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EXECUTIVE SUMMARY

The UNHCR Strategic Plan for Anaemia Preventionnt@s and Reduction (2008-2010as
developed in 2008 in response to the extremely pighialence of anaemia that had been measured in
refugee camp populations. The strategy proposedla-sectoral approach to improve the nutrient
content of food, reduce disease prevalence, impmiagnosis and treatment, and strengthen
monitoring. This review aims to understand the psscof Anaemia Strategy implementation and
assess its effectiveness, in order to offer guidancthe revised strategy that is being developed i
2013. A wide range of documents and data have heatysed and 15 key informant interviews
conducted.

To what extent have objectives been addressed anthere can focus be strengthened?

The Anaemia Strategy provided the initiative anddfi to enable anaemia control activities to be
mainstreamed into standard nutrition and healthsareices. One of the most notable achievements
of the Anaemia Strategy has been to shift mindsstards the need for prevention, rather than only
treatment. Blanket SFPs (BSFP) using special gt products have been successfully established
in all countries covered by the review, and throtlghdevelopment of the ‘Operational Guidance on
the Use of Special Nutritional Products’ (OG), athgractice approach to programme implementation
and management has been developed. This has helmettress the various logistical challenges
encountered with implementing these BSFP, includiedays, procurement issues, and storage
problems. Small-scale agriculture and animal hudbaimitiatives have also been supported through
the strategy, although these have shown varyingedsgf success.

Disease control activities seem to have been uleddaseveral camps, although for malaria this may
be the result of initiatives put in place througle Malaria Strategic Plan, rather than the Anaemia
Strategy itself. With respect to de-worming, theeleof achievement is mixed. In Bangladesh

coverage of de-worming seems to have improvedgepsrted by nutrition surveys, and HIS data

shows the incidence of intestinal worms to be l@n.the other hand, in camps in Djibouti, coverage
of de-worming is not reported in nutrition survegad levels of intestinal worms on HIS are not only

high, but have increased during the period of treeenia strategy.

Despite comprising one of the major objectiveshef Anaemia Strategy, information on detection and
management of anaemia does not seem to be readilplale. Routine monitoring of anaemia with
HemoCue™ in ANC should be prioritised for the upomgnstrategy revision, and uploading of this
data to TWINE should be explored as a possibility.

The capacity building initiative that has been bou of Anaemia Strategy funding is commendable.
Individuals have been trained on the OG and Staiskd Expanded Nutrition Survey (SENS)
guidelines, and national consultants have beenl hieving forward, it will be important to continue
to invest in human resources and global trainingiainves, incentivise or re-emphasise the
responsibility to pass on training locally, anddthow up on these initiatives.

1 For brevity,the ‘UNHCR Strategic Plan for Anaemia Prevention, Cdrarm Reduction (2008-2010)’ is
referred to as the ‘Anaemia Strategy’ throughoig taview. Although the Anaemia Strategy was d21@a8-
2010, the implementation period was extended thrdag013.

Anaemia Strategy Review 11140




The Anaemia Strategy clearly recognised the faet fhroposed activities were a transitional
approach, in preparation for a time when the gérfera ration provided by WFP fully addresses
micronutrient needs and refugees can engage inmiegenerating and livelihoods activities to
further supplement their diet. Such activities,hnitear specifications, will be vital to reinfortee
revised Anaemia Strategy and ensure that reliancgpecial products for prevention is a short-term
solution. Food vouchers and cash programmes clyrentler consideration by UNHCR HQ offer
important opportunities in several of the campseces by this review.

Overall, the original strategy is a thorough andpeehensive document, but the sheer scope of the
strategy has meant that certain areas have beenitipeid and others need further attention moving
forward. To ensure this, improvements could be ntadéhe structure of the strategy document, to
more clearly delineate objectives and respons#sliand reduce repetitiveness.

In addition, a number of related and relevant sgyidocuments currently exist within UNHCR, such
as the ‘Nutrition and Food Security Strategic Plamid the ‘Malaria Strategic Plan’. It is
recommended that the revised Anaemia Strategy decundraws on these plans, ensuring
consistency in terms of activities and indicat@arrent involvement of Public Health, Reproductive
Health, and WASH in the Anaemia Strategy could lm¢her developed; integration between these
teams and nutrition is recommended to ensure Heatrulti-dimensional approach of the Anaemia
Strategy is realised at both HQ and country lelggplicitly drawing on these strategic plans during
formulation of the revised Anaemia Strategy willghtd develop an integrated approach.

How well was the Anaemia Strategy monitored?

Monitoring throughout the period of the anaemiatsiyy has been mixed. Some of the data available
to review the influence of the Anaemia Strategynatritional indicators is challenging to work with.
Overall, it is suggested that the Anaemia Strateguld benefit from a clear and consistent set of
indicators by which to judge progress.

The development of SENS is likely to further impeothe quality of nutrition surveys, but data on
programme monitoring seems also to have beenwvehlatpoor in several countries in this review.
However, no field missions were able to be undertak explore this in more detail. In the upcoming
strategy, the importance and challenges of progmmonitoring must be highlighted.

With regards to the use of special products, kégrimant interviews suggest that poor programme
monitoring is due both to lack of clarity on indioes and lack of capacity to deliver to the staddar
outlined in the Operational Guidance. Monitoring aflherence is particularly important for
programmes using special products, especially fidPMFor Nutributter® and CSB++, the need for a
deeper understanding of the usage of special ptodas also become apparent due to widespread,
anecdotal, accounts of sharing.

To what extent has anaemia reduction been achieveder the course of the strategy?
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Over the course of the strategy significant redungiin anaemia prevalence have been shown in all
countries, except for Algeria for which results panding. In Djibouti and Kenya, reductions shown
during intervention with Nutributter® are partictdia impressive and consistent. Delays in
implementing BSFP have meant a significant diffeeewas only shown by 2010 in Ali Addeh, and
by 2011 in Kakuma and Dadaab. In Bangladesh andaIN®&SFP using MNP were quick to be
established. Despite this, no significant change keaorted in Nepal until 2011, and in Bangladesh
anaemia increased considerably in 2010, whichdaght to be linked to disruptions due to a switch
in special product use. Nevertheless, a significaduction is now shown compared to baseline. In
Yemen, a significant reduction in anaemia was showthe first year of strategy, which coincided
with a Premix intervention. In Ethiopia, the sitoatis slightly different in that the original fuad
outlined for activities in camps were redirectedtiie Dollo Ado crisis in 2011. Planned activities
therefore changed and trend data is limited forynainthe other camps. Nevertheless, significant
reductions in anaemia have been shown in ShedeShmdelba, and in Melkadida camp in Dollo
Ado. Data on non-pregnant women is sparse in Asibanaemia prevalence results from the Horn of
Africa region are encouraging, showing particulanmpressive reductions in Dollo Ado and Djibouti.

Analysis of anaemia severity categories revealsetimajor findings. Firstly, that Anaemia Strategy
activities seem to have preferentially reduced phevalence of severe and moderate anaemia.
Secondly, countries with a higher proportion ofegevand moderate anaemia have shown greater
reductions in anaemia. In other words, if the basddituation of the camp is poorer, more significa
gains can be made. Thirdly, despite Anaemia Styatetjvities, mild anaemia seems to be relatively
consistent at around 20-30%. As such, no countighed a ‘low’ level of anaemia for children at any
point of the Anaemia Strategy.

Analysis of age categories reveals some of theriboring factors to this high prevalence of ‘mild’
anaemia. Primarily, and as expected, ‘anaemia’gheece is much higher in younger children — this
may reflect natural changes in haemoglobin comjomsand concentration during growth. Secondly,
although in most countries the prevalence of anaeamongst ages 24-59 months has crossed the
40% threshold from a ‘high’ to ‘medium’ public hdakoncern, the prevalence amongst 6-23 months
almost always remains above 40%. Although anaeom&r@ activities for this younger group clearly
need to be strengthened, it is suggested thatpiplecation of WHO public health targets to this sub
group may be overly ambitious.

To what extent has a reduction in stunting been aébved over the course of the strategy?

With respect to stunting, in both Nepal and Bangiid where MNP interventions were introduced,
stunting reduced significantly by the third yeawnfr baseline. However, the prevalence of stunting
remains extremely high in camps in Bangladesh, aamdedium public health concern in camps in
Nepaf. In other countries / camps, where interventionshsas Nutributter were introduced, no

notable or consistent changes in stunting preveldrave been reported. In Dollo Ado, Ethiopia,

stunting has shown some sign of reduction in twogsmbetween 2011 and 2012. However, stunting
data in this camp may be less reliable due to probl of age verification, increasing camp

populations and ongoing security challenges impgaipon camp stability and data collection.

2 At time of report finalisation, preliminary resuft®m the October / November 2012 surveys werelavig
for Algeria and showed reductions in anaemia in worand children.
3 Nepal data from 2011 nutrition survey, Bangladestadrom 2012 nutrition survey
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To conclude, the first five years of the Anaemieteigy have shown some encouraging reductions in
anaemia, but anaemia remains a high / medium pubkdith problem for children (6-59 months) in
all camps under this review. A number of recomménda are made in the following section to
strengthen and focus the revised Anaemia Strateg913.
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RECOMMENDATIONS FOR THE REVISION OF THE
ANAEMIA STRATEGY

The 2013 revision of the Anaemia Strategy is takilage in a challenging economic and political
climate. The following recommendations are madeytdo maximise the value of the Anaemia
Strategy whilst respecting restricted funds.

Anaemia Strategy Document:

1. Consider restructuring the strategy document ttude one iteration of objectives; merging
the current ‘Action Points’, ‘Detailed Activitiesgnd ‘Country Proposal Objectives’.

2. Programme monitoring requirements should be made mxplicit. Consideration should be
given to including measureable (SMART) indicatas dvaluation. Consistency in indicators
should be maintained between the Anaemia Stratagyntry proposals and the indicators
described in UNHCR’s Strategic Plan for NutritiomdaFood Security, the Strategic Plan for
Malaria Control, and other relevant strategic plans

3. Consider changing the title of the strategy to‘theegrated Strategy to address Anaemia and
Micronutrient Deficiencies in Refugee Populationsi, order to reflect the multi-sectoral
approach taken within the strategy and the ovexfiip other UNHCR strategic plans. Within
the strategy, make explicit reference to the ‘Niatni and Food Security Strategic Plan’ and
the ‘Malaria Strategic Plan’ and ensure consistén@pproaches.

Management:

4. Action points specific to UNHCR HQ may benefit frdrmaing organised into a tangible
working document, similar to the work plans for oty programmes, with roles and
responsibilities and internal deadlines specif@edrnsure clarity to all relevant parties.

5. Tracking of funds and their allocation to differextivities should be done as one means of
monitoring whether strategic objectives are beitdrassed. Improvements in the tracking of
fund allocations would also facilitate work on délsing the costs and cost:benefit of specific
interventions.

Integration:

6. Seek ways to further build partnership and integnadbetween Nutrition, Public Health, and
WASH to ensure the multi-sectoral approach of tretegy is fully addressed.

7. An interesting opportunity exists in the developinefifAnaemia and Micronutrient
Factsheets’ through UNHCR TWINE. Various indicatoosild be collated, including
nutrition survey anaemia results and trends, nal&ASH, IYCF. This could be shared
between UNHCR HQ, local UNHCR offices and IPs. Sfactsheets would help to monitor
trends, identify key areas to target to reduce mmmand improve integration at local level.
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However, this possibility should be consideredght of an apparent proliferation of data
collection tools that may make analysis and degisigpport harder.

8. At a country level, the ‘Integrated Health Programghmodel, adopted in camps such as
Kakuma, that uses community health promoters to@letomprehensive and consistent
messages regarding health, mosquito nets, sanitatiol hygiene promotion, may help to
integrate anaemia control activities. This modé&isfthe opportunity to minimise vertical
programming, duplication of efforts and protectagify and budgetary constraints.

Public Health and Reproductive Health:

9. Deworming has improved in many camps, but the eev&rategy may wish to consider
extending de-worming to adolescent children, fareple in Bangladesh, and other
countries. Basic de-worming services also neecttstitengthened in Djibouti and Ethiopia,
as evidenced by HIS data from different camps apdnts of high worm infestation amongst
children visiting the clinics in Dollo Ado.

10. Malaria control activities will continue to be essial and further integration with the
‘Malaria Strategic Plan’ in terms of indicators amatcomes is recommended

11. Little information on the use of HemoCue™ haemouloheasurements in ANC was
available but it is thought that coverage has eathed 100%. Ensuring HemoCues™ are
available and used appropriately in all ANCs amdiecs, and that systems are in place for
consumables procurement, analyser servicing, atadrdeording and compilation will be
important for the revised strategy. Efforts coukbebe made to improve upon the quality of
Haemoglobin (Hb) data in ANC.

12. It is suggested that anaemia measurements from &&@corporated into TWINE. This will
be important not only for tracking purposes bubdtsincentivise staff to conduct this routine
monitoring. Investment may be needed in termsanhimg local staff on the TWINE system
and data input. If Hb / anaemia data is include@WINE, it will be important to seek ways
to improve upon the ‘joint ownership’ of the datadlly. At present, HIS data is useful
primarily as a knowledge base at UNHCR HQ levekdtmaging joint ownership and use of
the data by colleagues working in the field wouddphto incentivise good quality data entry.

13. It is recommended that prevalence estimates fagrarzafor children and non-pregnant
women continue to be measured only in nutritiorveys, as this is the optimal approach for
ensuring quality control.

Special nutritional products:

14. Plans are in place for special products to bedalla in an increasing number of camps.
Responsibility must be taken and implementatiorassh conducted to understand the
effects of these products. These products are itlobumt potential short term negative effects,
such as toxicity, nor without potential long-teravarse effects. For LNS, these may include
displaced breastfeeding, effects on taste and fioefgrences, the double burden of
malnutrition, dental health, and others.

Anaemia Strategy Review 166|140




15. To better understand usage of special productspliamee studies that incorporate
qualitative / anthropological approaches are recermdad. This will be important to explore
both under-consumption of micronutrient powder (MMNB well as sharing of Nutributter®
and CSB++. Gathering insight into key drivers ddiréiig will ensure relevant
communications are developed.

16. Further consultation on assessing and improvingfite in camps is recommended, ideally
through an expert panel meeting.

17. The introduction of MNP to a new setting shouldcbasidered carefully. Although MNP
seems to be a less costly option, the programrbatiten is substantial. If MNP programmes
are to continue to be introduced, it is esserttial the support systems are in place to
guarantee sensitisation, behaviour change comntionsgBCC) and programme
monitoring, and that programme managers are famsidid with the Operational Guidance.

Livelihood activities and reducing reliance:

18. It is important to note that initiatives such as@pl products were originally considered to be
a ‘transitional strategy’ until better fortificaticof staple foods in the general ration,
diversification of the diet, and livelihood optiongre put in place. In the Anaemia Strategy
2013 it will be important to emphasis this nexgsta

19. Greater support and commitment is needed to offieatisscale agriculture projects the
greatest chance of success. It would help if fumeiere regularised and provision of
materials carefully planned.

20. Further trialling of voucher and / or cash progragsrfor camps where functional markets are
in place is highly recommended. A number of kepinfants requested for voucher
programmes to be introduced, suggesting thesdwillelcomed in relevant camps.

21. Greater support of income generating activitiesA@¥is essential to limit the selling of the
ration that is apparent to varying degrees in mafsigee settings and to encourage self-
reliance and diversity in diet.

Adequacy of the general ration:

22. For anaemia to be reduced at the population léwsill be essential that WFP and UNHCR
work together to address both the nutrient gapengeneral food ration as well as the
provision of complementary foods and products feP S

23. Staple food fortification has been demonstrateoketan effective intervention to improve
micronutrient intakes and reduce anaemia in vuliiensefugee populations. It is
recommended that more emphasis is placed upordétpiacy of the general ration and the
means to achieve this in the revised Anaemia Sjyate
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Monitoring and evaluation:

24. Given the evident difficulties in obtaining monitog data from country programmes, clearer
emphasis must be placed on core programme morgtogguirements. A useful future
exercise would be to prioritise and clarify whicldicators should be considered as essential
or non-essential, with a view to reducing the baordedata collection and analysis.

25. It is recommended that the current tools in ther@enal Guidance are condensed and
simplified in order to help ensure that countridhere to a basic set of minimum reporting
requirements.

26. Additional consideration needs to be given as tlwbrganisations are being tasked with
conducting M&E for the various anaemia controlates, and whether IPs in specific
contexts have the means and interest to undeittekeata collection and analysis that is
required. Where interest or capacity is lackingremmonsideration needs to be given as to
how this can be incentivised.

27. Universal adoption of the standardised measurenagt analysis of anaemia during
nutritional surveys of refugees will be an impottaaxt step for the revised strategy of 2013.
Advanced planning and funding of routine surveytsure they are implemented at the
same time of every year would help to reduce argsipte seasonal variation and enable
more reliable assessment of intervention impacts.

Nutrition survey analysis:

28. Further investigation is needed to understand teegbence of anaemia that might be
expected in refugees and their host populationguemhditions of ‘adequate’ nutrition and
health. This would allow an assessment of whetiectirrent target of <20% in 6-59 months
children is realistic and appropriate for all geaggric regions and populations.

29. Analysis of 6-23 months and 24-59 months age grolgzsly shows differentiation in terms
of their mean haemoglobin levels and /or suscdipilbd anaemia. What is the best way,
therefore, to approach this data when conductinigaaalysing nutrition surveys and response
to interventions?

a. A number of more ‘accurate’ analytic approachestg@ge-standardisation instead
of age categorisation, Hb-for-age curve with z-saaut-offs as for height). However,
these approaches would be too complicated in nideeaontexts in which UNHCR
works

b. Therefore, it is recommended that sufficient sansptes of each age group are

ensured in nutrition surveys, to enable robustymmabf data for the 6-23 months and
24-59 months age groups is possible.
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CHAPTER 1: INTRODUCTION TO THE REVIEW

Background

Anaemia is a condition in which low levels of hagjabin in the blood result in diminished oxygen
transport. Iron deficiency is estimated to be these of about half of all anaemia cAs@maemia can
also be caused by a deficiency in vitamin B-12ate| and other nutrients, parasitic infections,
bleeding due to other causes, haemoglobinopatieigdting in abnormal haemoglobin formation
(such as in sickle cell anaemia), thalassaemiagnatirdisease, or rupture of red blood cells
(haemolytic anaemia)see Figure 1).

Figure 1: Causes of anaemia in low and middle-irecountrie$
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Anaemia is one of the most common and widespreaditions in the world, and is a public health
problem in both developed and developing couritriBecent estimates from the World Health
Organization (WH®)suggest that the global prevalence of anaemid.B%2, with the highest rates
reported in sub-Saharan Africa, amongst preschgel-ehildren (67.6%) and pregnant women
(57.1%). To note, however, studies show that hgagddople of African extraction of all age groups at
all times other than the perinatal period, haver@gobin concentrations 0.5 to 1.0 g/dL below those
of whites - suggesting ‘anaemia’ may in part be due to demeterogeneity.

4 Crawley J. (2004) Reducing the burden of anemiafamis and young children in malaria-endemic caesif Africa:
from evidence to actioldm J Trop Med Hyg Vol 71(Suppl) pp25—-34

5 Balajaran Y, Ramakrishnan U, Ozaltin Em, ShankaBu#bramanian S (2011) Anaemia in low-income and leidittcome
countriesThe LancetVol 378 (9809) pp 2123-2135

5See 3

" McLean E, Cogswell M, Eglis I, Wojdyla D and De Bésid (2008) Worldwide prevalence of anaemia, WH®aXtiin
and Mineral Nutrition Information System, 1993—-20B8&blic Health Nutrition . Vol 12(4) pp444-54

8 World Health Organization (2008Yorldwide prevalence of anaemia 1993-2005Geneva. World Health Organization.
® INACG / USAID (2002)Adjusting hemoglobin values in program surveysWashington. USAID.

Yperry G, Byers T, Yip R, Margen S (1992) Iron rtigri does not account for the haemoglobin diffeesnc
between blacks and whitesNutr Vol 122 pp1417-1424
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Refugees are thought to be particularly vulnerédlenaemia due to inadequate iron intake and other
nutritional deficiencies, lack of appropriate compentary foods, and high rates of infection that ar
characteristic of crowded camp environmé&¥fs Nutritional iron deficiency is common in settings
with monotonous plant based diets and low meakéntsuch as is exemplified by the refugee'diet

Anaemia can be a potentially life threatening ctadiin its severe forms. In women, anaemia
contributes to excess maternal deaths as a rdsaltlioninished resistance to bleeding, pre and-post
delivery”. In children, anaemia is recognised to adversdfgch the cognitive performante
behaviour and physical growth of infants preschaati school-aged childreéfi and increase the
likelihood of associated morbiditi€s Anaemia occurs in all ages and both sexes, hawiswaore
prevalent in pregnant and lactating women and youohidren. Other at-risk groups include
adolescent children and people living with HIV/ALDs

Anaemia is not only an indicator of potential ird&ficiency in populations, but can also be takea as
proxy indicator for other micronutrient deficiensidvieasuring anaemia is a relatively simple pracess
and therefore these measurements offer a praatieahs by which to explore the micronutrient status
of refugee populations.

The multi-dimensional causes of anaemia dictatentexl for various programs in health, nutrition
and other sectors. This complex aetiology was aslettged and formed the fundamental basis of the
Anaemia Strategy, which proposed a multi-prongeg@r@ach to tackle the condition and its
debilitating consequences in some of the most vabie groups, mothers and children.

Methodology
This review took place between September 2012 abduary 2013.
Data sources

A number of sources of information were utiliseahfreach country, including:
* Nutrition surveys
* Annual reports
* Joint Assessment Missions (JAMS)
* Acceptability studies

1 seal A, Creeke P, Mirghani Z, Abdalla F, McBurney RgtPL, Brookes D, Ruth L, & Marchand E (2005) lramd
vitamin A deficiency in long-term African refugees.Nutr. Vol 135 pp 808-813
12 Kemmer T, Bovill M, Kongsomboon W, Hansch S, GeisleCheney C, Shell-Duncan B, & Drewnowski A (200&)n

deficiency is unacceptably high in refugee childirem Burma J.Nutr. Vol 133 pp 4143-4149

13 Zimmermann M and Hurrell R. (2007) Nutritionalrirdeficiency The Lancet Vol 370 pp511-20

14 Khan K, Wojdyla D, Say L, Giilmezoglu A, Van LooKZ006) WHO analysis of causes of maternal deaglystematic
review.The Lancet Vol 367 pp1066-74

15 Grantham-McGregor S, Ani C (2001) A review of sasdon the effect of iron deficiency on cognitiveelepment in
children.J Nutr Vol 131(2S-2) pp649-666

18 Lawless J, Latham M, Stephenson L, Kinoti S, Rexté1994) Iron supplementation improves appetitd growth in
anaemic Kenyan primary school childrériNutr Vol 124 pp 645-54

" World Health Organisation (200Ipn Deficiency Anaemia Assessment, Prevention, ar@dontrol: A guide for

programme managers.Available online at http://whqlibdoc.who.int/hg/200VHO_NHD_01.3.pdf
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* Mid-term / quarterly reports
* Training documents

» Published literature

* Nutrition surveys

* Global database

* HIS data

Qualitative component

The consultant’s presence at the Operational Go@avorkshop of 2012 offered an opportunity to

meet with various country representatives rele¥antthe review. In addition to this, contact was

made with key informants in the review countriead aither Skype, telephone or open ended
guestionnaires used to gather their informationnuinber of challenges with this must be noted,
including lack of response or delayed responseyuage barriers and key personnel involved in the
Anaemia Strategy having left UNHCR or being uncotatble for other reasons. Interviews, where
possible, were conducted for 1 hour, although vhised depending on the amount of time that the
individual was able to allocate.

The qualitative process was iterative in that asnis were identified these were then taken and used
as stimulus for questioning in further interviews.

In total, 15 in-depth-interviews were conductede3énincluded:

UNHCR / IP / WEP Country programmes key informants:

» Programme officers

* Programme assistants

* Nutritionists

* Public Health Officers

 WFP employee

» Breakdown of key informants by country: Algeria &angladesh x 2; Djibouti x 1; Ethiopia x 1;
Nepal x 1; Kenya / Dadaab x 1; Kenya / Kakuma X@&nen x 1

UNHCR Headquarters key informants:
e Nutrition, Geneva x 2

* Regional Support Hub, Nairobi x 1
e Public Health, Geneva x 1

Lastly, the consultant's attendance at the TechnMaeting on Anaemia and Micronutrient
Deficiencies in Refugee Populations in December22@iso offered an opportunity to gather
information from experts in the field.

Objectives of the review

The overall objective of the review is to:
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Conduct a review of the implementation of the etygtin the initial 7 countries targeted for
intervention. Document available data on the precasd impact of the strategy implementation and
describe lessons learnt. Findings are to supporisien of the Anaemia Strategy in 2013

To meet these objectives, the review has addrdsstidthe Anaemia Strategy at Headquarters level,
including meeting internal objectives, as well aaducting an analysis at country level — for which
detailed analysis of anaemia trends is one impbdijective.

At country level, this review explores the followgiareas for each of the seven countries: Bangladesh
Nepal, Algeria, Yemen, Ethiopia, Djibouti, Kenya.

1) Background and context
2) Anaemia Strategy funding and management
3) Anaemia strategy activities
4) Trend analysis of the nutritional indicators inldren and non-pregnant women
a. 6-59 months
I. Trends for anaemia at < 11g/dl and < 10g/dI
ii. Mean heamoglobin
iii. Severity categorisation of anaemia
b. 6-23 months and 24-59 months
i. Trends for anaemia at < 11g/dl and < 10g/dl
ii. Mean heamoglobin
c. Non-pregnant women reproductive age
i. Trends for anaemia at <12g/dl
ii. Mean heamoglobin
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Classification and categories of malnutrition and anaemia

Evaluated data utilises the following classificatfor GAM, stunting, and anaemia:

Table 1: Classification of malnutrition and cutsff

WHO Z-Score

Malnutrition classification

Global acute malnutrition (GAM) WHZ<-2 and / or @eda

Chronic malnutrition (stunting) HAZ < -2

Table 2: Anaemia severity categories for childrésPGnonths and non-pregnant worffen

Haemoglobin concentration (g/dl)

Non-pregnant women
Anaemia category Children 6-59 months
(15-49 years)

Total anaemia <11g/dl <12g/dl
Mild anaemia 10-10.9g/dI 10-11.9 g/di
Moderate anaemia 7 -9.9¢g/dl 7-9.9 g/dI

Severe anaemia < 7g/dl <7 g/dl

In addition, the following public health thresholisve been defined by UNHCR, based on WHO
2001 threshold§ to help categorise the nature and magnitudesoptbblems of GAM, stunting, and
anaemia in refugee camps.

Table 3: Classification of the severity of GAM, sting and anaemia in refugee settfigs

Prevalence (%) High Medium

>15 10-14

GAM Critical Serious

Stunting

18 Assuming altitudes of <1000 feet; adjustment resghifior higher altitutdes

19 WHO/UNICEF/UNU (2001)ron deficiency anaemia: assessment, prevention, drcontrol. Geneva: World Health
Organization

2 UNHCR (2011 )Operational Guidance on the use of Special Nutritioal Products to Reduce Micronutrient
Deficiencies and Malnutrition in Refugee Populatios. Geneva. UNHCR
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Scope and data analysis for the review

Due to the scope of the information that could meuded in this report, public health and WASH

activities have not been addressed in significatail De-worming and malaria control are two areas
of public health that are given some attention, énev, as they formed a major objective of the
anaemia strategy.

Regarding nutritional interventions, it was agrebet the focus would be placed on blanket
supplementary feeding programmes (BSFP) as opgodadyeted SFP and TFP.

The timeline scope for data analysis was agreefioas 2008 to I quarter 2012, although, where
possible, additional data from 2012 has been rasednn summary tables.

Nutritional indicator data used within this revidvas been collated from nutrition survey reports

rather than from re-analysis of datasets. HowedweerKenya and Djibouti, original datasets were re-

analysed by Sarah Style, consultant for UCL, aredrdsults are included in this review. For age

categorisation in Bangladesh, data has been rgsmththanks to the support of Dr. Mezan Rahman.
Some analysis of the original dataset for Nepall2@4s also conducted by UCL. Prevalence data for
severity of anaemia <10g/dl was not always expyicgported in nutrition surveys but was calculated

from prevalence data from moderate and severe aaaem

Challenges with data collection and evaluation
A number of challenges were encountered duringtbeess of accessing and analysing data.

Data collection
» Non-response from country informants
» Lack of programme monitoring data

Nutrition survey data
» Nutrition surveys were not conducted annually imeaountries, due to reasons such as security
concerns (details of nutrition survey dates andth®is given in the Appendix)
» Nutrition surveys have been conducted at diffepaits in the year in countries such as Nepal,
which leaves the anaemia data open to being affésteseasonal patterns
* In some cases non-pregnant women are not includgxiscope of the surveys
» Analysis of the anaemia data is inconsistent
0 Age breakdowns (6-23, 24-59 months) are not ahirsstaded or different categorisations
are used
o Confidence intervals were not always included mghbrvey reports
0 Mean haemoglobin was also not always included
0 Severities of anaemia were not always included

Interpretation and assessment of effect
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» The cross sectional data and multi-dimensional agoghr to the strategy prevents the attribution of
changes to one intervention or another
» Potential confounders, lack of stability in camgsfting populations, outbreaks of disease could
have biased results one way or another
» Other non-UNHCR interventions taking place during period of the strategy may not have been
recognised by this review
» Small sample sizes for 6-23 months and 24-59 miatthce the potential for interpretation
Lack of complete HIS data for contextual analysid assessment of confounding is an issue
for some camps. For example, HIS data is prohilfited being collected in Algeria, and
Data on intestinal worms is not collected in Yemen
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CHAPTER 2: AN OVERVIEW OF THE UNHCR ANAEMIA
STRATEGY AND ITS MANAGEMENT

Summary of strategy objectives

The Anaemia Strategy did not include explicit okijagxs as such, but instead presented ‘Action
Points’, within the main text and a number of 'dethactivities’ within an annex. In addition to
these, a separate proposal template was subsggpedliced and sent to country offices.

1. Referring to the general anaemia programme: a lbroad of approach to address prevention
and control of micronutrient deficiencies. To bedigs a transitional strategy, rolled out in
countries starting with the initial seven this ewiaddresses

2. Preventative interventions including use of spgarablucts (MNP and LNS) and

reinforcement of public health activities

Continuing treatment of anaemia

Improving screening and diagnosis of anaemia iltedm and pregnant women
Commodities and evaluating their cost effectiversggbsimproving packaging

Assuring data collection, assessment, and mong@i evaluation systems are put in place

©o gk w

In addition to the *Action Points’, a number of détd activities were given in the Annex of the
Anaemia Strategy. These were presented in 3 groups:

1. Reinforcement of existing activities

2. New priority actions

3. Monitoring and evaluation, and Operational Research

A separate proposal template was sent to coumtrielich four clear objectives were identified:
1. To reduce the prevalence of diseases that affegtnaia status through disease control
2. To reduce the prevalence of anaemia among vulreerahlgee population groups through
increased intake of micronutrients
3. Toimprove detection and management of anaemiarahautrition among vulnerable groups
4. To set-up an anaemia monitoring and evaluatioresyst

The focus of this review will concentrate first oarresponding action points and detailed activities
presented in the strategy annex and use theseatoatw the initiatives of UNHCR at HQ level in

Geneva (chapter 3). It will then turn to the ‘caynbbjectives’ and use these to evaluate the
initiatives of country programmes (chapter 4). Befonoving to this detailed analysis, some key
findings on the format of the Anaemia Strategy doent and strategy management are given below.

Format of the strategy document

» Having three iterations of the strategy (Actionmisj Annex, Country proposal template)
does not seem necessary or desirable. The ActimisPAnnex and Country Objectives are
not always aligned, and some activities cross a#tr actions points, others do not. This
approach risks neglecting key activities shoulg thet be included in both the Action points
and Annex.
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No core indicators against which to judge progresse described in the Anaemia Strategy.
Country proposals included various indicators, dasea LogFrame. However, country
proposals were inconsistent in the indicators $eteto determine performance, which
makes it more difficult to compare programmes betweountries.

There are a number of indicators within the UNHC&riXion and Food Security Strategic
Plarf* that may be helpful to incorporate into the Anae@irategy — this would help to
integrate the two plans and could contribute toimasing the efforts made by country
offices to deliver this data. At the moment, indlica such as anaemia and acute malnutrition
prevalence, and Vitamin A supplementation are ihetlias indicators for both strategic
plans. Moving forward, it might be helpful to als@lude indicators such as the following in
both strategies:

0 Number of UNHCR Public Health and Nutrition/ Fooelc8rity coordinators
o Number of public health coordination meetings viittegrated nutrition and food
security component held per year

Management of the strategy

In practise, only some of the programme monitommutjcators contained in the country
proposals seem to have been monitored.

Most of the action points within the Anaemia Stggtdid not have specific internal
deadlines. Updating the MoU and development ofdperational Guidance for Use of
Special Nutritional Products (OG) were two initi&ts that were exceptions; both of these
were prioritised and finalised very soon after ing deadlines.

Various references to documenting costs are matleeiAnaemia Strategy:

Action 1.4. UNHCR will make sure that costs aredeed in and documented from the start in orde
to assess the cost-effectiveness of the propotsdentions. Sustainability and maximization of
resources for greatest impact will be used as gugjdtirinciples.

=

However, information on costs at a country levedginot seem to have been closely
monitored or gathered centrally in a way that waslg accessible to the review. Cost
analysis that is available (other than for Ethipgarelatively rudimentary, showing the
overall HC funds that were allocated per countmyygar. It is not broken down by nutritional
vs. diagnostics vs. WASH vs. monitoring intervensipor other components of the strategy.

In addition, the description of funding in both theaemia Strategy and Country Proposals
refers to the overall budget (full cost includimpgramme budget), with no breakdown of the
funds allocated specifically to meet Anaemia Sgwtebjectives. It is therefore difficult to
analyse expenditure on the Anaemia Strategy itioel#o the budget stated in the strategy, to
see if yearly disbursement targets were met.

21 UNHCR Strategic Plan for Nutrition and Food Security 2008-2012
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CHAPTER 3: ANALYSIS OF STRATEGY OBJECTIVES AT
HEADQUARTER LEVEL

To explore the extent to which objectives were nteg Action Points and Detailed Activities
described in the Anaemia Strategy have been griogether by theme. They have therefore been re-
ordered as necessary, but their original numeligegaare shown. The narrative and analysis below is

derived from key informant interviews and a reviefravailable reports and other documentation.

Overview of strategy impact

» Several key informants spoke of the value of aitdegtrategy document, promoted by the
High Commissioner, in drawing attention to the peabof anaemia and micronutrient
deficiencies.

* Having a global strategy document helped to guastry programmes and could be adapted
to local settings. Planning of programmes wasifatéid by having a strategy document and

work plan to base initiatives on.

* The Anaemia Strategy helped anaemia control aetivib be mainstreamed. Most of the
ideas and elements of the strategy involved maikiijovements to current public health /
nutrition activities and could therefore be intégdainto the regular activities in the camps.

Prevention of anaemia

Prevention of anaemia through increasing the migrent content of the diet was a core component

of the strategy:

Action 1.1. UNHCR'’s anaemia strategy will be braoael to include the prevention and control of
micronutrients deficiencies

Action 2.1. Population level interventions will beented to household and individual
supplementation where a very high prevalence oéama is found among pregnant women and
young children (details in Appendix)

Action 2.2. Actions using micronutrient suppleméatg. MNP) and Ready to Use Foods (RUF) w
be simultaneously coupled with nutrition educatopromote better infant feeding practises, bettg
understanding of micronutrients and sources, arttebeinderstanding of the impact of nutrition on
health. This education will be especially importemaivoid dependency on “specially formulated”
products and to advocate for positive behaviouhalrige of certain habits, particularly the
consumption of tea in some cultures.

Action 2.3. As part of the means to address anaamaother micronutrient deficiencies in very
young children, especially where prevalence of gleimaemia is high, UNHCR will use Ready to
Use Lipid-based Foods (RULDbF) in blanket feedingtdlidren 6 to 24 months.

Annex A: Reinforcement of existing activities:

A2. Micronutrient content of general food aid rat$o

A3. Homestead small-scale food production.

Annex A: New priority actions

B2. Implement preventive actions for moderate amaémough HH based interventions and targe
feeding of vulnerable groups
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Household level: Small-scale agriculture and animahusbandry

* Small-scale agriculture projects seem to have peemally successfully, but not without
major challenges. Local context plays a major rdles to factor such as space availability,
water availability. However the support provided aeliability of funding available for them
also impacts greatly.

* Importantly, reports suggest that gardening aawi(in general) are greatly appreciated by
refugees. They seem to play an important psychakae in building confidence and team
work and cultivating skills. These programmes dsip to diversify not only the refugees’
foods through spices such as chillies and herksrslfy their daily activities and promote a
less dependent environment.

* Animal husbandry seems to have been less succé#isafusmall-scale agriculture projects,
for various reasons such as lack of feed, poorivets services and poor shelter for the
animals. Again, the support systems around thexeqts are essential to their success, as is
careful planning and consideration of the partigtiés of local context.

Individual level: Blanket Supplementary Feeding Prgrammes (BSFP)

» Although targeted feeding programmes are in placetliildren with MAM or SAM, rather
than targeted feeding for anaemia, a BSFP for ihildf 6-59 months was decided upon.
This was chosen as the appropriate route on the dbthe generally high prevalence of
anaemia in refugee camps, particularly amongsthiemnl of 6-59 months.

* BSFP have been introduced in all seven countriespuae a variety of special products:
MNP, low quantity LNS Nutributter®, medium quantitilS Plumpy’doz™ and FBF+ /
FBF++. The different products have been used iridh@wing countries.

MNP: Bangladesh, Nepal, Kakuma, Algeria and Yemen

Nutributter®: Kenya, Djibouti, Algeria

Plumpy’doz™: Bangladesh

CSB++: Ethiopia Dollo Ado, Kenya Kakuma and Dadésdnsition from

Nutributter®)

o Premix with Famix / CSB+: Ethiopia other camps

O O O o

* What s clear from the MNP intervention is thatestment in sensitisation and behaviour
change communications is absolutely essential té?NMgrammes — much more so than
other products. Initial acceptability tests are aotindication of long term adherence, and
managing expectations around the impact of MNRusial. Compliance is a major problem
with MNP. (Further details provided in country sections amhclusions).

* Nutributter® and Plumpy'doz™ are considerably maceeptable in terms of their taste and
usability. A challenge with these products, howeigesharing between family members at
household level, such as was reported in Bangladestiumpy’doz™ Further details
provided in country sections and conclusions).
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The Operational Guidance

At the point of initiation of the strategy, exparoe of using special nutritional products to
address micronutrient deficiencies was limited.does were learnt through the adoption of
special products in camps, particularly in Nepan@&adesh and Kenya. The Operational
Guidance (OG) manual was developed to reflectaimisrging knowledge base, address
challenges experienced by camps, and support fhlernentation process of special
nutritional product programmes in other countridscough the OG initiative, knowledge of
special products not only within UNHCR but among#tP, IPs and other organisations, has
been advanced.

The Operational Guidance initiative has been aroitapmt endeavour that showed leadership
on the use of these products. As a result, a nuoflibe challenges experienced by countries
in this review have been recognised and addresset,as the importance of formative
research, BCC, and sensitisation. These programfieatiures can greatly influence success.

The finalised OG was rolled out in December 2011e Tact that there was no recognised
best practise for special product implementatidiofecthis time may help to explain some of
the poor programmatic monitoring in these settitigs. hoped, moving forward, that special
product programme monitoring will now improve witre help of these guidelines. However,
a major concern is that the OG manual, in its ithd@s to lay out ‘best practise’, may be
overly ambitious for many settings. Although theastment already placed in developing the
OG has resulted in a very useful best practice mlamuthe future there may be the need and

opportunity for smaller, simplified reference doants.

Public health and reproductive health activities

The following objectives were included in the AnaaiStrategy:

Action 2.5. All existing general assistance andligutealth programmes that are implemented to
control the multi-dimensional causes of anaemieefngees will be strengthened by UNHCR throJ
reinforcement of existing interventions.

Annex A: Reinforcement of Existing Activities

A5. Promotion of appropriate infant and young cHaeding (I'YCF) practices, including
complementary infant foods.

A6. Antenatal care services including adherenceahen to iron and folate supplementation,
intermittent preventive treatment (IPT) of pregnamimen with sulphadoxinepyrimethamine
(SP) and distribution of long-lasting insecticidedted nets (LLINS), as

appropriate.

A7. Appropriate obstetric care including the uselefayed cord clamping.

A8. Postnatal care according to established gurddi

A9. Malaria prevention and control activities inding case management with appropriate
antimalarial drugs, vector control activities, axgtribution of LLINS.

A10. Water and sanitation provision and promotion.

All. De-worming programmes.

Al12. Schistosomiasis control programmes, where@pyate.
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In depth analysis of public health activities atiictsy and HQ level was deemed outside of the scope
of this review. However, from key informant intezwis, the following findings were collated:

Key findings:

» The multi-dimensional approach proposed in the Amacstrategy is a welcome one, and
necessarily recognises the various causal pathtwagrsaemia.

» The objectives clearly identify the need to reioc®Public Health, including Reproductive
Health, and WASH activities. However in practiseH® level, activities are not felt to have
been influenced by the Anaemia Strategy itselfH& level, no special fund was allocated by
the Nutrition team for Public Health activitiesasesult of the Anaemia Strategy. Public
Health activities relevant to anaemia are thouglfisive moved along their own trajectory,
with parallel initiatives such as the ‘Malaria $¢@ic Plan’. It is encouraging for anaemia that
such plans were put in place, and these may havarmadirect impact on Anaemia.
Nevertheless, it seems that communication andbmmidion between WASH, Public Health
and Nutrition at an HQ level could be developedrfer.

* However, at country level Anaemia Strategy funasrséo have been fed into a diverse set of
activities including Public Health activities. Asety were supplementing general budget lines,
however, the funds were diluted as they reache@8thrch Offices and then the IP. This
disconnect between resource flows and outputs nteahgetermining the impact of the
Anaemia Strategy as opposed to more general imprents to public health programmes is
not possible.

» At country level, understanding about the rolendéstinal worms and malaria on the
prevalence of anaemia seems to be well developaddér gap seems to exist between
WASH and nutrition than Public Health and nutritidfery little knowledge of WASH
activities was exhibited by key informants. A sgenunderstanding and communication
between these departments is desirable to strentiteeAnaemia Strategy implementation
process.

Detection and management of anaemia

Two UNHCR ‘new priorities’ were described in the ex of the Anaemia Strategy regarding
improving screening and diagnosis:

Annex A: Reinforcement of Existing Activities

ALl. Clinical diagnosis and treatment of anaemiaading to existing protocols (including
appropriate treatment with iron in malaria enderaieas).

Annex A: New priorities
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B1. Expand the use of point-of-care diagnostic netbgy for diagnosing cases of moderate and
severe anaemia in primary and secondary health Gaoiities; this will include capacity building fo
staff.

B2. Treatment of severe anaemia through improvesksing of high risk individuals.

B3. Develop a simplified treatment action flow tHar diagnosing and treating anaemia in
individuals and for determining interventions a¢ ttamp level.

Key findings:

» Specific information regarding changes to diagmsstind laboratories has either not been
monitored or was not accessible to the review.&lth there are some anecdotal suggestions
from country camps, such as Kakuma, that such d&t@gncapacities have improved, no
evidence for this has been documented. As a resuitralised knowledge of improvements
to POC diagnostic technology is limited.

» Although a treatment action flow chart was devethbkis was found to be largely redundant
in most settings as national protocols are adher@dclinics.

» Screening of high risk individuals is not thoughttave changed considerable, other than the
improved method (HemoCue™) being standardisecheuadth this is yet to reach 100%
coverage.

Monitoring and evaluation

Monitoring and evaluation (M&E) is recognised todiesolutely essential to understanding the impact
of interventions and programmes and to improve wgamices. As such, M&E constituted a core part
of the Anaemia Strategy:

Action 6.2. The monitoring and evaluation strategly ensure that:

- Partners are well versed and on the requiremmfgepared and implement such programmes.
Guidance will be provided on ways to deal with cbamge, nutrition education components, and
community preparation;

- Initial assessment and collection to determingetine data (including qualitative and quantitajiveg
are standardised but can be modified accordingaiotext;

- A monitoring scheme is built into the programmé ataff are trained accordingly;

- A standardised evaluation with agreed upon inaiceawill be conducted to determine the impact|of
the programme including areas such as cost efieatiss and compliance.
(see Appendix for details)

Annex A: Monitoring and Evaluation, and Operatiofa@search

C1. Compliance. A simple acceptability and adheeemeasurement tool will be developed to alloyv
monitoring and evaluation of these aspects durragrtintroduction. A similar tool will also be used
to investigate adherence to established iron taklgplementation programmes where the need fq
this information is established.

=
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Various components of M&E are important to the Anae Strategy. At the country level, to
understand how well interventions are working, mbimation of programme coverage data, anaemia
prevalence data, and contextual data regarding ottezventions or influencing factors is needed. A
HQ level, annual nutrition surveys are vital inf@thon sources.

Country programme monitoring

* Programme monitoring data over the period of thaeknia Strategy has been difficult to
obtain. Unfortunately, even what might seem thetrassential core information such as the
month in which a nutrition intervention was startesohot always possible to obtain or
conflicting information is received, for exampleyaeding the Nutributter® intervention in
Kakuma and the tuna fish intervention in Yemenhgitgh in some countries information
was recorded formally, in others it is subject ¢y informant recollection, which is further
challenged by turnover of the relevant staff inealy

* Monitoring at household level is lacking for mostatries. It seems there is poor
accountability and delineation of roles and resimlitees for monitoring of nutritional
programmes. Key informants state this is due taraber of factors including lack of
capacity, resources, competing priorities withitriion and, where relevant, security
problems. Security issues have impeded monitoririgeimen, Algeria, and Dadaab.

» For those countries that have developed more stedtisystems for household monitoring,
namely Nepal and Bangladesh, it was widely felt this monitoring does not necessarily
reflect the reality of the situation. In Nepal, tmenitoring conducted has led to informant
fatigue; questions are felt to be monotonous afarimants tend to answer what they know is
required as the ‘correct’ answer.

* Regarding compliance, although an ‘adherence, usagenonitoring’ tool has been
developed and described in the OG, the use ofdbldocally appears to be patchy.
Compliance continues to pose a significant chadleiogron tablet supplementation and
special nutritional product use. For example, imgdadesh, one key informant commented
about MNP “they know exactly what to do and do ctetgly different”

Nutrition surveys

Annex A: Monitoring and Evaluation, and OperatioRasearch
B4. Universalise and standardise the measuremesmaémia in surveys.
C3. Standardise measurements

» At the start of the Anaemia Strategy, measuremeahaemia prevalence during nutritional
surveys was undertaken using various different oreasent and analysis procedures, due to
the wide number of partners implementing surveysvéys were inconsistent and often
lacked key indicators.

» Standardisation of surveys is an initiative that titNHCR nutrition team has taken clear
ownership of, investing heavily in the developmefthe Standardised Expanded Nutrition
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Survey (SENS) Guidelines for Refugee Populatiohe $ENS initiative builds on the
standardisation efforts of SMART and others.

* Nutrition surveys are starting to show improvemeémtguality through the development of
SENS. This is clear, for example, in the nutritsumveys from Ethiopia in 2008 vs. 2012.
Confidence intervals are now included, analysi©iagcmean Haemoglobin is now included
in reports as standard, and more rigorous comperisan be made between camps and
countries.

» The broader, inclusive remit of the current SENBes with its own challenges, however.
Key informants recognise the additional pressureapacity and time to complete SENS vs.
basic nutritional indicators.

* The SENS approach to nutrition surveys has not beerersalised as yet, but is increasingly
being incorporated in camp nutrition surveys.

Capacity building

Although capacity building was not a core comportdribe original Anaemia Strategy, throughout
the course of the strategy this became an impootgiettive. Capacity was built on three fronts:
monitoring and evaluation (training on SENS), pesgme support (training on the OG), and the
recruitment of national consultants.

Monitoring and evaluation - training on SENS

Training has been conducted on SENS since 2010:
* Relevant individuals from UNHCR / IPs in all 7 cdues in the strategy have been trained on
SMART / SENS:
» 51 individuals in total have been trained on SE(dSross a wide range of countries)
*  84% of participants went on to use SENS in somacigpafter the first three SENS training
i.e. not including participants from November 2012
— 26% went on to lead surveys
— 37% went on to assist surveys
— 9% went on to use SENS in another capacity, asisuttant, a trainer or in office
* 10 individuals received additional ‘on the job’fiald training from specialists in UNHCR
and / or UCL, particularly in Algeria

Programme support — training on the ‘Operational Gudance for use of Special
Products’

Training on the OG was conducted in Mombasa in Qi1 and Geneva in October 2012 (15
participants from 10 countries, details out of shepe for this review).
» 20 participants from 12 countries were trained ionihasa 2011
— 3/12 countries went on to use the OG after stééhaed the Mombasa training event
— 4/12 countries used the OG training to some extefutrther improve existing
programmes.
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— However participants from the remaining 5/12 coiestare not reported to have used
the training as yet
» Importantly, despite the expectations to pass erQ@ training locally, in the vast majority
of cases this has not happened. In only 2 of thiatties participating in Mombasa has
training been passed on. Reasons for this neeel ito/bstigated more closely to ensure the
benefits of investing in such training are maxirdise

National consultants

In addition to capacity building of current staffcalPs, funds were also allocated to hiring the
individuals as national consultants specificallgtpport the Anaemia Strategy in the following
countries:

» Kenya x1, Djibouti x1, Rwanda x1, Eritrea x1, Ugand.

This is believed to have added great value to thuatries in question. For example, the nutrition

consultant in Djibouti made particular efforts t@sp on the Operational Guidance training to IH staf
and nutrition cluster partners.

Additional Anaemia Strategy objectives

Several outstanding and specific activities aréirmd in Annex A of the Anaemia Strategy. These
include:

B5. Revise policy and the WFP/UNHCR MOU (2002) vatfards to responsibilities in commodity
provision and fortification responsibilities.

B6. Advocate for additional funds and donationkiimd to prevent and treat micronutrient
malnutrition.

B7. Other agencies, such as UNICEF, have been ngi various approaches for improving the
micronutrient content of food aid. UNHCR will exfg@reas of potential collaboration at an
operational level with these agencies.

B8. Develop IEC for anaemia prevention and redurctiad to support compliance through
interagency collaboration (e.g. UNICEF), and to deyp behaviour change in areas such as tea
consumption and/or consumption of foods that entdnon absorption (e.g. fermented food and
animal protein, etc.).

B9. Iron Dosage. An area of uncertainty raisedibldfoperations concerns the appropriate dose (
iron that should be provided. Published evidencéhismissue will be reviewed and practical
guidance produced and disseminated via UNHCR Hezdtibrdinators. This guidance will form part
of a simplified anaemia diagnosis and treatmemnwfthart that will be developed for use by
implementing partners

—

Key findings:

* The final revised MOU was consolidated in Janu&y12 just after the intended deadline of
December 2010. The new MOU clearly outlines thetjpartnership, roles and
responsibilities of the UNHCR and WFP with regaiaspecial nutritional products.

* HC special funding supported the strategy betw®&8 2nd 2012. Additional proposals were
written to the Gates Foundation and a UAE Foundaiiat both were refused. Proposal
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writing appears to be done on a relatively ad-hasisoand perhaps would benefit from more
clearly outlined roles, responsibilities and times.

* No particular evidence has been found to suggastdies with UNICEF and other agencies
have improved or specific efforts made in this cien. This is potentially an area of
unexploited opportunity for UNHCR.

» Behaviour change communications (BCC) were adddessthe Operational Guidance, and
countries such as Nepal are reported to developédaplemented these well. Gaps however
exist in other countries, such as Yemen, where tegltonsumption is prevalent and BCC
may not have been effectively implemented.

» Itis not known to the authors whether a revievagpropriate iron dosage has been conducted
by UNHCR and practical guidance made available
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CHAPTER 4: ANALYSIS OF STRATEGY ACTIVITIES AT
COUNTRY LEVEL AND TREND ANALYSIS OF NUTRITIONAL
INDICATORS

A) BANGLADESH

I) Background and context

Myanmar refugees reside in the two camps of BaegladKutupalong and Nayapara. These camps
were established in 1991-92 by UNHCR and the refsigae receiving basic humanitarian assistance
including primary health, water, sanitation andl&drom UNHCR, while WFP provides the food
ration. The camps are ‘closed’ in that refugees rane officially allowed to leave and engage in
income generating activities.

Table 4: Key information, Bangladesh

Bangladesh - camps Majority ethnicity Malaria Implementing partner
within review for nutrition
Kutupalong Myanmar Endemic ACF
Nayapara

The registered populations in the camps of Cox’@ahave remained relatively stable, moving from
an estimated 10,800 to 12,160 in Kutupalong and26to 17,900 in Nayapara (Figure 2). However,
in May 2009, around 5,000 refugees registered WitiCR living inside the camps were not getting
general food ration as they were not registeredh wie Government of Bangladesh. Additional
pressures on services, sharing of food provisi@am] various other factors may have had a
detrimental effect on the nutritional status ofghavithin the camp.

Figure 2: Population of Nayapara and Kutupalon@82P012
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Data on Malaria incidence from HIS

The confirmed incidence of malaria in the two carngpsery low, with an average of 1.07 cases /
1000 / month between 2008 and 2012, and rangimg @r¢o 11.27 (HIS data)

General food distribution

The planned general ration has a target of 2,1@0derson/day. The food basket is made up of 2,190
kcal, including 50 g of protein and 25 g of fat awine essential micronutrients. Although energy and
protein requirements are met, the basket providgsGD% of the requirement for fat and is very low
in iron content. This food basket provides limitdigttary diversity and diet quality and has not
changed since 2001. Complementary foods includieghfitems are extremely limitéd

The 2010 JAM recommended introduction of fortifietheat flour instead of blended food. From
September 2011, WFP adapted the contents of tikettasinclude WSB+ / SuperCereal.

Table 5: Quantities and food items distributed an@ladesh, 2013

Food commodity Amount per person per day (g) \
Par boiled rice 450
Lentils / pulses 40
Vegetable oil (enriched with Vitamin A) 20
WSB+ / Supercereal 50
Sugar 10
lodised Salt 10

The Nutrient Gap

22 gource: JAM 2010
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Analysis of the nutrient adequacy of the plannedegal ration was performed using Nut¥aknd
demonstrates how the crucial micronutrients, irod @tamin A, are both inadequate in the ration, in
addition to riboflavin, calcium, and fat. This ikdly to be a major contributor to population levef
anaemia.

Table 6: NutVal analysis of the general ration eots, Bangladesh

lodine VitA Thiamine Riboflavin|Niacin VitC

Energy Protein Fat Calcium Iron

Requirements
provided by
ration (%)

SFP and OTP

104% | 97% |[64% | 57% | 60% |413%]| 87% | 144% 54% |213%(189%

SFP and'FP services are in place for acute malnutrition i ¢hmps.

IT) Anaemia Strategy funding and management

Funding for strategy in Bangladesh

Funds requested in the country proposal (to becatal from both HC special fund and standard
programme budget) totalled USD $ 1,236,153. Infdimmaon programme funding is not available,
but funds allocated from the HC special fund aréoliews:

Figure 3: Allocated funds from High Commissioneeapl fund

Bangladesh Allocated Funds ($)

Funds allocated in
2009

Funds allocated in
2010

Funds allocated in
2011

Funds allocated in
2012

Total allocated
funds

395,547

139,594

375,000

130,000

1,040,141

Anaemia strategy management issues

No specific management issues or challenges hareitentified other than those relating to special

products (see below).

IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

ZNutVal 3.0 A Spreadsheet Application for Planni@glculating, and Monitoring the Nutritional Valo&Food Aid’

http://www.nutval.net
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» Small-scale agriculture and animal husbandry ptsjeere introduced and up-scaled as part
of the Anaemia Strategy. However, it seems thasevientions were not entirely successful,
due primarily to lack of space for gardening atitd&. Poor coordination was cited as a
reason for failure of egg laying projects. The hlgisternment also acted as a barrier,
prohibiting the introduction of small fish ponds.

Use of Special Nutritional products in BSFP

» Although initial plans within the country proposetre for all refugees over 6 months to

receive MNP, the strategy ultimately adopted in@adesh was a blanket SFP just for
children aged 6-59 months.

* MNP was distributed to all children 6-59 monthsamxtn August 2008 and August 2009. In
response to a high GAM prevalence measured iryd&as’ nutrition survey (GAM of 18.7,
95% Cl 16.2-21.2), Plumpy’doz™ was introduced fe&8%months and MNP for 36-59
months, for a period of 4 months, before MNP wasstated for all these children.

Table 7: Blanket SFP interventions implemented,dBagesh

BSFP and
Nafritionat Regimen Delivery Start date End date
Supplement
Programmes
On-going with
1 sachet every Monthly in Aug / Sept break Aug
MNP other day 6-59 months GMP 2008 2009-Dec
2009
1 sachet every Monthly in
MNP other day 36-59 months GMP Aug 2009 Dec 2009
LNS: 4 pots per Monthly in
Plumpy'doz™ month 6-35 months GMP Aug 2009 Dec 2009
Iron / folic acid Blanket pregnant
tablet 1 tablet / day| women (2%and & Weekly 2010? Ongoing
trimester)
1 calcium Blanket pregnant
Calcium tablet lactate women (2°and ¥ | Weekly by SFP 2010? Ongoing
tablet/day trimester)

Experience of BSFP implementation

» The switch between MNP and LNS and then back to NARjust — December 2009) caused
considerable disruption to services and frustratimongst beneficiaries; key informants
speak of the ‘violent reaction’ to the return of MMnd demands for Plumpy’doz™ to be
reinstated. Beneficiaries no longer came to theilkligion centre to collect their MNP,

causing major disturbance to the programme.
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e ltis clear that Plumpy'doz™ was much more accdptabbeneficiaries than MNP, due to its
preferable taste and usability, as well as beiegdy to use’ — particularly attractive in the
camps of Bangladesh where fuel shortages are @ iss

» Unfortunately, no acceptability trial was done lefthe introduction of MNP / LNS, only a
cohort study during the intervention in 2010 tolexp these issues. This did not raise
particular concerns with either MNP or Plumpy’dozThis suggests that the acceptability
studies are not necessarily indicative of long taptake and compliance.

» As with several other countries, rumours propagatednd the nature of MNP, including that
it would promote skin disfigurement. Expectatioreyevraised inaccurately with regards to
the ability of MNP to promote weight gain and sggimin the child; this prompted criticism
over efficacy and may have reduced adherence.

* Compliance is a major problem with MNP in Banglddeslithough the distribution levels of
MNP are excellent, household consumption is eséthat as little as 50%.

Table 8: Coverage and Consumption of MNP

MNP program 2010 >90% Around 40% of beneficigfies

MNP program 2011 >90% Around 50% of beneficidries

* The problem of under-consumption was not experémdtéh Plumpy'doz™ according to key
informant interviews.

Malaria control
« Malaria control activities includihe introduction and sustained use of long-lastisgcticide
treated bednets (LLINS) and institutionalizatiortloé use of new generation, more effective, anti
malarial medicine&’. However, the 2010 JAM also reported the sellifithe ration to acquire
non-food items including bed-nets, therefore revigwthe distribution is needed. Nevertheless, it
does seem that advances have been made in matadarice, which is now extremely low (see
above). No information is available on IRS spraying

De-worming

» De-worming activities were up-scaled during thatslgy period. De-worming is conducted
for children of 6 months and older, in schools atianal de-worming day, and as a blanket
intervention for pregnant women in th® gimester.

* In 2012 de-worming coverage from nutrition survagsoss both camps was 92.5% (90.5%-
94.5%), increasing considerably from 67.9% in 20080 data available for baseline 2008).

* Incidence of worms reported in HIS is extremely kamd no particular spike might have
affected nutrition survey results (Figure 4).

24 Rah J, De Pee S, Kraemer K, Steiger G, Bloem M, gapr, Wilkinson C, Bilukha O (2012) Program Expeciemvith
Micronutrient Powders and Current EvidengeNutr Vol 142 pp191-196

% presentation from Bangladesh - Workshop on ‘OpematiGuidance on the use of Special NutritionabBots to Reduce
Micronutrient Deficiencies and Malnutrition in RefegyPopulation’. October 2012

262010 JAM Bangladesh

27 Bangladesh Nutrition Survey 2012
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Figure 4: Incidence of Intestinal Worms, Bangladdsith camp$
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Vitamin A supplementation:
» Vitamin A supplementation has been excellent incda@ps. In 2008 the prevalence was 93%
amongst both camps, which has increased to 96.3%%997.9%) in 2012.

IYCF
» Various IYCF services are in place, including btisgesling support groups, although it is
unknown whether these have changed considerabliodhe strategy.
» Exclusive breastfeeding prevalence was modera8.6%6 (59.8%-77.4%) in 2012.
* Consumption of iron rich foods amongst 0-23 months also reasonable, around 75.2%
(72.7%-77.7%).

Iron supplementation in ANC
» The proportion of mothers receiving Iron Folic Agiidls in 2012 was 72.1% (63.0-81.3) in
2012 in both camps. There is a gap between ANCrageeand receipt of IFAs which needs
to be addressed.

Other

* WASH: Camp sanitation and personal hygiene, as welbkg waste management, continue
to be an issue and could be linked to anaemiad€uéiM 2010).

* |EC: Although not specifically identified as an isstieg extremely low literacy levels in the
camps (70% heads of households without any forrdata&ion) may be impacting on the
delivery of communication messages on special mtsdas well as general health, nutrition
and IYCF practises.

IV) Trend analysis of nutritional indicators

Data Caveat:
* One important note is necessary regarding the Bdegh survey data from 2008 and 2009.
In these years, the surveys were planned to begseptative of both camps combined. It was
only from 2010 onwards that representative survest® conducted separately &ach
camp This was due to emerging observations of thedifices between the camps. As such,
the disaggregated data per camp for 2008 and 2@fi8dsbe interpreted with caution,

2 Health Information System data
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particularly when disaggregating for categorieamdemia (<10g/dl, <11g/dl) and age. The
data from 2010 onwards is considered to be morastob

Children 6-59 months

Total Anaemia trends (<11g/dD):
- Baseline data for Bangladesh is taken as 2008

« In children 6-59 months, total anaemia <11g/dlfhaguated considerably over the course of
the Anaemia Strategy.
— A significant reduction was shown in the first ye&the strategy, however this was
followed by a significant increase in 2009, likelye in part to the disruption of the
BSFP as a result of the product switch from Plurdpg™ back to MNP
— Between 2010 and 2012 there has been a signifiemnéase in total anaemia

— Overall, between 2008 and 2012 anaemia has mowgddrbeing a ‘high’ to
‘medium’ public health concern

Stunting:

» Stunting prevalence shows a significant decreasedes 2008 and 2011/2012. However, the
prevalence remains extremely high at 60.5% (59.0)68 2012, double the threshold for
being a ‘high’ public health concerr30%)

— No significant difference in stunting prevalencesvadserved until the third year of
strategy implementation
GAM:
A significant spike in the prevalence of GAM wapoged in 2009, increasing from 8.9%
(6.9-10.9) to 19.1% (15.6-22.6) — the reasonsHiardre unknown
GAM has remained a ‘high’ public health problenstinicrease in 2009
GAM was also ‘critical’ in 2011, with a prevalence16.6% (14.6-18.6)

Anaemia Strategy Review 43140




Figure 5: Global Acute Malnutrition (GAM), Stuntirsond Total Anaemia prevalence in 6-59 months,

Bangladeshi
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Total Anaemia trends (<11 and <10g/dl) and severitgategories

Interestingly, although total anaemia <11g/dl flated considerably between 2008 and 2012,
total anaemia <10g/dl shows a smooth downward slejtk no particular spike reported in
2010 in both camps

Looking at severity, it seems the spike in anaédm010 was primarily due to a substantial
increase iimild anaemia - almost doubling from 20% to 39% betw2@49 and 2010 in both
camps. In Nayapara, whilst in 2008 mild and modeastaemia has been in equal proportion
(at 28%), in 2010 mild anaemia makes up 43% otdte anaemia, and moderate only 10%
The overall composition of ‘anaemia’ has changeadeen 2008 and 2012. Substantially less
moderate and severe anaemia are reported, bus lefvelild anaemia remain similar (24% in
2008 and 25% in 2012). Moderate anaemia has redne®g year since 2008, and the
prevalence of severe anaemia has also remainéd ain@e 2010, compared to 2% in both
camps in 2008

These results are encouraging, therefore, suggdasenAnaemia Strategy may have had a
particular effect on severe and moderate anaemiaich might not be otherwise visible from
the total anaemia <11g/dl graphs

29 Note: Although dates of the special nutritionalqurct interventions have been illustrated on tlaplgr it is recognised
that other interventions and activities may als@detributing to the observed changes
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Figure 6: Total Anaemia (<11g/dl and <10g/dl) iB®months, Bangladesh
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Figure 7: Anaemia Severity Cateqgories in 6-59 menBangladesh
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* As might be expected from the anaemia prevalergidtse only in Nayapara has mean
haemoglobin increased significantly between 20@B2012. Fluctuations are shown
throughout the period in both camps, and no overatease is shown in Kutupalong.

Figure 8: Mean Haemoglobin in 6-59 month childi@angladesh
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Total Anaemia trends (<11g/dl, <10g/dl) in 6-23 an@4-59 months, Bangladesh

» As expected, anaemia prevalence (total <11g/diush higher and mean haemoglobin much
lower in 6-23 months than 24-59 months, as shovtharfigure below.

* Interestingly, it seems a substantial reductiotoial anaemia in 24-59 months in Nayapara is
driving the entire reduction in total anaemia see®-59 months (20010-2012, both camps).
Between 2010 and2012, no significant change i éotaemia has been shown in 6-23
months in either camp.

» Overall, the results tentatively suggest that ¢kitid24-59 months have been more susceptible
to the Anaemia Strategy interventions, and thatdgaya has had more success in addressing
anaemia. There is a possibility that having a poleealth and nutrition status initially offers
more opportunity to make advances.

» Again, data from 2008 / 2009 should be interpretd significant caution due to the caveat
explained at the start of this section
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Figure 9: Trends in Total Anaemia (<11g/dl) in 68 24-59 month children, Bangladesh
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Figure 10: Trends in Anaemia <10g/dl in 6-23 anéb84nonths, Bangladesh
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Mean Haemoglobin concentration in 6-23 months and459 months

Amongst children 6-23 and 24-59 months, Mean haémbogremains unchanged in
Kutupalong, but has significantly increased in 24a%onths in Nayapara, as shown below.

Figure 11: Mean Haemoglobin in 6-23 and 24-59 mgn#angladesh

125

e

[

-

¥
f

Mean Haemoglohin {g/dI)

2008‘2009‘2010‘201 1‘2012
Both Camps

2008‘2009‘2010‘201 1‘2012‘
Kutupalong

2008‘2009‘2010‘2011‘2012‘
Nayapara

Mean Hb 6-23 months Mean Hb 24-59 months

Non-pregnant women

Unfortunately, data on anaemia in non-pregnant woisi@enly available for 2011/2012; this
was not collected in prior nutrition surveys.

As shown in the figure below, there has been noifsignt change in total anaemia between
2011 and 2012 in either camp, however moderatenaind®as reduced in Kutupalong camp
since 2011.

Anaemia is now a moderate public health problethéncamps in Bangladesh today.

Figure 12:Anaemia Severity Categories in Non-Pregnant WorBangladesh
50%

45%

40%

35%

30%

25%

0 A"]-

20%

15%

10%

17% 15%

17%

5%

18% 16% 16%

Prevalence of Total Anaemia (<12g/dl)

0%
2011 | 2012 |

2011 | 2012 |

2011 | 2012 ‘

MNayapara Kutupalong Both Camps

Anaemia Strategy Review

I Severe anemia
s Moderate
anemia

Mild anemia

ssssee Severe public
health situation

48140




Table 9: Mean Haemoglobin in Non-Pregnant WomemgBalesh

Camp 2011 Mean Hb (g/dl) (95% CI) 2012 Mean Hb (g/dl) (95% CI)
Nayapara 12.8 (12.6-12.9) 12.8 (12.6-12.9)
Kutupalong 12.7 (12.5-12.9) 13.0 (12.8-13.1)
Both Camps 12.7 (12.6-12.9) 12.8 (12.7-12.9)

Summary:

* A number of activities have been introduced or cglexd through the Anaemia Strategy.
BSFP with MNP was initiated promptly, but it is ortunate that a switch of product was
necessitated in 2009, as this has somewhat disraptdysis of the BSFP intervention. The
spike in anaemia is likely to be due to disruptitmadherence as a result of switching
products.

» Food diversification activities were not completslyccessful due to a number of reasons but
efforts were made nonetheless. Public health ss\8eem to have improved, particularly de-
worming. Lastly, monitoring data from Bangladeskya®d, and reveals the important
problem of compliance to MNP.

* Anaemia prevalence reduced significantly in thet fygear of implementation, before spiking
considerably, and then reducing again to a sigifly lower level than in 2008. More
reliable and representative data is provided fréd02to 2012, which shows a reduction in
anaemia in both Kutupalong and Nayapara. GAM resaihigh public health problem, of
particularly critical concern in 2009 and 2011.r8tog is extremely high, despite decreasing
between 2008 and 2011.

Anaemia Strategy Review 49140




B) NEPAL

I) Background and context

Ethnic persecution in 1991 led to approximately,000 Bhutanese of Nepali ethnicity settling in 7
refugee camps of South-Eastern Nepal. The refuiget® camps remain highly dependent on food
aid, receiving rations from WFP, and primary hesdtle services from UNHCR through its

implementing partner, the Association of Medicakiws of Asia (AMDA).

Table 10: Key information, Nepal

Implementing
Nepal - Camps within review Majority ethnicity \EIETE partner for

nutrition

Damak: originally 7 camps,
reduced to 2: Beldangi and Bhutanese Low prevalence AMDA
Sanischare

A major resettlement programme has been in actioces2007/2008, with some 65,325 refugees
having been resettled in third countries, resulim@ population of approximately 47,000 by mid-
2012. The resettlement programme is continuing) départures of 12,000 to 18,000 per year; in five
years time it is expected that only 10,000 refudesa Bhutan will remain in Nepal.

Figure 13: Population of refugee camps in Nepainduperiod of Anaemia Stratetjy
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Reports, surveys and key informant interviews iatlicthat the resettlement programme has
substantially changed camp dynamics. Managemertédes more challenging. It has been suggested
that those that were resettled more quickly weosahfrom a higher socioeconomic level than those

30 Health Information System data
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remaining, although this is not subject to any falrevidence. In addition, families with childrentkvi
health complications may be slower, or fastergtettle.

Data on Malaria incidence from HIS
* Malaria incidence is very low in Damak and unlikedybe a driver of anaemia.

Figure 14: Suspected Malaria Incidence in childsés® months, Nepal (2008-20$?)
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General food distribution

The food basket has had few adjustments sinced& 2AM, other than slightly increasing the salt
guantity and changing chickpeas (20 g) to driechb€d0 g) and reducing lentils from 40 g to 20 g.

Table 11: Quantities and food items distribute@0@i1, Nepal

Food Commodity Quantity (grams/person/day)

Rice 400

Dried beans 40

Lentils 20

Fortified Vegetable Oil (Vit A and D) 25
Sugar 20
Fortified Blended Food (WSB/Unilito/SuperCereal 35

lodized Salt 8

In addition, UNHCR provides 250 grams of seasonestf vegetables and 10 grams of ginger per
person per week in order to supplement the batanrand provide some variation in the diet (JAM
2008).

3t Health Information System data
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The Nutrient Gap

Analysis of the adequacy of the planned gener&mawas performed using NutVal. Although the
ration provides 100% of energy needs, it seeme tioddequate in terms of protein, fat, calciunm,ro
iodine, Vitamin A and riboflavin. This may be hagim major impact upon anaemia levels in the
camps.

Table 12: NutVal analysis of the general rationteats, Nepal

lodine  VitA Thiamine Riboflavin Niacin VitC

Energy Protein Fat Calcium Iron

Requirements
provided by
ration (%)

100% 137% 194%] 131%

329%

91% |[75% | 53% [ 58% 81% 48%

Acute malnutrition services

* Both SFP and TFP for MAM and SAM are in place ie tamps in Nepal.

IT) Anaemia Strategy funding and management

Funding for the Anaemia Strategy in Nepal

Funds requested in the country proposal (to becsduirom regular budget for country programmes
as well as HC special funds): USD $1,553,460. mfxtion on programme budgets is unavailable, but
funds allocated from the HC special fund are ds\i:

Table 13: Allocated funds from High Commission&tepal

NEPAL — Allocated funds ($)

Funds allocated in
2009

Funds allocated in
2010

Funds allocated in
2011

Funds allocated in
2012

Total allocated
funds

561,392

80,000

0

0

641,392

Anaemia strategy management issues

» Ensuring services are delivered efficiently desttiteresettlement programme is a major
challenge for the Nepalese camps. Not only is tharextremely high turnover of AMDA
staff, both national and refugees leaving on rieseéint, but the remaining staff are said to
lack engagement and commitment to improving sesvice

* Resignation of the national nutrition consultanting the start-up phase of the Anaemia
Strategy also affected initiation of the main comgats; the replacement only arrived in
January 2010.

» Some funding issues were raised, reportedly redfwcets as a result of the resettlement.

Anaemia Strategy Review
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* An encouraging example of knowledge sharing emefirges Nepal, where the nutrition
officer’s mission to Cox’s Bazaar as well as a vatidp in Bangkok provided opportunities
for discussion of best practise including routimegehold monitoring of MNP consumption,
which was henceforth implemented.

IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

* A home gardening program was implemented on a sédé in the camps, encouraging
refugee families to grow fresh fruits and vegetalitesmall kitchen gardens, provided
education and supported the practicalities of seetiand water provisidh

» The objective of the country proposal was to enapléo 30% of the vegetables bought by
the refugee household to be substituted by homerguegetables — details on whether this
target has been met are not available.

Use of Special Nutritional products in BSFP

* An MNP supplementation programme for children wasoduced by AMDA, with the
support of UNHCR and WFP. MNP was the chosen agprdae to both high levels of
anaemia and stunting but low GAM.

Table 14: Blanket SFP intervention implemented,&llep

BSFP and
Nutritional
Supplement
Programmes

Target Regimen Delivery Start date End date

MNP 6-23 1 SaChSZya'tema‘ Monthly during GMP| March 2008| On-going

1 sachet/ alterna  Bi-Monthly during

MNP 24-59 day GMP

March 2008 | On-going

* A custom-formulation was developed by DSM NutridProducts Ltd that took into account
the provisions in the GFD, so as to avoid excessileonutrient intake. This led to a
formulation that had:

Reduced vitamin A and iodine (given fortified foiodthe GFD)

Reduced copper (to avoid 1mg’'day maximum dosagé-fRyr olds)

Addition of Vitamin K (due to inadequate vegetabdesumption)

In April 2009, Vitamin C was doubled from 30 mg&0 mg to increase iron

absorptiof®

Experience of BSFP implementation

o O O o

%2 Rah J, De Pee S, Kraemer K, Steiger G, Bloem M, gapr, Wilkinson C, Bilukha O (2012) Program Expeciemvith
Micronutrient Powders and Current EvidengeNutr Vol 142 pp191-196

33 Bilukha O, Howard C, Wilkinson C, Bamrah S, and Hu$a{2011) Effects of multimicronutrient home fortidition on
anemia and growth in Bhutanese refugee childfend and Nutrition Bulletin Vol 32(3) pp264-276
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» Delays preparing the new formula MNP and passing@DLUO of the old ones caused
disruption to distribution of MNPs

* No acceptability study was conducted (the Operati@uidance tool had yet to be
developed)

* MNP programme monitoring and evaluation in Nepaelatively well established, through
monthly monitoring and weekly ‘random hut visits’.

o Distribution coverage of MNP was high amongst Hrgét population, at 96.1%
(2011). Follow ups are made by community healthkers for those who have
reportedly not attended distribution.

0 In 2011, over 90% of carers reported their chidasumption of MNP at the last
meal

» However, there is a concern amongst AMDA staff tHafterence to MNP is not nearly as
good as monitoring would suggest. The key challsrigecompliance include changes to the
colour and smell of food, as well as reported siffiects. In the Nutrition Survey 2011

0 64.1% reported changes to the colour of food whxednwith MNP

0 12% reported a change in smell

0 6.3% side effects ( hausea being the most common)

o0 However, the majority of respondents also repoatedhcrease in their child’s
appetite (87.9%), energy level (91.9%), and hg@h7%) since the child started
consuming the MNP*

» Key informants in AMDA also spoke of ‘respondertigae’ — that refugees are becoming
exasperated by the levels of monitoring and arevansg the questions in a scripted fashion.
This is important to note — the additional monitgris not necessarily adding to tipaality of
data reported, only the quantity. Reliable inforioragt household level is therefore lacking.

» It might be more effective to conduct less frequanhitoring, but to spend more time using
gualitative and anthropological techniques to falhgage with programmatic issues such as
compliance.

Malaria control
» Malaria control activities are in place, includili®S before the seasonal outbreak and bed net
distribution. Incidence is extremely low in the gam

De-worming

e Children aged 12 to 59 months are de-wormed witifeAtlazole following the same twice a
year schedule.

» Coverage of the de-worming program increased fréfn & 2007 to 95% in 2010 and then
back to 90% in 2011. However, this apparent deere@sy in fact be due to a change in
methodology — prior surveys relied upon self-repdde-worming, while the current survey
requires confirmation by card.

* Incidence of intestinal worms in children 6-59 mmtwas very low throughout the Anaemia
Strategy period, and is unlikely to have influeneedemia levels (see figure below). No
particular spikes in incidence were revealed by #i& that may have affected nutrition
survey anaemia results.

34 Nutrition and Micronutrient Survey among BhutanBsgugee Children - Damak, Nepal (2011)
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Figure 15: Incidence of intestinal worms in 6-59ntis, Nepal (HIS data)
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Vitamin A supplementation:
e Children aged 6 to 59 months received vitamin Apdeqments (200,000 IU) twice a year,
with coverage above 90% in all years. However, f&7 to 2011 there was in fact a slight
decrease in coverage from 96.6% to 91.9%.

IYCF:
» Close to 100% of children aged 6-23 months wereadtfed, decreasing gradually from then.

Behaviour change communications:
» In early 2009, educational messages intended teceetba consumption in children were
introduced. This seems to have had a dramatic ithpathe following table demonstrates:

Table 15: Prevalence of foods consumed in the pusv24 hours, by time of survey, NeBal

Indicator Jan 2007 Oct 2008 May 2009 May 2010

Tea consumption i 30.8% 33.1% 3.9% 1.5%
6-23 months

Tea consumption if 62.2% 69.0% 16.0% 8.3%

24-59 months

Other:

* Food consumption Importantly in 2011, the nutrition survey repoots changes in the
amount and nutritional value of food consumed oletsif the GFD. The number of children
consuming iron rich meat and eggs during the pagt(83.0%) had significantly increased
from 2010. Conversely, only 43.2% of children hadsumed Super Cereal almost every day

35 Rah J, De Pee S, Kraemer K, Steiger G, Bloem Med@aiP, Wilkinson C, Bilukha O (2012) Program
Experience with Micronutrient Powders and CurrevidEnce.J. Nutr Vol 142 pp191-196
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in 2011. The role of meat, therefore, is importantecognise alongside any potential impact
of SuperCereal or the MNP intervention on anaepvals in 2011.

» Diarrhoea: May have affected anaemia levels; the percentaigelsiidren admitted to the
health clinic for diarrhoea remained consistentgghtat 75% to 8098

* Iron supplementation in ANC: No information is available. The focus in Nepabn
Bhutanese children.

IV) Trend analysis for nutritional indicators

Baseline data
» Baseline data for Nepal is taken as 2007, as tassthe survey prior to initiation of strategy
activities.
» Unfortunately surveys were conducted at very diffietimes of the year which reduces
comparability of the results: March 2007, Octob@d® May 2009, May 2010 and December
2011.

Children 6-59 months

Total Anaemia trends (<11g/dl)

* The results from the nutrition surveys conductesvben 2007 and 2011 show a decreasing
trend in Anaemia prevalence. However, no significdrange in anaemia prevalence was
shown in the first year of the strategy between72@3.3%) and 2008 (43.6%), or between
2007 and 2010 (40.2%). Anaemia prevalence wasfgignily lower than baseline data in
2009 (35.9%) and 2011 (26.1%).

» Anaemia prevalence in 2011 showed a dramatic rextucompared to 2010 and across the
four year period, and a significant increase in mieaemoglobin from 2007 to 2011 (11.2 to
11.5 g/dI)

* The 2011 results add to the published data by Rah(2012) evaluating the effectiveness of
MNP in Nepal up to and including 2010 data.

» Although outside of the scope of this study, prelany results from 2012 indicate that the
Anaemia prevalence, rather than continuing on aneeawd trend, has in fact increased
substantially in 2012, reaching a prevalence d3%8.

Stunting:

» The prevalence of stunting decreased significaatbry year from 2007-2010. In 2007 the
prevalence was recorded as 39.2% which reducedisanily to 23.4% in 2010 (p<0.001); a
relative decrease of 40%.

» Important to note here is the fact that measuresngfrgtunting in Nepal have good reliability,
as the vast majority of infants’ birthdates ardfient through reliable documentation such as
birth certificates.

GAM:

36 Rah et al 2012 (as above)
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* GAM has fluctuated slightly but remained under 1d¥oughout the Anaemia Strategy, at
levels categorised between low to medium by ther@jomal Guidance. However, it did in
fact increase significantly in the first year oétsirategy, from 4.2% to 9.2%.

Figure 16: Global Acute Malnutrition (GAM), Stungirand Total Anaemia prevalence in 6-59 month

children, Nepal
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Trends in Anaemia (<11 and <10g/dl) and severity tagorisation

* As shown in the figure below, interestingly, desih increase in total anaemia (<11g/dl) in
2010, anaemia <10g/dl (i.e. only severe and modgcantinued to decrease, albeit non-
significantly from 14.8% to 14.4%.

* Mild anaemia has maintained relatively stable ratiad 20-25% prevalence. The results from
2011 are particularly interesting to look at, asytshow that whilst moderate anaemia reduces
by almost 50% (from 14.4% to 7.6%), the prevalesfomild anaemia drops proportionally by
much less, from 25.8% to 18.5%.

» Together these observations suggest that the Ana@trategy interventions may have been
having a greater protective effect on the more regfggms of Anaemia, than on mild anaemia.
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Figure 17: Trends of Total Anaemia (<11g/dl andefdl) in 6-59 months, Nepal
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Figure 18: Anaemia Severity Categories in 6-59 meniepal
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* No significant change in mean haemoglobin was shiavtine first four years of the
intervention, as demonstrated in the figure beldawever a significant increase was
reported in 2011 — as expected from the prevaldate

Figure 19: Mean Haemoglobin in 6-59 months,
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Total Anaemia trends (<11g/dl, <10g/dl) in 6-23 an@4-59 months, Nepal

* The prevalence of Anaemia was much higher in thaager age group (6-23 months) than in the
24-59 month group. In this younger group anaemizaigs a high public health concern.

* Anaemia prevalence in ages 6-23 months decreageificiantly from 71.6% in 2007 to 41.0% in
2011, although no significant change was showhenntermediate years. Anaemia prevalence in
the 24-59 month age group showed a similar pattitiie;change before 2010, but a significant
reduction in 2011.

* Looking at anaemia <10g/d|, it seems moderate emere anaemia reduced substantially from
33.7% in 2007 to 14.5% in 2011. In the 24-59 magrthup, the reduction is also considerable,
from 11.3% to only 3.5% in 2011. To note, baselewels of anaemia <10g/dl were lower than in
most other countries.
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Figure 20: Prevalence of Total Anaemia (<11g/dB-4i23 and 24-59 months,
Nepal
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Figure 21: Prevalence of Total Anaemia (<10g/dBi23 and 24-59 months, Nepal
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* Mean haemoglobin seems to have increased moreastibdlyy in the younger age group (6-
23 months), but again only in the last year. Meaerdoglobin is considerably higher in
children 24-59 months in Nepal

Figure 22: Mean Haemoglobin in 6-23 and 24-59 menitepal®

37 Confidence intervals not available for 2011
38 Confidence intervals not available for mean haeptugl For standard errors see nutrition survey.data
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Non-Pregnant Women
» Data on Anaemia prevalence in non-pregnant womenocatected only in 2007 and 2009.
No significant change was shown between these y@aeemia prevalence was reported as
13.2% (10.2 to 16.9) in 2007 and 14.2% (11.4 t&)in 2009. Preliminary results from
2012, unfortunately, show that Anaemia has incr&s26.9%.

Summary:
* A BSFP using MNP has been implemented without akbfer four years now. Other

activities include education on tea consumptionciwlsieems to have been very successful.
Unfortunately, implementation of activities has bhéampered by the impact of the
resettlement programme on human resources andstafhitment.

* No significant reduction in anaemia prevalence sfasvn in the first three years of
interventions. The significant reduction shown @12 was promising but the change cannot
be attributed to the introduction of any particut@ervention. Preliminary reports from 2012
indicate anaemia has increased once again. Howsuatjing did show a consistent and
significant decrease in the first three years efMNP intervention. GAM has remained
stable at a medium level.

* A surprising and significant increase in iron camgtion via meat and eggs in 2011 may

have contributed to the sudden drop in anaemiaisnyear, alongside the other interventions
in place. No changes in the MNP programme or atberices have been reported.
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C) ALGERIA
I) Background and context

The Saharawi refugee situation in Tindouf is prted and particularly politicised. Since 1986,
UNHCR and WFP have been supporting the GovernmieAlgeria (via the main national IP, the
Algerian Red Crescent (ARC)) to assist the refugddw harsh, desert, remote area is highly
inhospitable, limiting productive activity, meanindpe refugees remain mostly dependent on
humanitarian assistance for their survival. Noatdk population data is available for the Algerian
camps due to political sensitivities, nor is anyestHIS data available.0961848

Table 16: Key information, Algeria

Camps within Majority ethnicity Malaria IP for nutrition
review
Algeria Awserd Saharawi Non endemic Algerian
(Tindouf Dakhla Red Crescent (ARC)
camps) Laayoune
Smara

General food distribution

The planned ration is described below, although igihot necessarily what was distributed or
received by the refugees. CSB was included in 200@prove the micronutrient value of the food
basket.

* ltisintended that fresh products are providednbhths of the year, through UNHCR,
AECID and ECHO, including dates, camel meat, onamd potatoes, in a ration varying
between 3.5 and 4.5 kg per household per month edMeryit is not known the extent to
which this has been implemented.

» As per the Anaemia Strategy and the MOU, some comghtary foods including tea and
yeast were provided by UNCHR, and canned fish (funackerel) by Swedish NGO Praktisk
Solidaritat in collaboration with the Italian NGOSP. Gofia (a toasted maize meal) has been
provided by the Spanish Government through WFR0922011, and 2012, and through the
Spanish Red Cross in 2010.

Table 17: Quantities and food items distributeshdbuf camps, Algeria

Food Commodity Quantity (grams/person/day) \
Cereals (wheat flour, rice, barley) 400
Pulses (lentils, beans, chickpeas) 67
Vegetable oil 31

392011 JAM Algeria
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Sugar 33

CSB+ / Supercereal 33
The Nutrient Gap

Despite the fortified CSB+ in the food ration, thés a clear nutrient gap with extremely low levafls
Iron and Riboflavin, another important micronuttiéor anaemia.

Table 18: NutVal analysis of the general rationteats, Algeri&’

Energy Protein Fat Calcium Iron lodine | VitA Thiamine Riboflavin|Niacin VitC

Requirements

provided by | 10206 | 136% | 92% | 92% | 77% | 16% [112%| 137% | 54% |181%|216%
ration (%)

Acute malnutrition services
e Services are in place for treatment of MAM and SAM

IT) Anaemia Strategy funding and management

Funding for the Anaemia Strateqy in Algeria

Funds requested in country proposal (to be alloctten both HC special fund and standard
programme budget) totalled USD $2,543,0555. Infdimneon programme funding is not available.
Funds allocated from HC special fund are as follows

Table 19: Allocated funds from High Commissionegapl fund

ALGERIA — Allocated HC funds ($)

Funds allocated in 2009, Funds allocated in 2010 Funds allocated in 2011 Funds allocated in 2012

777,213 50,000 125,000 75,000

Anaemia strategy management issues

The Anaemia Strategy in Algeria took over a yedrgdaunched fully for a number of reasons:

» Primarily, local particularities necessitate albgrammes to be delivered with close
involvement of the refugee authorities, throughPh®IS framework, the (Integrated
Programme of Saharawi Child Health). The PISIS rgangnt structure involves the
collaboration of NGOs, Ministry of Co-operation, Udrtners, and ECHO in making
decisions for the refugee children’s health. Camation between the various actors has been
a significant challenge to programme delivery; bu@acy and competing agendas delay
decision making and implementation. Lack of cleajineated roles and responsibilities
continue to hamper efforts.

40 Note: Wheat Flour, White and WFP specificationsviegetable oil used in NutVal analysis
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» Recruitment and human resources were an additiwoblem, and ultimately the local IP put
in place was felt to be unprepared vis-a-vis cdpaci

* Internal UNHCR support for nutrition interventiowss seen to be lacking; nutrition was
perceived to be de-prioritised in favour of othebic Health programmes

» Delays in the release of funds from ARC AlgierARC in the camp were reported, and
associated with the delayed launching of activities

IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

» Small-scale agriculture and animal husbandry hawava some sign of success. In 2011,
57% of families declared having 1 animal, usuaflgep or goats, while 2.5% owned some
chickens. In 2011, 18% of families had a garderis Tihs increased considerably since the
JAM in 2007. However, lack of support for the garsiés a major obstacle to fresh produce
production of any notable value; tools, seeds, mateess and other are restraining factors.
Support staff are limited.

» Diversification of the food basket with product&kuas rice, pasta, fish, and cheese could be
improved through improved coordination between VERE bilateral contributions.

» Opportunities may also exist to introduce foodvimrk (FFW) or cash/ voucher schemes
with particular attention to vulnerable grodps.

Use of Special Nutritional products in BSFP

* Thejoint 2009 UNHCR/WFP nutrition mission, the USR/WFP Joint Assessment Mission
(JAM), and the Sahrawi Nutrition Strategy recommezhen intervention to reduce the very
high anaemia prevalence and stunting in childredd&359 months and anaemia in PLW.

» The intervention introduced was a blanket supplaargrieeding programme of Micro-
Nutrient Powder (MNP) to PLW and children aged 36atonths and a Lipid-based Nutrient
Supplement (LNS) to children aged 6-35 months. Wais initiated in December 2010.

» The acceptability study of August 2009 was fountleéencouraging.

Table 20: Blanket SFP intervention implemented ehily

BSFP and
Nutritional . :
Regimen Delivery Start date End date
Supplement
Programmes
. Flexible - 15 Monthly in .
Chaila (MNP) 36-59 sachets/ month | health centres | D¢10 On-going
Gazela Flexible - 15 Monthly in .
(Nutributter®) 6-35 sachets/ month | health centres | 0010 On-going
Local name: Chailg PLW 30 sachets/month Monthly in Dec-10 On-going
(Hexagon) health centres
High energy biscuit Sc':hool 1 sachet/day for 8 In schools Dec-10 On-going
children
412011 JAM Algeria
“2See 33
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months/year

Experience of BSFP implementation

A number of major challenges were experienced wétpards to the BSFP nutrition intervention,
many of them specific to this particular settinge$e included:

Expiry of product, due to the product being produpefore an IP was in place to distribute it.
Although a product extension was granted, distidiouwvas refused by the Sahrawian
authorities and new products had to be procured.

Determining the quantity of products required isoargoing problem, given that reliable
population figures are not available.

Supply chain problems; a large WFP order of Nuttéy® to another country is said to have
meant all other shipments were delayed.

Storage of LNS due to lack of warehouse capacitis fas led to storage of LNS in the
central pharmacy, the capacity of which is seripgblllenged by the additional nutritional
products

Over-stacking of boxes is against manufacturersciigations, risking damage to product.
Reliance on Central Pharmacy staff to gain acae#set products was found to disrupt
distribution to services.

Misuse of MNP; 60% of beneficiaries were discoveete taking MNP with 1 spoon of
food (as shown on the packaging). Picture was rechewd clarity of instructions improved.
Religious objections and rumours of the produciviteg from camel bones (due to the
picture of a camel on packaging) were identified aeem to have been addressed.

No data is available on programme monitoring; kdgrmants suggest this is not undertaken
Furthermore, BCC activities related to MNP consuampéind compliance have been slow to
establish, and non-functioning during time of tltd 2 JAM.

Malaria control

Malaria incidence is thought to be negligible ie Hrea; no specific activities are
implemented.

De-worming

IYCFE

Other

De-worming activities are only made available tddrln in the SFP (not BSFP) and school
children. This is a key area of concern for anaemia

Prevalence of intestinal worms is suspected toelpg igh in various age groups, through
indirect proofs such as prevalence of diarrheieakss, prevalence in children going to
Europe on holidays during summer and when consigehie standard prevalence in this area
of Algeria®™. However, inclusion of other groups in de-wormaugivities has been prohibited
by national protocol / PISIS arrangements.

IYCF practises may be linked to poor nutritionaltss. Consumption of iron rich foods
amongst 6-23 months is low at 44.9% (38.5% - 51.2%)

432011 JAM Algeria
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* WASH: High levels of Anaemia in the camp may bédéid to poor personal hygiene and
sanitation. The 2011 JAM cites traditional practiaad poor WASH facilities as possible
reasons for the hygiene problems.

» No information has been collated on Iron supplemigom in ANC, Vitamin A
supplementation or BCC.

IV) Trend analysis for nutritional indicators

From interviews with key informants, and from JAKRI1A information, it seems that baseline data for
the Anaemia strategy should be taken as the mutrisurvey of October / November 2010, as
implementation of the strategy started just atés survey in December 2010. However the nutrition
survey of 2011 was cancelled due to security isandssurvey results from 2012 are pending.

The baseline data of 2010 indicated high levelarmdemia and stunting. In 2010, overall, 52.8%
(95% C.I. 49.1-56.6) of children aged 6-59 montiesed from anaemia. The most common type of
anaemia in children was moderate (30%), followednilg (21%) and severe (29%).

4 Nutrition Survey Western Sahara Refugee Camps, Tinddgeria (2010)
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D) YEMEN
I) Background and context

Yemen, although itself one of the poorest countnethe world, lies on a well established migration
route bridging the Horn of Africa with the wealtbguntries of the Gulf. In 1991, the collapse of the
Siad Barre government led to an influx of Somalugees to Yemen. On-going conflict in Somalia
and the emergency of 2011 has led to a continuedratof refugees crossing the Gulf of Aden, often
in treacherous conditions. Somalis are grantadyesf status on a prima facae basis.

In addition to settling in Kharaz refugee campugefes have spread throughout the country, with an
increasing presence in the urban centres of Basated Sana’a. Whilst refugees in the camp are
reliant on food distributions, urban refugees irs@aen and Sana’a must provide themselves with
food. Surrounding Kharaz camp live the local Yentewst community, constituting a relatively small
population. For ethical and humanitarian principlésod and healthcare provisions as well as
activities under the Anaemia Strategy were proviaeithe local host community in Kharaz, who shall
be included in the review.

The causes of high anaemia amongst refugees in rYemee not well known. Yemen is prone to
Malaria epidemics resulting in high mortality andnidity, affecting approximately 60% of the

population (IRIN, Nutrition survey 2009). The south Yemen, where Kharaz camp is situated, is
particularly well known for its malaria. Addressingalaria formed a core component of the original
country proposal (“objective 17).

This population is also known for high tea consuomptthe Somali pancake is soaked in tea before it
is served to the child. A combination of limitedriravailability in the food ration combined witheth
inhibitory effect of tea may greatly contributettee high prevalence of anaemia. Lastly, livelihood
diversification possibilities and coping mechanisare limited, making the vast majority of the
population entirely dependent on food aid.

Table 21: Key information on Yemen

Country Camps / urban Majority ethnicity Malaria Implementing
setting prevalence partner for
nutrition
Yemen Kharaz camp Somali majority; Endemic IDF, CSSW,
Kharaz villages surrounding villages SHS
Basateen are Yemeni
Sana'a

The population of Kharaz camp remained relativédple up to 2011, shifting from around 11,400 in
January 2008 to around 13,000. It is in 2011 thatsee the sharp influx, due to the emergency
situation in the Horn region, with the populati@aching around 15,850 in March 2012. No survey
data has been conducted since this time periodt ulikely to influence upcoming nutrition suryve
results. In the villages surrounding Kharaz cangrehare around 2,500 individuals, and an unknown
number in the urban settings of Basateen and Sana’a
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Figure 23: Population of Kharaz camp during pedbédnaemia Strategy
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Data on Malaria incidence from HIS

HIS data reveals that confirmed Malaria incidentehildren is relatively low, although in 2009 we
see spikes in malaria. There higher prevalenced09 2nay have had a potential effect on the June
2009 survey results. Malaria is unlikely to be ajonalriver of anaemia in the following years,
however, as incidence is so low (and suspectedeance is nil in these years).

Figure 24: Confirmed Malaria Incidence in child@®&9 months, Yemen (2008-2012)
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General food distribution

The daily ration in 2010 is described below, witht™al analysis to explore the nutrient adequacy of
the ration. It is not known if the GFD has sincetadjusted. In addition, it is important to redsegn
that this is the planned ration, not necessarilgtwias distributed or received by the refugees.

45 Health Information System data
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Table 22: Quantities and food items distribute#livaraz, Yemen, 2010

Food Commodity Quantity (grams/person/day)

Wheat Flour 300

Rice 150

Pulses 60

Sugar 20

Oil (fortified with Vit A/D) 25
Salt 5

The Nutrient Gap

NutVal analysis reveals that despite the energyertrof the ration reaching 100% of the 2100 Kcal
minimum requirement, there is inadequate supplfagfcalcium, iron, iodine, vitamin A, thiamine,
ribosflavin and vitamin C. Lack of iron and vitanm# in particular, are likely contributors to the
anaemia levels.

Figure 25: NutVal analysis of the general rationteats, Yemen, 2010

Energy Protein Fat Calcium Iron lodine|| VitA Thiamine Riboflavin|Niacin VitC

Requirements

provided by | 10005 | 118% | 77% | 20% | 5206 | 0% | 46% | 89% 23% | 163% | 13%
ration (%)

Importantly, various documents raise the need féortified staple product, but as yet, no fortified
wheat flour or other staple has been introducethéncamp. Some complementary foods have been
introduced, however. Tomato paste was providetenGFD (15 sachets of 70g / person / month) for
a period (months unconfirmed).

Acute Malnutrition Services

* Some important restrictions to the treatment fat@enalnutrition were recognised by the
2009 JAM, and may be playing a role in poor nuinél status in the camp and surrounding
areas. The Outpatient Therapeutic Programme (Q3rRhé treatment of severe malnutrition
was available only in the Basateen clinic and agiatients in Kharaz camp, villages, or
Sana’a. Treatment of moderate acute malnutritioANlwas available only in Kharaz camp
- children were referred to the hospital in theeymorate of Lajh when necessary.

48 Nutrition Survey, Yemen 2010
47 White wheat flour, polished rice and lentils ussdoulses in analysis
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Figure 26 : Summary of Nutrition Services in foocdtions of Kharaz, Kharaz surrounding villages,
Basateen and Sana’a, Yemen 2609

Kharaz Camp Kharaz Villages Basateen Sana'a
SFP Children 6 — v v v x
59 months
Eligibility Criteria | Standard admission and discharge criteria Admission using W/A. N/A
using W/H (NCHS). Both refugees and Discharge after 9 months.
Yemeni have access. Yemeni children excluded on a

first come first served basis
due to capped admissions.
Ration | Premixration of WSB, oil and sugar given | Unmixed ration of WSB, oil and N/A

to individual requiring treatment on a sugar, a ration for 5 people is
biweekly basis. provided on a monthly basis.
SFP P&LWomen v | v v *
Criteria | Selected P&L women who are not gaining P&L women on a first come N/A
weight appropriately or who have specific first served basis due to
complications. From 1% trimester to 6 capping of admissions. 2™ and
months of lactation 3™ trimesters and upto6

months lactation. Yemeni
women excluded.
Ration | Premix ration of WSB, oil and sugar given | Unmixed ration of WSB, ail and N/A

to individual requiring treatment on a sugar, a ration for 5 people is
biweekly basis. provided on a monthly basis.
SFP Other v v v x
categories
Criteria TB Positive patients TB Positive patients N/A
IPD patients HIV/AIDS patients
Ration N/A N/A
otp x x v x
Criteria N/A Standard admission and NfA
N/A discharge criteria using W/H

(NCHS). Both refugees and
Yemeni have access.
Ration Treatment based on N/A
Plumpy’'Nut® for OTP and F-75
&F-100 for in-patients.

IT) Anaemia Strategy funding and management

Funding for the Anaemia Strateqgy in Yemen

Funds requested are not stated on the country gabpmformation on programme funding is not
available. Funds allocated from HC special fundearéollows:

Table 23: Allocated funds from High Commissionands - Yemen
YEMEN - Allocated HC funds ($)

Funds allocated in| Funds allocated in| Funds allocated in| Funds allocated in| Total allocated
2009 2010 2011 2012 funds

190,516 150,000 0 0 340,516

Anaemia Strategy Management Issues

* Human resources were a challenge in that Kharap éenemote and the difficult climate
means individuals are averse to residing theréofay periods. At the start of the strategy
there were delays in securing a UNHCR Health Coattdr, which prevented
implementation of activities early in 2009. Sinbert and until today, there has been
considerable delay recruiting a nutritionist foe strategy.

482009 JAM Yemen
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IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

» Refugees in Kharaz and surrounding villages hawidd dietary diversity, as confirmed by
the 2009 JAM. High levels of poverty also mean megigees with children are unable to
afford milk, an indicator of poor food access intthontext’.

* Home gardens and Multi-storey gardens were intreduic 2009 and 2010 respectively.
However, there seems to be a lack of enthusiasthifproject — community mobilisation
was recommended to address these barriers butrikisown to what extent this was
implemented.

* Animal husbandry was yet to be initiated in 2018 an more recent information could be
obtained.

» Food voucher schemes have been initiated in thenuaibeas, but would not be an option in
the camp due to the remoteness and lack of aczesarkets.

Use of Special Nutritional products in BSFP

» Feedback from key informants on nutritional interiens, including their nature and
timelines, has not been completely consistentekample, for a reported tuna fish
intervention is remains unclear whether it was &B®Sr provided in the GFD, and the time
period was given initially as 2008/2009 to May 20ti&n as March 2010- February 2011.
Clarification on which type of intervention, and &her one, or both of these dates is correct
has not been achieved. There was also some lagsénsus on the premix intervention.
Together, these highlight the important point afueing a system by which interventions are
tracked and recorded over time, for future refeegrealuation, and transparency to donors.

* In November 2011, MNP was introduced to the campuitable formulation of MNP was
developed according to the Kharaz camp contexh thi¢ support of UNHCR, WFP HQ and
ENN, and a culturally appropriate name, ‘Dheef’ \gagen.

Table 24: BSFP intervention implemented, Yemen

Kharaz camp and surrounding villages

BSFP and Regimen Target Delivery Start date End date
Nutritional
Supplement
Programmes
Tuna fish in . 6-36 Nutrition unit | ? 2008/2009 OR
vegetable oll Daily, 200 g /week months | every 2 weeks| March 2010 June 2010
Premix 100 g /child/day 6-59

?
(WSB+Sugar+0il (80, 10, 10 g) months Health centre | May/ June 2010| ? December 2010

MNP - ‘DHEEF’ 15 /month m6c;r?t9hs Health centre| November 2011 On-going

49 2009 JAM Yemen

Anaemia Strategy Review 71140




Basateen

BSFP and Regimen Target Delivery Start date End date
Nutritional

Supplement
Programmes

MNP — ‘DHEEF’| 15 sachets /mont June 2012

months | to monthly On-going

There has also been some suggestion of a Premi® B&FPLW in Kharaz camp, villages and
Basateen, but further information has not beenidide.

Sana’a: no special product intervention has been introducedhna’a, but discussions are underway
to explore this.

Experience of Implementing BSFP

» Major challenges have been experienced duringniipéeimentation of the use of special
nutritional products. These include procurememtagie, sensitisation, packaging, and
cultural feeding practises:

0 Some procurement problems were experienced, asawellantity calculation before
the tool to facilitate this was developed.

0 Warehouse capacity is limited; MNP is stored halKharaz, where there are
electricity problems that can impact upon it bekegt at the appropriate temperature.
The other half is stored in Sana to keep coolthistis some distance from the
camps.

o Sensitisation to MNP was relatively poor and uristialexpectations were raised.

0 With regards to packaging, as the place of manufigt and the date of expiry were
lacking from the product packaging, this was prangptumours and suspicions
around the product and its origins.

o Culturally, MNP is not very well suited to the féegl practises of these refugee
families. The norm is to share the family meal frarsingle bowl; beneficiaries may
not even have separate bowl and cutlery for thiel gbarticularly those from lower
socioeconomic groups. In addition, the consisteridie local flatbread ‘Lahooh’

did not lend itself to mixing the MNP. Howeverjstimportant to point out is that
MNP itself was not designed to be mixed with sumtdf its original purpose was for
complementary foods.

» These experiences collectively highlight the impoce of conducting thorough formative
research to identify potential issues and cultbeatiers.

» An acceptability study conducted in November 2@ik@r to the intervention, indicated MNP
was accepted well, liked by 91%, found easy tolhys@7.7% and was not associated with
side effects in 98% of a sample of the refugee conity. However in feedback reports from
the IP, it appears acceptability is a problem, amdjoing efforts are being made to address it.

* No programme monitoring data is available from Yame

Malaria control
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Malaria is one of the most serious public healttbpgms in Yemen, and is recognised to be a
potential contributor to the high anaemia burddre first nutrition survey conducted by
MENTOR in June 2009, in support of the Anaemiat8gw was designed specifically to
investigate the relationship between Malaria andéinia in the refugee setting. Anaemia
was tested using HemoCue™ |, and Malaria using Raignostic Tests (RDTSs). It is an
innovative example of integration by UNHCR Yemen.

However, a major limitation to the survey was thatas conducted during the low
transmission season of malaria, therefore the jgeea of malaria was, unsurprisingly,
extremely small. The survey concluded that the Amadurden couldiot be attributed to
P.falciparummalaria burden. Despite high anaemia levels, nafaevalence was small.
Moreover the anaemia is likely to be due to irofiaiency, micronutrient deficiencies or
gastrointestinal infections (Helminths etc). Trgahot to say, however, that in high
transmission season malaria is not an additioradidof anaemia.

The coverage of LLINs in the 2009 survey was exélgriow. LLINs were due to be
distributed in 2009 (post-nutrition survey of Jurle)Kharaz camp, 66.7% had an observable
bed net, in the villages 7.3% had an observablenbés] and in Basateen only 0.2% (one
household of 456) had an observable bet net. lfdvaave been interesting to know the level
of coverage of LLINs in camps in 2010 after morantla year of the Anaemia Strategy (and
the Malaria Strategic Plan running in parallel) leear this information was not collected.

In Yemen, UNHCR works in conjunction with the Mitrisof Health and the National

Malaria Control Program (NMCP) on addressing endamalaria. Various vector control
activities were suggested by the nutrition surve2009; first and foremost indoor residual
spraying. Key informants speak of vector contralgpemmes and bed net distribution having
been implemented with success via the Ministry ealth. For example, from key informant
interviews, it seems there were targeted distrdmstiof LLINS for 6-59 month children and
pregnant mothers in the Basateen drlmavever, no specific details are available, aneioth
reports suggest that the national malaria preveri@tegy has not been implemented at
scale.

De-worming

ANC

Intestinal worms are not considered by key infortedn be a major problem in Yemen.
However, the nutrition survey of 2010 recommendglémenting de-worming programs for
all children 24 months and older, and in the AN, this is not thought to have been
initiated in any systematic fashion. In 2010, mevebrming campaigns were in place, and by
2012 only infrequent de-worming initiatives werpaeedly carried out.

No data on intestinal worms is given in the HIStegstherefore it is difficult to know the
levels recorded amongst refugees.

It is known that HemoCue™ machines were provideith@oANC clinics in 2009, but the
extent of their use is unknown.

Pregnant and lactating women were provided with &ond Folate acid and in ANC, both
during pregnancy as a prophylaxis and as a tredtdome for moderate and severe anaemia.
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Other
* No information is available on Vitamin A supplematn.
» Poor literacy levels in Yemen and amongst the mdygppulation, particularly women,
compounds challenges for IEC / BCC activities.

IV) Trend analysis for nutritional indicators

Baseline data
* Baseline data for Yemen is determined as:
0 2009 for Basateen (all activities started aftes)thi
0 2008 for Kharaz camp and surrounding villages
* The main focus of the data for Yemen will therefloek at Kharaz camp and the surrounding
villages, as:

o0 Only baseline data is available for Basateen asungey was conducted in this
setting in 2010

0 Before June 2012 no major interventions had beteadnced for children in
Basateen

* Unfortunately, the effectiveness of the anaemiaesgy cannot fully be assessed, as no
nutrition survey has been conducted since majivities were initiated. The most recent
nutrition survey was conducted in July 2010, ptioMNP initiation in November 2011.

0 There is a lack of coherent information and docusat&n on other interventions
during the time period in which we have survey dht& thought activities were
either yet to be initiated or were in their eatlyges, e.g. animal husbandry,
gardening, livelihood activities, capacity building

» Afinal data limitation is that the nutrition sugvef 2009 was conducted in June, during the
summer months and there was significant malfunatiche HemoCue™ analysers during
this survey.

Children 6-59 months®

Total Anaemia trends (<11g/dD):

* Anaemia significantly decreased in Kharaz camp betw2009 and 2010 (p=<0.05) in
children 6-59 months; the significant decreaseldess calculated independently but a
limitation to this data is the lack of confidenogeirvals from 2008 or 2009. No significant
decrease was shown in Kharaz surrounding villages.

* In both years, anaemia was extremely high. Thdteeisu2009 may have been affected by the
spikes in malaria prevalence during this year.

Stunting:
e Stunting has not changed significantly in Kharangawith a reported prevalence of 16.5%
(12.3-20.7) in 2008 and 22.0% (17.4 -27.3) in 2010.

GAM:
* GAM has remained on a relatively stable trend,@asing only non-significantly from 7% to
9% between 2009 and 2010 in Kharaz camp.

%0 Confidence intervals for anaemia are included witezg are reported in nutrition survey results
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Figure 27: Global Acute Malnutrition (GAM), Stungimnd Total Anaemia prevalence in 6-59
months, Yemen
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» As can be seen by the figures below, interestirigli{haraz camp both moderate and severe
anaemia dropped substantially between 2009 and &0d tnild anaemia stayed almost the
same. The decrease in total anaemia, thereforessedoe due to a decrease in more
functional forms of anaemia (total <10g/dl). In 208evere anaemia in particular was
extremely high at 8.8% in Kharaz camp and 6.2%éwllages — the former being the highest
level of any of the countries at any point in ti@giew.

» Unfortunately, it is difficult to make extensiveaysis of severities in Yemen, due to data that
give only two time points (thereby preventing ‘idedata analysis), and due to a lack of
confidence intervals reported in 2009.
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Figure 28: Total Anaemia (<11g/dl and <10qg/dl) iB%months,
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Figure 29: Anaemia Severity Categories in 6-59 men¥Yemen
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Mean Haemoglobin in 6-59 months, Yemen
* Mean haemoglobin seems to have increased in Klcarap although remains in 2010 within
the threshold for ‘anaemia’.

Figure 30: Mean Haemoglobin in 6-59 months, Yemen
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* Only lines, not ‘trends’ can be analysed due ty éwb data points.

* As expected, children less than 2 years old sede the least affected by anaemia.

* Neither category crosses the threshold for ‘higiiiljc health problem.

* Some disparity is noted between Kharaz camp andufreunding villages. When looking at
total anaemia <11g/dl, we find more impressive oidus in the 24-59 month age group in
Kharaz camp, but in Kharaz villages the oppositeuis — more impressive reductions are
shown in the 6-23 month group. Similarly, when liogkat anaemia <10g/dl (moderate and
severe anaemia), reductions are more substantia iB4-59 months age group than the 6-23
month age group in Kharaz camp, and yet in thaga$ again, the opposite is shown.

e Overall, due to data limitations few conclusiona ba drawn other than the fact that, as
expected 6-23 month age group has notably higheld®f total anaemia, but that in both
groups this can be categorised as a high publithheaverity.

Figure 31: Prevalence of Total Anaemia (<11g/dB423 months and 24-59 months, Yemen

*1 Confidence intervals are not available for any36ad 24-59 months data
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Figure 32: Prevalence of Total Anaemia (<10qg/dB423 months and 24-59 months, Yemen
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Mean Haemoglobin in 6-23 and 24-59 months, Yemen

* Mean haemoglobin is higher in children 24-59 monltas those 6-23 months, but low in
both groups overall.

* Mean haemoglobin has shown a more impressive iser@Kharaz camp in those 24-59
months, moving from 9.8-10.9¢g/dl, and in Kharatagés moving from 9.3 to 9.9¢g/dl in 6-23
month group. Again, however, confidence intervaésreot available for this data, only
standard deviations and only for 2009.
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Figure 33: Mean Haemoglobin in 6-23 and 24-59 mentemen’
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Non-Pregnant Women

* In Kharaz camp and villages, data on anaemia forgregnant women is only available for
2010. In 2010, anaemia amongst non-pregnant worasraviigh public health problem in
both the camp and the surrounding villages.

Table 25: Anaemia prevalence in Non-Pregnant WoRdi)

Anaemia prevalence in Non-Pregnant women 2010

Total Anaemia  Mild (Hb 11- Moderate (Hb =~ Severe (Hb<8 Mean Hb £ SD
(Hb<12 g/dl) 11.9 g/dl) 8-10.9 g/dI) g/dl)

Kharaz camp 48.4% 25.6% 22.0% 0.9% 12.0+1.6
(41.8-54.7) (20.4-31.7) (17.2-28.0) (0.2-3.2)

Kharaz villages 54.8% 28.6% 26.2% 0 11.9+1.5
(46.1-63.2) (21.4-37.0) (19.3-34.5)

Urban Settlements:

For Sana’a, data only exists for 2009, therefor&r@nds or changes can be explored over the period
of the strategy. The data from Sana in 2009 waskenof real significance, being the first nutnitio
survey to give a clear picture of the nutritionaltgs of this urban settlement.

Table 26: Baseline data for Basateen and S&ha’a

%2 Standard deviations, but not confidence intervadee included in nutrition surveys
*3 Note: Confidence intervals included where repoiteautrition surveys
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Severe and

. o (e
Location Su;\;(:y T(c:z:irllae;;')a moderate anaemia GAM(<-2 z-score) Stuntslggrg) e
y 9 (<10g/dl)
Basateen| 2008 40.9% n/a 24.9% (19.7-30.1 24.9% (19.7-30.1)
2009 47.5% 26.1% 9.2% (6.2-13.5) | 5 3% (17.8-25.2)
Sana’a 2009 44.3% 27.9% 10.9% (8.0-14.6 19.49%9(28.4)
Summary

A number of challenges were experienced with thePMiNervention including product
storage, sensitisation and incompatibility withtatdl eating habits. No monitoring data is
available to review the MNP intervention. There aéms a major nutrient gap in the food
basket in terms of iron and vitamins, with no FBRhe food basket. Nutrition services for
malnutrition are lacking in Kharaz. Few diversitioa strategies were implemented; gardens
and animal husbandry were relatively unsuccesldigh tea consumption is also a major
problem to address. Innovative initiatives wereged to explore the link between malaria
and anaemia though; malaria seems to be a lesgmithl factor than poor diet. Nevertheless,
malaria control activities are not reaching thearage that would be expected for malaria
endemic zone.

Anaemia has reduced significantly in Kharaz campaas still at a high level in 2010.
Unusually, there is more severe / moderate anat@mamild anaemia observed in children
6-59 months. Lack of baseline data for non-pregmamhen unfortunately prohibits any
comparison in this population group. No changeSAM are observed, with GAM
prevalence being at a medium level in 2010. No gharin stunting are reported; stunting
was a medium public health problem in 2010.

The Blanket SFP is unlikely to have contributedsiderably to the reduction in anaemia, as
it had only been running for a month or so, and reasrtedly poorly delivered in 2010. The
tuna fish provisions may have helped nutritiondidators. There is also the possibility,
however, that baseline data of 2009 was inaccdeo reported malfunctioning of the
HemoCue™ analysers in the heat.
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E) ETHIOPIA
I) Background and context

Historically, Ethiopia has acted generously inhitaising of a number of refugee populations frommaurding,
troubled areas. The refugee camps are categorsséditaean, Sudanese and Somali in the North, \est,
South / South-East respectively. Dollo Ado in SeuthEthiopia has been supporting Somali refugemsesi
2009. In response to growing food insecurity in t@n region and the catastrophic famine of 201dymber
of additional refugee camps were established imelgen to support the rising influx: Kobe, Hilowgyand Bur
Amino were opened in addition to Bogolmayo that wpened in 2009 and Melkadida in 2010. The popatati
of refugees in the Dollo Ado camps nearly doubledize in 2011, increasing from 88,771 in July 2641
142,306 in December 2011.

All refugees are receiving basic humanitarian ¢mst® including primary health, water, sanitation
and shelter from UNHCR, while WFP provides the gahf®od ration.

In terms of assessment of effect of the Anaemiat&}y, this review shall differentiate between the
‘older’ camps that were established in 2008 andieefand the ‘newer’ camps that have been
established since then in the Dollo Ado regionsTikibecause differing interventions were received
and Dollo Ado was particularly affected by the egsarcy, which limits interpretation of the results

from these camps.

Table 27: Key information for Ethiopian refugee gam

OLDER CAMPS Population Jan 2008- Majority Malaria Implementing
Mar 2012 (rounded to ethnicity prevalence partner for
nearest hundred) nutrition
Fugnido 21,000-22,600 Sudanese Medium Administration fpr
Sherkole 4,800-10,000 Refugee-Returne¢
Affairs (ARRA)
Kebribeyah 16,800-16,300 Somali Negligible
AwBarre 8,800-13,300
Sheder 8,000-11,400
Shimelba 10,800-7,500 Eritrean Very high
Mai-Aini 16,900-16,300
DOLLO ADO Population Jan 2008- Majority Malaria Implementing
REGION Mar 2012 ethnicity prevalence partner for
CAMPS nutrition
Bogolmayo 16,100-39,000 (‘09-'12) Somali Low ARRA
Melkadida 28,100-40,200 ('11-'12)
Hiloweyn 6,700-7,000 ('11-'12)
Kobe 25,800-26,500 (‘11-'12)
Buramino 13,500 ('12)

Population and demography
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The population of most of the older camps in théene has remained relatively stable over the period
of the Anaemia Strategy, even reducing in somescdse to relocations and shifting between camps.
In Mai-Aini, however, the reduction in populatiom 2010 is explained by the revalidation exercise,
when the population moved from 17,000 to 11,00€h@&lgh resettlement has not begun, this is likely
to be due to the illegal movement of refugees witkthiopia, Sudan and other neighbouring

countries”.

Some clear demographic differences exist betweercdimps. In the Eritrean camps Shimelba and
Mai-Aini (although Adi Harush is also in this are#)e population consists predominantly of young
educated men. In 2010, in Shimelba 66% of the @t were male, and in Mai-Aini 71% were
male. These particularities may be a factor tHawémces anaemia levels.

HIS data for Ethiopia is considerably poorer thd® ldata for the other countries in the region. The
reasons for this need further exploration.

Figure 34: Population of refugee camps during peoibAnaemia Strateqy, Ethiopia

a) Older camps
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b) Newer camps, Dollo Ado region
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Diarrhoea:

It is likely that a major cause of malnutrition 8himelba and Mai-Aini is watery diarrhoea, as
significant levels are reported in HIS, comparedotber camps in Ethiopia e.g. Fugnido on the
Sudanese border or AwBarre on the Somali Southdi@ster. Poor feeding and childcare practices
in certain clans such as the Kunama clan / ethmoicggare thought to be driving this.

Figure 35: Incidence of Watery Diarrhoea in chitdf59 months, Ethiopia, various canips
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General food distribution

The general food ration in Ethiopian camps providasaverage 2,226 kcal / person / day, when
accounting for an estimated 20% loss of cerealtdueilling.

> Health Information System data
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Table 28: Quantities and food items distributedhidgiia, 2010

Food Commaodities Quantity (grams / person / day)

Cereals (wheat or maize grain) 533
CSB+ / Famix 50
Pulses (dried peas) 50
oil 30
Salt 5
Sugar 15
Kcal 2455 or 2226 after milling

Nutrition surveys and JAMs highlight the problemsetling of food items to buy other preferred food
items and non-food items. Refugees in Ethiopialsetiveen 25-75% of the food ration to buy more
palatable foods such as sorghum and pasta, asasedpices and non-food items. Monetizing the
ration may be impacting upon nutritional status.

The Nutrient Gap

Analysis of the nutrient value of the planned geheation is not reflective of the micronutrient
content availability to refugees, as it does natoaat for the effect of milling of the whole wheat
flour. Although the cereal ration increased betw2@®8 and 2010 from 13.5 kg to 16 kg per person /
month to compensate for losses or costs incurrem fmilling the whole grain cereal, milling and
transportation costs continue to account for amaséd 33% of the cereal ration56. In some camps
mills are provided by IPs and managed by the refsighemselves as an income generation scheme,
however operational constraints and poor maintenaecessitates the continued use of commercial
mills at considerable disadvantage to the refugAestecommended by the 2010 JAM, increased
efforts are required to support the maintenancefofyee-managed mills.

Table 29: NutVal analysis of the pre-milled genesgion contenté

Energy Protein Fat Calcium Iron lodine || VitA Thiamine Riboflavin|Niacin VitC

Requirements
provided by
ration (%)

Acute malnutrition services
» Supplementary feeding programmes are in placeulmrevable groups including pregnant
women and moderate malnourished children.

°02010 JAM Ethiopia
> Wheat grain is used in the following analysis
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IT) Anaemia Strategy funding and management

Funding for the Anaemia Strateqy in Ethiopia

Funds requested in country proposal (to be souiroed regular budget for country programmes as
well as HC special funds): $1,946,837.00. Inforaaibn programme funding is not available. Funds
allocated from HC special are as follows:

Table 30: Allocated funds from High Commissiondahi&pia

Funds allocated in
2009

Funds allocated in
2010

Funds allocated in
2011

Funds allocated in
2012

Total allocated
funds

499,131

200,000

750,000

360,000

$1,809,131

Further budget was made available under the ‘Exganshaemia Strategy 201 These funds
were not implemented as initially planned, as thétse resources were necessarily diverted to deliv
the emergency response in Dollo Ado.

In summary, the Expanded Anaemia Strategy budg2®dt has reportedly been used for:

Procurement of complementary foods / BSFP prodiemix, tomato paste)

The Natural Resources Development Programme (NR@Ppusehold food security in
Shimelba and Eritrean camps

Purchase of anthropometric and anaemia nutritiovegunaterials and supplies

MUAC screening in Dollo Ado

Plumpy’Nut® procurement for CMAM in Dollo Ado

Dollo Ado emergency response e.g. providing hotlsnaareception and transit centres
Capacity building through hiring national nutritioonsultant, staff and community outreach
workers for Dollo Ado

Anaemia strategy management issues

Considerable pressure was placed on funds, resoancecapacity as a result of the drought
and famine in the Horn of Africa region.

The older camps benefited from having a stabla [flace, ARRA, with systems and
processes to manage the nutrition situation inetisasps. However in Dollo Ado, new
systems had to be established and new IP staftttaivhich as might be expected was
extremely challenging. Employees were working uradgrditions of extreme hardship.

%8 Detailed use of the budget can be found in thetReof Expanded Anaemia Strategy 2011’
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IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

» Small-scale agricultural projects and animal hudbamwere initiated and up-scaled in three
camps, Shimelba, Kebribeyah and Aubarie. In 2000,Households (167 in each camp) were
established with MSGs. The MSG manual was trarssiate refugee language in selected
camps (Somali and Tigrigna) by ZOA Refugee CareltBowas also distributed (1 cock and
2 laying hens to all these 500 househtlida 2009, findings from the Senior Regional
Nutrition and Food Security Coordinator’s missi@sdribed how MSG technology was
understood well, collection of waste water was pteab gardens required less water than in-
ground planting, vegetable yield was high and thee a high user satisfaction.

» However, following the encouraging start, in 201f@rmal evaluation of the project reported
a number of problems and brought to light therfigéi of the implementing partner in terms of
provisions of necessary support and training, dsasehe problem of irregular and
insufficient funding for the IP. Water availabilityas a major obstacle for the gardening
activities, in addition to difficulties procuringpgd quality, non-expired seeds, insect
infestation, rocky soil (particularly in Somali cps), and livestock eating their produce.

* Adjustments have been made and small-scale agnieuftitiatives continue; in 2011 a
reported 870 Somali households had been estabhgitled1SG, and 95 households (380
individuals) assisted by NRDP in the Eritrean camps

* In the Eritrean refugee camps, Kunama refugeealdesto engage in some agricultural
activities due to private agreements with the lsogtmunity — not through activities under
the Anaemia Strategy. The produce is used for pafsmnsumption and not sold. To
complement this, livestock such as goats, donkeycattle are reared. In terms of
programmes implemented under the Anaemia StrategyySG project has been terminated
due to the departure of the IP and lack of fundangontinue the project, much to the
disappointment of the refugees. The Tigrinya re@sgalso have access to some due to
running of small businesses such as cafes, hatdigwaen cinemas. In turn, their dependence
on food aid is somewhat alleviated, enabling méw@ae and diversity in their diet.
Conversely, in the Somali refugee camps, few incgereration activities are in place, and
micro credit schemes amichining are minimal. Only a few engage in backygaddening.

» The practicalities of animal husbandry were a mej@ilenge. Shelter for chickens was
inadequate. Chicken feed was insufficient to thatgbat some families were using their
GFD provisions to feed them. Similar issue were \wdll goats, as well as clashes with local
host community over grazing territory. Transportamgmals to remote camps was also an
obstacle. The IP, ZOA refugee care, transporteckehis over a range of 700-1100km to the
camps, leading to the death of many poultry inditahastly, in 2010 this animal husbandry
livelihoods project run by ZOA was terminated daen audit issue.

% First Quarter Updates 2009

Anaemia Strategy Review 86|140




» Although it is recognised that these activities@rallenging in their implementation, the
benefits not only nutritionally but psychosociadigd symbolically are important to consider.
Refugees are keen for these activities to contiané to move towards a situation in which
they are less food aid dependent. However, thdyoniy be able to do this with adequate
provision of support and funding.

» Alivelihood officer was recruited in 2011 to supplivelihood activities in Jijiga (AwBarre,

Sheder, Kebribeyah) but no report has been madkalbleson these initiatives.

Use of Special Nutritional Products in BSFP

Premix has been used in a BSFP in the older caanpsCSB++ for the younger age groups in Dollo

Ado camps.

Table 31: Blanket SFP intervention implementedijdgtia®®

All camps
excluding the
newly
established in
Dollo Ado and
Assossa

BSFP and Regimen Target Delivery Start date End date
Nutritional
Supplement
Programmes
295 g Premix
o person /day 6-23
Premix: . .
Famix / CSB+ (250 g Famix /| months Monthly May 2008 Ongoing
CSB+, 25 g oilJand PLW,
20 g sugar)
70 g / person 6-23
Tomato paste day months |  Monthly n/a n/a
and PLW

BSFP and
Nutritional
Supplement
Programmes

Regimen

Target

Delivery

Start date

End date

200 g/ person| 6-23 ] .
Dollo Ado CSB++ day months Monthly [ January 201! Ongoing
245 g Premix /
person / day 24-59
Dollo Ado Premix (200 g CSB+, Monthly [ January 2011 Ongoing
) months
25 g oil,
20 g sugar)
Tomato paste, Preanant
Doll Ado peanut butter ar n/a g Monthly n/a n/a
. women
lentils
9 Note: N/A indicates that no information has beecessed for the review
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Whilst none of the older camps that fell under Amaemia Strategy have, as yet, introduced blanket
CSB++ for children, CSB++ has been introduced siAcgust 2012 in Bambasi in Assossa (a
Sudanese refugee camp), and in Asayta in Afar (gre&n refugee camp).

Experience of Implementing BSFP

Other than the significant challenges of 2011 iifiedtabove, no particular challenges have
been identified with procurement or distributiontieé special products. However, almost none
of the older camps are receiving the newer prodiwats as MNP, Nutributter®, or CSB++. In
these camps in early 2011, UNHCR and IPs were gasatroduce special products such as
MNP or LNS, however, activities did not even gepiiot stage due to the emergency, as well
as concerns from the unsuccessful experience g MNP in Kakuma, Kenya.

No information is available on programme coverage

A well recognised concern of CSB++ is the probldralaring within families, which

continues despite attempts to address this thriia@lcampaigns.

Malaria control

Endemic malaria in Shimelba and Mai-Aini does resra to have been thoroughly addressed
over the course of the Anaemia Strategy. For exangilimelba in 2010 there was a 38%
shortage of bednéfs Various activities were recommended in nutriomveys for Shimelba
and Mai-Aini such as the draining of water pdiidsut no information is available on
improvements since then.

In Mai’Aini, anaemia levels in the nutrition surve¥2011 may have been influenced by a
spike in Malaria late 2010 / early 2011. Encourgljinmalaria incidence in Shimelba was
lowest in 2011 /2012, compared to all other years.

Figure 36: Incidence of Suspected Malaria in 6-%fhths -
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Figure 37: Incidence of Suspected Malaria in 6-%fhths -
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De-worming
» De-worming campaigns were functioning in the EdtreSudanese and Somali camps by
2010.

» However, no information is available on de-wormamyerage from nutrition surveys in 2008
/2009 / 2010. Nutrition surveys of 2009 commerited de-worming was ‘not properly run’.

* Indeed, the incidence of intestinal worms is sutigily more than in other countries in this
review. HIS data shows that the levels of intestivarms in Shimelba, Sherkole and Sheder
were all extremely high in 2010, stabilising onceren(at a high level still) in 2011. Intestinal
worms are one of the most common causes of moyladitording to HIS.

* In camps in Dollo Ado, such as Kobe and Hiloweyeré have been reports of high worm
infestation amongst children visiting the clini®outine de-worming campaigns have yet to
be established and are urgently needed to helgssldnaemia in these settings.

Figure 38 : Incidence of Intestinal Worms in chédr6-59 month, Ethiopia, various camps
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Vitamin A supplementation

* Routine Vitamin A supplementation was ‘not propetin’ according to the survey of 2009 in
various camps. Vitamin A supplementation is vewy &iill in various camps. This may not
necessarily be a result of lack of services, bytanfr general health seeking behaviour, as is
reported in the nutrition surveys of 2011.

Table 32: Vitamin A vaccination / supplementatiBthiopia, older camj%

Coverag

Vitamin A vaccination / supplementation coverage

e year Fugnido Sherkole | AwBarre | Kebribeyah Sheder Shimelba Mai’Aini
85.1% /80.6
0,

2008 (Nure/ No 55.6% 97% No Survey|  99.4% No survey

Survey (T/Ber)
Anuak)
2009 87.2% 96.3% 92.9% 97.8% 75.3% 97% 69.3%
No 75.9%

2010 48.7% 91.0% 93.9% 97.1% 80.6%
Survey

2011 No Survey 59.9% No Survegy ~ No Survey  No Suryey 96.3% 36.1%

Other

* IYCF: Information from nutrition surveys on IYCF pradb is relatively poor in the surveys
from the older camps. Again, many of the basicisesvin Dollo Ado are still establishing
themselves.

83 Note: Data shown is either parental confirmatiomith card
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IV) Trend analysis of nutritional indicators — camps other
than Dollo Ado, Ethiopia

Baseline data and interpretation of results:

Baseline data for the older camp so Ethiopia isneaks 2008, other than for Mai-Aini which
opened in 2008, for which baseline will be taker2@89.

To note, for the purposes of this review, nutrittamvey data for Ethiopia was challenging to
use for a number of reasons, such as missing éataeén years, lack of confidence intervals
and lack of core indicators such as Mean Hb.

Children 6-59 months

Total Anaemia trends (<11g/dl)

Overall the results from Ethiopia are encouragimgahaemia, although data is available only
up to 2010 for most. In Fugnido, Kebribeyah andd&néotal Anaemia reduced significantly
between 2009 and 2010 (p<0.05) and in Shimelbad®12008 and 2009 (p<0.05). In
AwBarre a non-significant decreasing trend is alsown. Anaemia was a problem of medium
public health significance for all of the older gasnas per latest data.

Unfortunately, for the older camps, no trends camlé&monstrated with regards to Total Hb
<10g/dI, as information on the difference sevesiteenot reported before 2011. Where severe
anaemia is reported, mild and moderate are grotquedher meaning evaluating total <10g/dl
is not possible.

Figure 39: Total Anaemia prevalence (<11g/dl) i8%months, Ethiopia, older camps
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Stunting:

» Little evaluation of the effect of the Anaemia stigy on stunting can be made in Ethiopia.
Age documentation is poor (use of manifests andratbn-reliable sources), therefore, the
little stunting data that is available should bieiipreted with caution.

* Only Shimelba and Mai-Aini show two reported daténgs; in both stunting has increased —
but this may be due to a number of reasons inofutifiea emergency context of 2011.

Figure 40:Stunting in 6-59 months, Ethiopia, older camps
50%

I Global stunting
------- High Stuntin

£ 40% & &

=

=

3

A

5 30% T

1]

(=]

S

= 20% T

=

18]

S

(=9

10% i l '

0%

COO‘\D!—IOOO“\D!—IOOO“\D!—IOOOWDHOOOWDHOOOWD!—IOOU\D!—I
oo A A4 00 A 4|00 A A0 0| Al 14|00 A A0 O A H| 0| O | -
NNNNNNNNNNNNNNNNNNNNNNNNNNNN
Fugnido Sherkole AwBarre Kebribeyah Sheder Shimelba Mai'aini

GAM:

* Only in Fugnido and Sherkole was GAM above thresiiot a ‘high’ public health problem
in 2010/ 2011, although results from Sherkolehanel to interpret due to a huge confidence
interval with the 2011 data.

* GAM has remained stable in Fugnido, AwBarre and Mai, the latter having very low
prevalence of GAM. Reductions in GAM have been mad&ebribeyah and Shimelba.

Figure 41: GAM in 6-59 months, Ethiopia, older
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Mean Haemoglobin in 6-59 months

» Unfortunately Mean Hb was not reported in nutrittumvey data before 2011. Encouragingly,
for the results available for the older camps, Mearns reported with 11.4 g/dl in Sherkole,
11.9 g/dl in Shimelba and 11.9 g/dl in Mai’Aini.

Age Categorisation, Ethiopia:

* Unfortunately no data is available from the nubritsurveys in the older camps that breaks
down the age categorisations of Anaemia into 6-88thrs and 24-59 months, nor into
severities.

Non-Pregnant Women

» Interestingly, the prevalence of anaemia in norgpaat women in the older camps in Ethiopia
is categorised as ‘low’ in all but one camp, Fugnid which it is a public health problem of
‘medium’ severity. These impressive results areragting in comparison to the 6-59 months
results.

* No significant decrease in the prevalence of Anagmnon-pregnant women was shown in
any of the older camps in Ethiopia over the coofdbe Anaemia Strategy.

Figure 42: Prevalence of Anaemia (<12/g/dl) in Nkmegnant Women, Ethiopia, older
camps
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V) Trend analysis of nutritional indicators — Dollo Ado camps

Baseline Data:

* Importantly, caution must be taken when interpreting the biological impact of the
anaemia strategy in Ethiopia due to the impact oftte Horn of Africa emergency in 2011

* Nevertheless, Dollo Ado has been included to show Anaemia Strategy activities,
including BSFP using CSB++, might influence nutrial indicators in an emergency
environment.

* To note, the BSFP of CSB++ for 6-24 months and Bréon 24-59 months was introduced
in January 2012 to Dollo Camps. The nutrition sysvef this year were conducted in March
2012 in Bogolmayo, Melkadida and Bur Amino andune 2012 in Kobe and Hilaweyn.
Therefore, CSB++ BSFP had been running for 2 moimthBogolmayo, Melkadida and Bur
Amino and for 5 months in Kobe and Hilaweyn whea thost recent surveys were
conducted.

Children 6-59 months

Total Anaemia trends (<11g/dl)
* In Dollo Ado, anaemia remains a public health peabbf high significance.
* No significant change in anaemia prevalence has sleewn since 2011 in camps other than
Melkadida, which shows overall lower levels of améeand a significant reduction between
2011/ and 2012.
» Total anaemia <10g/dl makes up around half of tleemia prevalence in these camps.

Figure 43: Total Anaemia prevalence (<11g/dl anfgfdl) in 6-59 months, Ethiopia, Dollo
Ado
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Stunting:
» In Dollo Ado, stunting has reduced significantlyBogolmayo and Kobe, and shows no

change in 2 other camps (2011-2012). The validitgge documentation is unknown.

Figure 44: Stunting in 6-59 months, Ethiopia, Dd\do
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GAM:

* Thankfully, in the camps of Dollo Ado, the nutritigituation with respect to GAM has been
greatly improved since 2011, although in all cafpemains a concerning ‘high’ level, and in
Melkadida, Hiloweyn and Buramino a ‘critical’ lewaith levels of 15.0%, 15.9% and 32.5%
respectively. This may be due to the poor conditibimcoming new arrivals.

Figure 45: Global Acute Malnutrition prevalencebi®9 months, Ethiopia, Dollo Ado
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Total Anaemia Trends (<11 and <10/dl) and severitgategorisation

Figure 46: Anaemia Severity in children 6-59 mon#thiopia, Dollo Ado
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Mean Haemoglobin in children 6-59 months
* No particular changes are shown in mean haemogfobithe Dollo Ado camps.

Figure 47: Mean Haemoglobin in 6-59 months Ethippiallo Ado
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Age Categorisation

Total Anaemia trends (<11g/dl, <10g/dl) in 6-23 an@4-59 months, Ethiopia, Dollo Ado
* The available data on anaemia prevalence is showheifigure below. Unfortunately,
‘trends’ cannot be analysed due to only two datatpo
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» As expected, anaemia <11g/dl is higher amongst &@3th children. In all camps the
prevalence of anaemia is well above threshold &6 4@vere public health problem.

* When considering only 24-59 month children, in weonps the prevalence of total anaemia
<11g/dl drops below the ‘high’ threshold into ‘medi’ — the other two camps are very near
the threshold also

* Improvements seem to be more substantial in thg92dhonths group than the younger age
group; all camps show a decreasing trend

» Looking at anaemia <10g/dI, again this seems tmbe= consistently reducing in the 24-59
months group. Anaemia <10g/dl is high in the youragge group, for example with 46% of
children 6-23 months in Hiloweyn having either m@de or severe anaemia in 2012.

* Note: prevalence is not weighted, and confidentarvals cannot be attained for the total
<10g/dl data without further analysis of the origirdatasets

Figure 48: Total Anaemia (<11g/dl) in 6-23 monthsl 24-59 months, Ethiopia, Dollo Ado
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Figure 49: Total Anaemia (<10g/dl) in 6-23 monthsl 24-59 months, Ethiopia, Dollo Ado
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Mean Haemoglobin in 6-23 and 24-59 months, Dollo Ad
Mean haemoglobin data is only available from niginisurveys for 2012 for 3 camf the age
categories 6-23 and 24-59 months. This data idasdalibelow:

Table 33: Mean Haemoglobin in 6-23 and 24-59 maqritisiopia, Dollo Ado

Mean haemoglobin data by age group

Camp Year 6-23 months 24-59 months
Bogelmayo 2012 [5.7gllgi_2§ri1/ic:1lj igl.i?;/fill?)max] 11.;5;;?;;;; noe
Melkadida 2012 [6.891/2:%::1': %fg?dDL.)max] 11-3}(:\;?;;;‘”99
Buramino 2012 [4.0;/?1.3?7/1?; (114.5009/?:1?.3nax] 10.3::\;?;;;; e

Total Anaemia in Non-Pregnant Women, Dollo Ado
* Inthe newer Dollo Ado camps, as might be expecademia is considerably higher, and data

from 2011 should be recognised as coming from agrgemcy situation. Nevertheless, some
impressive gains have been made since then, wgitlifiseint reductions in the camps between
2011 and 2012, particularly in Melkadida which basen anaemia reduce from 49.7% (41.4-
58.0) to 24.0% (18.6-30.1). All the newer campseothan Buramino now have anaemia
prevalence of a ‘medium’ public health problemBlwramino, the Anaemia prevalence
remains very high, at 48.3% (40.0-56.7).

Figure 50: Prevalence of Anaemia in Non-Pregnanméfm Ethiopia, Dollo Ado
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Mean Haemoglobin in Non-Pregnant Women, Dollo Ado

As can be seen from the graph below, despite #migg gains in anaemia prevalence, the
mean haemoglobin levels in Bogolmayo and Hilowesmehactually decreased since 2011.

Figure 51: Mean Haemoglobin in Non-Pregnant Wonkghiopia, Dollo Ado
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Summary

Implementation of the Anaemia Strategy was limltgdhe necessity to divert resources to
address the emergency unveiling in the newly foroadps in the Dollo Ado region. As such,
activities and monitoring in the more stable old@mps were de-prioritised from 2011.
Nevertheless, BSFPs for children and PLW have bs&blished in all camps, and small-
scale agriculture projects and capacity buildingenmportant achievements — alongside the
vital emergency response in Dollo Ado for which Amaa Strategy funds were used. BSFP
using CSB++ has been introduced in Dollo Ado, whsithe older camps are currently
continuing with Premix. Gaps do seem to exist ibljgthealth services across Ethiopia, such
as deworming (esp. Dollo Ado), malaria control (e8ipimelba and Mai’aini) and Vitamin A
supplementation (esp. Fugnido, Sherkole and Maj,aatthough detailed documentation is
lacking.

Camps other than Dollo Ado: Encouraging resultseperted from the older camps. Anaemia
is a ‘medium’ public health concern, lower thammany other countries in this review and
shows a declining trend in most camps. GAM has neeabstable or decreased; while stunting
data is too sparse or unreliable to analyse. Istieigly, anaemia in non-pregnant women is
considerably lower than in other country campssThay be in part due to the fact that it is
also the only country that does not have a nutgaptin the planned general ration for either
Iron or Vitamin A, and due to the stability of IBsd services in these camps. For Shimelba
and Mai-Aini the demographic make-up of the canfppgh( proportion of males) may also

play a role in this.

Dollo Ado camps: Results from Dollo Ado must bersedthin the context of an unfolding
emergency, with a number of systems being estaulials events unfurled. Nevertheless,
Anaemia Strategy funds were used in these campsftre it is important to review the
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evidence for any impact. Again, whilst results exeéemely encouraging for GAM with
considerable reductions made, anaemia has shdlercliange as yet in children, although
quite significant reductions are reported in noegmant women. In children, worryingly,
moderate and severe anaemia make up a considprablartion of the anaemia in these
camps. Anaemia in the older age group seems tedlanishg more, although Cls are not
available and therefore analysis was limited. Mgwviorward, now that stability is being
established in the Dollo Ado region, survey datt lvelp to understand the influence of
interventions such as BSFP using CSB++, on anaantianthropometric indicators.
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F) KENYA

I) Background and context

Kakuma refugee camp is located in the Turkanaidisin the north western region of Kenya. The
camp was established in 1992 to accommodate soudlan®se refugees fleeing civil war. The
demographics of Kakuma have changed consideraldy tbve last 10 years; due to large repatriation
of the Sudanese and resettlement of Somalis; Saefaljees are now in the majority. The United
Nations High Commission for Refugees (UNHCR) arel\ftorld Food Programme (WFP) have been
working together, in partnership, to ensure thatdfsecurity and essential services for the refugees
are adequately addressed. Interestingly, an ‘iatedrmodel’ has been adopted in Kakuma that
attempts to coordinate the various services suclpuddic health, nutrition and IYCF, to avoid
duplication of efforts and messages, and move anay vertical programming that was deemed
inefficient in terms of staff and resources.

The Dadaab refugee camps in North Eastern Prowihé&enya now comprise 5 camps (Hagadera,
Ifo, and Dagahaley which have been establisheadver 2 decades, and Ifo-2 and Kambioos which
were set up from 2011 onwards). The nutrition situnain Dadaab is more precarious but was
improving at the time the Anaemia Strategy wasomhiiced, with GAM dropping below the 15%

emergency threshold for the first time in seveesrg in 2008. The majority of the refugee poputatio

is largely dependent on the general food rationRiG#istributed by WFP as their source of food. A
number of IPs are in place in the camps, such ddKS®@hich introduced a Fresh Food Voucher
System in 2010.

Table 34: Key information, Kenya

Kenya Kakuma Sudanese, Somali, High prevalence IRC
Congolese
Somali Low prevalence MSF CH, IRC

Dadaab: Hagadera (Hag],
Ifo, Dagahaley (Dag)
camps.

To note, Ifo-2 and
Kambiopos are not
included in this review

The population in Dadaab has been steadily inangasier the past few years, with a major influx in
2011 during the crisis in the Horn region, as showthe figure below.

Anaemia Strategy Review 101|140




Figure 52: Total population in Kakuma and Dadaata®ps, 2008-2012
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Data on Malaria incidence from HIS

In Kakuma, as the figure below demonstrates, teeémce of malaria shows a considerable peak
around August 2011 and 2012. This may have affeetesl of anaemia during this time, as well as
the reported prevalence of anaemia in nutritionesys conducted in November of these years.
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Figure 53: Malaria incidence in Kakuma 2008-2012
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General food distribution

The daily ration is described below - to note, tisighe planned ration, not necessarily what was
distributed or received by the refugees. The foadkbt was enhanced in Dadaab in 2010 and in
Kakuma in October 2011 with the introduction of noyped CSB+.

Table 35: Quantities and food items distribute&akuma, November 20%41

Food Commodity Quantity (grams / person / day)
Maize 210
Wheat Flour 210
Pulses 60
Vegetable oll 35
CSB+ 40
Salt 5

Complementary foods were provided when availahle have not been introduced for a prolonged
period:
» Green grams were introduced but suspended in Dadaab

* Tuna was introduced twice and also green gramsakuka but neither have been available for a
while.

The Nutrient Gap

Analysis of the nutrient adequacy of the plannetkgal ration was performed using NutVal. This
reveals there to be a considerable gap in irocjwaland riboflavin in the general food ration.

64 Nutrition Survey 2011, Kakuma
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Table 36: NutVal analysis of the general rationteats, Kakum3

Energy Protein Fat Calcium Iron lodine VitA Thiamine Riboflavin| Niacin VitC

Requirements
provided by 102% | 130% |126%| 52% | 79% |211%(109%| 176% 67% |146%(157%
ration (%)

Acute malnutrition services

Services for treatment of MAM and SAM are in plabeDadaab, Integrated Management of Acute
Malnutrition (IMAM) has been adopted, which endeangoto ensure early diagnosis and treatment for
malnourished children through involvement of thenowunity in identification and management.

IT) Anaemia Strategy funding and management

Funding for the Anaemia Strateqy in Kenya

Funds requested in the country proposal were: UD2P,256 +265,000 for staffing (to be allocated
from both HC special fund and standard programnagét). Requested budget is given below:

Table 37: Requested budget per year per camp

Year Dadaab Kakuma Total
2008 573 284 191, 095 764,378
2009 1,756,452 785, 484 2,51,936
2010 1,667,207 755, 736 2,422,942
5,729,256
Total 3,996,943 1,332,315
+265,000 for staffing

Information on programme funding is not availaliet the amount allocated from the HC special
fund is shown below.

% Note: Lentils used for pulses and wheat flour whised in NutVal analysis
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Table 38: Allocated funds from High Commissionega@pl fund
Kenya — Allocated HC funds ($)

Funds allocated in 2009| Funds allocated in 2010 Funds allocated in 2011 Funds allocated in 2012

1,582,604 641,144 500,000 40,000

Anaemia strateqy management issues
» Dadaab was faced with an emergency situation i1 20th security issues and a

considerable influx due to food insecurity and faenin the region. Camp instability made it
difficult to provide high quality services and cajtg is said to have been extremely
stretched. A national consultant had been recruitéhdaab to support management using
Anaemia Strategy funds, which is likely to havepleel considerably. Thankfully also,
existing partners were in place in Dadaab duriregetmergency therefore capacity building of
new IPs was not an issue as was seen in, for egalpllo Ado, Ethiopia. Systems were in
place to support the influx.

IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance — Adgculture and Animal Husbandry

+ Small-scale agriculture projects have been quiteessful in Kakuma, but less so in Dadaab.

* In Kakuma, small-scale kitchen gardens, growinggaiegetable crops include spinach,
kale, cowpea, okra, tomatoes etc., have been upesttaough Anaemia Strategy funds. The
produce is generally used for personal consumplionhouseholds also frequently sell their
produce in order to further diversify their dietsboly non-food items. This helps to protect
the GFR from resale. In 2012, around 20% of housshtad kitchen gardens. This is mainly
households with at least one child of 6-59 moriths elderly, or those with special
nutritional needs. Whilst not without challengestsas funding availability for tools, seeds
and soils, and concerns of water point tap stamatsserve as breeding grounds for mosquito
parasites, generally kitchen gardens show encawgagbmise and efforts should be
continued to maintain them.

* In Dadaab, a number of local and management isaeast, unfortunately, that coverage of
MSGs dropped from 2,480 to 200 between 2008 an@.28%y challenges identified
included costly and labour intensive transport afenals to the camps and to block level,
lack of coordination and communication issues, \sater availability in Dadaab, amongst
others®

» Animal husbandry projects do not seem to have begnsuccessful in Kenyan camps. In
Dadaab a number of challenges were encountereld asugroiler chickens brought in for
production that were not suited to the hot climatsyfficient veterinary support and
vaccinations against diseases, lack of feed antkdpacontain the animals.

% See report ‘MSG consultation on multi-storey gasiim Kenya and Ethiopia’ by Dr.Wagah (2010)
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Use of Special Nutritional products in BSFP

Blanket SFPs were introduced in both Kakuma andaBbd These were a particularly important
initiative, as many other services such as de-wagrand Vitamin A supplementation were already in
place (see below), yet anaemia levels remained Bighopulation based MNP intervention was also
initiated in Kakuma in 2009 after an encouragingegtability study:

Table 39: MNP intervention, Kenya

BSFP and
Camp Nutritional Target Regimen Delivery Start date End date

Supplement
Programmes

1 sachet/ | Monthly with February

person / day GED 2009 June 2010

Kakuma MNP Population

This MNP intervention suffered major programmatialienges (see details below). More recently, in
Kakuma and Dadaab, BSFPs first with LNS Nutrib@®tand now with CSB++ were introduced with
the following protocol:

Table 40: Blanket SFP intervention implemented,\¥en

BSFP and
NUHOnNE! Target Regimen Delivery Start date  End date
Supplement
Programmes
Nutributter® | 6-23 months Daily Monthly Apr-11 Oct-11
Kakuma CSB++ 6-23 months | 6 kg/ month Monthly Nov-11 Ongoing
CSB+ PLW 1.61 kg/ Biweekly
biweekly
Nutributter® | 12-35 months Daily Monthly Nov-09 Jun-10
Dadaab | Nutributter® | 6-23 months Daily GMP twice monthly Dec-10 Aug-11
CSB++ 6-59 months | 6 kg/ month Monthly Sep-11 Ongoing

Experience of Implementing BSFP

MNP

The Kakuma MNP programme is generally recognisediadee been an unsuccessful attempt at
reducing micronutrient deficiency in the populatiam number of problems were identified in a
qualitative study exploring this experierf¢e€®

67 Kodish S, Rah J, Kraemer K, De Pee S, Gittelsol293Q) Understanding low usage of micronutrient pemid the
Kakuma Refugee Camp, Kenya: findings from a qualitastudy.Food and Nutrition Bulletin Vol 32(3) pp292-303
68 Ndemwa P, Klotz C, Mwaniki D, Sun K, Muniu E, Andang, Owigar J, Rah J, Kraemer K, Spiegel P,
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Summarising this report:

* The programme began with high uptake at distriloutib99% falling to an average of 45-
50% uptake of MNP.

* Programmatic and management failures meant satgtsand IEC were poorly conducted
and cultural barriers were not addressed. Commineigth workers were inadequately
trained and communicated inaccurate message. Ssom@eided inaccurate information at
distribution points.

* This led to a number of rumours propagating aboNEm

o Family planning due to recurring images of a sirgdigd and packaging that
resembled condoms and was offensive to Islam inlépéction of a ‘ghost’

0 Suspicion over the ingredient base e.g. meat, hhkalam

o Side effects attributed to MixMe™.

» Lastly, MixMe™ (due to a delayed launch) was initiated at tmeestime as a cohort study
involving blood drawing and anthropometric measuwsts; this led to distrust and
resentment about the use of refugees as resedy@ctsufor the development of MixMe™.

A key lesson learnt from this intervention is thgbrtance of IEC campaigns that have sufficient
coverage, intensity and cultural relevance wherlempnting MNP programmes. Dadaab did not
ever introduce MNP due to caution after the Kakaxgerience and shifting priorities during the
2011 emergency.

LNS

* Overall, it seems the LNS programme was implemerdkdively smoothly. Nutributter® was
accepted well although there were concerns oveinghaf the product. Challenges identified
included a 4 month pipeline breakdown in for Nuittbr® in 2011 in Dadaal.

+ CSB++ has also been accepted well, although ageiextent of sharing has not been explored.
Anecdotal accounts suggest this may be a problem.

Coverage data is not available for Nutributter@&akuma. In Dadaab, coverage was reportedly
>90% at any given tinf& No adherence data has been collected althougtyesaghets are collected
in Kakuma and follow ups made as necessary. Ngpéaioidity study was conducted although in
Kakuma some taste tests and cooking demonstréto@SB++ were conducted initially.

Malaria control
* Only in Kakuma is malaria a significant problem.tiihe support of the strategy, malaria
control activities have been up-scaled, includictjva case-finding, annual indoor mass
spraying campaign, distribution of mosquito netswidver, to note there was no IRS
conducted in 2012. All efforts must be made to icua these core activities.
* In Dadaab, household IRS is conducted 2x per yefaré the seasonal rains in April and
September.

Bloem M, De Pee S, Semba R (2011) Relationship c@vhdability of micronutrient powder with iron stet and
hemoglobin among women and children in the Kakunfadg&e Camp, Kenydood and Nutrition Bulletin. Vol 32 (3)
pp286-292

69 For full details on the Nutributter® interventiondaimpact see report by Style S, UCL (2013) Assersaifethe
effectiveness of Nutributter® distribution on anand stunting in refugee populations in Djibartd Kenya

70 See 60
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De-worming
* Bi-annual (6 monthly) mass de-worming campaignshaeen running in Dadaab and
Kakuma throughout the period of the Anaemia Stsategchildren 6-59 months.

* However by card or recall, de-worming coverage da#sseem to have improved since 2008.

Table 41: De-worming coverage in Kakuma and Daflaab

De-worming by card or recall

2008
Kakuma 93.1% 89.6% (85.0-94.2)
Dadaab - Hagadera 84.6% 81.7 (74.9-88.5)
Dadaab - Ifo 80.5 79.6 (71.6-87.6)
Dadaab - Dagahaley 84.4 77.1 (68.6-85.7)

» The incidence of intestinal worms has remainedixely stable and not particularly high,
around 10-50 cases / 1000 / month, with similaelein Dadaab and Kakuma.

Figure 54: Incidence of Intestinal Worms, Kakdma
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Vitamin A supplementation

* In Kakuma, Vitamin A supplementation is establisasda routine 6 monthly distribution. In
addition, children receive vitamin A supplementatihen enrolled in a feeding programme,
as do new arrivals. However, coverage of Vitamisufiplementation has actually decreased
since the start of the anaemia strategy, beingdaw2010 than in 2008 or 2009. Results in
2011 were not available as supply issues mear# thas no supplementation in November

2011 (instead it was conducted December 2011).
» In Dadaab, reported supplementation coverage naaimed stable.
* In neither camp has Vitamin A supplementation reddhe target of >90%.

" Source: Nutrition surveys 2008 and 2011. To netsylts are considerably lower by card alone).
72 Health Information System data
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Table 42: Vitamin A coverage, Kakuma and Dadaab

Vitamin A coverage by card or recall

2008
Kakuma 93.8% 2011 not available. 2010 = 76.6%
Dadaab - Hagadera 87.9 86.8 (82.1-91.5)
Dadaab - Ifo 86.5 85.5 (79.5-91.6)
Dadaab - Dagahaley 89.6 78.8 (69.5-88.2)

Iron supplementation in ANC

Routine screening of pregnant women and iron sapgiation is in place. As with many
countries, the acceptability of Iron and Folatgugstionable. No study has been implemented
to examine uptake at household level.

IV) Trend analysis of nutritional indicators - Kakuma®

Children 6-59 months

Total Anaemia trends (<11g/dD:

Baseline data for Kakuma is taken as 2008

Anaemia showed no change before the November 20¥&\s Importantly, it was in April
2011 that Nutributter® was introduced, suggesting had a major influence over anaemia in
the camp.

Similarly, mean haemoglobin showed a significactéase between the 2010 and 2011
nutrition surveys.

By 2012, total anaemia prevalence had dropped bewhreshold of ‘high’ public health
concern to become of medium concern.

Stunting:

GAM:

Stunting fluctuated over the course of the stratbgy remained below 30%, the threshold for
becoming of high concern. No significant changegehzeen reported since the Nutributter® /
CSB++ BSFPs.

GAM in 6-59 months showed a significant spike i®2®ut otherwise hovers below 10%

73 For further details on the Nutributter® intervemtiand biological trend data in Kakum and Dadaab Stgle
S, UCL (2013) Assessment of the effectiveness dfiblutter®® distribution on anaemia and stunting in
refugee populations in Djibouti and Kenya. Figuie@schildren 6-59 months have been adapted from thi

report.
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Figure 55: Global Acute Malnutrition (GAM), Stungimnd Total Anaemia prevalence in 6-59

months, Kakum4
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Figure 56: Mean Haemoglobin in 6-59 months, Kakuma
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Total Anaemia trends (<11 and <10 g/dl) and seveyitcategorisation

Total anaemia <10g/dl (severe and moderate anadang)reduced considerably over the
course of the strategy, as shown by the two fighetsw. Moderate anaemia has dropped
from 49.2% to 15.5% between 2008 and 2012, andesewvememia 8.3 to 0.2%.
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Figure 57: Total Anaemia (<11g/dl and <10g/dl) 6% months, Kakuma
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Figure 58: Anaemia Severity in children 6-59 months
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Age categorisation

- Similar patterns are shown between both ages 6e28hm and 24-59 months. Both show
insignificant changes in the first few years of sietegy, and then significant reductions
from 2011 onwards, the first survey after Nutribu® was introduced for 6-23 months.

- Anaemia <11g/dl results for the age group 24-59timoare particularly impressive, reducing
from 70.8% in 2008 to 25.5% in 2012. This is sugimg, considering the BSFP was only
introduced for the younger age group.

» Results for anaemia <10 g/dl are more align wittheather. It seems this level of anaemia

was extremely high in both age groups at the efatte anaemia strategy, and has markedly
fallen.
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Figure 59

: Trends in Total Anaemia (<11g/dl) in®ahd 24-59 months, Kakuma
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* Inages 6-23 and 24-59 months, mean haemoglohiedses significantly between 2010 and
2011/ 2012, during the period of Nutributter® mvention for 6-23 months. No significant
changes were reported in either age group prithiso Patterns of change are extremely
similar between each age group.

* Mean haemoglobin, as may be expected, is condistégher in children 6-23 months.
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Figure 61: Mean Haemoglobin in 6-23 months and 24”6nths
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* Anaemia in non-pregnant women has fluctuated cenafily. It shows a substantial increase
in 2010 (60.5%; 95% CI 54.6-66.5), before returrtim¢evels similar to 2008 / 2009 in 2011
(31.1%; 95% CI 24.6-36.6). The reason for this sfgknot known; no specific changes to

services were reported in this time.

* Mean haemoglobin was not reported in nutrition syswuntil 2011 (12.6g/dl; 95% CI 12.4-

12.7).

Figure 62: Trends in total anaemia <12g/dl in noagpant women, Kakuma
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V) Trend analysis of nutritional indicators — Dadaab

Children 6-59 months'®

Total Anaemia trends (<11 g/dD):

e Total anaemia in children showed no significantng&in the first year of the Anaemia
Strategy, but has significantly reduced betweerd20@l 2011 in all three camps, during the
period of the Nutributter® intervention.

GAM

* GAM remained relatively stable before increasing@il due to the emergency in the Horn
Region. Levels of GAM were high in all camps in 201

Stunting
» Stunting has shown little change in IFO and flutddan the other camps. Levels of stunting
are of medium concern in 2011.

Figure 63: Global Acute Malnutrition (GAM), Stungimand Total Anaemia prevalence in 6-59
months, Dadaab
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* The prevalence of anaemia <10g/dl has markedlycestlin Dadaab, as was shown in
Kakuma. Severity categories reveal that both madenad severe anaemia have shown
considerable reductions. Levels of mild anaemiahamained relatively stable.

S Note: Survey data from August 2008, August 2008gust 2010 and September 2011 is reported.
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Figure 64: Total Anaemia (<11g/dl and <10g/dl) 6% months, Dadaab
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Figure 65: Anaemia Severity Categories in 6-59 menbDadaab
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Mean Haemoglobin in 6-59 months

* As shown by the figure below, mean haemoglobiniha®ased significantly in all camps
since 2009, as might be expected from the prevalessults.
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Figure 66: Mean Haemoglobin in 6-59 months, Dadaab
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» Interestingly, as can be seen from the figuresvbepeater reductions in anaemia <10g/dl
and <11g/dl by age group 24-59 months. Anaemiaatéziuin 6-23 months shows a gentler
decline in Dagahaley and Ifo, and fluctuates in &thega — whilst in 24-59 months a sharp
reduction is shown.

Figure 67: Prevalence of Total Anaemia (<11qg/dB423 months and 24-59 months, Dadaab
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Figure 68: Prevalence of Total Anaemia (<10qg/dB423 months and 24-59 months, Dadaab
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* In all camps and both age groups, mean Haemoglasirincreased over the course of the
Anaemia Strategy, with more substantial improvemémnthe 24-59 month group.

Figure 69: Mean Haemoglobin in 6-23 and 24-59 mgniladaab
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Non-Pregnant Women
» Total anaemia prevalence (<12g/dl) in non-pregmanthen decreased significantly between
2010 and 2011 in all three camps. Before this,igiifecant changes were reported.
* Anaemia remains a ‘high’ public health problem,abd0% in all three camps.
* Mean haemoglobin was only reported in 2011; inyiigr in Ifo and Dagahaley Mean Hb
was below the threshold for anaemia (<12g/dl).
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Figure 70: Total anaemia trends (<12 g/dl) in noegpant women, Dada%b
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Table 43: Mean Haemoglobin in non-pregnant womedeab

Mean Haemoglobin (g/dl) (95% CI) in 2011

Hagadera 12.1 g/dL (11.9-12.4)
Dagahaley 11.8 g/dL (11.5-12.1)
Ifo 11.6 g/dL (11.3-12.0)

Summary:

* Increasing population particularly in Dadaab bsbah Kakuma. Malaria incidence
increasing in Kakuma, investigation is needed mtwe effective control activities for this.
GFD has a nutrient gap for Iron. Kakuma agriculfpregrammes have been relatively
successful despite challenges, however local issges success is limited in Dadaab.
Neither de-worming not vitamin A supplementationdnaeached targeted coverage levels,
and have even decreased. The MNP interventionpatigiion level was unsuccessful on
several counts, but BSFP using both Nutributter® @8B++ have been well accepted.

« Kakuma results: Anaemia in children has decreased since the INutar® intervention
started, but not beforehand. Severe and modera&raa have particularly decreased in both

76 Confidence intervals were not reported in nutritsomveys from 2008 /2009
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age groups (6-23 and 24-59 months). GAM remairadively stable below 10%. Stunting has
shown no change. Anaemia in non-pregnant womefilasated.

» Dadaab results Anaemia in children has reduced in Dadaab bet\2868 and 2011, which
coincides with the Nutributter® intervention. Sewvand moderate anaemia have particularly
reduced. GAM was stable but increased in 2011.tieghas fluctuated. Anaemia in non-
pregnant women has decreased significantly inasieylear of study.
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G) DJIBOUTI

I) Background and context

Ali Addeh refugee camp was established in the Ali&adistrict of Djibouti after the collapse of the
Siad Barre Somali government in 1991, to host résdleeing the civil war. It has since also offere
refuge to Ethiopian and Eritrean refugees. The cangituated in a remote semi-arid region prone to
drought and with poor livelihood opportunities. Toamp is administered by the Government of
Djibouti through the camp commander, under thesiction of the Ali Sabieh Commissioner and the
National Emergency and Disaster Relief OrganizatiéddHCR is responsible for the protection and
humanitarian assistance programmes in the campréfbgees in Ali Addeh are largely dependent
upon food aid; a monthly food ration is providedWY¥P in collaboration with UNHCR.

Table 44: Key information, Djibouti

Camps within

. Majority ethnicity Malaria IP for nutrition
review
Somali majority Endemic with
Djibouti Ali Addeh (96%), Ethiopian | seasonality March AMDA
and Eritrean and October

Data on shifting population from HIS

The population of Ali Addeh camp has increased tdue drought in the Horn of Africa region, but
this is not thought to have significantly influedcthe nutrition situation of the overall camp asyon
3.7 % of the new arrivals that arrived between dan2011 and January 2012 were children under
five; most newcomers were young single adults.

Figure 71: Total population in Ali Addeh camp,
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77 Health Information System data (to note, data atdyted to be collected for Ali Addeh in 2009)
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Data on Malaria incidence from HIS

Malaria incidence in children 6-59 months is nohagh as some camps such as Kakuma, Kenya, but
certainly at levels that are a concern and coufdritiute to anaemia prevalence in the camp. Spikes

are shown throughout the period of the Anaemiat&iya suggesting that malaria control activities
could be up-scaled.

Figure 72: Malaria incidence in Ali Addeh 2009-26"1.2
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General food distribution

The daily ration is described below - to note, thithe planned ration, not necessarily what was
distributed or received by the refugees.

Table 45: Quantities and food items distribute@0d1, Ali Addeh, Djibout?

Food Commodity Quantity (grams / person / day)

Wheat flour 400

WSB 50

Pulses (beans, lentils etc) 60
Vegetable oil 30
Sugar 20

Salt 5

From January to May 2011, canned tuna was provigledl refugees through the general distribution
as well as complementary food from UNHCR.

78 Health Information System data
9 Adapted from the Nutrition Survey Djibouti 2011
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The Nutrient Gap

The general food ration in 2011 meets the recomextrahergy intake but does not cover all the
nutritional needs. With particular relevance toena, the iron content is very low at 65%.

Table 46: NutVal analysis of the general rationteats, Djiboufi®

Energy Protein Fat Calcium Iron lodine VitA Thiamine Riboflavin| Niacin VitC

Requirements
provided by 102% | 136% | 99% | 66% | 65% |213%(106%| 107% 44% [160%|193%
ration (%)

Acute malnutrition services

* The 2009 JAM reports that nutritional services jmed in the camp have improved since
2007; community management of acute malnutriticenisuring the ‘rapid and successful’
rehabilitation of malnourished children and PLWeTBFP food consists of a WSB/oil/sugar
premix and is distributed once every 2 weeks witdditional canned tuna, tomato paste
and pulse for anaemic children and PLW.

» However, levels of acute malnutrition are alarmyrigigh, at 15% in 2012 suggesting that
detection and management could be further improved.

» Coverage of SFP and TFP for children aged 6-59 hsontth SAM or MAM is low (22.2%
(0-35.5) and 14.5% (6.2 - 21.8) respectively.

IT) Anaemia Strategy funding and management

Funding for the Anaemia Strateqy in Djibouti

Funds requested in country proposal (to be alloctten both HC special fund and standard
programme budget): USD $ 493,771 (for 2008 / 2009).

Table 47: Allocated funds from the High Commissiosgecial fund

Djibouti — Allocated HC funds ($)

Funds allocated in 2009| Funds allocated in 2010 Funds allocated in 2011 Funds allocated in 2012

139,711 100,000 150,000 120,000

8 Note: Nutval analysis using wheat flour, white aN&P specs for salt and vegetable oil
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Anaemia strategy management issues

Funding issues were reported with regards to pesoant of tools and supplies for Multi-
Storey Gardens; insufficient funding was availdblethis.

Human resources were a major barrier to initiallenmg@ntation of activities; the first
UNHCR Nutrition officer started in 2010. The higiriover of IP staff was also a challenge.

IIT) Anaemia Strategy activities

Diversification of Food and Reducing Reliance - Adculture and Animal Husbandry

Multi-storey gardening has been introduced in Adideh but key informant interview suggest
this activity was slow to get off the ground, andamt the targeted coverage (gardening to be
expanded by 100%) has not been achieved to date.

The extreme climate, lack of hydraulic infrastruetand water availability were a major
challenge to agricultural projects in this campNU2009). Given the poor water availability,
it is suggested that WASH become more involvedsm of water not suitable for human
consumption for small-scale agriculture (Nutritgurvey 2011). Other limitations include
insufficient provisions of tools and seeds, and glaints included seeds not being adapted to
the refugee tastes. Furthermore, most refugees fromeeither an urban setting or a
nomadic background and therefore lack agricultskdls. Nevertheless, the JAM 2009
reports that there was significant interest indéay new agricultural technologies such as
MSG.

Animal husbandry activities are in place but n@iniation has been gathered on their
coverage / scale. Limited pasture land has a grgstct on the livestock population. Key
informants, however, are keen to maintain and upgbé programme.

Unfortunately, possibilities for the introductiohather livelihood and food diversity
activities, such as fresh food voucher programisdanited by the lack of market in close
proximity to the camp.

Although there were discussions around introduaimignal livers, that are not eaten by the
host community, as a way to diversify the diet dwe to cold chain and transportation issues
from Djibouti city this initiative was not impleméesd.

Use of Special Nutritional products in BSFP

Table 48: Blanket SFP intervention implementedb®iiti

Nutritional

Supplement
Programmes

BSFP and Regimen Target Delivery Start date End date
mi'ﬁf;]s A Dec 2009 Aug 2010
Nutributter® 1 sachet / day GFD: 14 sache l
6-36 every 2 weeks|
June 2010
months
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6-59
months July 2010 Aug 2010
Nutributter® 1 sachet / day m60-r21t3hs Gelj/z;ylg jva(g:(es Jan 2012 Dec 2012

BSFP of complementary foods (tuna, haricot beadg@mato paste) were used when Nutributter®
was not implemented, until December 2011.

Experience of Implementing BSFP

Delays were experienced with Nutributter® procureine

An acceptability test was conducted amongst chil@&&3 months in 2009; Nutributter® was
accepted well amongst caregivers and childrendItke91%) but side effects were reported
including diarrhoea. This highlights the importainééEC on Nutributter® usage.
Sensitisation is said to have been conducted Impatoity for community outreach is
reportedly limited.

Other challenges identified included difficulti@splementing all the required outcome and
process indicators, as per the Operational Guidance

Monitoring is identified by key informants as amrarthat was not conducted very well and
could be considerably improved. No monitoring imfiation has been made available to the
review, although sachet counting of Nutributter® &@ome visits are said to have been
conducted. This information was not collated, eatdd or fed back to UNHCR HQ level.

Malaria control

Malaria control activities encountered some majallenges. LLIN distribution to
households was inadequate and subject to delaptenmentation of Indoor Residual
Spraying was also not possible (reason unconfirmed)

Only 64.1% (58.2-69.8) of refugees had nets in 204ily 50.7 (44.7- 56.8) owned at least
one LLIN.

De-worming

No de-worming coverage data is reported in Nutrisarvey reports.

De-worming was not in place in 2010, but activites now reportedly implemented in 6-59
months. No information is available as to the cager or whether de-worming has also been
introduced in children 2012, as was originally pregd.

Levels of intestinal worms as per HIS data areomby high, but have gradually increased
throughout the period of the anaemia strategy.
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Vitamin A supplementation is intended to be condddor children 6-59 months and
pregnant women, however coverage in 2011 was lowHibdren (66.0 % (56.0- 76.0 95% CI
by card or recall).

The Djibouti Anaemia Strategy proposal highlightiee high number of pregnant women
arriving in clinics already severely anaemic. Addiag anaemia in PLW was a major
objective of the country specific proposal.

Key informant interviews suggest that routine sillaece, treatment and management of
anaemia have improved considerably. Activitiesudel the upscaling of iron / iron folate
supplementation. Assessment with HemoCue™ asasgjeneral detection and treatment of
Anaemia amongst vulnerable groups is thought te maproved considerably over the
course of the strategy; however, no specific docuai®n is available.

Timely initiation of breastfeeding within one howas only 61.7% (54.2 -75.2) in 2011, and
18.4% (10.1 -26.7) of mothers did not exclusivalgdstfeed up to 6 months81. The lack of
continuous sensitization about IYCF practices fothmars, and a gap of follow up by health
medical nurses at birth is suggested to be couinigptio poor IYCF.

Communications and education to address tea congumg lacking in Ali Addeh;
consumption of tea amongst children under 6 mont2911 was 51.2% with milk and 3.5%
without. This may be having the adverse effecoefdring iron availability.

WASH: The 2009 JAM reports some water points not slétédy the drinking and prone to
mosquito and other pathogen infestation. Watertp@ire reportedly not managed or cleaned
adequately, and an inadequate water supply withvatér system is still in use. Refugees
have a limited number of latrines — in 2009 thiswdatrine per 17 individuafs.

81 Nutrition Survey Djibouti 2011
822009 JAM Dijibouti
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IV) Trend analysis of nutritional indicators

Children 6-59 months

Total Anaemia trends (<11g/dD):
» Baseline data for Ali Addeh is taken as the Decer2B88 nutrition survey.
» The prevalence of total anaemia reduced signifigdrgtween 2008 and 2010. Although
there was no significant change between 2011 ah@ @P2.4 95% CIl 38.5-46.4), the overall

prevalence dropped below the threshold of 40% tcalbegorised as a ‘medium’ public health
problem.

Stunting
e Stunting in Ali Addeh has shown no improvement a¥er course of the strategy. The
prevalence of stunting is concerning, ranging f@818% (95% CI 32.9-43.7) in 2008 to

42.9% (95% CI 37.5-43.7) in 2010 — above the tlolestor a ‘high’ public health concern
(30%).

GAM

*  GAM has remained above the 10% ‘high’ thresholdggerveyed year between 2008-
2011,with levels defined as ‘critical’ in 2010 (286; Cl 12.3-21.1) and 2011 (15.0%; CI
10.9-20.4).

Figure 73: Global Acute Malnutrition (GAM), Stungimnd Total Anaemia prevalence in 6-59
months, Djibouti
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Total Anaemia Trends (<11 and <10 g/dl) and sevesitcategorisation
* As shown below, a reduction in moderate and sexeaemia (total <10g/dl) is clearly
responsible for the reduction in total anaemia ¢¢#dl) between 2008 and 2010.

* Moderate anaemia has more than halved in Ali Adutveen 2008 and 2011, moving from
36.5% (30.7-41.2) to 16.0% (12.3-19.7).
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Figure 74: Total Anaemia (<11g/dl and <10g/dl) in 6-59 monthgbouti
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Figure 75: Anaemia Severity Categories in 6-59 months, Djibout
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Age Categorisation:

* Interestingly, anaemia prevalence in both age gralgereases between 2008 and 2010,
despite the BSFP Nutributter® at this time beinty dor 6-23 months children. During the
period in which children 24-59 months are includealfurther reduction is shown.

* As expected the prevalence of anaemia in childf28 onths is higher in both <10g/dI
(moderate and severe) and <11 g/dl (mild, modenatiesevere) categories, than in children
24-59 months

» The prevalence of anaemia in children aged 24-58tinsccrossed the threshold into a
‘medium’ public health problem, whilst the prevaterin 6-23 months did not

» Both age categories 6-23 months and 24-59 mondm s have responded in parallel to the
anaemia strategy; there is little differentiatiaiveeen the relative improvements

» Similarly, mean haemoglobin concentration has a®ee in Ali Addeh, with a similar pattern
of improvement in 6-23 months and 24-59 monthseX¥sected, mean haemoglobin
concentration is higher in children 24-59 months.

Figure 76: Prevalence of Total Anaemia (<11g/dB423 and 24-59 months, Djibouti
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Figure 77: Prevalence of Total Anaemia (<10qg/dB4i23 and 24-59 months, Djibouti
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Figure 78: Mean Haemoglobin in children 6-59, 6a28 24-59 months, Djibouti
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Non-Pregnant Women
» As shown in the figure below, prevalence of totsemia (<12g/dl) amongst non-pregnant
women significantly reduced in Ali Addeh betwee®2F44.5%; ClI 37.6-50) and 2011
(27.2%; Cl 22.7-31.7)
» However no significant reduction was shown in tingt ffear of the strategy

* Mean haemoglobin has also increased between 2@D80dri from 12.0 (SD 1.6) to 12.7g/dI
(C112.5-12.9%)

Figure 79: Prevalence of Anaemia (<12g/dl) in Neaghant Women, Djibouti
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Figure 80: Mean Haemoglobin in Non-Pregnant Worigiouti®®
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Summary

In Djibouti, the Anaemia Strategy has not been eanmnted to full effect. A BSFP using
Nutributter® has been introduced (with a breakexs@perational Guidance
recommendations). However, public health activitesh as malaria control, de-worming and
vitamin A supplementation do not seem to have laeleguately implemented, monitored or
show poor coverage respectively.

Anaemia has reduced amongst children 6-59 monties $he Nutributter® intervention,
which is driven primarily by a reduction in sevared moderate anaemia. Similar patterns of
reduction are shown in both 6-23 months and 24-68ths age groups — despite the
Nutributter® only being targeted to children 6-28nths during the period of anaemia
reduction (2008 / 2010). Mean haemoglobin alsogased in both groups during this time.
Levels of GAM and stunting have not changed andatk high. Anaemia has also shown
encouraging reductions in hon-pregnhant women.

Anaemia prevalence could be further improved thincagdressing the food basket which
contains inadequate levels of iron in the food baglkeinforcing basic public health activities
(malaria, de-worming, vitamin A supplementatiomyd @addressing poor IYCF practises.
Whilst detection and treatment, at least amongsh@roseems to have improved,
opportunities within prevention still need to belexksed.

8 Confidence intervals not reported in 2010 / 2011
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CHAPTER 5: SUMMARY OF CHANGES IN ANAEMIA

PREVALENCE

Table 49: Summary of Anaemia Prevalence in Chilé&9® months (all countries in the review)

Anaemia Prevalence (<11g/dl) in Children 6-59 month

Country 2008 2009 2010 2011

2012

Significant

reduction
during first

two years of

strategy

Significant
reduction
baseline to
latest
survey

Oct

Kenya — camps

Kakuma

34.4

28.9% (23.2 36.1% (30.4{ 29.8% (26.9-
Bangladesh 34.7) 41.8) 32.8) Yes Yes
35.9% (32.0 26.1% (22.5 :
Nepal 40.0) 29.9) No P<0.05 in 2011
Yemen - Kharaz No No
camp
vemen - Kharaz N/S N/S No No
villages
: Results
Algeria N/S Pending n/a No
38.7
Djibouti (34.5-42.9) N/A n/a P<0.05

Dadaab -
Dagahaley

Dadaab -
Hagadera

Dadaab - Ifo

Ethiopia — camps

2009 2010

Anaemia Strategy Review

(29.0-39.8) No P<0.05
Nov
N/A No P<0.05
N/A No P<0.05
N/A No P<0.05

Significant

reduction
during first
two years of

strategy

Significant
reduction
baseline to
latest
survey
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Table 50: Anaemia Prevalence in Non-Pregnant Womtdénountries in the review

Anaemia (<12g/dl) Prevalence in Non-Pregnant Women

Significant
reduction
Country 2008 2009 during first
two years of
strategy

Significant
reduction
baseline to

latest survey

vYemen - N/S N/S N/A N/A
Kharaz camp
Yemen = N/S N/S N/A NIA
Kharaz villages
Algeria No survey N/S N/S No Resu]ts
pending
26.7% 22.1% No
Bangladesh N/A N/A N/A (22.7-307) | (18.8-25.4) No
Nepal N/A N/A N/A N/A N/A e
- : 37.9 (33.3- | 27.2 (22.7-
Djibouti 42.8) 31.7) N/A N/A Yes
Kenya — camps
30.9 34.4 (31.0- 31.1 (24.6- 25.8
Kakuma No No
u Aug 38.0) 36.6) (19.532.0)
Dadaab —
Dagahaley N/A No N/A .
(no Cls or desig
Dadaab — N/A NoO effect to
Hagadera calculate
significance to
Dadaab — N/A No baseline data)

Ifo

Ethiopia — camps

25.5%
i 0,
Fugnido N/A 27.6% (24.0-27.0) N/A N/S N/A N/A
Sherkole N/S N/S N/S N/A N/A
AwBarre N/A N/S N/A N/A
Kebribeyah N/A N/S N/A N/A
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CHAPTER 6: ANALYSIS AND INTERPRETATION OF THE
FINDINGS

Anaemia:

Several countries / camps over the course of theegly have reduced their anaemia
prevalence levels from a ‘high’ to ‘medium’ publiealth problem (Bangladesh, Ali Addeh,
Kakuma, Nepal (although in Nepal anaemia increaggéh in 2012).

Significant reductions were shown within the fiystar of the Anaemia Strategy (2008/2009)
in only Bangladesh and Shimelba, Ethiopia. Shimelaa running a BSFP of Premix for 6-
23 months, and Bangladesh the MNP programme f& @é@nths.

The results from Bangladesh show an overall deeceasanaemia between baseline and
2012, albeit with a substantial spike in anaemiadh0. This is thought to be due to adverse
beneficiary reactions to MNP being reinstated aitésur month product switch to
Plumpy’doz™ in 2009. The MNP intervention may batcibbuting to a reduction in anaemia,
although compliance levels are poor. In additiohligthealth activities such as de-worming
and vitamin A supplementation also showed considerianprovements. Population based
strategies seem to have been less successful gidgiash.

In Nepal, no significant change in anaemia in 6¥isthths was shown from 2008 up to 2010,
but in 2011 a significant reduction was shown comgdo baseline and the previous year's
results. However, the preliminary results from 28Lggest anaemia has once again risen.
The resettlement programme is thought to have hadjar effect on services and in addition
the demographic / socioeconomic profile of remamefugees may be influencing results.
Interestingly, although an MNP intervention wasrgkplace in Nepal in 2011 when a
particular drop in anaemia was noted, the survey @ports a significant increase in the
amount of iron rich foods (meat, eggs) consumedpaoed to the previous nutrition survey
of 2010. Compliance is thought to be poor with MiNRepal.

In Yemen, between the second and third year otifa¢egy, anaemia prevalence decreased
significantly, albeit remaining at an extremelytigvel. The Blanket SFP of Premix for 6-59
months may have contributed, although it had oelrbin action for a month or so. A
complementary tuna fish intervention may have hkdped to address anaemia. Interesting
explorations into the link between malaria and aniaéhave been made in Yemen, which
hesitantly suggest malaria to be of lesser infleghan might have been expected in this
endemic region. Nevertheless, further coordinabietween the MoH is recommended to
improve malaria control activities.

In Djibouti, Dadaab and Kakuma, a significant difflece in anaemia prevalence in 6-59
months was shown that coincided with the Nutrib@tBSFP. Small-scale agriculture has
been successful in Kakuma and may be improvingtimurtal outcomes alongside relatively
strong public health activities.
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In Ethiopia, results from the older camps show #retemia is a ‘medium’ public health
concern, lower than in many other countries in teigew. A BSFP of Premix and small-
scale agriculture in three camps may be controliimgemia. Anaemia has shown little
change in Dollo Ado as yet; CSB++ BSFP has onlgmég been introduced.

Data from the 2012 survey in Algeria is currenthnding and no conclusions can be drawn
until this is released. Preliminary analysis ddesyever, suggest a reduction in anaemia.

Stunting:

GAM:

In Nepal, in the first few years of the AnaemiaaBtgy (including the MNP intervention), the
prevalence of stunting showed a steady decreagefisant from 2007-2010. This is
interesting, particularly because age documentagiextremely reliable in Nepal. Additional
encouraging evidence comes from Bangladesh, whstshown a decreasing trend in
stunting, which is significant between 2008 and2(dut not before then). However, stunting
is still extremely high here. This is suggestivattiNP, given that it was introduced in both
these settings, may have contributed in some wéwgear growth, but that these effects need
several years to manifest.

Stunting has shown some reductions in Dadaabjtbatdhange in stunting has been shown
in Kakuma, Ali-Addeh or Yemen. In Ethiopia venytli nutrition data is available on stunting
in the older camps (one time point only for mostpa) which is likely to be due to
unreliable documentation of age (use of manifesfs 8tunting is still very high in countries
such as Djibouti.

In Asia, both Bangladesh and Nepal saw spike in GABRhe first year of the Anaemia
Strategy (2008 in Nepal and 2009 in BangladeshBangladesh levels have continued to be
‘high / critical’ (10%+), whilst in Nepal has stéibed at a ‘medium level’ (5-9%). These high
levels of GAM may be reflective of changes to f@edurity or disease prevalence that may
in turn have affected anaemia.

The high prevalence of GAM experienced in the HufrAfrica region during the emergency
of 2011 is also important context to these resiitthe Dollo Ado region, BSFPs of CSB++
for 6-23 and Premix for 24-59 months may have douted to considerable reductions in
GAM in 6-59 months between 2011 and 2012.

Severity differentiation of anaemia

One core objective of this piece was to evaluateatiailable evidence on the severities of anaemia,
considering total <11g/dl vs. total<10g/dl, to ursdand the impact of the Anaemia Strategy both on
total anaemia and more functional forms of anaemia.

Key findings:

The Anaemia Strategy appears to have reduced, in gicular, the prevalence of severe
and moderate anaemia amongst children 6-59 monthe these refugee settings. Mild
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anaemia has remained relatively stable. This is ndb say there is no effect on mild
anaemia, as it is likely that those within the ‘sesre’ and ‘moderate’ categories are
moving into the ‘mild’ bracket, and some within themild bracket are moving out to
normal — hence mild is staying relatively stable.

0 This has been suggested, to varying degrees in iYejibouti, Kenya, and
Bangladesh.

o In Djibouti and Kenya, a reduction in moderate aadere anaemia accounts for the
majority reduction in overall anaemia prevalencerdie course of the strategy —
mild anaemia remained relatively unchanged betv2€ch5%.

o In Bangladesh, when comparing between baselin@@d8d and 2012, we see that
despite very similar levels of mild anaemia, ta@ahemia <11g/dl is now
significantly reduced — due entirely to a signifiteeduction in moderate and severe
anaemia. At baseline the composition of anaemiamilas24%, moderate 23%,
severe 2%, and in the first year (2009) the contipmschanged to mild 20%,
moderate 9%, severe 1%.

0 InYemen, in Kharaz camp both moderate and severenaia dropped substantially
between 2009 and 2010 whilst mild anaemia stayeddime (28%, 26%). In the
villages no significant change was shown.

o No data is available for Algeria or Ethiopia to pap this argument. In Ethiopia
severity was not reported in the older camps.

» ltis posited that countries with a higher proportion of severe and moderate anaemia at
baseline are likely to show greater effect than caries with a higher proportion of mild
anaemia at baseline.

0 The results from Kenya and Djibouti are particylanhpressive which may be due in
part to the original distribution of anaemia setyeait the start of the strategy — that is,
severe and moderate anaemia made up of a greaparfion of total anaemia.

o0 In Kakuma, for example, the proportion of modeatd severe anaemia in 2008
(nearly 8% severe, 50% moderate anaemia and 20&p wals much higher
compared to other settings such as Nepal in 2008wgtarted with more mild than
moderate (0% severe, 19% moderate, 24% mild). lareeadhering to the finding
above that severe and moderate anaemia are parycatidressed by anaemia
control activities, this may help to explain why tfesults from Nepal, for example,
are less impressive than those from the Horn region

* Mild anaemia hovers at around 20-30% prevalence iseveral countries

0 In Djibouti, Kakuma and Dadaab, prevalence of miéemia is consistent around
20-25%.

0 In settings of overall higher anaemia, prevaleecel$ towards 20-30% (Dollo Ado,
Yemen).

o Only at a very few points does any country droptel 8% mild (Nepal 2011,
Kutupalong camp 2008, 2009, Kakuma 2008, 2012).S¢tverity differentiation is
not known for Ethiopian older camps.

0 Bangladesh supports this to an extent; other th&®10 when there was a sharp
increase in mild anaemia, levels of mild anaemgacansistent around 20-27% across
both camps (although always slightly higher in Naayra than Kutupalong).
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o0 This level of mild anaemia could represent a pHggiocal baseline for these
populations and may be unlikely to drop much lorrithermore, we might expect
diminishing returns once the proportion of anaeiigomposed moreover of mild
anaemia. For example, in Bangladesh in 2012, tiaéanaemia (30%) is made up of
0% severe, 5% moderate, and 25% mild. With sevdiifgrentiation such as this, it
will be interesting to see whether improvementsibégtrail off.

Age categorisation: 6-23 / 24-59 months

Another of the objectives of this piece of work wasevaluate the available evidence on anaemia
prevalence (total <11g/dl and <10g/dl) and Meanm@obin in children aged 6-59 months, 6-23
months and 24-59 months.

Key findings: Age cateqorisation and total anaemia11qg/d|

* The main finding, as expected, is that anaemia prelence (total <11g/dl) is much higher
and mean haemoglobin much lower in 6-23 months tha?4-59 months, in all countries.

0 This can be interpreted in various ways, howeverth@ one hand, this may reflect
the natural changes in haemoglobin compositioncandentration during growth. On
the other hand, it might also reflect the heightewgnerability that younger children
have to anaemia. Iron requirements are the hidiedateen 6-12 months of life. Due
to an overall increase in the volume of blood dyitims time, the concentration of
Haemoglobin in the blood is naturally lower.

» Secondly, the 24-59 months age group drops belowetd0% threshold into the ‘medium’
public health category in a number of countries, whreas the 6-23 months age group
consistently remains above the threshold.

o In Kakuma, Dadaab (Dagahaley and Hagadera), Dallo (Melkadida and Kobe)
and Djibouti, the age group 24-59 months have dedgygelow or are touching the
40% threshold, whilst the 6-23 months group rencaimsiderably above.

0 In Nepal, 24-59 months started and remained bebewttireshold, whilst 6-23 months
is always above the threshold.

0 In Bangladesh, the 6-23 months group results tetié¢ between 40-70%, whereas
the 24-59 months group tends to lie below the 40&krfwith a couple of
exceptions).

0 Therefore, despite some impressive reductionsarbtd3 months age group (for
example in Kakuma where prevalence drops from at@0%6 to 50%) anaemia is
still classified as ‘high’. It seems a consideratialgk for this group to drop within a
‘mediun’, let alone a ‘low’ public health problem.

» Thirdly, the analysis suggests, albeit hesitantlythat 24-59 months may be more
susceptible to intervention, showing the most impissive reductions in anaemia
prevalence.

0 In Djibouti, Dadaab (DAG and HAG) and Bangladeguuctions in total anaemia in
the 6-59 months age group are driven primarilydmjuctions in the 24-59 months
group (although in Bangladesh reductions in tret fiear are equally significant in
both age groups).
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o0 In Dadaab, whilst the BSFP results for 6-23 momthse non-significant overall,
results for 24-59 months show a steep reducingl treparticularly between 2009 and
2011 in all three camps, when Nutributter® wasadtrced.

o In Kakuma, both age groups show similar trendsspite interestingly 6-23 months
being the only group to receive a BSFP of Nutrigm®/ CSB++. This suggests that
activities outside of the BSFP are supporting tkleroage group.

0 Trends cannot be shown in either Ethiopia or Yeth#mnto lack of data. However,
the results are suggestive of a more consisteettafi 24-59 months in Dollo Ado
and Kharaz camp. In Nepal, no significant changi@vn before 2011 in either
group. No data is yet available for Algeria to agdrthis question.

Table 51: Anaemia prevalence in 6-23 and 24-59 hsomi selected camps

Country Age group 2008 2009 2010 2011 2012
Bangladesh | 6-23 58.1 36.8 63.6 42.4 56.0
24-59 43.2 245 43.7 33.3 21.0
Djibouti 6-23 78.6 N/S 59.6 55.6 N/S
24-59 61.1 N/S 35.0 30.3 N/S
Kakuma 6-23 77.9 87.1 80.3 57.3 49.2
24-59 70.8 67.8 66.4 36.5 25.5
Dadaab 6-23 74.6 75.7 72.1 62.8 72.0
24-59 70.9 74.4 58.8 40.3 45.0

* With regards to mean haemoglobin, there is no diffential response by age group.

o In Bangladesh and Kakuma, more impressive andfgignt increases in mean
haemoglobin are shown in 24-59 months. In Yemesuylte are mixed depending on
camp or villages, but the 24-59 months age groughisraz camp shows the most
striking increase.

o0 In Nepal, only the 6-23 months age group showgpmifsiant increase. Mean Hb data
is lacking from Ethiopia, and no difference is seetween age group in Djibouti.

Key findings: Age cateqorisation and anaemia <10g/d

* Prevalence of moderate / severe anaemia, particulgramongst 24-59 months children,
can reach to extremely low levels which suggestsreent targets are achievable.
0 Prevalence of anaemia <10g/dl in the 24-59 montbgreaches 2.6% in
Bangladesh both camps in 2012, 4.0% in Nepal i1 20 10% in Kakuma in 2012.
0 In Dadaab, Dollo Ado and Yemen, anaemia <10g/dliced to less than 40% for 24-
59 months over the period of the Anaemia Stratbgt/never below 10%.
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(0]

The results from Bangladesh are extremely intargsti this respect; whilst total
anaemia <11g/dl fluctuates considerably, total amae10g/dl reduces in both 6-23
months and 24-59 months and then begins to tfadoprevalence reaches around
10%. The two graphs tell very different storiesgygesting not only diminishing gains
when moderate / severe anaemia is low, but als@dstnating the influence that
fluctuations in mild anaemia can have over suresylts.

Figure 81: Comparison of Anaemia <11g/dl and <10pidage categories, Bangladesh
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Key findings:

* Overall, analysis of the impact of the Anaemia Stri@gy on non-pregnant women is
encouraging, although data is more sparse than farhildren.

(0]

It is important to consider how anaemia in nhon-peeg women has shifted over the
course of the Anaemia Strategy; as this is indreatiot of any specific BSFP but due
to population based improvements in health seryitmsd security, micronutrient
availability and so on.

Significant reductions in Anaemia have been shomaorgst non-pregnant women in
Djibouti (2008/2011), Ethiopia Dollo Ado (2011/2012nd in all three Dadaab camps
(2010/2011). In Djibouti, anaemia shifted from aghi to ‘medium’ public health
concern. In Dollo Ado, encouragingly in all fournggs (Bogolmayo, Melkadida,
Hiloweyn and Kobe), anaemia not only dropped bedloev40% threshold in one year
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but reduced to between 20-30%, reflecting a muchenstable nutrition situation.
This is despite ongoing influx and services stilearly stages of establishment.

o On the other hand, in Dadaab, despite significadtictions, prevalence in all three
camps is still above 40% threshold. In Kakuma &esph anaemia was reported
before returning to levels akin to 2009.

o Data from Asia is lacking. In Bangladesh data waly collected between 2011 and
2012 — no change is shown in this time. In Nepatacdn Anaemia prevalence in
non-pregnant women was collected only in 2007 ad@92No significant change
was shown between these years.

» Interestingly, in Ethiopia in the older camps, anamia prevalence amongst non-pregnant
women is remarkably low.
0 Anaemia is <20% in nearly all camps (exception kg although no further
reductions are shown were shown over the Anaemidegly period. This may be due
to population based interventions and greaterl#tahiithin camps.

» These significant reductions, the variety betweerndw’, ‘medium’, ‘high’ prevalence and
crossing of thresholds suggests that targets for ngpregnant women may be more
achievable

o Comparatively, not a single nutrition survey ove tourse of the Anaemia Strategy,
in any country, has reached a ‘low’ level in chilidr6-59 months — suggesting either
that the current targets are too ambitious, ordhaemia in this vulnerable group,
despite efforts, has not been adequately addressed.
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CHAPTER 7: DISCUSSION AND CONCLUSIONS

This chapter draws together the main conclusioas tiave emerged from the Anaemia Strategy
review. Recommendations for the updated strate@@18 are available at the start of the review.

The Anaemia Strateqy document

The Anaemia Strategy was an influential documeat throught this condition, previously little
discussed, to the centre-stage of nutrition progmang in refugee settings. Anaemia now seems to
have been mainstreamed in a way that might not lees possible without initial funding and
strategy focus. Through raising the profile of an&e a spotlight has also been placed on
micronutrient deficiencies.

The multi-sectoral approach of the strategy is wamed to be correct and important, given the multi
dimensional causes of anaemia. No major changeseammmended to the concepts within the
strategy document, but further efforts are needebetter meet the original objectives. Developing
integration and consistency between the various ORkHtrategic plans may be one way to ensure
original objectives are better met. Within the doeumt, there is opportunity to better align actiand
activities, to ensure greater clarity.

Figure 82: Proposed positioning of the revised AmacStrategy in relation of other Strategic Plans*

Strategic Plan for
Nutrition and
Food Security
2008-2012
Strategic Plan for
Water and
Sanitation 2008-
2012

Strategic Plan for
Malaria Control
2008-2012

Integrated
Strategyto
address
Anaemia and
Micronutrient
Malnutrition

*The Strategic Plans are, in turn, informed by ti¢HCR Global Strategic Objectives

Prevention of anaemia

The Anaemia Strategy has promoted a shift in enipliawardspreventionof Anaemia, through a
number of activities such as blanket SFPs and ssnalk agriculture projects. At a population level,
however, the diversity of food has changed little.

a) Increasing the diversity of food and reducing réance
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Small-scale agriculture activities including MSGeldackyard gardens were introduced in all camps
over the course of the strategy, but their suceesshighly variable and dependent on a number of
factors, as illustrated below. Small-scale agricéltprojects not only help to diversify the diet bhte
empowering for refugees. However, these costlyativies need careful consideration and planning,
to determine their suitability to the setting amdw@re sufficient support is in place.

Table 52: Factors affecting success of small-saateulture projects in camps

Local / environmental / cultural Logistical / managerial

> Water availability (Horn region, esp. Ethiopia)

> Lack of space (esp. Bangladesh)

> Poor soil quality / suitability

» Seeds not adapted to cultural tastes (Djibouti)

* Unable to procure good quality, unexpired seeds,
(Ethiopia)

- Lack of agricultural knowledge or enthusiasm
amongst urban or Pastoralist communities (Somali
primarily)

- Lack of knowledge sharing between refugees
(Algeria)

» Lack of support and capacity, limited staff to
manage (esp. Algeria)

e Lack of availability or resources for tools, seeds

and soil (Algeria, Kakuma)

Inconsistent or unreliable funding prohibited the

necessary regular replenishment of the gardens

Costly and labour intensive transport of matetia

remote camps / block level (Dadaab)

* Lack of communication between IPs (Dadaab)

Unfortunately, animal husbandry seems to have bees successful than small-scale agriculture
projects. Again, lack of veterinary support, feadd shelter have all been implicated as limiting
factors that could be better addressed through mteesive support.

b) Increasing the micronutrient content of food

The proposal of 2008 was framed as a ‘transitipnaposal’ until such a time that all micronutrients
can be provided through a more diversified dietfddnnately, this has not been realised to any
significant degree. Despite responsibilities oetinunder the MoU for UNHCR to provide
complementary foods, these do not seem to havdarbgprovided due to major challenges in
delivery. In addition, despite fortified blendeabfls (CSB+) having been introduced in most of the
general food rations in this review (exception Yah¢he micronutrient content of these food rations
is often lacking iron, vitamin A and vitamin B12nangst others. The inadequate availability of iron
is described in the table below. This is likelylte contributing to long-term depletion of iron and
micronutrient stores.

Table 53: Iron requirements provided in the genertibn - analysis by NutVal across countries

Bangladesh Nepal Algeria Yemen Djibouti Dadaan
Kenya
Iron
requirements 60% 58% 63% 5006 65% 0%
provided by

ration (%)
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Greater responsibility needs to be taken by WFh siipport from UNHCR, to ensure that these
micronutrient requirements are met. Opportunitied aptions for fortification of the general ration
staples grain needs to be explored and developpdrasf a sustainable and cost-effective approach
to controlling micronutrient malnutrition. The reténterest expressed by GAIN in being involved in
initiatives in this area is encouraging.

Moving forward, a number of key informants requdstlat voucher programmes be trialled or
introduced on a more permanent basis and thesebmay valuable approach in certain settings.
Livelihood activities have not been explored in a®ail in this review, being more aligned to the
UNHCR ‘Nutrition and Food Security Strategic Plamh some countries such as Bangladesh,
livelihood activities are clearly difficult to iraduce in camps due to political sensitivities, thers
there may be greater opportunity.

c) Blanket SFP — special nutritional products

Micronutrient powder

Over the course of the strategy five countries (Baaesh, Nepal, Kakuma, Algeria and Yemen)
introduced MNP interventions. Tentative suggestiagdo the value of MNP can start to be made,
although clearly a number of factors are colledyivimfluencing anaemia prevalence. The John
Hopkins / KLMRI study from Kakuma showed MNP to iiesuccessftf, but due to a wide range of
programmatic challenges that have largely beeneaddd through the Operational Guidance manual.
Results from Nepal are mixed, showing no significgffect on anaemia in the first three years of the
intervention, but a significant effect on stuntirResults from Bangladesh are problematic due to a
period of product switch in the middle of the MNRervention, but did show an encouraging
reduction in the first year of the programme antsi2010, as well as a substantial and continued
reduction in moderate and severe anaemia since. 2aD8esults are available yet from Algeria and
Yemen.

Lack of adherence is clearly a major obstacle toPMi¥ogramme delivery. Considerable investment
is needed to deliver MNP programmes with the neggsEEC and monitoring. Although initial
acceptability tests were encouraging, long termeeaitice is not demonstrated. Data from Nepal
shows that changes in food taste and colour mayroatien MNP is added to food and may
discourage adherence. In addition, MNP does ngih alith certain cultural feeding practises.
Therefore, although thefficacyof MNP has been demonstrated on moderate anaarotaililren 6-

24 months in published RCTs / meta-anafysf§ reliable evidence of theffectivenessf MNP in
refugee contexts is still lacking.

Lipid Nutrient Supplement
Blanket SFPs using LNS (Nutributter®) have beerroificed in Kenya and Djibouti with
encouraging results for anaemia. The impact of LiN®\Igeria has yet to be analysed. LNS has

84 Ndemwa P, Klotz C, Mwaniki D, Sun K, Muniu E, Aarjo P, Owigar J, Rah J, Kraemer K, Spiegel P,

Bloem M, De Pee S, Semba R (2011) Relationship o@vhdability of micronutrient powder with iron stet and
hemoglobin among women and children in the Kakunfadg&e Camp, Kenydood and Nutrition Bulletin. Vol 32 (3)
pp286-292

85 Zlotkin SH, Schauer C, Christofi des A, Shari&ff Tondeur MC, et al. (2005) Micronutrient Sprinktescontrol
childhood anaemia&LoS Med Vol 2(1): el. doi:10.1371/journal.pmed.0020001

86 Dewey K, Yang Z, Boy E (2007) Systematic reviewd aneta-analysis of home fortification of complertaep foods.
Matern Child Nutr . Vol 5 pp283—-321

Anaemia Strategy Review 145|140




shown effectiveness in reducing anaemia and syintiprevious trials in Algeria with High Nutrient
Density Spread ®® For Nutributter® details see complementary repgrs.Style, UCL / ENN.

In terms of programme management, one aspectabaires further exploration is the usage of LNS.
Consumption of LNS by individuals outside of theg&t audience has been little documented in any
systematic way, but anecdotal accounts of thisianeerous. The photograph below shows an
example.

Figure 83: Older Child consuming Nutributter® sadhaefugee camp in Djibouti

Source: Ismail Arte Rage — Refugee camp in Djibouti

CSB++

The third blanket product intervention that hasrbimeplemented is CSB++ in the Dollo Ado camps

of Ethiopia, Kakuma and Dadaab. Being a relativedw product, there is less effectiveness data for
CSB++ than, for example, Nutributter®. In all caues, CSB++ seems to be contributing to the

maintenance or further reduction of anaemia. Thee®f sharing needs to be further investigated.

Dependence and sustainability of special products

The Operational Guidance initiative has been anoimapt and necessary endeavour that showed
leadership on the use of these products, wherequsy, knowledge and guidance was minimal.

Dependency on these products is one issue thatperheeds to be considered more closely.
Unfortunately, it may be difficult to avoid depemdy on special products in situations of poor food
availability and where products are introduced thed well liked by children e.g. Nutributter®.
Violent reactions to product switches such as hbeen shown in Bangladesh suggest that
dependency can be quick to foster. Activities sasHEC need always to be put in place to ensure
refugees are made aware of any changes to prograname to support those transitioning into and
out of programmes.

87 Lopriore C, Guidoum Y, Briend A, and Branca F (2p8#read fortified with vitamins and minerals indac
catch-up growth and eradicates severe anemiartestuefugee children aged 3-8m J Clin Nutr. Vol 80(2)
pp973- 81

88 Lopriore C and Branca F (1999) Strategies to fagigemia and growth retardation in Saharawi Refugee

Children. Istituto Nazionale di Ricerca per gli &knti e la Nutrizione
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Public Health activities

A core objective of the Anaemia Strategy was totrmbrdisease in camps through reinforcing Public
Health activities. At HQ level, there is opportynfor greater involvement of the Public Health and
WASH sectors in delivering these goals. Nevertiseldse Malaria Strategy implemented in parallel
to the Anaemia Strategy may have helped to impamazmia without being directly related to it. The
joint Malaria and Anaemia survey in Yemen is a gegdmple of an integrative approach, born out of
the Anaemia Strategy, to develop understandindnemelationship between these two conditions.

At country level, public health activities suchdesworming and malaria control activities seemdo b
well established in most camps in the review. Badgth has shown particular advancements in
addressing intestinal worms, but de-worming is gomgap that needs to be addressed in Djibouti,
Dadaab and Ethiopia, particularly Dollo Ado whels bre new and fully functioning systems are not
yet in place. With respect to malaria, Bangladesth ldepal have initiated activities and show low
prevalence in their camps. More up to date infolomats needed in Yemen, where LLIN coverage
was extremely low in 2009. In hyper-endemic Kakuiavill be important to ensure planned
activities are implemented, for example ensuring Ifakes place each year. In Djibouti and the
Eritrean camps of Ethiopia, malaria control needsbe more up-scaled, although the gender
demographic in the Eritrean camps may mean womes Mmaore opportunity to benefit from
activities such as bed-net provision. Limitatioms placed on the extent to which de-worming and
malaria control improvements can be made in coestisuch as Yemen and Algeria where
government bodies take responsibility for suchvias.

Excellent advances have been made on tea drinkiNgpal further to BCC / IEC (62.2% of 24-59
months had consumed tea the previous 24 hoursOin, 26ducing down to only 8.3% in 2010). Such
initiatives should be adapted for Yemen, DadaabDjimbuti where tea drinking amongst children
remains high.

Detection and management

Although not the focus of this review, it seemstthitile information has been collated on the

objectives of improving diagnosis, screening andgiagament, particularly routine testing of pregnant
women in ANC. Key informant accounts suggest rautiasting is happening in camps such as
Kakuma. The HemoCue™ can greatly facilitate this bas yet to reach full coverage. ANC

screening and management, including iron suppleatient will be important to re-emphasise in the
upcoming strategy.

Monitoring and evaluation

It is vital that monitoring and evaluation is redaglssed in the revised Anaemia Strategy. Throughout
the period of the strategy, M&E for programmes weaatively poor or inaccessible.
Recommendations within the OG may not be feasibl@ast refugee settings; clarification on fewer
core monitoring aspects is advised. Although theme limitations with the nutrition survey data
collated during the Anaemia Strategy period, susveye already thought to be showing
improvements in quality and consistency with theestment placed in SENS. A major gap in
knowledge exists with respect to anaemia monitoirngregnancy, which cannot be collated through
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nutrition surveys. Strengthening measurement systroh as routine data collection in ANC will be
important, and is recommended as a new focus éostiiategy 2013.

Additional objectives

Capacity within UNHCR and its partner organisatidmss been strengthened through Anaemia
Strategy funding. In total 5 national consultarasénbeen recruited, 51 individuals have been tdaine
on SENS and 35 trained on the Operational Guidtorddse of Special Nutritional Products (OG).

Various other HQ objectives have also been addiddasstill or in part. The MoU was prioritised and
has been finalised. Funding proposals were wriiah partnership opportunities advanced on an ad-
hoc basis. Tracking of budget expenditure and aasikl be significantly improved. At country level,
funding mechanisms and timelines were raised im@nitly of countries as a source of anxiety.

Trend analysis

The Anaemia Strategy has enabled significant imgmmnts to be made with respect to anaemia
prevalence and mean haemoglobin levels in refugddren and in non-pregnant women in the
majority of the countries within this review. Inrtiaular, moderate and severe anaemia have been
significantly reduced across several countriesctvig an extremely welcome finding.

Trend analysis of 6-23 months and 24-59 monthglgleaows the differentiation between the groups
in terms of their mean Haemoglobin levels and fosceptibility to anaemia. This prompts the
guestions of how best to approach this data whewxiing and analysing nutrition surveys that
group these age categories together. Recommensl&bioaddressing this are given in Chapter 2.

The fact that no country, despite implementationafous Anaemia Strategy activities, has achieved
a ‘low level of anaemia in children is disappoirgi and poorly reflects some of the real
achievements that have been made. One importasidewation, however, is whether thresholds for a
‘low’ public health concern amongst this 6-59 manthroup require re-evaluation. This point
deserves consideration, particularly given two HKegtors. Firstly, whilst severe and moderate
anaemia seem able to reach very low levels (e.ga®% Bangladesh), mild anaemia has remained at
a consistent level throughout the strategy periodraund 20-30% in most countries. It is possible
that this represents a natural physiological léeethis age group. Secondly, ‘anaemia’ in ages86-2
months is consistently above the 40% thresholéfsevere’ public health problem in all countries —
yet this is known to be at least in part due taratfluctuations in haemoglobin concentration dgri
this time. Whilst current targets for 6-59 monthaynbe appropriate for ages 24-59 months, it is
possible they are unrealistic, and indeed inappatgfor the younger age group — and therefore risk
biasing results. No conclusions can be made onighige as yet, but it is an important consideration
that requires further investigation in other segifoth within refugee and host communities.
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APPENDIX

Summary of country interventions and activities relevant to the
anaemia strategy

Table 54: Overview of Nutritional Activities andtérventions per country between 2008 and 2012

. Small-scale
. intervention  intervention CSB++ animal
ration place
husbandry
Yes: 6-59m, 12- Yes: 6-35 for
Bangladesh Yes Yes 17 yrs, PLW | brief period No No Yes
Nepal Yes Yes Yes: 6-59m No No No Yes
Yes: 6-35m
Algeria Yes Yes Yes: 36-59m, (and 36-59 No No Yes
PLW
before)
Problems Premix with
Yemen No for Kharaz Yes: 6-59m No No WSB: 6-36m Yes
Yes: older
Yes: Dollo camps
Ethiopia Yes Yes No No Ado, 6-23 | Premix/ |Yes: 3 camps
months | CSB+: 6-23
months
Kakuma: Trial
of MNP to Yes: Dadaab: Ye Kakuma:
Kenya Yes Yes general  |Nutributter® 6- 6-59r.n Tinned fish Yes
population of | 23, 12-35 6-24m
camp
Yes:
Djibouti Yes YES @No Nutributter® 6- No No Yes
36m

Table 55: Overview of Malarial and Intestinal Pérag\ctivities per country

Bangladesh Yes: 6m+, school children, pregnant women Yez:e\s/;Stic: cnc?r:?rol
Nepal Yes: Bi-annually Yes: Includingofl:)t%gr](iar;gl]( before seasonal
Algeria Partial due to Ministry of Health limitations NouBlow transmission area
Yemen Sporadic, but low incidence Partial: Through Minjsbf Health
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o Partial: Maj tivity in Mai-Aini
Ethiopia Yes except for Dollo Ado artial: Major ac. lvity in Mai-Aini and
Shimelba
. . Yes: in 6-59 months but no information on Yes: Bed nets

Djibouti . o . o

coverage and increasing incidence No: Vector control activities
Kenya: : Yes: Indoor residual spraying (IRS), 2x per

Yes: Bi- I . : ’

Dadaab ©s: Blrannualy before rains, April and September
Kenya: Yes: Bi-annuall Yes: IRS annually, draining of pools, bactic|de
Kakuma ' y application on pools of water. No IRS in 20[L2

Overview of special nutritional products

Table 56: Special products overview

Micronutrient powder
(MNP) / sprinkles

MixMe™

Micronutrients only

Individual sachet to be
added to food after
cooking

Low quantity Lipid
nutrient supplement
(LNS)

Nutributter®

Energy (macronutrients)
and micronutrients

Fortified peanut based
paste in an individual
sachet

Medium quantity LNS

Plumpy'doz™

Energy (macronutrients)
and micronutrients

Fortified peanut based
paste in weekly pots

Fortified blended food
(FBF) and FBF+

Famix, Corn Soy Blend
(CSB), CSB+,
SuperCere}

Energy (macronutrients)
and micronutrients

For general population as
well as vulnerable groups
Improved versions with
new micronutrient
formulations

FBF++

CSB++, SuperCereal +

Energy (macronutrients)
and micronutrients

FBF with milk powder
and lipids for young
children

89 SuperCereal is the name used to describe what wa®psly known as CSB+. As such, SuperCereal ++ desri
CSB+. The products have exactly the same specifitatio
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Capacity building for SENS
Figure 84: Capacity building initiative for SENS

October 2010 Naivasha
16 people trained

2:Led x8: Assisted k2: Used SENS in| x4: Never made
¥2:Led surveys surveys another capacity use of training

May 2011 Budapaest
11 people trained

x1: Never made

x4: Assisted b 1: Likely to assist]
surveys in future (Yemen

x4: Led surveys

use of training

July 2012 Budapest
16 people trained

x3 : Assisted X1: Used SENSin x 2: Never made

x5: Led surveys surveys another capacity use of training

November 2012 Naivasha
8 people trained

x4: Likely to lead Xa2: Likelyto go on x1: Likely to use x1: Likely to use

SENS in another SENS to update

SUTVEys to assist surveys capacity current reports
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