccination when there is a risk of an outbreak, or
identification of pregnant women in the post-emergency phase for referral to
ante-natal care.

Implementation of general screening depends on each refugee situation. As
explained above, a population should be screened on entry to a camp!s3. For
refugees already established on a site, active screening is carried out by
home-visitors making regular visits to shelters (see 9. Human Resources and
Training, and Health Care in the Post-emergency Phase in Part III).

Administrative organization of the camp

When a population finally arrives in a new location after the stress and
upheaval of displacement, their social structures and traditional community
leadership have usually been severely disrupted. Efficient camp management
is facilitated by the involvement of representatives from the refugee community
and a recognition of certain levels of social organization within this community.
The more refugee life in the settlement differs from their former community
life, the more important it is to achieve this as early as possible!.

Refugee representatives may fulfil several roless:

* They should serve as the mouthpiece of their community in their relations
with local authorities, UNHCR and other agencies.

* They pass on to the population the information coming from the various
agencies in regard to the organization of the camp (food distribution,
health services, etc.).

* They participate in the organization of the different camp sections by
showing new arrivals where to install themselves, and assisting with any
necessary reorganization.

* They keep and update the population records of the refugees living in their
section (i.e. births, deaths, departures and new arrivals). However, it
should be borne in mind that these figures might be deliberately inflated in
order to receive increased food rations; they should therefore be compared
regularly with data obtained from other sources (e.g. census or data
collection by home-visitors).
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Administrative (or social) organization covers several aspects of camp life:

Wherever possible, refugee households should be assembled in smaller
sections of around 1,000 people, which are both geographical entities in
themselves and administrative units!8 (see 5. Shelter and Site Planning).

In each section, one or two representatives should be chosen by the
population to ensure that all groups within the refugee community are fairly
represented and participate in relief assistance. Traditional leadership
patterns should be respected whenever possible, as it is essential that these
persons truly represent their community and are trusted by them. Care
should be taken that different cultural and religious minorities within the
population are all represented in order to avoid the exclusion of any
particular group!.

Coordination is essential for ensuring that regular meetings take place
between the refugee representatives and the different relief agencies
working in the camp, in order to share information and discuss problems7s.

A UNHCR presence on the spot is usually ensured by a field officer whose
main role is to ensure the protection of refugees; this officer may also be
available to deal with the particular problems of individual refugees (see
below, Infrastructure)!.

Keeping the population well-informed is a key element in camp
management and should generally be ensured via the communication
systems previously described, backed up by home-visitors regarding public
health information (see 9. Human Resources and Training). It is clear that
camp management would be impossible without the full cooperation of the
refugees. Unfortunately, this aspect is often neglected in the emergency
phase, as priority is usually given to intervention activities!.

General distributions

Displaced persons and refugees have generally fled their homes in haste,
taking with them only very few belongings. Distributions must therefore be
organized to provide them with essential goods which should respond to
priority needs!. These include:

— water containers for the storage of water in households,

— food rations,

— cooking utensils (and very occasionally, cooking fuel),

— material for the construction of shelters (local material, plastic sheeting,

tents, etc.),

— soap,

— tools for building family latrines or digging waste disposal pits,

— blankets, depending on the climate,

— in certain cases, clothing, sometimes to targeted groups (pregnant women,

children).
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The distribution of non-food items is just as important as that of food
rations, particularly as refugees who lack these essential items may sell or
exchange part of their food ration in order to procure thems.

The responsibility for general distributions should be clearly assigned to either
one or several agencies. The type and quantity of items, and the agency
distributing them should be clearly decided in coordination meetings. In
refugee situations, where UNHCR usually takes the overall role of
coordination, it may either take charge of distribution itself, or delegate the
task to another organization. Distribution to displaced persons will be
undertaken by a UN agency or another relief agency (e.g. ICRC, local Red
Cross, CARITAS, CRS, etc.).

Organizing general distributions is a large and complex task. The major
difficulties to be faced are security problems (tensions within the population,
theft, etc.), shortages of supplies and/or inequities in the distributions (see
also 4. Food and Nutrition). Care must be taken to ensure that vulnerable
groups have access to distributions: the elderly and disabled, orphans, single
women and minority ethnic or religious groups should not be excluded, and it
may sometimes be necessary to organize a separate distribution system for
these groupsz.

The main conditions for a successful distribution aret.4:

— good organization of the distribution site, with a clearly marked route from
entry through to exit, sufficient staff, a waiting time that is not too long
and somebody in charge of each item being distributed 4.10;

— a good logistical system with adequate supplies, transport and appropriate
storage facilities;

— registration of the population (see below);

— an effective system for informing beneficiaries of the items and quantities
to be distributed, dates of distributions and how they will be effected411;

— prevention of fraud, and monitoring the quantities received by individual
households (e.g. food basket monitoring for food items, see 4. Food and
Nutrition)4.

There are two main types of distribution system:

— centrally-organized distributions, where goods are distributed directly to
the households and requires that registration has already taken place, and
ration cards have been distributed to each family46; another option is to
distribute rations to individuals, but this system places a heavy demand
on logistics and is best avoided;

— community-based distributions, where goods are given to community
representatives, leaders, groups of families or a group of people chosen by
the community (distribution committee), who themselves undertake
redistribution to householdss.16.

The implementation of an efficient and equitable distribution system
generally requires the registration of beneficiaries.

The preferred system is to distribute to the heads of households or groups of
families as this is often the only way to ensure reasonable equity in
distributions346. But, when there has been no general registration, distribution
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to refugee leaders or representatives is the only solution and has the advantage
of involving the refugees as much as possible, and respects traditional
structures.

However, the redistribution of goods often poses several problems: the
person in charge may give in to strong pressure, even threats, which
increases the risks of non-equitable distributions (i.e. not all beneficiaries
receive the amounts to which they are entitled), as the distributing agency
has no control over the final destination of the goodss. When this happens,
those who are left out are usually members of vulnerable groups such as
female-headed households, the elderly and orphans. For example, a food
basket study in a Rwandan refugee camp in Kahindo (Zaire, 1994) found
that, although the average daily food ration was 2,118 Kcal per person, 27%
of families received less than 1,000 Kcal per person whereas 8% received
over 5,000 Kcal per person!4. It is also clear that the role of food provider
strengthens the leaders’ control over the population and reinforces their
political power. The longer this situation continues, the better organized
these persons become to oppose any change in the system. Every effort
should therefore be made to switch as early as possible to a household
distribution system:s.

The frequency of distributions depends on the items in question; once
determined, the frequency should be respected as much as possible. Food
rations may be distributed weekly in the beginning due to supply difficulties or
limited storage capacitiess. Once these problems are resolved, distributions
should take place twice a month for as long as the emergency phase
continues, and then be reduced to once a month!o. Daily distributions, which
are impractical and difficult to organize, should be avoided. Soap may be
distributed together with food rations, while blankets, cooking utensils and
plastic sheeting can be distributed on a one-off basis (on entry to the camp if
possible).

Distributions should take place at prepared distribution sites (see below
Infrastructure). The circuit to be followed by the beneficiaries into, through
and off the site should be clearly indicated. The UNHCR advises to establish
at least 1 distribution site per 20,000 or 30,000 refugees!s.

Infrastructure

The necessary facilities must be installed rapidly in order to respond to the
basic needs of the refugees and allow services to be organized. A map of the
camp is essential for planning these. During the emergency phase, many
facilities are organized in tents (e.g. health centres). However, given that a
camp is likely to exist for several months, if not years, more durable
constructions should then be built out of local materialss (see also 5. Shelter
and Site Planning.).

The main infrastructures must cover all the different activities to be undertaken:
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* Water and sanitation facilities: from the outset, the number and location
of facilities such as water distribution points, latrines and/or defecation
areas, waste disposal pits and washing areas should be planned for all
sections of the camp, and sufficient space allocated to them. A cemetery,
and sometimes a morgue, will be necessary. More details may be found in
3. Water and Sanitation.

* Access routes25: easy access must be ensured to all parts of the camp and
in all seasons. Road layout will depend on the position of essential
facilities, such as distribution areas and health care facilities. Firebreaks
must be included in the plans.

* Reception facilities!: facilities for the reception of new arrivals should be
located at the camp entrance and include the reception centre where new
arrivals are registered and screened, and possibly collective transit
shelters, which can host new arrivals for a few days until individual
shelters have been organized.

* Health and nutritional facilities: The number and location of facilities
are planned during the initial assessment period (see 6. Health Care in the
Emergency Phase and 4. Food and Nutrition). These will include:

— a central health facility (or health centre) usually offering in-patient care
and serving as a referral centre for other facilities, located in a quiet
environment (e.g. far from the market place or distribution areas), and
easily accessible to all refugees; an eventual extension should be
anticipated;

— several peripheral health facilities (or health posts), dispersed throughout
the camp;

— space for meetings and training home-visitors;

— under certain circumstances, a field hospital, which can be located next
to the health centre if there is sufficient space;

— facilities for storing drugs and medical material (pharmacy or cold store);

— a site for an eventual cholera camp, which should be prepared for
outbreaks;

— supplementary and therapeutic feeding centres depending on the
nutritional situation. These are usually located next to health facilities.

* Distribution sites: These sites should be fenced in, be sufficiently large,
and located at a certain distance from the camp (to avoid security
problems) but still easily accessible to refugees and trucks!!.

* A central office: This may be set up by the UNHCR to ensure an on-the-
Spot presence.

* Social facilities: Adequate space should be planned for markets, schools,
religious events, leisure activities and meeting places for refugeests.
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Introduction

The post-emergency phase begins when the excess mortality of the emergency
phase is controlled and the basic needs (water, food, shelter, etc.) have all been
addressed through the implementation of the 10 top priorities (see Part II,The

Ten Top Priorities). The commonly-used criterion indicating transition from the
emergency to the post-emergency phase is, by convention, a crude mortality
rate under one death per 10.000 per day, representing mortality levels close to
those of the surrounding population!. However, the border between these two
phases is not that clearly defined and the evolution from emergency to post-
emergency is not unidirectional. Events may occur during the post-emergency
phase, such as outbreaks of disease or a large influx of new arrivals, which
create a new emergency situation. For instance, new influxes of refugees in
Malawi, Sudan and Honduras have been associated with temporary increases
in mortality rates!.

The post-emergency phase ends when a 'permanent solution' is found for the
refugee problem (repatriation, integration into the host country or re-settlement
in a third country). The duration cannot therefore be defined. It may last for a
few months or, if the situation results from causes that are complex and lasting
(e.g. a protracted civil war), it may persist for many years. Long-standing
refugee settlements are not exceptional: some refugee groups have been in exile
for over a decade, e.g. Palestinian refugees in the Middle East. In such
situations, the post-emergency phase will eventually become a chronic phase,
in which refugees may progressively rebuild some kind of sustainable life in the
host country.

During this phase, relief programmes have to be adapted to changing needs
and constraints. The overall situation, and individual programmes require
re-evaluation so that new plans can be made. Existing programmes generally
need to be adapted in regard to strategy, scale and resource requirements;
new programmes can be started to tackle problems that were not addressed
earlier because they were not considered as urgent (or did not envolve high
mortality): for instance, AIDS, mental health, etc.

Refugee situation in the post-emergency phase

The context of the post-emergency phase is complex.

* On the one hand, there is a greater stability; most problems linked to the
emergency are under control, and the general welfare of the refugees has
improved. A proportion of them will have started some income-generating
activities: marketing, small businesses, employment with relief agencies,
working for local farmers, or farming for themselves if they have access to
arable land, etc.
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* On the other hand, this phase is not completely stable. For example,
refugees may continue to arrive, depending on the situation in their country
of origin. In addition, a crude mortality rate under 1/10,000/day still
represents twice the 'normal' rate for settled populations in most developing
countries (mortality rates around 0.5 deaths/10,000/day)é; and a major
proportion of the refugees are still dependent on relief aid, at least partially,
particularly in regard to foods. Any, or a combination, of these factors may
exacerbate the situation and return it once again to a state of emergency.

Consequently, a post-emergency situation should be seen as a fragile state of
equilibrium which still requires vigilance and adequate input to sustain it. It
should not be a signal for relaxing efforts.

In many situations, refugees are both socially and politically vulnerable;
sometimes they may also have to face the hostility of the local population,
especially when the standard of living among refugees due to international
assistance is higher than that of the local population. Many of them remain in
the social quarantine of closed refugee camps for many years!. In some other
situations, the local authorities may fear that refugees will remain permanently
and exert pressure on them to leave?.

In more favourable circumstances, some refugee groups may slowly
integrate into the host area, e.g. build houses, begin farming a piece of land,
etc. This is more frequent in open situations where they have initially been
hosted by the local population. However, refugees cannot become self-
sufficient within just a few months and will therefore continue to need
assistance for some time.

HEALTH STATUS

Disease patterns are roughly the same as those in any non-refugee population.
Diarrhoeal diseases, acute respiratory infections and malaria are the major
killers and the most frequently encountered health problems. Others, such as
reproductive health problems, AIDS, tuberculosis, mental problems, etc, may
also account for a significant proportion of morbidity and mortality!. In addition,
epidemics of communicable diseases continue to occur: cholera, hepatitis,
measles, meningitis, etc.! Unfortunately, surveillance tends to be less intensive
in this phase, so that the beginning of an outbreak could be overlooked.
However, even though the overall health situation may have improved, most
refugee settlements remain at higher risk from the rapid spread of disease.

Since public health measures have normally been implemented during the
emergency phase, mortality has decreased and access to health services
increased; as a result, the health status of the refugees may eventually become
better than that of the local population!. This is a difficult issue: on the one
hand, it is likely that the refugee population is still more vulnerable than the
more stable settled population. On the other hand, the host population has its
own health needs and these may far too easily be overlooked.
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NUTRITIONAL SITUATION

In most post-emergency situations, low malnutrition rates have been
reported. However, high prevalence rates may still be found in some refugee
populations; for instance, rates greater than 20% were found in Somalia
more than 8 years after Ethiopian refugees had settled there!. Micronutrient
deficiency disorders such as scurvy, beriberi, pellagra, and iron deficiency
anaemia have been commonly reported; scurvy is frequent in camps of long
standing and its prevalence increases with the length of time that refugees
remain in the camps’.

Populations totally dependent on food distributions are most at risk from
these nutritional problems, because inadequacies in the food rations (in
quantity and quality) continue to occur beyond the emergency phase.
Furthermore, as refugees rarely have adequate access to land for farming,
food self-sufficiency is rarely attained.

THE RELIEF PROGRAMMES

It may be difficult to continue to obtain the resources required to ensure that
programmes are adequately maintained; foreign donor interest and relief
agency support often decline dramatically once the emergency stage is over!. It
is also noticeable that once a programme routine has been established, it can
be difficult to maintain a sufficient level of vigilance; as a result, some sectors
may receive insufficient attention and some needs may be overlooked, e.g. food
distributions, measles immunization, public health surveillance, etc.2

Most programmes set up during the emergency phase need to be adjusted at
this time. Many emergency activities, designed for the very short term,
require large amounts of material and financial resources, and are generally
not affordable in the post-emergency phase. For instance, supplying water
by tankers in the initial phase is extremely expensive and should be replaced
by more sustainable methods.

Relief agencies which specialized in emergency activities can start scaling
down, and their programmes may be taken over by local organizations, the
host government or other agencies. However, this transition needs to be
properly planned, which is not always the cases.

If the refugees’ stay is prolonged into a chronic phase, long-term programmes
can be started, and efforts should be made to help them decrease dependency
upon relief aid.

ENVIRONMENT

The environment surrounding refugee camps may be drastically altered as
natural resources are used up, leading to severe ecological problems; for
instance, chopping down trees to provide cooking fuel leads to deforestation,
and water sources may be exhausted, etc.2
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Objectives of interventions in the post-emergency
phase

The major objective of intervention in the emergency phase was to reduce
excess mortality. Objectives in the post-emergency phase clearly differ as high
mortality is no longer present. However, refugees are still at a higher health
risk than stable populations. The main aims should therefore be to consolidate
the situation and help refugees to cope with the new environment.

In summary, this means:

— consolidating what has already been achieved: low mortality, good nutritional
and health status, etc.;

— preparing for possible new emergencies: a major disease outbreak or a
large influx of new arrivals, etc.;

— achieving a certain level of sustainability: reducing assistance in line with
decreased needs, encouraging better use of local resources, training, etc.

General interventions in the post-emergency phase

Programmes and strategies should be adjusted at the beginning of this phase.
A re-evaluation of the situation will allow new priorities to be identified,
activities to be planned for longer periods (e.g. 6 months) and new objectives to
be defined.

In practice, the 10 top priorities developed during the emergency phase remain
an appropriate framework for the post-emergency phase, but the strategies
and means employed will aim further into the future and be easily managed
with local resources. Furthermore, other health programmes may be
undertaken to respond better to problems that were only partially addressed
in the emergency, such as AIDS, maternal care, mental health, etc.

Some specific issues must be considered:

* Health screening: health screening should continue for newcomers, coupled
with measles immunization3. Although influxes are mostly small, screening
should still receive adequate attention.

* Health care programmes: this topic is described in the chapter Health
Care in the Post-emergency Phase, on page 249.

* Surveillance: surveillance and programme monitoring remain essential
tools now more than ever (see 8. Public Health Surveillance in Part II). They
follow health trends, give warning signs and provide decision-makers with
information to allow them to react promptly when necessary2. A major goal
is to give warning of any outbreak of disease as soon as it occurs. Any
relaxation of effort in regard to data monitoring should be avoided. The
minimum set of indicators monitored in the emergency phase should
continue to be followed in the post-emergency phasez.
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Nevertheless, certain aspects need to be reconsidered:

— The surveillance system should be adapted to changes in the health
situation and services provided. Other diseases (e.g. sexually transmitted
diseases - STDs) and new activities (e.g. Expanded Programme on
Immunization - EPI) should now be monitored as well. However, the
surveillance system should not be overloaded by the collection of non-
essential data, i.e. data that are not used in decision-making.

— The frequency of reporting may change from weekly to monthly.

— The surveillance system should take into account the national health
information system (HIS), although bearing in mind that this may be
inadequate and lack the particular sensitivity to new trends required in any
refugee situation. A compromise should be reached on this with the
national health authorities because, in most cases, the refugee surveillance
system will eventually be integrated into the HIS of the host country.

* Food and nutrition (see 4. Food and Nutrition in Part II): it is still very
important at this stage to monitor the adequacy of food rations in regard
both to quantity and quality: nutritional value of the food basket and
micronutrient contents, frequency of distributions, availability of food on
the local market, etc. The nutritional status should be monitored, and
micronutrient deficiencies should be detected as early as possible. The
need for continuing feeding programmes should be re-evaluated: these will
usually be scaled or closed down once malnutrition is under control.
Where land is available, refugees should be supported in farming activities
by, for example, distribution of seeds and tools.

* Water and sanitation (see 3. Water and Sanitation in Part II): ways must
be found to ensure a durable water supply using less expensive material
and aiming at methods that can easily be maintained by local resources
(e.g. hand pumps). Arrangements for the disposal of excreta must be
improved and the building of family latrines should be promoted. Hygiene
within the camp should be encouraged, both generally and at a personal
level. Health education in regard to hygiene measures can now be given
more attention.

* Human resources (see 9. Human Resources and Training in Part II): task
distributions and job descriptions, which were clearly defined during the
emergency phase, should now be re-evaluated in line with new plans, which
will often indicate a reduction in staff (especially non-qualified staff).
Training for local staff should be emphasized and an increasing number of
tasks delegated to themz2.

* Coordination (see 10. Coordination in Part II): it is important that the
continuity and quality of all activities remain constant despite changes in
staff, modifications in relief programmes, and new agencies coming in to take
over some responsibilities. The standardization of programmes and protocols
that have been developed during the emergency must be maintained,
although the standards need to be revised2. The coordinating body should
supervise the hand-over of programmes between agencies. The involvement of
local health officials in decision-making is more necessary than ever.
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Programmes other than public health measures will be undertaken. Some of
them aim at enhancing self-sufficiency among the refugees via the promotion
of income-generating activities, gardening projects, etc. They could include
education programmes, programmes to address environmental damage (e.g.
reafforestation), etc. However, such programmes do not fall within the range of
this book.
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Health care in the post-emergency
phase and some specific issues

Introduction

The re-evaluation carried out at the beginning of the post-emergency phase will
help determine new health care priorities (see The Post-emergency Phase:
Introduction).

The health services already set up during the emergency phase (mainly
curative care and measles immunization) usually need to be re-oriented and
probably reinforced during the post-emergency phase.

This is a convenient time to work on improving the quality of health care as
the emergency phase focused mainly on the quantity. Studies of current
activities, such as vaccine coverage survey, drug consumption study, etc., will
help to target the main weaknesses.

Training and supervision of health staff can receive more attention. The
standardization of medical activities should be improved at this point;
standards usually need to be adapted to and, if possible, linked with
national standards.

Other health care programmes can now be started in line with the health
needs identified during the re-evaluation, the resources available and the
overall level of stability. These may include the following:

— other child health activities, such as an Expanded Programme on
Immunization (EPI);

— comprehensive reproductive health services that include ante-natal, delivery
and post-natal care, family planning, prevention and treatment of sexually
transmitted diseases (STDs) and HIV/AIDS, etc. (see Reproductive health in
the post-emergency phase, page 252).

* The relevance of starting a tuberculosis treatment programme should be
carefully evaluated, as several prerequisites must be in place, such as stable
conditions overall, and a certainty that adequate and strict patient follow-up
can be ensured (see Tuberculosis Programmes, page 275).

¢ Programmes covering other health problems that were not amongst the
priorities in the emergency phase, such as AIDS and sexually transmitted
diseases (STDs), mental health, chronic diseases, etc. should be addressed
as required by the situation (see HIV, AIDS and STD, page 265 and Psycho-
social and Mental Health, page 286).
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Some of the programmes implemented in the post-emergency phase should
have been prepared during the emergency phase and may even have begun
operating at a basic level.

In the post-emergency phase, it is crucial that the health agencies take the
local population into consideration. Their health status and needs should be
assessed. In principle, the level of health care to be provided to refugees
should be comparable to the levels that the local population is entitled to
receive. However in practice, it is difficult to avoid differences in quality
between refugee health services and those available to the local population.
The best option is to give support to rehabilitating the health system in the
host area. Indeed, where possible, the relief health programme may be
incorporated into a programme of assistance to the local health district.
This should result in improving the overall standard of health in the local
population, and facilitate the integration and acceptance of refugees among
them.

The likely evolution of the refugee problem should always be taken into
consideration in the planning.

For example:

* If repatriation is expected to take place in the near future, some long-term
programmes (e.g. treatment of TB patients) should not be launched or, if
already underway, should not admit any new cases; a medical screening
should be planned before departure.

 If refugees are to remain and integrate into the host community, plans
should be made to integrate refugee health services into the host country’s
national health programme. This requires that refugee health care is
progressively adapted to fit in with national policies; for instance, the
number of refugee facilities generally needs to be reduced (as the population
to be covered by one facility is generally smaller in refugee situations) and
integrated into the district health service.

The following sections of this chapter cover some specific issues that take on
greater importance during the post-emergency phase:

e Curative health care

* Reproductive health care

Child health care

HIV, AIDS and STD programmes
* Tuberculosis programmes

* Psycho-social and mental health
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Curative health care

In general, most of the curative health services set up in the emergency phase
are maintained and some are reinforced. Usually, the 4 levels of health
services are retained (referral hospital, central facility, peripheral facilities and
home-visiting) but may need to be adapted, e.g. some facilities might close
down when the workload of curative care has decreased (see 6. Health Care in
the Emergency Phase in Part II).

* Preventive activities (e.g. EPI) should be fully integrated with curative
activities into existing health facilities (health centres and health posts).

* When the activities previously mentioned (see Introduction to Part III) are to
be implemented, these should be launched and integrated into existing
facilities: treatment of STDs, chronic diseases, tuberculosis programme,
etc. (see relevant chapters). Specific staff training will be required as well
as additional drugs, as the limited list of essential drugs established
during the emergency will generally not be sufficient to conduct these
further activities.

* The curative health system will have to be adapted to the host country’s
health system. National guidelines and health policies should be followed
wherever possible, if they are suited to the refugee context.

¢ Improvements in the quality of curative care generally require further staff
training in diagnosis and treatment, e.g. the rational prescription of drugs,
nursing techniques, etc. Basic laboratories may be installed in some of the
health facilities to help in improving diagnosis.

* In countries where patients pay for health care, it is a difficult issue to
decide whether a financial contribution towards curative care should be
requested from refugees (preventive care should remain free of charge) and,
if so, when this should be introduced. Health management experts usually
have to be brought in to assess the best policy in this context, based on the
level of self-sufficiency reached by the refugee population and what they can
afford to pay, etc. However, any eventual payment system should be
introduced gradually and with flexibility as sudden changes in their
situation may affect the refugee’s access to curative health programmes.

* The role of home-visitors should also be re-evaluated with regard to the
tasks they perform and whether or not their numbers should be increased
or decreased. In most situations, they will become more involved in
promoting community awareness and participate in health education, etc.

* Home-visitors still have a special role to play in reaching high risk groups,
and active screening.
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Reproductive health care
in the post-emergency phase

Introduction

Reproductive health (RH) is a part of general health that has to do with the
reproductive system, its functions and processes; reproductive health care
comprises those activities that contribute to reproductive health and well-
being!.

Although the target group is made up of both women and men, women are
specifically targeted as they bear the greatest burden of reproductive ill-
health. RH care in the post-emergency phase covers a wide range of
activities such ast:

— antenatal care, delivery care and postnatal care (safe motherhood),
— family planning,
— dealing with the consequences of sexual violence,

— prevention and treatment of sexually transmitted diseases (STDs), and
HIV/AIDS,

— other RH issues such as care after unsafe abortions, female genital
mutilation, and other harmful traditional practices.

In the emergency phase, RH-related activities are limited to a minimum
package of activities, which is described in chapter 6. Health Care in the
Emergency Phase (Part II). Correct implementation of the complete package of
RH activities requires important investments, both in terms of human and
financial resources, and is therefore not a priority in the emergency phase. At
that stage the relief effort focuses on reducing high mortality and resources
cannot be diverted from the priority requirements of the emergency phase.

In the post-emergency phase, once high mortality rates are under control
and basic needs properly addressed, complete and integrated RH services
can be planned, and the necessary resources allocated2. It is important that
RH-activities are properly integrated into all the preventive and curative
health care services in order to increase their efficiency and impact.

A comprehensive field manual on reproductive health in refugee situations
has been produced by collaboration between several health agencies, and
can be used as a reference!.
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Some considerations in regard to reproductive health
care planning

* RH programmes do not require separate facilities: RH activities should be
integrated into the other activities already established in the health
facilities, especially at the peripheral level. These services must be easily
accessible to the target groups. Apart from integrating with existing health
activities and facilities, it is also essential to liaise with any existing social
community, or other services (e.g. education and protection). The latter
very often includes liaising with other NGOs and agencies.

* Special attention should be paid to the referral system, which must be a
coherent one as it is an essential element in linking detection with action.
Indeed, it is senseless to carry out screening for health problems and detecting
risk factors if no appropriate action can be undertaken subsequently.
Emergency referral procedures need to be put in place as early as possible.

e Involvement of the target groups (women, men and young people) in the
planning phase should routinely be undertaken. This ensures that the
reproductive health activities meet the needs as identified by them. Special
attention must also be given to serving adolescents, as they are often
especially at risk, have specific RH needs and are not always easy to reach.

¢ The availability of human resources differs from one setting to another, but
it is always preferable to train and employ female health workers as they
communicate more easily with the target groups. To extend coverage
among women, at least some of these should be recruited from amongst
traditional birth attendants (TBAs) in the community as they are already
experienced in maternal and child health, and are likely to be trusted.

* Home-visiting linked to RH programmes is also essential in the post-
emergency phase as it makes for greater coverage and increases the
possibility of reaching high-risk families and individuals not attending the
clinicss.

* Often, the local population living in the area where the refugees have settled
do not have access to the services offered to refugees, and consideration
should be given to extending these services (e.g. family planning) to the local
population.
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Reproductive health care

ANTENATAL CARE, DELIVERY CARE AND POSTNATAL CARE

In most developing countries, maternal mortality is a problem, although the
magnitude is not always recognized. WHO estimates that the mortality rates
per 100,000 live births are approximately 640 for Africa, 420 for Asia and 270
for Latin America. Up to 80% of these maternal deaths are due to only a
limited number of causes, many of which are preventable. The main causes of
maternal mortality are obstructed labour, haemorrhage, infection, toxaemia
(hypertensive pregnancy disorders), complications of unsafe abortion and
anaemia. Women in refugee camps may face increased risks in pregnancy
because of a variety of additional factors such as malnutrition, mental
trauma or violence4.

A significant proportion of maternal mortality can be avoided by a combination
of adequately organized antenatal, delivery and postnatal care aiming at the
detection and treatment of these problems. This is as valid for refugees as for
any other population group although the conditions that prevail in a refugee
setting make the problem harder to tackle. Although referral is likely to be
easier from a practical point of view as the patient requiring treatment will
never be very far from a health care facility, security problems and cultural
traditions complicate referrals. It is therefore essential:

— to provide for obstetric emergencies. A proportion of minor obstetric emergencies
may be dealt with on site (e.g. retention of placenta, infections, etc.) in the health
centre or in the hospital, if there is one. In regard to major obstetric emergencies,
suitable surgical facilities are usually not provided in the camp itself; the nearest
surgical facility should be identified and transport organized for prompt referrals;

— to identify staff that may be available in the refugee population: nurses,
midwives, trained TBAs, etc. Experience has shown that TBAs can play an
important role in a refugee setting and therefore it is extremely important
to identify them and provide them with the means for carrying out 'clean
deliveries'. This includes providing refresher courses, supervision and
delivery Kkits.

In circumstances where there are many TBAs present, a careful selection
should be made. For instance, in the Somali refugee camps in Kenya in 1993,
the TBAs that carried out most deliveries and those most accepted by the
community were selected. Although they did not necessarily all provide the
greatest quality of care at the beginning, the programme proved successful
once they were included in the existing Mother and Child Health programme
and supplied with delivery kits. Regular opportunities for training and
discussion were provided when the TBAs went to their base health facility to
re-supply their kits after each delivery.

Antenatal care
In a refugee setting, antenatal care should cover the following:

— identification AND referral for adequate treatment of high risk pregnancies,
— identification AND referral for adequate treatment of complications,
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— prevention, screening and treatment of anaemia (iron and folic acid sup-
plementation),

— immunization against tetanus.

Other activities can be included, depending on the situation:

— chemoprophylaxis for malaria when this is indicated, i.e. basically when
refugees coming from a non-endemic area are settled in an endemic area.
However, even in this situation, chemoprophylaxis is debatable because of
the poor compliance frequently encountered (see section Malaria control in
Part II);

— administration of other micronutrients if needed: iodine, vitamin C, etc.;
— supplementary food ration whenever indicated by the nutritional situation;
— screening for maternal syphilis (using simple RPR card test) and treatment.

* The frequency of antenatal check-ups should be decided in line with the
overall workload and the resources available in the camp. It is recommended
that each pregnant woman is seen at least twice during her pregnancy, with
extra check-ups if needed (high risk pregnancies).

* A referral system must be established and adequate care provided for
women at risk, i.e. all essential obstetric care, including surgery, anaesthesia
and blood transfusions, must be available at hospital level (on-site or nearby).

* Immunization against tetanus should be carried out in line with EPI
policies; ideally all women aged 15-44 years should be immunized, not
only pregnant women. The age limit should be lowered if it is common in
the specific refugee population for girls under 15 to become pregnant.

Delivery care

As far as the place of delivery is concerned, recommendations are similar to
what is appropriate in other settings:

— women who are not at risk can usually deliver at home, with the help of
trained TBAs if there are any; the TBAs should have delivery kits to ensure
safe deliveries and know the risk factors for early referral to the nearby
health centre;

— women at risk should be referred to a health centre with competent staff
who can supervise labour;

— basic surgical facilities (caesarean section, anaesthesia, transfusions, etc.)
should be accessible; whenever located outside the refugee site, transport
should be provided.

Postnatal care

— There should be at least one check-up after delivery, preferably before the
4th week. This check-up also provides an opportunity to give vitamin A
prophylaxis to protect the infant up to the age of 6 months and to discuss
aspects of contraceptions.
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— In the postnatal period, it is essential to promote exclusive breast-feeding.
Indeed, breast-feeding is even more important in a refugee camp than in
other settings because of the greater risk of diarrhoea (weaning practices),
among other reasonss.

— In some situations, lactating women may be admitted into a blanket
supplementary feeding programme (see 4. Food and Nutrition in Part II).

FAMILY PLANNING (FP)

It is widely accepted that reproductive health, both in women and men, is very
much threatened in a crisis situation such as a refugee camp. Normal social
patterns are disrupted; there is an increase in sexual violence, promiscuity
(both of which often lead to unwanted pregnancies), unsafe abortions and
sexually transmitted diseases (STDs), etc. In such situations, a family planning
(FP) programme can therefore have broader objectives than would normally be
the case. Apart from responding to a need for spacing/ limiting births, it also
addresses unsafe abortions through a reduction in the number of unwanted
pregnancies, and providing information about STDs, and referring cases for
treatment.

Including these issues in an FP programme may eventually result in
improvements in the maternal and infant morbidity and mortality ratess.

When to start a family planning programme

Apart from emergency contraception which should be made available right
from the start (as part of the RH activities in the emergency phase), a
complete FP programme is started only later as it requires an intensive use
of resources and specific follow-up. However, some contraceptive supplies
should be made available for women who may request them. For instance,
some refugee populations may have a high acceptance rate of contraception
prior to displacement (e.g. Bosnian and Chechnyan women). Certain
conditions must be met before FP implementation can be considered; no
comprehensive programme should be undertaken unlesss:

— the situation is stable and the emergency phase is over (crude mortality
rate below 1/10,000/day);

— refugees are expected to stay in the camp for at least another 6 months;

— the necessary resources are available;

— there is a demand for contraception within the population AND this need
has been thoroughly assessed.

Other important aspects to consider are:

— the acceptability of such a programme by other organizations working in
the camp (especially any local groups of the host country);

— the extent to which the continuity of the programme can be guaranteed
(e.g. the person put in charge should remain in the camp for at least
6 months).

These conditions highlight the need to properly assess the situation and the
level of demand among the refugees before starting up any FP programme.
Policies of the host country should be taken into account.
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Implementation

When the basic conditions are met and it is decided to launch an FP programme,
the steps to be followed are no different than for any other FP programme. These
can be summarized as follows:

* Assess whether the refugee population has been exposed to a FP programme
in their home country.

¢ Decide on the role of the national FP organizations of the host country and
how to collaborate with them.

* Estimate the potential demand overall and the specific demand for
contraceptives.

* Plan stocks of contraceptives.

* Plan the number of sites and staff that will be required, decide where and when
FP consultations will be carried out, select the methods to be offered, plan the
protocols to be used during the FP consultations, prepare a monitoring
system, estimate the workload to check if the programme is feasible.

— Plan an information campaign (targeted at women and men).

Some of the points mentioned above merit special attention.

It is essential that the methods offered are carefully selected, taking into
consideration the level of knowledge and preferences in the population. No
new methods should be introduced in a crisis situation.

¢ Adequate training for staff involved in the programme is paramount and
should not only cover technical aspects (e.g. methods and protocol) but
also the human relations aspect with regard to attitudes and behaviour.

* Providing information is crucial if the programme is to reach the target
population.

For several reasons, it is recommended that the programme starts modestly.
First of all, a small programme allows for close monitoring of and support to
local staff. Second, the large-scale use of information campaigns and TBAs
can turn women away from using the services in order to avoid becoming
known as contraceptive users.

SEXUAL VIOLENCE

Violence against refugee women, including sexual violence, is seldom reported
because of the pain and shame felt by the victims and their fear of being
stigmatized. Nonetheless, those involved in working with refugee women know
it is a significant problem and an important (political) issue with regard to the
protection of refugees.

There are some practical measures that can be implemented both to prevent
and to respond to sexual violence, and health agencies can certainly play a
role in this; these include the provision of medical, psychological and social
care to sexually-abused women, and raped women and men.

When dealing with rape, health professionals should take care to:

* Provide medical attention that may be needed: counselling and psycho-
social support, pregnancy and STD detection, possibly STD treatment,
emergency contraception and possibly abortion.
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* Where appropriate, complete a medical certificate: this transforms the act
from a personal harm into a crime that can be punished?. This certificate
needs to be filled out by a physician following a prescribed format (a
standard form exists). It is up to the victim to decide whether or not to use
this certificate; health workers may report to UNHCR on her behalf, if the
victim agrees.

Some guidelines have been developed for the prevention of sexual abuse and
care of sexually-abused women in refugee situations®. Responding to the
urgent needs of women who have been sexually abused and violated requires
a multi-disciplinary approach, and may also be part of the FP programme.

In addition to direct sexual violence, other forms of sexual intimidation are
frequently encountered in refugee situations. These aspects are dealt with in
the Socio-cultural Aspects in Part I. For instance, it is obvious that refugee
women who are unable to feed, clothe and shelter themselves and their
children, will be much more vulnerable to manipulation and to physical and
sexual pressures in order to obtain such necessitiess.

PREVENTION AND CARE FOR SEXUALLY TRANSMITTED DISEASES,
INCLUDING HIV /AIDS

Activities in this area aim at preventing and reducing the transmission of
STDs and HIV as well as providing care for those infected. STDs and AIDS
are among the problems targeted in reproductive health, but they embrace
also other aspects, such as blood transfusion safety and protection of health
staff. All issues of STD and AIDS control in refugee populations are dealt
with in a separate chapter: HIV, AIDS and STD.

OTHER REPRODUCTIVE HEALTH ISSUES

Abortions can be either spontaneous or induced, the latter can be either
legal or illegal. Where illegal, the abortions carried out for unwanted
pregnancies are very often unsafe. Whatever the law of the host country, the
health services must be able to deal with the often life-threatening
consequences of incomplete and/or septic abortions.

Amongst RH issues, one may have to deal with female genital mutilations, or
other traditional practices affecting the reproductive health status of women.
These practices should not be supported by health personnel, and the health
facilities must be ready to deal with the often serious health consequences
(e.g. complicated deliveries) of this practice.
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Child health care
in the post-emergency phase

Introduction

The normal conditions of a refugee camp (overcrowding, inadequate food
supplies, disruption of family life, etc.) mean that children in the under-five age
group are more at risk of developing health problems, and therefore under-five
mortality rates may be very high. Services targeted at children should aim at
preventing illness and nutritional deficiencies, and ensuring early diagnosis
and adequate treatment for health and nutritional problems. The under-fives
should be targeted for most preventive activities and children up to 15 for
curative activities. Every possible means should be employed to ensure that
these target groups are reached.

Consequently, as the same 5 major killers are at play (measles, diarrhoeal
diseases, malnutrition, acute respiratory infections and malaria — in affected
areas), the activities in the post-emergency phase are basically the same as those
in the emergency phase and aim to reduce excess mortality brought about by
these health problems!. The main difference in intervention lies in the
immunization of children: it is limited to measles immunization during the
emergency phase, but afterwards it involves the implementation of a complete EPI.

The essential services to be provided for children are:

— paediatric curative care (or clinics for the under-fives) which also includes
identification and referral of sick children;

early detection of malnourished children and referral to relevant nutritional
services;

therapeutic and supplementary feeding programmes wherever indicated;
— immunization in line with EPI recommendations;

usually, vitamin A supplementation; supplementation with other micro-
nutrients if indicated.

The first 3 activities are covered more fully in the chapters 6. Health Care in
the Emergency Phase and 4. Food and Nutrition in Part II.

Considerations with regard to planning

* All programmes targeting children must be properly integrated into all the
preventive and curative health care services in order to increase their
efficiency and impact. This is especially important at the peripheral level
(i.e. health posts, about 1 per 5,000 population). Furthermore, it is
essential to ensure they are always easily accessible to the target group.

* From the beginning, every effort should be made to also address the health
needs of women, preferably on the same day and at the same place. For
example, a mother who comes to the health post for medical care for her
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sick child should be enrolled in an antenatal care programme if she is
pregnant, her child should be vaccinated if necessary, etc.

* Apart from integrating with existing health activities and facilities, it is also
essential to liaise with any social or other services for children that may
exist outside the health sector; for instance, a good starting point for an
EPI programme could be a well-functioning supplementary feeding
programme.

¢ Attempts should be made to reach all under-fives, although it is sometimes
recommended to only target the under-twos when resources are limited23.

* Home-visiting linked to child health activities is also essential in the post-
emergency phase as it makes for greater coverage and increases the
possibility of reaching children at high-risk, and/or not attending the
clinics, and can also assist in providing services at home:.

e Often, the local population living in the area where the refugees have
settled do not have access to the services offered to refugees, although
their own living conditions may be poor. Extending such services - e.g. EPI -
to the local population will have to be studied carefully. There is no general
rule; each decision will depend on the individual situation.

Health care activities

PAEDIATRIC INTEGRATED CURATIVE CARE

These services will already be set up in the emergency phase and should
continue in the post-emergency phase. Basic curative care includes the early
diagnosis and treatment of common childhood conditions such as: diarrhoea,
acute respiratory infections (ARIs), measles, malnutrition, malaria, skin
conditions (e.g. scabies) and anaemia (see chapters 7. Control of Communicable
Diseases and Epidemics and 4. Food and Nutrition in Part II, and appendix 4).

EXPANDED PROGRAMME OF IMMUNIZATION (EPI)

In the emergency phase, the only immunization indicated is vaccination
against measles. In the post-emergency phase, a complete EPI programme
should be implemented as part of the overall health programme; ideally all
necessary immunizations should be administered to all children in the
relevant age groups.

However, as a complete EPI requires significant human, material and
financial resources (vaccines, cold chain, etc.), certain conditions must be
met before implementation should be considereds. An EPI programme can be
undertaken when:

— the population is expected to remain stable (say for at least 6 months);
— there are adequate resources (human and material) to ensure implementation;

— the programme can be integrated into the national immunization programme of
the host country.
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Principles of EPI activities in refugee settings

* Any EPI carried out in a refugee setting should come within the framework
of the national EPI programme wherever possible; the health authorities of
the host country should be contacted prior to setting up an EPI.

* The recommended vaccines to be administered, in addition to measles, are
DTP (diphteria, tetanus, pertussis), polio and BCG. Depending on the
specific situation and national EPI strategy, other vaccinations may also
be included, e.g. yellow fever and hepatitis B.

e Age group: see Table 1. Most vaccines should be administered before
children reach the age of five3; however, there are some exceptions to this
in regard to measles vaccination (see 2. Measles Immunization in Part II):

— the age limit is lowered to 6 months in all refugee settings; children
vaccinated prior to 9 months should receive a second dose on reaching
9 months;

— the upper age limit, which was raised to 12-15 years in the emergency
phase, may be brought down to 5 years providing an adequate vaccine
coverage has been attained. However, if a measles outbreak occurs,
children up to 12-15 years will be included as well.

Table 1
The target age groups for EPI programmes3
VACCINE TARGET AGE GROUP
Measles 6 months - 5 years
DTP 6 weeks - 5 years
Polio at birth - 5 years
BCG at birth

However, following the national EPI policies of the host country may entail

certain difficulties in conducting EPI on a refugee site:

— very often, EPI policy in the host country is to vaccinate children up to the
age of 2 years, rather than 5 years (or even 15 years for measles)s. This issue
must be negotiated with the authorities;

— in an open situation, where refugees are integrated into the local population,
immunization should be extended to local residents. This is usually not the
case in a closed refugee camp, where local residents are unlikely to be
included in any EPI carried out by relief agencies working in the camp.

Operational aspects of EPI programmes

From an operational point of view, EPI should follow the same principles
wherever it is carried out. However, some aspects are specific to the refugee
situation.

* Responsibility for each aspect of the immunization programme must be
explicitly assigned to the agencies and individuals involved.

-262 -



Health care in the post-emergency phase and some specific issues II1. The post-emergency phase

 If an effective local immunization programme exists in the host country, it
should be possible either to use the local cold chain facilities or to give
some assistance towards upgrading these. If there is no local immunization
programme or cold-chain facility, special arrangements will have to be
made (see also 2. Measles Immunization in Part II).

* Proper immunization records must be kept; individual immunization cards
- preferably EPI cards - must always be issued, and a register or tally sheet
should be used to record the doses administered.

* Often, documents related to previous vaccinations (health or EPI cards)
have been lost or left behind, and the vaccination status of children is not
known. The general recommendation is to consider those with an unknown
vaccination status as unvaccinated, even if the refugees come from a
country with a high vaccination coverage. There is no danger in vaccinating
twice.

* 'Missed opportunities' for vaccination should be limited as much as possible:
each opportunity (e.g. each contact made in regard to any form of health
care) should be used to check the vaccination cards and administer vaccines
whenever indicated. However, depending on the context, the advantage of
vaccinating at every opportunity must be weighed against the cost of wasting
vaccines before deciding on this.

 Strategies for increasing vaccine coverage are relatively easy to implement in
refugee settings. For example in Gode (Ethiopia) in 1994, a supplementary
feeding programme was started for all children under five and a mobile
EPI team visited the different distribution centres on a regular basis to
administer vaccines.

* The way EPI is implemented will depend very much on the particular
situation. For example, in El Wak (Kenya) in 1993 no EPI programme was
implemented because the conditions were not met. However, 3 rounds of mass
vaccination targeting the under-fives, coupled with blanket supplementary
feeding, were carried out before refugees returned home.

OTHER PREVENTIVE ACTIVITIES TARGETED AT CHILDREN

Vitamin supplementation
(see 4. Food and Nutrition - Nutrient deficiencies in Part II)

Vitamin A deficiency is likely to occur in any refugee or displaced population
and is known to increase morbidity and mortality rates, particularly in the
case of measles. Vitamin A should always be distributed to all children aged
between 6 months and 5 years (or even 15 years) of ages.

This vitamin A distribution can be made through child health activities.
However, there is a risk that repeated doses may result in overdosing as
children may receive vitamin A during the measles campaign, in supplementary
feedings, during regular MCH visits, etc. It is therefore essential to decide on a
policy of distribution which avoids repeated doses and always registers when a
child receives a dose of vitamin A (e.g. on the vaccination card).
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Apart from vitamin A, other micronutrients may be required: vitamin C in
case of scurvy, iodine in areas where goitre is endemic, etc.

Screening for malnutrition
(see 4. Food and Nutrition in Part II)

It is essential to detect children with nutritional problems early on as
malnutrition is a major cause of mortality among children. For screening
purposes, it is recommended to use the mid-upper arm circumference
measure (MUAC), which is a quick way of identifying children at risk.
Referral to feeding programmes must be organized in line with MUAC cut-off
points and the criteria selecteds. The time and resources devoted to
malnutrition screening will depend on the degree to which malnutrition is a
cause of mortality.

Routine growth monitoring does not generally have a place in the services
provided to refugee children. Such growth monitoring (road to health' charts)
presents several disadvantages: it is very time-consuming, difficult and seldom
correctly done, and it is not useful for nutritional surveillance. In the specific
context of a refugee setting, MUAC is preferred for regular screening and,
when coupled with the prompt referral of the acutely undernourished, is far
more effective.
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HIV, AIDS and STD

Introduction

Refugees and displaced populations have regularly been the subject of debate
in regard to acquired immune deficiency syndrome (AIDS) over the past few
years. In the refugee context even more than elsewhere, AIDS and HIV
seropositivity pose a serious problem with regard to human rights. Within a
group which is already endangered by poor sanitary conditions and an unstable
political climate, the protection of individuals affected by HIV will become even
more important. The medical and psycho-social management of the disease,
and how to prevent it, remain difficult issues in the refugee context.

It is important to acknowledge that, from an epidemiological point of view, no
study has indicated that refugee or displaced persons have a higher risk of
contracting AIDS, and no specific measure, discriminatory or otherwise, is
justified in relation to them!. On another side, there is obviously no evidence
that refugees are at a lower risk than others of AIDS/STD, and all efforts
should be undertaken to decrease the risk of HIV transmission.

There are a number of constraints - political, humanitarian and medical -
which are specific to such situations: the presence of acute health problems,
frequent breakdowns in the normal systems of blood screening and universal
precautions, social, political and cultural disruption, the difficulties for
planning medium and long-term programmes, the large number of operating
partners, limitations in regard to human and material resources, etc. These
constraints should however not be used as an excuse for not tackling AIDS in
refugees, but rather implies that this problem deserves special attention in
this context.

UNHCR, WHO, the International Organization for Migration and some other
NGOs have established guidelines for dealing with this issue, based on 3 main
principles1.2:3.18.21,

These cover:

— respect for ethical rules, involving the protection of individual and refugee
rights,

— prevention of virus transmission, within health services, and within the
community,

— medical and psycho-social management of the disease.

Ethical considerations in regard to HIV and AIDS

By definition, a refugee is usually an 'uninvited guest' in the host country, and
is often considered more or less undesirable. The status of displaced persons,
victims of civil wars or ethnic persecutions, is seldom better, particularly as
there is no international convention regarding protection for them, or defining
their specific rights (see Part I, Refugee and Displaced Populations. Experience
shows that at first, these populations are almost always the objects of

- 265 -



II1. The post-emergency phase Health care in the post-emergency phase and some specific issues

suspicion in regard to health issues, communicable diseases in particular:
they may be suspected of introducing certain epidemic diseases into the host
country, of destabilizing an already precarious health situation, or of receiving
better assistance than the local population. Refugees are therefore singled out
as the suspected source of disease by the local community, and health data
may be manipulated and used as a political weapon against them.

Although the concentration of people in precarious situations such as refugee
camps does facilitate the spread of many epidemics, there is no convincing
argument that AIDS is one of them. However, in these circumstances more
than elsewhere, individuals who are HIV-positive or have fully developed AIDS
may be exposed to discriminatory measures, whether for cultural or other
reasons, even within their own community. This may result in basic rights
being denied: non refoulement (i.e. the right not to be prevented from entering a
country to seek refuge: see Introduction), freedom of movement, the possibility
of resettlement in a third country, access to health care, and fundamental
individual human rights.

Such discriminatory measures should always be condemned and prevented
wherever possible. Everything should be done to minimize the risks: strict
adherence to the rules of medical ethics is the best guarantee for protecting
patients, both at the individual and collective level.

The important ethical rules to respect include the following:

» Strict confidentiality, whatever the circumstances, is the primary condition
for preventing or significantly reducing the risk of discrimination. All staff
involved in testing, patient information and counselling, must be made
very aware of this. Attention should also be paid to the difficulty of
ensuring confidentiality in refugee settings, because of the conditions of
crowding and lack of privacy.

* The rapid test for HIV screening is primarily indicated for ensuring the
safety of blood transfusions and does not enable an actual diagnosis to be
made (more specific tests would have to be carried out). Blood donors
should not be informed that their blood will be tested for HIV unless the
following 3 conditions can be met: proper laboratory confirmation is
available, and information and effective psychological support can be
provided both pre- and post-testing. Unless all 3 conditions can be met,
anonymous unlinked testing must be the rules.

e HIV testing for individual diagnosis should be avoided unless conditions
are strictly met: the patient is properly informed and has given consent,
strict confidentiality is guaranteed and comprehensive management of the
patient can be ensured, i.e. appropriate psycho-social support and
counselling as well as curative care (see also under Management of AIDS
patients below). The same principles must obviously be respected if testing
is requested voluntarily by the patient. The use of rapid HIV tests in order
to arrive at a presumptive diagnosis (just to get an idea') is never justified
and cannot be condoned.
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* Mass screening must be avoided at all costs for the same reasons as those
indicated in regard to individual testing!. Surveys conducted for epidemiological
monitoring or research should generally be avoided in the refugee context,
unless their usefulness has been debated and an agreement is reached
between the partners involved - national programme officers of the host
country, representatives of international organizations (UNHCR, WHO),
NGOs, and the refugee community. Such surveys must not have any hidden
agenda and they must never represent a risk either to individuals or to the
community as a whole.

* In addition to the problems linked with testing, it is essential to ensure
that HIV-positive and AIDS patients have a constant right of access to
health care. UNHCR recommends that refugees should benefit, if possible,
from the same treatment level as that offered in the host country!. Any
measure leading to their ostracism from health services must be strictly
avoided; for example, the isolation of AIDS patients in in-patient wards is
not justified, assuming that the basic rules of nursing hygiene are always
respected for every patient (see below).

Prevention of HIV transmission

THE MAIN WAYS OF VIRUS TRANSMISSION

1. Sexual intercourse: infected genital secretions are the major transmission
route. Heterosexual transmission prevails in most tropical areas and is
increasing everywhere else. Some specific groups at higher risk have been
identified (prostitutes, individuals with a high number of sexual partners,
etc.) but the whole population is at risk. The presence of a sexually
transmitted disease (STD) considerably increases the risk of transmission
during unprotected sexual intercourse.

2. Blood: the main contamination routes are either through the transfusion of
infected blood, or injection using infected and unsterilized reused materials,
e.g. needles. Contamination by these routes remains frequent in most
developing countries due to poor health care hygiene and a lack of blood-
screening tests, the unnecessary and even abusive use of blood transfusion
and injection practices (within the health services or by unsupervised
traditional practitioners) and often, inadequately trained medical staff. Surgery
and other invasive procedures are also significant sources of contamination.

3. Transmission from mother to child: this may occur during pregnancy, at
birth or, less frequently, through breast-feeding; in developing countries,
20% to 30% of the children born to HIV-positive mothers are themselves
infected.

THE PREVENTION OF TRANSMISSION

There are some well-known preventive measures which can be taken against
the two main routes of HIV transmission. However, in developing countries,
there is so far no affordable measure that can be taken to prevent transmission
from mother to child.
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In relation to HIV transmission through breast-feeding, current data from
areas where infectious diseases and malnutrition are the causes of death,
indicate that infants who are not breast-fed run a particularly high risk of
dying from these conditions. Therefore, to date, breast-feeding should
remain the standard advice in these settings, because its benefits generally
outweigh the possible risk of transmission!s.

Measures aiming at the protection of patients and medical staff against
accidental infection in health facilities (iatrogenic transmission) are
imperative, and are included in the priorities of the emergency phase,
whatever the circumstances (see 6. Health Care in the Emergency Phase in
Part II)18. Staff should be aware that this iatrogenic transmission can simply
be prevented by respecting the universal precautions in health care settings.
The AIDS virus is not transmitted any more easily by these routes than are
many other pathogenic agents such as hepatitis B/C, tetanus, etc.

Protecting patients and reducing the iatrogenic risk

¢ Transfusions4s5.6

Even with correct blood screening, there still remains a residual risk of
infection in areas of high HIV prevalence which cannot be ignored (0.2% to
1%), and transfusion of contaminated blood infects the recipient in at least
90% of cases. The improper use of transfusions is frequent in most countries
and it is therefore essential to limit these to the minimum. Practical measures
include!s:
— strict indications for the use of transfusions: any transfusion that is not
strictly indicated is contraindicated, and should be limited to life-threatening
circumstances, and when no other alternative is possible;

— training medical staff to recognize and treat severe anaemia, as well as
in the use of blood substitutes whenever possible;

— the selection of blood donors case by case, after exclusion of all individuals
at risk (as it is generally impossible to set up a blood bank in refugee
settings);

— when transfusions are really necessary, they should be safe: all blood
samples must be screened before transfusion, with no exceptions, using
rapid HIV screening tests. The proper use of these tests and their quality
should be checked regularly;

— transfusion procedures must be clearly defined and standardizeds.

Technical details on the use of transfusions and substitutes are available
in several reference documentss.13.14.15,

* Proper disinfection, sterilization, and disposal of medical waste

The fundamental rules of hygiene are of primary importance, and should be
strictly applied as soon as health services are implemented. These include
strict procedures for the disinfection and sterilization of re-usable material,
and the proper disposal of medical waste, including incineration; staff
should be given proper training in these procedures early on. In the first stage
of the emergency phase, before training can be organized and sterilization
material made available, single-use materials should be employed, especially
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for injections, as is done for instance, in mass immunization campaigns.
These rules must be observed in all health facilities and by all staff members,
whatever their proximity to patients; they are described in several manuals
(see also 3. Water and Sanitation in Part II)45.7.89.17.18, Particular attention
should be paid to ensuring a sufficient supply of all the required materials
(needles, syringes, gloves, disinfectants, etc.).

¢ Limiting the number of injections

Although frequently regarded by patients and many prescribers as a very
valuable form of treatment, the use of injections must be restricted to a
basic minimum (emergency or specific indications) and should not take
place outside health facilities. Staff must be educated on the risks incurred.

PROTECTION OF STAFF

From the outset of an emergency, detailed information must be given to all
staff members working in health facilities (medical and other), in regard to
the necessary precautions for reducing the risk of accidental contamination.
These precautions are described above.

It is important to insist on the use of gloves for any direct contact with blood
and body fluids, the correct use of needles and cutting instruments, and the
measures that should be taken immediately upon accidental exposure. It
should also be pointed out, however, that the risk of contracting HIV from an
infected patient is very low, and that respecting these simple rules reduces
the chances to almost nil.

PREVENTION OF HIV TRANSMISSION WITHIN THE COMMUNITY

In refugee settings, specific programmes to prevent HIV transmission within
the community are limited by certain constraints, particularly in the
emergency phase:

¢ During this phase, most human and material resources are directed towards
dealing rapidly with those acute health problems that are responsible for the
highest proportions of excess mortality (see Introduction to Part I). Therefore
AIDS is usually not perceived as a priority requiring immediate action.

* Health education programmes requiring long-term involvement are difficult
to implement in this context. Medical personnel are usually not sufficiently
trained in this, and retraining requires a longer-term investment and
specific expertise.

* There is an lack of information on the epidemiology and management of AIDS
in refugee camps and in crisis situations. Frequently ignorance of the cultural
context limits the implementation and impact of preventive programmes.

* Preventive programmes targeted at specific risk groups would be difficult to
conduct: these groups are not known at the outset and are difficult to identify
due to the problems connected with screening and preserving anonymity that
have already been mentioned.
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However, none of these constraints should be used as an excuse for doing
nothing. Some preventive measures can be taken.

* Promoting safer sex and making condoms available

In the emergency phase, a health education programme on HIV transmission
and prevention will not usually be considered a priority, but some simple
messages could certainly be communicated to the community. Condoms
should be made available, at least in health facilities, and on a larger scale if
there is a demand from the population (for instance, in tandem with mass
immunizations, food distributions, etc.). Since the use of condoms by a
population depends largely on cultural and religious taboos and previous
experience, there is no standard rule in regard to this; for instance, condoms
should not be promoted where their use is not acceptable to the population.

In the post-emergency phase, a more extensive programme can be
considered. It requires liaison with the national AIDS programme of the
host country and the other agencies involved (UNHCR and other NGOs).
Health education within the settlement and access to condoms should be
undertaken step by step, and in accordance with the recommendations of
the national AIDS programme of the host country. HIV/AIDS programmes
in refugee populations should ideally aim to provide a level of health
education and condom distribution at least similar to that of the national
programme in their country of origin. In general, a system of condom
distribution should include the following!s:

— condoms and appropriate instructions for their use should be available
with passive distribution on request of health facilities;

— when possible, condom distribution can be extended to community agents
(e.g.home-visitors), shops, local groups, etc.;

— promotion through campaign-like activities may be used as
opportunities to spread information;

— condoms should ideally be made available to the host community as
well, as contacts between the refugee and local populations are likely to
occur.

It is essential that the strategies of HIV prevention are adapted to the
particular situation. For instance, in the Benaco refugee camp (Tanzania,
1994), one agency decided to make condoms more available and accessible
to the Rwandan refugees by distributing them through 'mon-traditional'
outlets such as shops, boutiques, and social events (e.g. football matches);
this strategy was selected because AIDS awareness among the Rwandan
population was already very high, and there was already a demand for
condoms!2.

* Control of sexually transmitted diseases (STDs)

The adequate treatment and prevention of STDs is an important aspect of
AIDS control. In the emergency phase, STD patients can receive basic
treatment in the health services as for any other health problems. In the
post-emergency phase, it is often necessary to put more effort into STD
prevention and treatment.

-270 -



Health care in the post-emergency phase and some specific issues II1. The post-emergency phase

Appropriate and effective STD case management requires the following:s:

— training of health care workers on the syndromic approach to STD
management;

— standardization of case management, and introduction of guidelines.
Flow charts for diagnosis of syndromes facilitate STD diagnosis and
treatment, and can be obtained from the WHO!s:

— consistent availability of appropriate drugs and condoms.

The question as to whether specialized STD clinics should be organized, or
whether treatment could be provided in normal consultations (out-patient
department — OPD), is still under discussion. Some guidelines recommend
setting up STD clinics in areas where there is a high prevalence of STD and
HIV infections, indicated on the basis of the number of consultations for
STDs5. The advantage of such a system is that it provides more privacy,
better management of these diseases by staff who have been specifically
trained in STD management, together with appropriate advice on personal
STD prevention (safe sex measures). However, patients attending such
services risk being labelled as STD-infected and discriminated against as a
result, and setting up such additional facilities demands additional resources.

In refugee settings, it is generally preferable to integrate the management
of STDs into normal curative care in order to avoid discrimination against
these patients. However, it is important to organize services that are user-
friendly, private and confidential, and this may require special
arrangements within the health services!s. For instance, privacy during
consultations may need to be improved, and separate consultations for
men and women may have to be organized. In situations where easy
access to OPD services cannot be provided or where policy calls for it,
separate STD consultations could be organized. Condoms should, of
course, be available at this level.

Management of AIDS patients

THERAPEUTIC ASPECTS

AIDS is a chronic disease for which there is presently no cure. Specific treatments
have only very limited effectiveness, and their high cost is an important obstacle
to their use. A large part of the morbidity and mortality linked with AIDS is due
to infections for which specific, and effective treatment is possible, even when
only limited means are available. Appropriate treatment of the most common
infectious complications results in a significant reduction in the suffering of
these patients and may lengthen their lives. Such treatment should be provided
as soon as health services are in place, as part of normal curative care.

Whenever it becomes feasible, usually after the emergency phase, health
workers should be specifically trained in the management of HIV-associated
diseases. The detection of cases on clinical criteria is sufficient for case
management, and diagnostic procedures should be kept simple. Guidelines
for the clinical management of these patients through simple flow charts
adapted to each health care level have been developed and published by
WHO, and some national programmes!0.11.19,
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Treatment of serious complications arising from AIDS (severe opportunistic
infections and tumours) is symptomatic and palliative, and patients should
be given appropriate psychological support (as for any serious disease in the
terminal phase). Referring AIDS patients to local health facilities, which are
generally unable to provide a better quality of diagnosis and treatment,
should be avoided!.

Tuberculosis and malnutrition

Tuberculosis, which is often associated with HIV infection, and malnutrition,
are frequent in refugee and displaced populations and their clinical features
frequently overlap those of AIDS. HIV testing in patients with these diseases
is not justified, particularly as treatment will not be modified whether they
are HIV-positive or not.

If a tuberculosis programme has been set up, treatment with thiacetazone
should be avoided if at all possible, because of the more frequent and severe
cutaneous reactions in HIV patients, especially in areas where there is a
high HIV prevalence 1°.

Vaccination

All vaccines included in the Expanded Programme on Immunization (EPI)
remain to date indicated for HIV-infected children, whether symptomatic or
not, except BCG which is contraindicated in patients with clinical AIDS
because of the risk of serious systemic BCG infection. WHO recommends,
however, that all new-born babies in areas of high tuberculosis prevalence
receive BCG vaccinations.

SOCI10-PSYCHOLOGICAL SUPPORT AND COUNSELLING OF THE PATIENT

Social support, psychological support and advice on prevention are key
elements in the management of HIV-infected or AIDS patients. These various
activities require specific expertise, substantial means, and a sufficient
knowledge of the cultural context.

Programmes aiming at social and material support are not likely to be
implemented in the emergency phase since they can only be considered as
part of a comprehensive AIDS control programme. In the post-emergency
phase, and depending on the circumstances, it may be possible to use
locally-trained specialists and to start a more active programme.

Specialized NGOs and the social services of organizations like UNHCR may
offer a great deal of help. However, this kind of programme is very difficult to
implement in the context of displaced populations, because of the unstable
background to the situation and the existence of more urgent or severe
health problems. Nevertheless, any qualified health staff should be able to
provide patients with advice on preventive measures, and give them
psychological support following a minimal training.
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~

Principal recommendations regarding HIV, AIDS and STD

« AIDS management and control is difficult everywhere, but even more
so among refugee or displaced populations because of the specific
constraints inherent in such situations. However, special attention
should be paid to the correct use of basic and easily implemented
measures; simple, universal precautions and blood screening are
already very efficient and constitute the mainstay of the intervention.

* In the emergency phase, the protection of individual rights, prevention
of the HIV iatrogenic transmission, and protection of health staff
constitute the minimal measures to be taken by everyone involved in
medical activities. Basic treatment of STDs and the common infectious
complications arising from AIDS should be ensured as part of normal
curative care from the beginning; condoms should be made available
to individuals requesting them.

* In the post-emergency phase, depending on the circumstances, certain
other interventions may be considered. These must always be well
planned, taking account of the cultural context, the national AIDS
programme of the host country, and agreed upon by the various
partners involved and refugee community representatives.

- /
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Tuberculosis programme

Introduction

Tuberculosis (TB) remains a major public health problem throughout the world,
especially in developing countries (see Table 2)1. The tubercle bacillus infects one
third of the world’s population and tuberculosis is the primary cause of death
from a single pathogen in adults®. Poor living conditions, overcrowding and
malnutrition favour the spread of the disease. The prevalence of tuberculosis is
increasing world wide, mainly due to deteriorations in socio-economic conditions
in several countries, ineffective treatment programmes and the spread of the
human immuno-deficiency virus (HIV). The emergence of multi-drug-resistant
tuberculosis, mainly due to inadequate or incomplete treatment, also poses a
serious threat for the future.

Incidence of smear-positive tuberc’ll‘zzls‘:szin developing countries, 1985-902
Area Incidence rate (per 100,000)
Sub-Saharan Africa 117
North Africa and Western Africa 54
Asia 79
South America 54
Central America and the Caribbean 54
Total 79

Most of the world’s refugees are found in African and Asian countries, where the
estimated incidences of smear-positive pulmonary tuberculosis are the highest
(see Table 2). In addition, risk factors for TB transmission such as overcrowding,
malnutrition and poor hygiene are intensified in refugee settlements. The loss of
community structure, the lack of regular access to health care, malnutrition and
psychological shock have also been described as factors increasing the
transmission16.17. However, evidience of an increasing TB transmission in refugee
settings has not been documented so fars. Tuberculosis generally becomes more
evident after the emergency phase, when the major Kkiller diseases are under
control (see Introduction to Part III). It can then become a significant cause of
adult death as occurred in Somali camps in 1985 where it was associated with
25% of all deaths among those over 1511.

TWO CASE STUDIES IN REFUGEE SETTINGS

Table 3
Results of a TB programme in Karen refugees camps, Thailand, 1985-925
No. | Cured Completed Death Failure Defaulters Others
% % % % % %
288 80 6 5 2 7 0.7
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The TB programme in Thailand (see Table 3) was characterized by very strict
management, good coordination and total patient compliance. Cases were all
admitted as in-patients to a centre where living conditions were acceptable
for the duration of the treatment. This was possible as all patients came
from a closed refugee camp and their absence therefore had little economic
effect on them or their families.

Table 4
Treatment outcome of sputum-positive patients
in the refugee camp of Hagadera, Kenya 1992-199434

No. | Cured |[Completed| Death | Failure | Defaulters | Transferred
% % % % % %
Evaluation 1| 90 26 37 11 11 13 12
Evaluation 2| 98 72 3 1 3 16 4

* The first evaluation covered patients enrolled in programmes from 11/92 up
till 31/7/93, and revealed very poor results in terms of patient outcome; strict
recommendations were then made in regard to programme management.

* The second evaluation concerned quarterly cohorts of patients enrolled
after improvements in the programme, covering the second quarter of
1993 to the first quarter of 1994. Results indicated an improvement but
the cure rate targeted had not yet been reached (see below Objectives)s.

The treatment of tuberculosis, though theoretically simple and very effective
(95% of patients can be cured with adequate treatment), demands technical
knowledge and long-term commitment. In refugee settings, TB programmes
have had different degrees of success: very positive results have been
reported in camps with good access to the population, where adequate
patient follow-up and compliance to treatment was ensured; while in other
situations, badly-managed programmes have shown very poor results.

The dilemma of tuberculosis treatment in refugee
settings

In refugee settlements, health workers are frequently confronted with
patients affected by tuberculosis and have to decide whether to start a
treatment programme or not; this is not an easy decision to make. The
dilemma of tuberculosis control in such settings stems on the one hand
from the ability of chemotherapy to decrease transmission and successfully
treat patients, and on the other hand from the considerable problem of
ensuring regular and prolonged treatment in a transient populations.

* On the one hand, health workers are keen to treat TB patients for several
reasonss.15: refugee populations may be at high risk of infection; tuberculosis
is a deadly disease if left untreated; the treatment is very effective in
preventing TB deaths and is one of the most cost-effective interventions;
patient follow-up and compliance to treatment may be facilitated by good
access to populations in camps, due to 'confinement' conditions in some
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closed camps. In addition, prolonged crisis and long-standing refugee
settlements are increasingly observed, and TB may arise as a significant
problem in these populations. There is therefore often heavy pressure to
start such a programme, not only from the health staff but also from the
host country’s health authorities, donors and refugees themselves.

* On the other hand, TB programs on refugee sites may easily fail for several
reasonss.14.15: the difficulties of ensuring treatment compliance in highly
transient populations, whose mobility is unforeseen (relocation in other
sites, repatriation); short-term mandates of most relief agencies, resulting in
insufficient commitment in terms of time and resources,and lack of
experience in supervising lengthy therapy; frequent security problems which
may aggravate the usually poor compliance and lead to the withdrawal of
health agencies; limited financial resources in the post-emergency phase and
high cost of (short-course) treatment; the desire of providing no better health
services to refugees than those available to local citizens.

Health workers should be aware that ineffective programmes may do more
harm than good as inappropriate treatment affects both the patient and the
whole community for two reasons!8.15:

1. It may prolong infectiousness beyond the natural course, which means
that a good number of sputum-positive patients will survive longer,
although not cured, and will continue to spread the infection; this will
further increase TB transmission throughout the community.

2. It can help create and spread multi-drug resistant bacilli.

Objectives of tuberculosis treatment programmes

As was previously stated, a TB programme is, in theory, relatively simple. It
consists of a proper microscopic diagnosis, treatment (chemotherapy with 3 to
4 drugs) over a 6-month period or longer, and an appropriate follow-up.
However, in practice, such a programme is difficult to manage as it requires
sustained supervision and monitoring (see below) and the length of treatment
in itself is an important obstacle to patient compliance. Once a programme is
started, case detection and management must be properly conducted.

TB programmes directed at refugees generally have the overall objective of
reducing the morbidity, mortality and transmission of the disease!s.
Reducing the transmission requires early detection and proper treatment of
patients with positive sputum, which are the most contagious cases and also
those at most risk of dying. Therefore, the overall objective is met by giving
priority to the treatment of patients with positive sputum.

In addition, TB programmes should aim at curing a high proportion of all
detected smear-positive patients (see below). High cure rates can only be
obtained through good quality programmes; in terms of public health, cure
rates lower than 60% to 70% render programmes almost useless and may
even be harmful for the community.
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The major objective of a refugee TB programme is to achieve a minimum
cure rate of 85% for smear-positive patients passively detected!. Passive case
finding must be the rule until very high and sustained cure rates have been
achieved over a long period; then active case finding can be organized.

Note that WHO has defined the following targets for global TB control to be
achieved by the year 2000:

— to cure 85% of detected positive smear cases, and

— to detect 70% of all existing cases.

Minimum conditions for starting a TB programme

The first principle is that no harm should be done, either to the individual or
the community (see above). The International Union against Tuberculosis
and Lung disease has stated that if you cannot ensure that a patient will be
treated properly, you must carefully consider whether it is ethical to treat
such a patient at all12.

Before considering whether or not to initiate a TB programme, 3 absolute
conditions must be present!:

1. The basic health priorities must have been adequately addressed and the
health situation must be under control. A TB programme cannot take
place in the emergency phase when resources have to be devoted to more
urgent needs.

2. The implementing organization must guarantee a long-term commitment
of at least 1 year (12-15 months) from taking on the first case. This
implies that the agency in charge is not only prepared to stay for at least
12-15 months, but can also secure the input of sufficient resources to
carry out such a programme during this period.

3. The population is expected to remain stable so that TB patients will be
able to complete their treatment. Usually the time refugees will remain on
a site can only be guessed at: the camp may suddenly be closed down,
plans for relocating or repatriating refugees may be drawn up but
deadlines are frequently not respected, the security situation might
deteriorate, etc. Here again, the 'life expectancy' of the settlement should
be at least 9-12 months.

This means that both the stability of the refugee population, and the

commitment of the implementing agency need to be assessed before taking
any decision in regard to a TB programme.
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These conditions also imply that there are certain circumstances which
definitively prevent the implementation of a refugee tuberculosis programmes:

Absolute contraindications to initiating a tuberculosis programme
in a refugee setting

* Emergency phase following the population displacement

* Open warfare or significant insecurity

* Very unstable population (e.g. nomadic, or population moving up
and down a border area)

* Major health problems not correctly addressed (e.g. serious disease
outbreak) /

Once the decision to start a TB treatment programme has been taken, a number
of requirements will have to be met before the programme can be implemented.

* Clear protocols or guidelines referring to all aspects of the programme
should be prepared: case definition, possible outcomes, treatment regimens
including specific cases (relapse, treatment failure and defaulting), data
collection, and evaluation.

* Monitoring and evaluation must be organized from the beginning, with all the
required forms for registration and data collection made available (laboratory
register, patient identity card, TB treatment card, TB register, etc.).

* A proper laboratory with well-trained staff is indispensable; the quality
control of slides by a reference laboratory must be ensured.

* Sufficient supplies of drugs, laboratory items and food supplements must
be secured for the estimated number of patients.

¢ The programme should be supervised by one person, preferably a medical
doctor, and in each treatment site a person should be designated to be
responsible for TB treatment.

* Everything possible should be foreseen for ensuring the best possible level of
compliance, and a system for tracing defaulters through the home-visitor
network should be set up.

¢ The proposed refugee treatment programme should be discussed and agreed
upon with national authorities. A general principle, recommended by the
UNHCR, is to strenghten the national tuberculosis programme in the area,
in order to help them to cope with the increased number of patients to treat,
if this is feasible!. In practice, this strategy can be followed in open
situations, but in camp settings, a specific TB programme needs to be set up
within the camp as part of the health care activities!. The same is true as
regards internally displaced people living in an area which is not controlled
by a government. In any case, there needs to be excellent collaboration and
coordination between NGOs involved in tuberculosis treatment, and the TB
control programme of the host country!.15.
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Es