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HEALTH ISSUES AFFECTING DISPLACED POPULATIONS
The Evolution of Public Health Response in Emergency and
Post-Emergency Phases of Complex Emergencies

Introduction

The field of humanitarian response has
made tremendous strides over the past
decade. In the Cambodian refugee
camps in the 1980s, the establishment of
basic health information systems allow-
ing for rapid response and directing
health programs according to the data

Paul B. Spiegel

collected, proved a powerful toolinim-
proving the health of the refugee
populations.! Simple but powerful epi-
demiological computer programs were
developed whichhave proved invalu-
able in the field.?

As aconsequence of the terrible toll
of the numerous massive population
displacements in Africa and Asia
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throughout the past two decades, the
importance of implementing rapid mass
measles immunization campaigns for
children, methods to detect, measure
and treat malnutrition, and the recogni-
tion that four main communicable dis-
eases (measles, diarrhea, lower res-
piratory tract infections, and malaria (in
endemic areas) during the acute phase
of crises often accounted for over 70% of
all deaths in the camps), has saved an
incalculable number of lives.>¢

The field of disaster response has
slowly professionalized over the past
decade. Western-trained health profes-
sionals, whose education generally
emphasizes an individual patient-
centered curative approach, now have
the opportunity tochoose from various
training programs which focus on the
essential elements of managing health
situations in complex emergencies
(CEs), with an emphasis on public
health and preventive medicine. From
the numerous experiences of respond-
ing tomass populationmovements dur-
ing the past few decades, a codification
of standards of care during the acute
phase of CEs has been developed,” es-
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sential medication lists have been es-
tablished,? and large kits containing
medical supplies for rapid response
have been created and pre-posi-
tioned.® However, responses are still
based upon the early paradigms of hu-
manitarian response and have not ef-
fectively evolved over the past 5-10
years, in terms of addressing different
typologies and epidemiological dis-
ease profiles of CEs, as well as the dif-
ferent phases and their definitions.

Typologies
Before the fall of the Soviet Union in
1991, most international responses to
CEs, or complex humanitarian emer-
gencies (CHEs) as they have generally
been called, occurred in 5-E Asia and
Africa. Typically, there were numer-
ous causes, primarily a mixture of
natural (draught, flood, famine) and
political instability (coups, military
conflicts), which resulted in massive
population displacements. These peo-
ple were generally poor,both in terms
of health status as well as material
possessions. They often walked for
days and weeks, crossing aborder into
a remote region of another country
whose people were equally poor and
had little to offer. The combination of
their exhaustion and malnutrition al-
lowed communicable diseases, often
in epidemics, to ravage the popula-
tion.>10 With the disintegration of the
Federal Republic of Yugoslavia in
1991/92, a different type of CE was
observed, sometimes referred to as a
complex political emergency (CPE).1!
These wars, often within one state,
have culminated in campaigns of eth-
nic cleansing which have deliberately
targeted civilians. Relatively healthy
people were suddenly forced to flee
their homes, by vehicle or by foot, to
become displaced within their coun-
try or in nearby neighboring coun-
tries. The humanitarian aid system,
often implemented by non-govern-
mental organizations (NGOs), has
been slow to recognize and adapt to
this new typology. The skills and type

of personnel needed for CPEs are often
different, as are the medical supplies
(including the pre-positioned sup-
plies).

Epidemiological Disease Profiles
Disease profiles of countries often de-
pend upon the stages of their develop-
ment. Communicable diseases account
for the majority of deaths in developing
countries, and baseline mortality rates
are higher.!? Developed countries’
crude and age-specific mortality rates
are much lower than developing coun-
tries. Populations live longer and non-
infectious chronic diseases, such as
lung, cardiac, and certain cancers ac-
count for the majority of deaths.!? The
baseline epidemiological disease pro-
file of these populations directly effect
the disease profiles observed in the dif-
ferentcrises. Furthermore, the different
populations’baseline health statusand
material wealth, combined with the dis-
tance, time and mode of travel (foot vs
vehicle) used toreach ‘safety’, as wellas
the remoteness of thatlocation, allhave
atremendous effect on the type and de-
gree of morbidity and mortality ob-
served. Forexample, in the recent CPEs
in the Balkans, mortality rates have re-
mained relatively low, and deaths di-
rectly related to war trauma have
accounted for the majority of all mortal-
ity, while deaths due to malnutrition
and communicable disease remained
relatively low compared to the CHEs
which have occurred in S-E Asia and
Africa. 1316

Phases
CEs are generally divided into three
phases- emergency, post-emergency,
and repatriation/resettlement. Dueto
the high mortality in previous CHEs in
S-E Asiaand Africa, the definition of an
emergency phase came to depend upon
thelevel of mortality noted. If the mortal-
ity rate is >1 death/10,000 persons/
day, whichis approximately two times
thenormalbaselinerate for developing
countries, than the phase is considered
tobe an emergency.® This definition of
anemergency phase doesnotnecessar-
ily apply to the CPEs which have oc-
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curred in the Balkans, where overall
mortality rates have often remained
low,1316 despite massive population
shifts in situations which were obvi-
ously acute humanitarian crises.!! A
different definition of an emergency
phase for these CPEs needs to be estab-
lished which takes into account the
magnitude of displacement and conse-
quentmorbidity and change in circum-
stances (shelter, water, sanitation,
source of income, etc.), rather than solely
the level of mortality.

If one examines thelife of a CE, many
displaced populations remain in that
status for years. Yet for the most part,
guidelines and indicators have only
beendeveloped fortheemergency phase
of aCE.” In general, emergency phases
of CHEslast 1-6 months, the timeit takes
tobring the mortality below the 1 death
/10,000 persons/day threshold. After
this period, mortality rates often stabi-
lize and may evenbelower than the host
country.l” Morbidity and quality of life
issues thenbecome the majorconcernin
the post-emergency phase. Issues such
as reproductive health,® psychosocial
illness, and chronic diseases are belat-
edly coming to the attention of humani-
tarian agencies. Although these issues
should be addressed during the emer-
gency phase of a CHE, itis oftendifficult
to successfully do so when the main
goal is to minimize ‘excess’ mortality.
This problem is notnecessarily the case
for CPEs, where mortality may not be
elevated fromitsbaseline, and the high-
est priorities may indeed be reproduc-
tive health, psychosocial illness, and
chronic diseases. Standards for dis-
placed populations in the post-emer-
gency phase need to be created and
implemented.

Current Refuge Issue- Health
Issues Affecting Displaced
Populations
Ibelieve that this currentissue of Refuge
will help address some of the deficien-
cies in humanitarian aid listed above.
The first three articles discuss estab-
lished areas of CHEs —malaria, malnu-
trition, and water/sanitation. As these
papers clearly show, resistance to anti-
malarial drugs and new techniques for

the diagnosis of malaria, malnutrition
in adolescence and adulthood, and
water/sanitation issues in CPEs are
rapidly evolvingand NGOs mustadapt
to them if they are to be effective in the
field. The next four articles discuss re-
productive health, economic issues,
and quality control and management
issues in CEs. The former topic has re-
ceived much attentioninthe past5 years
and isnow becoming an integral part of
humanitarian aid. Thelatter twotopics
are relatively new to the humanitarian
field. All of the above issues must be
considered and programs developed
during the emergency phase. Whenever
possible, these programs should alsobe
implemented during that phase, and
then become more comprehensive,
while remaining adaptable, during the
post-emergency phase. The last two
articles discuss thenew typology of the
CPE. They highlight the similarities
and differences between CHEs and
CPEs, as well as provide recommenda-
tions to the NGOs responding to these
crises. B
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Malaria Control in Complex Humanitarian Emergencies

John R. MacArthur, Holly A. Williams & Peter B. Bloland

Abstract

War, famine, civil conflict, and political
persecution displacing large po-
pulations often leads to severe disrup-
tions in health services, disease control
programs, food distribution systems,
and loss of shelter. When the dimensions
of the crisis overwhelm the local and in-
ternational communities’ ability to
respond quickly and effectively, signifi-
cant morbidity and mortality result in
what is termed a complex humanitarian
emergency. The public health conse-
quences have been most severe in under-
developed nations where most deaths are
caused by communicable diseases, which
include malaria. This paper describes
and analyses the factors that contribute to
malarig morbidity and mortality and
proposes effective measures to combat
them.

Résumé

Les conflitsarmés, les famines, les guerres
civiles, les persécutions politiques
déplagant de grandes portions de la popu-
lation provoquent souvent de graves
perturbations dans les services de santé,
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les programmes de contrdles sanitaires,
les structures de distributions alimen-
taires, et entrainent fréquemment laperte
dugiteoudel’abris. Quand I'ampleur de
la crise submerge les capacités locales et
internationales a y répondre prompte-
ment et efficacement, le résultat de ce que
I'on appelle une urgence humanitaire
complexe est un accroissement signifi-
catif de la condition maladive et de la
mortalité des populations en cause. Les
conséquences en termes de santé publique
sont particulierement graves dans les
nations sous-développées, ot un plus
grand nombre de pertes de vie sont dues
a des maladies transmissibles, incluant
notamment lamalaria. Cetarticledécrit
etanalyselasériedefacteurs contribuant
4 la condition maladive et & la mortalité
liés & In malaria, et propose des mesures
effectives pour combattre ces facteurs.

Introduction

In 1998, there were an estimated 30 mil-
lion refugees or internally displaced
persons in need of protection and as-
sistance worldwide.! War, famine, civil
conflicts, and political persecution con-
tinue to result in mass displacement of
populations. These events often con-
tribute to severe disruptions in health
services, disease control programs, food
distribution systems, and loss of shel-
ter. Large populations are commonly
displaced from underdeveloped areas
into new sites with scarce resources.
When theemergency reaches the dimen-
sions where it overwhelms both the lo-
cal and international communities’
ability to respond quickly, significant
morbidity and mortality occur due to
severe public health problems. This
situation is known as a complex hu-
manitarian emergency.

Mortality rates are used to divide
complex humanitarian emergencies
into two phases: emergency and post-

emergency.? Theemergency phase typi-
cally lasts from 1 to 6 months and is
characterized by outbreaks of commu-
nicable diseases and crude mortality
rates above one death per 10,000 per-
sons per day.® The second stage of the
crisis is the post-emergency or mainte-
nance phase. During this period, the
health profile is similar to that of the
host country. The displaced popula-
tion, however, continues tobe at risk for
the same communicable diseases that
are present in the surrounding areas.?

The intent of this paper is to review
basic concepts of malaria and malaria
control for non-malariologists and to
discuss how these concepts can be ap-
plied in the context of complex hu-
manitarian emergencies. Successful
implementation of malaria controlearly
inanemergency situation can minimize
the impact of this potentially severe dis-
ease among the displaced population.

Malaria

Routes of Transmission

Malaria infection in humans is caused
by one or more of four species of intrac-
ellular parasites. Plasmodium fal-
ciparum, P. vivax, P. ovale, and P.
malariae all cause disease although
each clinical courseis different. P. vivax
isthemost common species that infects
humans worldwide, while P. fal-
ciparum is the most serious form lead-
ing to severe or fatal malaria. These
parasites aremostcommonly transmit-
ted by the infective bite of a female
Anopheles species mosquito but can
alsobe transmitted throughblood trans-
fusions and transplacentally from
mother tofetus.
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Epidemiology

Malaria occurs in more than 90 coun-
tries and 36% of the world’s population
live in areas with risk of malaria
transmission. An additional 29% re-
side in areas once malaria free but now
experiencing resurgent transmission,
and 7% live in areas where the disease
has never been under meaningful con-
trol. Each year there are an estimated
300-500 million clinical cases of malaria
resulting in approximately 1.5-2.7 mil-
lion deaths.’

Malaria transmission occurs in Cen-
tral and South America, the Caribbean
island of Hispaniola (Haiti and Do-
minican Republic), the Middle East,
Central Asia, the Indian subcontinent,
southern China, Southeast Asia, Korea,
and Oceania. Most of malaria deaths,
however, occur in children under 5
years of age living in sub-Saharan Af-
rica.

Chloroquine-resistant P. falciparum
was first recognized in Thailand and
South America in the late 1950s. Since
then, ithasspread and intensified to the
point where only parts of Central
America, Hispaniola, and the Middle
Eastare free of chloroquine (CQ) resist-
ance. Drug resistance is not limited to
CQ alone. Resistance is emerging to
sulfadoxine/pyrimethamine (SP) in
parts of eastern sub-Saharan Africa,
Southeast Asia, and the Amazon region
of South America. Theborder regions of
Thailand have reported mefloquine re-
sistance as well (figure).6 Chloroquine-
resistant P. vivax has been reported in
Southeast Asia and Oceania and, in
some foci, canbe very common.”8

Clinical Features

Infections with malaria present with a
variety of signs and symptoms. The
severity of the disease depends on the
infecting species and the immune status
of the patient. Those persons whohave
experienced repeated exposure to the
parasite develop partialimmunity and
thus can better tolerate malaria infec-
tions. The risk of severe illness and
death is much lower in these persons.
Common symptomsinnonimmune per-

sons infected with malaria include fe-
ver, chills, sweats, myalgias,
arthralgias, headache, diarrhea, and
other nonspecific complaints. Signs
may include splenomegaly and com-
mon laboratory abnormalities are
anemia and thrombocytopenia. Pa-
tients with partialimmunity have even
morenonspecific symptoms, often pre-
senting similarly to a mild viral infec-
tion.

Uncomplicated malaria can rapidly
progressinto severe disease and death.
Severe cases are almost uniformly due
to P. falciparum. These patients may
present with neurological complica-
tionssuch as sleepiness, altered mental
status, convulsions, and /or coma. Re-
nal failure, pulmonary edema,
hemoglobinuria, and shock can also
develop. The case-fatality rate of ini-
tially non-severe falciparum malaria
has been estimated at less than 5%.
Once the illness progresses to severe
malaria, the case fatality rate is 15%-
20%.°

Diagnosis

Early diagnosis and prompt effective
treatmentare paramount for the preven-
tion of mortality from malaria. In dis-
ease-endemic areas, or in situations
with patients arriving from these areas,
all cases of febrile illness must be sus-
pected as malaria. Information about
the patient load in the clinic, time re-
quired to perform the test, costs in-
volved, level of training and
supervision necessary, and available
equipment and electricity is necessary
before deciding which diagnostictoolis
best to use.

Presumptive diagnosisiscommonly
used in many parts of the world, espe-
cially in sub-Saharan Africa where it is
simple, inexpensive, and rapid. How-
ever, diagnosis based on signs and
symptomsisnotreliable due to thenon-
specific nature of clinical malaria. This
poor predictive value, even in areas of
intense transmission, will lead to over-
diagnosis and, thus, unnecessary use of
antimalarial medications. This can
have adverse effects on the patientand
possibly lead to increased antimalarial

drugresistance. Over-diagnosis of ma-
laria also causes the health care worker
tomiss other possibly important causes
of thefever.

The current leading diagnostic
method is microscopic examination of
Giemsa-stained, thick-and-thin periph-
eral blood smears. Advantages of
microscopy include high sensitivity
and specificity among properly trained
and supervised technicians. Micro-
scopy also offers the ability to identify
the infecting species and quantify the
level of parasitemia. Although this is
the “gold standard,” setting up micro-
scopy in the emergency phase ofacom-
plex humanitarian emergency may be
difficult. In relief settings in Africa,
where malaria transmission can be in-
tense, microscopy-based diagnosis may
be difficult if the number of febrile pa-
tients overwhelms the ability of the labo-
ratory to examine the slides rapidly.
Programs using laboratory diagnosis
must ensure appropriate quality con-
trol of the tests. Although this may be
difficultin some settings, there are qual-
ity control reports from refugee camps
showing high sensitivity and
specificity. 10

Rapid diagnostic tests offer state-of-
the-art technology for malaria control
efforts. These tests require no special
equipment or electricity, can be per-
formed after minimal training, do not
need cold storage, and offer high sensi-
tivity and specificity. They are princi-
pally used to detect P. falciparum,
although new tests also detect non-
falciparum species. The major disad-
vantage of these tests is a high per-test
cost (currently US $1 - $2 per test). An-
other disadvantage, especially in areas
where drug resistance is a major prob-
lem, is the persistence of positivity after
treatment. The testcan remain positive
up to 14 or more days after treatment, !
prohibiting their use for monitoring
parasiteresponse after treatment.

Anemiaisafrequentcomplication of
malariaand contributes significantly to
the overall morbidity and mortality as-
sociated with malaria.!? Therefore,
evaluation of anemia should be a com-
ponent of a control program. Factors
such as poor food rations, helminth
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infections, recent diarrheal illnesses,
hereditary hemoglobinopathies, and
low socioeconomic status also contrib-
ute to decreased hemoglobin levels.
Accurate clinical diagnosis based on
pallor depends on the experience of the
practitioner, butis a method that often
yields poor results.!® Hematocrit centri-
fuges are extremely sensitive. However,
they require electricity for optimal per-
formance. Hemoglobinometersarealso
very sensitive, butare expensive tobuy
and operate. One option thatis afford-
able, accurate, and easy to use consists
of special filter paperand acolor scale.!

Case Management

Rapid and effective case managementis
the cornerstone of malaria control ef-
forts. Falciparum malaria can progress
to fatal disease within 48 hours, and
therefore an effective firstline therapyis
essential. Optimally, treatment varies
depending on the infecting species, lo-
caldrug-resistance patterns, and sever-
ity of disease. If diagnostic facilities
capable of determining species are not
available, all presumptive cases must
be treated as P. falciparum since this is
the most lethal form of malaria.

Drug resistance patterns should be
understood before the establishment of
antimalarial drug policies. Generally, if
theareais knowntohaveP. falciparum
parasites sensitive to CQ (Central
America, Hispaniola, Egypt, and lim-
ited regions of the Middle East) then it
canbe selected as the drug of choice.

In areas where multiple drug resist-
ance exists, the preferred option for the
treatment of uncomplicated P.
falciparum is the combination of an
artemisinin derivative (e.g., artesunate)
for 3 days with another antimalarial
drugsuch asmefloquine. Studies inves-
tigating the combination of artesunate
and SP are currently under way. This
combination may offer a highly effica-
cious option for areas where CQ resist-
anceishighbutSP remains effective. In
some refugee settings in Southeast Asia,
artemisinin combined withmefloquine

appears to have slowed the develop-
ment of drug resistance and decreased
malaria transmission.’®

Care of patients with severe P.
falciparum should include the use of a
fast-acting antimalarial drug, preven-
tion and treatment of convulsions and
other complications, and good nursing
care. Many deathsresult duetodelayin
treatment or inappropriate treatment.
Quinine remains the treatment of choice
in patients with severe malaria. Other
ancillary treatments may include
antipyretics, anticonvulsants, furosem-
ide, and dextrose.1®

In areas of significant malaria risk,
all anemic patients should be treated
with antimalarial drugs regardless of
the cause of the anemia. Micronutrient
supplementation withiron, folate, Vita-
min A, Vitamin C, or zinc can further
enhancehematologicrecovery. Caution
isadvised in using folate supplementa-
tion in conjunction with SP as treatment
failures may increase.!” Blood transfu-
sions used to treat severe anemia canbe
lifesaving. However, there arerisks in-
volved with transfusions if screening
for blood-borne pathogens is not reli-
able. Transfusions in patients with a
hemoglobinlevel <5g/dlwithrespira-
tory distress or all those with
hemoglobin <4 g/dlhave been shown
to improve survival.’? Due to the high
risk of acquiring HIV from infective do-
nors, allblood mustbe screened before
transfusion. This may beimpracticalin
the emergency phase of the crisis and
thus a referral program to the nearest
hospital with transfusion capabilities
should be instituted. If this is not prac-
tical, the relief organization must rap-
idly develop blood transfusion
protocols that include HIV screening.

In areas of the world where women
havelow levels ofimmunity, malariais
a major cause of maternal mortality,
abortion, stillbirths, premature birth,
and low birth weight.!® In populations
with high levels of immunity, malaria
contributes tomaternal anemia and low
birth weight babies. Because of this,
special attention needs to be given to
provide rapid and effective curative

services to pregnant women to reduce
excess malaria-related mortality.

Preventive Services

Rarely does the relief agency have con-
trolover the selection of the resettlement
site of a displaced population. Geo-
graphic features of the selected area
may contribute to the transmission of
malaria. Even with the influx of relief
operations, shelter in the emergency
phaseis often crude, thus exposing the
population to anopheline mosquitoes
and possible malaria infection.

Inpregnant women, weekly prophy-
laxis with an effective drug (e.g.,
mefloquine in the second and third tri-
mesters) can prevent complications.
1920 Intermittent therapy, the routine
presumptive treatment withan effective
antimalarial drug given once during the
second and third trimesters, is a cost-
effective method to prevent complica-
tions in semi-immune women in areas
of high transmission. In populations
withhigh-HIV seropositivity, intermit-
tent therapy needs to be given more of-
ten.21:23

Mass prophylaxis is not generally
recommended for populationsexposed
to perennial malaria transmission.
However, there may be some high risk
groups, such as pregnant women, very
young children, or malnourished per-
sons who may benefit from prophy-
laxis.19%

Efforts with vector control are often
minimalin the early stages of the emer-
gency. Information about local vector
behaviour may be obtained from the
hostcountry malaria control staff. If this
isnot available and if staffing permits,
early operational studies of the vector
population, especially biting behavior,
can be useful. Vector control takes a
more prominent role in the
postemergency phase when the camp
becomes more stable with the appear-
ance of houses and other structures.

Distribution of insecticide-treated
bednetsis one preventive measure that
should be undertaken. Nets canbehung
evenin crude shelters and are effective
inthe prevention of malaria. Although
untreated nets may reduce the risk of
malaria transmission, those treated
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with an insecticide offer much better
protection. All insecticide-treated net
programs should have a component of
training on how to reimpregnate the
nets as the insecticide is only effective
for4to6months. Community participa-
tion is essential if the program is to be
successful. If the community has no
priorexperience withbednets, informa-
tion and education on their use must
accompany the distribution. Unless the
displaced population understands the
purpose of thenets and “buys into” the
program, the nets may be sold for alter-
native items that the community per-
ceives to be of greater importance or
value.

Indoor residual spraying of insecti-
cides may bean appropriatelarge-scale
vector control measure for some set-
tings, especially during a complex hu-
manitarian emergency, as it does not
require behavior change. For spraying
tobe fully effective, insecticide mustbe
applied to all interior surfaces of all
houses at regular intervals and is only
effective against vectors that bite and
rest indoors after ablood meal.?*

When there are only a few sites re-
sponsible for mosquito breeding (e.g.,
pond), chemicallarvicides canbe used.
Biological larvicides, such as certain
species of fish, may be employed tocon-
trol the mosquito population and also
provide the community with an extra
protein source. When there are many
potential breeding sites, the use of
larvacidesis generally not cost effective.

Another vector control measure is
breeding site reduction. Examples in-
clude controlling the runoff from water
stations or filling holes. With the excep-
tion of Anopheles stephensi in south-
west Asia, artificial containers such as
potsor tubsarenot suitable for anophe-
linebreeding. A thoroughknowledge of
the behavior of the local anopheline
mosquitoisimperative forappropriate
control.

Complex Humanitarian
Emergencies

General

Despite years of effort to reduce the im-
pact of malaria on mortality rates, it

continues tobe amajor cause of deathin
the tropical and subtropical developing
world. Mostcomplex emergencies since
the early 1960s have taken place in un-
der developed countries wherelocal re-
sources have been insufficient to
provide fast and effective relief serv-
ices.?® In many of these crises malaria
was endemic inboth the country of ori-
gin and the country of asylum.

While the malaria burden in these
countries can be great, it is exacerbated
where there is a mass migration of peo-
ple. Displaced personsare atincreased
risk of acquiring malaria for several rea-
sons. The geography of endemic areas
and the population’s acquired immu-
nity to the disease are another impor-
tantaspect affecting the vulnerability to
acquiring malaria. If the displaced
population moves from a malaria-free
area to an endemic zone, it is at in-
creased risk for malaria infections, epi-
demics, severeillness,and death. When
agroup flees a disease-endemic region
and seeksrefuge inamalaria-free area,
it may introduce the parasites into the
host community, thus posing risks for
the local inhabitants.

Whenlarge populations are forced to
move, they frequently travel long dis-
tances to arrive at an area felt to be se-
cure. During the journey, they sleep
outside and are exposed to mosquito
bites. Upon arrival, they often settle in
uninhabited areas and near water
sources. Many will bring livestock with
them that may attract more mosqui-
toes.?6?7 Initially, the group lives in
open areas without adequate shelter,
potable water, or sanitation. These
campsare often overcrowded and have
no formal health care facilities. Envi-
ronmental damage caused by settling
into new areas also contributes to the
development of vector breeding sites.

Epidemic Malaria

Dueto the aforementioned characteris-
tics of displaced populations, the risk of
epidemicmalariais very high. The ini-
tial response toanapparent epidemic of
malaria is to confirm an increase in
cases, determine the extent of the
outbreak, and investigate the demo-

graphics of those infected. Once the
presence of anepidemichasbeen estab-
lished, additional support and
logistical resources should be rapidly
mobilized to assist in the management.
The key components of epidemic con-
trol include the provision of effective
curative therapy to the affected popula-
tion, prevention of further transmis-
sion, containment of the outbreak, and
improvement of readiness for future epi-
demics.

Early warning surveillance systems
should be designed to assist in the de-
tection of epidemics. Monitoring the
number of cases of fever and malaria on
a daily or weekly basis can alert the re-
lief team to an unusualincrease in inci-
dence. Other variables such as rainfall,
temperature, and vector density may
also provide useful information in pre-
dicting epidemics.

Management of an epidemic differs
depending on the infecting species, size
of the outbreak, and resources available
to the intervention team. The team
should rely on the full use of available
refugee health workers to educate the
public, conduct active case detection,
organize testing, and dispense treat-
ment. Ideally, only diagnostically con-
firmed cases of malaria are treated, but
this may be unrealistic in settlements
withlarge populations. Anotheroption
isto confirm the presence of an outbreak
with available laboratory diagnostic
tests and then presumptively treat all
cases of fever as malaria.

The combination of an artemisinin
drugfor3days (e.g.,artesunate) witha
longer acting agent for 1 day (e.g.,
mefloquine) hasbeen used in Southeast
Asia for P. falciparum epidemics. Al-
though combination therapy is a good
theoretical choice for epidemics asithas
reduced the gametocyte carriage rate
among treated individuals,?® it has not
been used inepidemicsinareas outside
Asia.

Promptdetection, early intervention
withan effective antimalarial drug, and
active community participation will
decrease the morbidity and mortality
associated with malaria epidemics.
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Malaria Control - Emergency
Phase

Initial Assessment

A comprehensiveapproach toconduct-
inganeedsassessment of the crisismust
occur. The displaced population is in
direneed of water, food, shelter, sanita-
tion, and security. Communicable dis-
eases such as diarrhea, measles, and
meningitis contribute to increases in
morbidity and mortality.Z> Depending
on the prevalence of malaria in the area
of the resettlement, a large number of
emergency phase deaths may result.?"
32 Therefore, it is imperative that relief
expertsbegin planning for malaria con-
trol from the beginning of the emer-
gency.

The initial malaria assessment
should focus on three areas: epidemiol-
ogy of the disease, environmental fac-
tors contributing to its transmission,

and local entomologic data that may
assist in vector control activities (see
table on page 10). Some of these datacan
be collected before the relief team de-
parts for the field.

A situation analysis must also in-
clude information on the logistics in-
volved in caring for the health needs of
the displaced population. Questions
concerning access of transportation to
the selected site, availability of local
materials and human resources, and
legalities of the importation of relief
materials (e.g., medications, supplies)
mustbeaddressed. Finally, a continual
review of the safety of the site should
occur. Agencies need tohave a written
security policy with personnel follow-
ing the guidelines.

Health Information System

In the emergency phase of complexhu-
manitarianemergencies, mortality rates

can exceed 60 times the normal rates.?
Establishment of a reliable, timely sur-
veillance system for communicable dis-
eases endemic to the preflight and
resettlement area will capture these
events. This system monitors cause and
age-specific mortality rates and should
have the sensitivity to detectepidemics,
enabling rapid interventions.

The case definition of malaria de-
pends upon the diagnostic capabilities
available. Ideally, the definition would
bebased ona thick smearblood slide or
positive results from arapid diagnostic
test. Inthe early phase of theemergency,
however, diagnosis may rely solely
upon patients having fever or a history
of fever and no other obvious infection
accounting for the febrile disease.

Data should be collected and
analyzed on a daily basis during the

no resistance reported

Figure. Worldwide Patterns of Antimalarial Drug Resistance

chloroquine and sulfadoxine/pyrimethamine resistance reported

chloroquine, sulfadoxine/pyrimethamine, and
mefloquine resistance reported

* Some countries highlighted have only select foci of malaria
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emergency phase. Graphing of crude
incidence and mortality rates assists in
monitoring for possible outbreaks. Data
obtained fromlocal malaria control offi-
cials can be used as baseline rates if
available.

Community Participation

Outreach health programs using com-
munity health educators trained from
thedisplaced population need tobe or-
ganized early. These educators circu-
lateamong thenewly arrived persons to
assess the health status of the families,
triage ill persons to established health
centers, and provide education on pre-
vention of the major communicable dis-
eases prevalent. Visits to persons who
arrived earlier to the camp may detect
unreported illnesses and facilitate re-
ferrals to the health center.

Successful malaria control efforts in-
clude an understanding of the social
behaviours of the host and displaced
communities. This task may be ex-
tremely difficult toaccomplishbecause
of competing demands inmeeting prior-
ity needs during the first month of op-
erations. Attentionshouldbe placed on
the various social organizations estab-
lished in the camp. It is essential to
understand and integrate community
leaders into malaria control activities
from thebeginning as they may be valu-
able resources in supporting control
activities. Also, early integration of tra-
ditional or community healers intoma-
laria control efforts may prevent
conflicts with relief agencies that pro-
mote western health care.

Information about malaria knowl-
edge, beliefs, and practices of the com-
munity needs to be obtained.
Participatory or rapid appraisal meth-
ods, such as using key informants and
focus groups, allow the community to
share, enhance, and analyze their
knowledge of life and conditions, tocre-
ate a plan, and to act.3

Malaria Control
Post-Emergency Phase

Health Information System

The post-emergency phase of complex
emergencies is characterized by a steep
decline in crude mortality rates. The
focus of the health information system
continues tobe the collection of reliable,
timely data. Training of refugee health
staff in the collection and analysis of
simple data should occur. These
coursesneed toinclude the recognition
of epidemics, and the utilization of sur-
veillance data for monitoring, evalua-
tion and planning of the malaria control
program. If not possible during the
emergency phase, case definitions of
malariashould now shift tolaboratory-
confirmed cases with reporting of the
infecting species. Data continues to be
collected, analyzed, and graphed on a
daily or weekly basis, as the risk for
epidemics still exists.

Community Participation

During the post-emergency phase, the
displaced population settles in the new
area and attempts to reconstruct the
social networks that were present in
their preflight communities. This is a
time when people struggle with what
has occurred and are in the process of
redefining a sense of meaning to their
lives.

Relief interventions now focus not
only oncurative care,buton preventive
care as well. Expanded training of the
community health educators selected
from various groups within the dis-
placed population continues. Relief
workersneed tocooperate with the refu-
gee team to develop culturally appro-
priate health education messages.

Utilization of key community mem-
bers in the planning of malaria control
activities allows refugees to regain a
sense of control. This enhances the ac-
ceptancelevel of the program within the
displaced community. During pro-
grammatic planning for future work,
relief organizations and these commu-
nity representatives need to prioritize
the malaria control agenda. Decisions
about further training, vector control

strategies, community health education
events, and choices for appropriate
drug policies are made in a collective
manner. Community participation is
aimed at inclusion and building capac-
ity. Both therelief organizationsand the
displaced peoplemustbemovingintoa
development mode with projected
plans for community-based malaria
control strategies.

Other Activities
Establishment of community health
workers in the prevention and treat-
ment of malaria and other diseases oc-
cursin the post-emergency phase. This
can be done by using medical skills al-
ready present in the community or by
building capacity by training new
healthworkers. Theintegration of these
workers can free relief agency staff from
actual patient care responsibilities and
allow them to take onasupervisory role.
The ultimate goal istohavetherefugee
health team assume the management
responsibilities of the hospital and clin-
ics.

Assessmentfordrug resistancemust
occurevery 1to2years toensure thatthe
currenttherapy provided isefficacious.
Other operational research projects,
such as community-based qualitative
studies, might help in both case man-
agement and developing appropriate
health education messages.

Coordination

Theresponse tocomplex humanitarian
emergencies by the host government
and international community can be
effective. However, there are often sev-
eral competing organizations with
similar agendas vying for a piece of the
relief operation. This can be extremely
problematicunless adequate coordina-
tion exists. Often the task of coordina-
tion falls to the United Nations High
Commissioner for Refugees if the dis-
placed population crosses an interna-
tional border. If the population is
internally displaced, the United Na-
tions Organization for Coordination of

Refuge, Vol. 18, No. 5 (January 2000)

© John R. MacArthur, Holly A. Williams and Peter B. Bloland, 2000. This open-access work is licensed under a Creative Commons
Attribution-NonCommercial 4.0 International License, which permits use, reproduction and distribution in any medium for non-commercial
purposes, provided the original author(s) are credited and the original publication in Refuge: Canada’s Journal on Refugees is cited.



Humanitarian Assistance is often the
lead agency.

Actual implementation of the relief
efforts is usually carried out by
nongovernmental organizations such
as Médecins sans Frontiéres (medical
services), OXFAM (water and sanita-
tion), or the International Rescue Com-
mittee (education and training). Host
country ministries of health or national
Red Cross/Crescent societies may also
beinvolved withimplementation of re-
lief activities. Otheragencies suchasthe
International Committee of the Red
Crossmay play aroleas well. Effortsby
the international agencies to incorpo-
ratelocal staff into the relief work should
be made. Each organization brings cer-
tain specialties to the relief effort, how-
ever, because of the possibility of
competing interests and the complexity
of the emergency, coordination among
agencies is paramount.

Conclusion
Malaria continues tobe amajor commu-
nicable disease in the tropics and sub-
tropics, killing 1.5-2.7 million people
each year. It is characteristically a dis-
ease of the poor, young, and weak. War,

civil strife, mass migration of
nonimmune groups into high-risk ar-
eas, breakdown of health services and
malaria control programs, environ-
mental degradation, and problems
with access to the population contrib-
ute to increased morbidity and mortal-
ity.
Malaria must be recognized by the
internationalrelief community asama-
jor cause of morbidity and mortality in
the displaced population and host
communities. The challenge is to im-
plement malaria-control activities that
are evidence-based, cost effective, and
feasible, given the difficult nature of
complex humanitarian emergencies.
International relief agencies are often
staffed by medical staff from developed
countries with little or no experience
withmalaria. Therefore, by improving
relief workers’ understanding of ma-
laria control concepts through ad-
equate training before placementin the
field, countless deaths due to malaria
can be avoided. B
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An Ongoing Omission:

Adolescent and Adult Malnutrition in Famine Situations

Abstract

Prolonged famine causes malnutrition in
all age groups. The under five age group
is systematically targeted for nutritional
interventions in the majority of complex
emergencies wherefamineis amajor com-
ponent. Older children and adults how-
ever, are often not targeted sys-
tematically or are excluded completely.
This is despite the past experience in
Somalia, Angola and more recently
southern Sudan, of sustained high ado-
lescent and adult mortality rates associ-
ated withmalnutrition. Using the recent
example of southern Sudan, the authors
analyze some of the reasons for this omis-
sion, which includefactors suchas inad-
equate scientific literature, the bias of
conventional nutritional epidemiology,
agency inexperience and media and
funding pressures. Finally the authors
call foragreater amount of attention and
resources to be targeted towards these age
groups by the humanitarian community.
Programmes should be accompanied by
operational research within the frame-
work of a common research agenda.

Résumé

Lafamineprolongée engendre la malnu-
trition dans tous les groupes d’dge. Le
groupe des moins de cing ans est
systématiquement ciblé pour interven-
tion nutritionnelle dans la majorité des
situations d'urgences complexe oit la

Peter Salama was at the time of writing the medical
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Concernand was the emergency co-ordinator for
southern Sudan between August to December
1998.

Steve Collins is an independent consultant in
nutrition and health who was involved in the
design of the Concern programme for adolescents
and adults in Ajiep.
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famine est un composant majeur. Les
autres enfants et les adultes, pour leur
part, sont souvent ciblés trés spor-
adiquement, ou méme completement
exclus. Cettesituation seperpétue malgré
les expériences passées en Somalie, en
Angola, et, plus récemment, au Sud-
Soudan, ouun taux constant demortalité
adolescenteet adulte ont été associésala
malnutrition. En se basant sur l'exemple
récent du Sud-Soudan, les auteurs
analysent certaines des raisons de ces
omissions, ce quiinclut des facteurs tels:
une documentation scientifique in-
adéquate, les préjugés de l'épidé-
miologie nutritionnelle tra-ditionnelle,
'inexpérience des agences et des médias,
et les pressions issues des sources de
financement. Les auteurs font un appel
pour qu’une plus grande attention et de
plus amples ressources soient consacrées,
par la communauté humanitaire, a cibler
lesadolescents et les adultes dans les situ-
ations de famine. De plus, les pro-
grammes d'aide devraient
s'accompagner d'investigations opér-
ationnelles effectuées dans le cadre
d’objectifs de recherche communs.

Introduction
The year of the 1998 famine will go
down as another disastrous period in
the history of southern Sudan. Once
again aid agencies rushed in to deliver
services as Operation Lifeline Sudan
(OLS) and non-OLS agencies alike, ei-
therinitiated orexpanded operations in
response to the humanitarian crisis.
The international donors poured mil-
lions into OLS, which expanded into
one of thelargestemergency operations
in history. As the rains end and the
cease-fire, that has allowed the re-
sponse in Bahr el Ghazal to continue,
draws to a close, it will be important to
evaluate the quality of the humanitar-
ian intervention in southern Sudan. In

particular, the prioritisation of re-
sources is a key area that should be
closely examined. This article focuses
on one aspect of humanitarian inter-
vention; the choice of target groups for
selective feeding interventions.

The Focus on Child Malnutrition

By August 1998, according to the United
Nations Children Fund’s (UNICEF) fig-
ures, there were 18 Non-Governmental
Organisations (NGOs) operating 50
Supplemental Feeding Centres (SFCs)
and 21 Therapeutic Feeding Centres
(TFCs)in Bahrel Ghazal (see map) with
anticipated numbers of beneficiaries of
40,753 and 6,430 respectively.1 To our
knowledge, not one of these centres pro-
vided services tailored towards older
children and adults. Although some
centres did include small numbers of
adults, particularly if they were catego-
rised as ‘vulnerable’ (disabled, elderly,
pregnantand lactating women), the in-
clusion of adolescents and adults was
generally onanad hocbasis. This focus
on child malnutrition did not always
correspond with the mortality patterns
inagivenlocation. Inanumber of areas,
typical of alate stagein a severe famine,
adult and adolescent deaths out-num-
bered those of children under the age of
five.2 The inappropriately low amount
of resources targeted towards acutely
malnourished adults and adolescents
indicates a failure to rationally
prioritiserelief interventionsin order to
address the vital needs of this popula-
tion.

Past Lessons Forgotten
Lessons, supposedly learnt in Somalia
and Angola, about the importance of
treating malnutrition in all sections of
the population appeared to have been
forgotten. The inattention to the plight
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of malnourished adults and adoles-
cents, characteristic of most humanitar-
ian responses to famine and war since
the Second World War, returned. Dur-
ing 1992 in Baidoa, Somalia, although
adults and adolescents accounted for
two thirds of recorded deaths, there
were almost no specialised nutritional
services for these age groups, who
were instead, expected to recover on a
basic ration of rice and beans. ® The
success of the single adult therapeutic
centre in the town prompted a rethink
as to the importance of adult and
adolescent malnutrition in famine. By
the following year some lessons had
been learnt. In the town of Melange,
Angola, where the mortality picture
was again similar,

with 75% of the bodies buried during
the first few months of the aid
operation aged more than 10 years,4,s

adult therapeutic services figured
strongly in the response. This
increased attention towards adult

feeding continued, and in more recent
relief operations, for examp le in the
Great Lakes region since 1994, or in
Liberia during 1996/7, specialised
adult feeding centres have played im-
portant roles in the humanitarian re-
sponse.

Why Were Malnourished Adults
and Adolescents Neglected?
In view of these recent experiences and
successes with feeding programmes
targeted towards adults, why was this

target group neglected in southern Su-
dan? The reasons are complex. Many
factors, such as the inadequacy of the
literature on the problems of starving
adults, the focus of nutritional epidemi-
ology on the under five age group, inex -
, perience, the short history of
contemporary adult selective feeding
programmes, media expectations and
funding pressures, are all important.
These are explored in the following
paragraphs.

Diagnosis and Treatment of
Malnourished Adolescents and Adults
still in its "Infancy’ There is little good

scientific literature available on the
diagnosis and treat-
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ment of malnourished adolescents and
adults, and the tools for assessing these
age groups in the field remain primitive.
As recently as 1996, Mason et al. were
unable to find any studies on the rela-
tive risk of mortality from under-nutri-
tion in adults.® There is still little
uniformity in the international stand-
ards and accepted protocols for adult
nutrition programmes. Body mass in-
dex (BMI), in vogue for theassessment of
chronic malnutrition in adults is prob-
lematic. Large individual variations in
body shape, particularly the relative
lengths of the legs and back can alter
individual BMIsby asmuch as4¢ kg /m?
irrespective of nutritional status. Whilst
these differences can be corrected on a
populationlevel, by adjusting BMI val-
ues using the “Cormic Index” (sitting
height/standing height), such adjust-
mentsarenotpractical onan individual
basis for screening admissions to feed-
ing centres. The height and weight
measurements required can alsobe dif-
ficult to obtain in severely malnour-
ished adults. Although admission
indicators based uponacombination of
MUAC and clinical criteria are being
developed, measurement error can be
significant and the problem of appro-
priate discharge criteria remains. For
adolescents, especially post-pubertal
adolescents (and particularly in the
‘nilotic’ people of southern Sudan) the
level of knowledge is even more basic.
Extended weight for height charts are
poor predictors of mortality and ex-
tended BMIforheight chartshaveasyet
been used infrequently, remain invali-
dated and are likely to suffer from simi-
lar problems as BMIin adults. The use of
MUAC for adolescents,although prom-
ising, has not yet been adequately ex-
plored and no cut-off values exist. Much
research on screening and assessment
tools is still needed.

The focus of nutritional epidemiol-
ogy in famine situations on the under
five age group, draws attention away
from adults. As a result, the extent of
adult malnutrition may notbe soappar-
entto planners. Thisis particularly soin
areas such as southern Sudan, where
famine oedema is uncommon and se-
vere malnutritionin older people, there-

fore, less easily recognised. The exclu-
sive focus of nutritional surveys on the
under fiveage group (in Sudan less than
115c¢m) also means that there is usually
no baseline indicator against which
adult nutritional programmes can be
monitored and the impact of these pro-
grammes assessed. This makes it diffi-
cult to judge effectiveness or decide
whentoclose programmes. We feel that
older age groups should be included in
nutrition surveys, especially in loca-
tions where famine hasbeen present for
alonger period of time.

Inexperience
Inexperience, at both individual and
agency level, is another important rea-
son behind the disregard for malnour-
ished adults. In the absence of clear
epidemiological data and agency
guidelines, the experience of field work-
ers and co-ordinating agenciesisall the
more important. Generally however,
NGOand UN field co-ordinators, man-
agers (as wellas funders), are less famil-
iar with implementing adult feeding
programmes. Notonly may the problem
remain unrecognised, butalso expecta-
tions and the specific difficulties in-
volved in them may be poorly
understood.

Complexity of Adult Feeding
Programme Design
The design of adult feeding pro-
grammes is often more complicated
than that of child programmes. The po-
tential foradult centres tobecome quasi-
hospices, to contribute significantly to
population displacement, or to under-
mine survival strategies and contribute
toadverse outcomes for children of the
malnourished are factors thatneed tobe
taken into account at the design stage.”
Frequently, other illness, particularly
chronic infectious diseases such as tu-
berculosis (TB), and HIV will compli-
cate a high proportion of cases. On
admissionitisextremely difficult to dif-
ferentiate between malnutrition sec-
ondary to these illnesses and primary
malnutrition, itself often complicated
by other illnesses. These two forms of
malnutrition, however, require differ-

ent approaches to treatment. The ab-
sence of tools to quickly identify TB, the
difficulties posed in the treatment of TB
in unstable settings and the ethical
problemsinvolved in the spot diagnosis
of HIV, therefore complicate programme
design and implementation.

Even in cases where rehabilitation is
relatively straightforward, primary
malnutrition responds slower to treat-
ment than in children, with a mean
length of stay of around 30 days and a
mean increase in weight of less than 10
g/kg/day.8Furthermore, insome coun-
tries socio-economic factors, such as the
pressure on beneficiaries to leave cen-
tres to plant crops, or problems of com-
pliance with a milk-based diet and
inpatient care, result in higher default
rates in adult centres than in those pro-
viding care for children. Addressing
food preferences through supplementa-
tion of diet withlocal foods in the recov-
ery phase may improve compliance.
Appropriate care must be taken at all
times to maintain adult dignity espe-
cially in the TFC setting.

These differences meanthatadultnu-
trition programmes often require more
involved planning and more intensive
medical interventions than under five
programmes. Even with this, pro-
gramme results, as defined by success-
ful exits, may be less positive than for
childhood programmes. It willbe neces-
sary to evaluate adult nutrition pro-
grammes using different reference
standards, since successful recovery
rates of more than 75% or mortality rates
of less than 10% are probably unrealis-
tic.?

Media and Public Relations
Nutrition programmes for adolescents
and adults may not meet mediaexpecta-
tions. Amongst the media and the in-
creasingly influential ‘agency public
relations officers’, images of starving
infants are deemed tobe more powerful
in eliciting western sympathies than
images of starving adults. The journal-
ist who visited a Concern adult TFC in
Sudan and requested ‘to see the starv-
ing babies’ was not an isolated simple-
ton, but represented a mainstream
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conception of what themedia considers
‘sexy’.

Certainties and Failure of
Response
Amidst all this confusion, inadequate
information and inexperience, there are
some certainties. Firstly, inaseverefam-
ine, particularly towards the end of its
evolution ata time when humanitarian
interventions are up and running, se-
vere malnutrition amongst the adoles-
centand adultpopulationis frequently
a major public health problem. Sec-
ondly, with the correct treatment, such
as 24-hour therapeutic care with the
careful titration of calories given to the
weightand stage of recovery, rehabilita-
tion is often successful. Even the most
emaciated adults can survive and
thrive. Thirdly, itis vitally important to
save the lives of adults and older chil-
dren as these age groups are the most
economically productive and, in agrar-
ian or agricultural communities, the
major food producers.!¥ The deaths of
mothers and older children have dra-
maticramifications for survival of other
children and the structure of society.
Furthermore, the elderly and elders in
many communities, particularly where
traditions and culture are transmitted
orally, are critically important to com-
munity and cultural integrity and co-
herence. We feel thatin southern Sudan,

particularly in Bahr el Gazal, the omis-
sion of supplementary and therapeutic
feeding specifically targeting adults
and adolescents was a major failing of
the humanitarian response. It is time
that attention to these age groups in
planning and programme design was
built into famine relief responses in a
systematic and structured manner. The
need for targeted adult and adolescent
feeding programmes should alwaysbe
investigated as part of any famine relief
response and when necessary special-
ised services should be established. In
addition, the many areas of uncertainty
outlined above will only be clarified if
such programmes are accompanied by
operational research to assess the effec-
tiveness of the different indicators and
treatment regimens used. For this to
progress efficiently, good inter-agency
co-ordination is required to ensure the
utilisation of existing knowledge in this
field, standardise protocols and de-
velop a common research agenda.m
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Water for the Displaced Population’s Health:
An Urban - Rural Dichotomy Revisited

Abstract

This paper is a review and analysis of the
health impacts of inadequate and unsafe
water supplies on displaced populations.
The investigation focuses on the overall
healthimplications of the current praxis
of water supply recovery and reconstruc-
tion, which s often biased towards urban
areas, neglecting thewater needs of those
living in rural areas. Having explored a
series of water quantity and quality is-
sues, and their inter-relationship to pub-
lichealth, by comparing urban and rural
settlements in the Tuzla Region of
Bosnia-Herzegovina, this paper con-
cludes that the overall strategy of re-
sponding to water needs of displaced
populations requires equal attention and
care to both urban and rural areas.

Résumé

Cetarticleproposeun récapitulatifet une
analyse de I'impact sanitaire d’ une dis-
tribution inadéquate et insécuritaire de
'eau chez les populations déplacées. La
recherche concentre son attention sur
Vimpact sanitaire global des pratiques
actuelles de distribution des eaux, qui
privilégie souvent les zones urbaines au
détriment des zones rurales, dont les
besoins en eau potable sont sciemment
négligés. On explore un certain nombre
dequestions relativesa la quantitéetala
qualité de 'eau, et leur relation avec la
santépublique, en comparant des instal-
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lations wurbaines et rurales de
populations déplacées de la région de
Tuzla, Bosnie-Herzégovine. L'article
conclut que la stratégie globale visant &
répondre aux besoins en eau potable des
populations déplacées doit étre aussi at-
tentiveet minutieuseen zonerurale qu’en
zoneurbaine.

Introduction

Waterisnot only significant for our very
existence, but also for the continuation
of physical, social and economic as-
pectsofeveryday life. Withoutadequate
means of water, the development of so-
ciety and satisfaction of human aspira-
tions cannotbe managed. Since there is
no substitute for water, humanity’s ex-
istencetotally depends onit. In fact, itis
water’s indispensable multi-functional
character forlife- health, habitat, carrier
and production functions — which is
why water is often used as a weapon of
war.

Vulnerability of water supplies, par-
ticularly those in urban areas due to
their complexity is often manipulated
by warring parties in armed conflicts:
destruction inflicted on water supply
components by bombing and artillery;
cutting off or poisoning of water sources
when they arein the hands of opposing
side. Armed conflicts have also great
indirectnegativeimpacts on water sup-
plies, as the interdependence on elec-
tricity and fuel for their operation makes
them very vulnerable to war conditions.
The otherindirecteffect of war onurban
water systems is the lack of personnel,
materials, equipment and chemicals for
their operation and maintenance. Even
iftheyare obtained through great efforts,
the lack of personnel may still pose a
greatchallenge for theimprovement of
supplies. Water board staff may be un-
der conscription or they mightbe ethni-
cally cleansed and displaced, injured or
dead (Ozerdem, 1998).

Asaresult of these directand indirect
impacts of armed conflicts on water
supplies, war-affected communities go
through the burden and hardship of

lacking adequate supplies of safe water
for their well-being and health. Besides
thescope of these challenges with water -
quantity and quality in settlements af-
fected by armed conflicts, the influx of
refugees and internally displaced per-
sons (IDPs) further exacerbates the situ-
ation. These influxes of displaced
people, which increase the demand for
waterinasettlementsometimesby 10to
20fold, put tremendous strain on dam-
aged and already inadequate existing
supplies. Consequently, both host com-
munities and those displaced from their
homes and livelihoods often experience
deadly health problems caused by wa-
ter-related infectious diseases
(Ozerdem & Barakat, 1997) .

The literature in public health stud-
ies and the health care for war-affected
people usually state the classification of
water-related infectious diseases ac-
cording to their transmission routes as
(Feachem, et al., 1977; Dangerfield,
1983; WEDC, 1991; Mears &
Chowdhury, 1994; Kolsky, 1993;
Thomson, 1995):

1. Water-borne route: The infection oc-
curs by drinking water containing
pathogens.

2. Water-washed route: The infectionin
this group caused by the lack of water
for personal hygiene.

3. Water-based route: Some pathogens
spend acertain part of theirlife cyclein
an aquatic animal such as a water snail
and infection occurs by coming in con-
tact with parasitic worms.

4. Insectvectorroute: Water in this route
acts as a breeding ground for insects
which spread diseases.

Table 1 shows these four water-re-
lated transmission routes with exam-
ples of diseases and preventive
strategies. Whatcanbederived from the
preceding table is that many infectious
diseases such as diarrhea, dysentery
and cholera canbe prevented from caus-
ing the deaths of thousands of war-af-
fected people by increasing and
improving water quantity and quality.
According to Kolsky (Kolsky, 1993), the
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Table 1: Water-related infection routes with examples and control measures
(Source: WEDC, 1991:70 and Dangerfield, 1983:27-28)

Transmission route Example Preventive Strategy

Water-borne Diarrheas, dysenteries,

cholera, typhoid

Improve water quality
Prevent use of uncontrolled sources

Hygiene education
Water-washed Infectious skin and eye Increase water quantity, accessibility,
diseases, louse-borne typhus | reliability

Water-based Schistosomiasis, guinea worm

Water quality & quantity
infection

Control snail population

Excreta disposal control

improve surface water management
and surplus water drainage

Destroy breeding sites of insects

Water-related insect
vector

Sleeping sickness, malaria,
yellow fewer

3. water-based

preceding categorisation of water-re-  missionroute for diarrhoeal diseases as

lated infectious diseases was especially
appreciated by engineers, asit outlines
apreventive strategy for each transmis-
sion route. For example in Table 1, the
improvement of water quality was given
as an appropriate intervention for wa-
ter-borne diseases and increasing the
quantity for the water-washed. How-
ever, itisdifficult toclaim a single trans-

both water-borne and water-washed
routes play a significant role in their
infection. Asaresultof this, Bradley and
Feachem proposed the following classi-
fication:

1. faecal-oral diseases (water-
borne and water-washed)

2. strictly water-washed diseases
(skin and eye infections)

4. water-related insect vector

The engineering approach under-
lined by Kolsky, which considers water
provision only in terms of pumps, pipes,
volume and chlorine, also highlights
another problematic area with the cur-
rent praxis of responding to water
needs: the difficulty of physically meet-
ing the water needs of displaced per-

sons. Various assumptions and biases,
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such as being able to eradicate all water-
related diseases by only improving water
quality, or focusing on urban areas at the
expense of those living in settlements
which are not covered by an umbrella of a
water supply system complicate the
situation. Therefore this paper will review
a series of water quantity and quality
issues, and their inter-relationship to public
health through an urban-rural injustice
discourse in the context of the Tuzla
Region of Bosnia-Herzegovina in order to
derive a set of lessons to be utilised in
responding to water needs of people in
other war-affected areas .

The Tuzla Region Context

The Tuzla Region of Bosnia-
Herzegovina is located approximately 90
km north of Sarajevo, and includes the
municipalities of Banovic, Brcko, Celic,
Doboj East, Gracanica, Gradacac, Kalesija,
Kladanj, Lukavac, Sapna, Srebrenik,
Teocak, Tuzla and Zivinice. The Dayton
Line separates the Tuzla Region from the
Serbian regions number 2, 3 and 4 along its
west, north and east sides, while in the
south, it borders with the Muslim Canton
number 4, as can be

seen on the map on p.17. In each mu-
nicipality of the region, there is a centre
town which is the main settlement for
administrative, economic and social
activities and gives its name to the
whole municipality such as Lukavac,
Tuzla and Zivinice towns in their re-
spective municipalities. Besides these
centre towns in each municipality,
there are also a number of smaller
towns and villages, and it is in con-
junction with this administrative
structuring that the first layer of urban -
rural dichotomy appears atthe intra-

. municipality level. However it should

be noted that there are also distinctive
differences in economic development
levels at the inter-municipality level.
For example, Tuzla, Srebrenik and
Gradacac municipalities have much
better physical, economic and institu-
tional resources than in Aelic, Kalesija
and Teocak. In addition to this, as a
result of the Cantonal System in the
Federation of Bosnia and Herzegovina,
Tuzla town also has the role of being
regional capital city, as is the status for
Zenica in Zenickodobonjski Canton
(Number 6) and

Table 2:The pre-war and post-war population and ethnicity
in four sample municipalities

Lopare

) GradaCac |I
T B I
Pre-war POP. Total 56,581
1991 % 60 15 20 37
Current Fed 38,600

. Eagmman
Major | + g‘”ﬁ;

32,537

19,500

Lukavac Tuzla
cis alcis alcl s
57,070 131,618

57 66 3 21 47 15 15

159,718

i
Population o
ethnicity
& Major RS
Major
Ethnicity
ethnicity
Refugees Fed | min250 | | min660 |  min2.300
From Major |
Displaced === m"i:"@"m i
P " Re_ haos~/ e 1200 m
Persons Major gmgé
ethnicity Jﬁ@g
]
| RS
n T2~600
Major
ethnicity
-
BeMainly Bosniacs, C: Mainly Croats, S: Mainly Bosnian
min: minirrum
Fed: Federation of Bosnia-Herzeqovina AS: Reolblica SilPska
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Mostar in Srednjehercegovacki Canton
(Number 7), which means a further con-
centration of administrative and insti-
tutional structures in its boundaries.

The Tuzla Region preserved its multi-
cultural and multi-ethnic characteristics
for centuries under the rules of different
empires from the Ottomans to the
Austria-Hungary Empire. Although it
was mainly a Muslim region - 65% of the
population in 1991- the Croats and the
Serbs formed a considerable proportion
of the population in municipalities such
as Brcko and Tuzla. There is no doubt
that the war changed the demographic
composition in the municipalities, both in
terms of population and ethnicity,
through its severe impacts such as ethnic
cleansing and mass population
movements. According to the United
Nations  High  Commissioner  for
Refugees (UNHCR 1997), there are
200,000 Muslim IDPs living in the Tuzla
Region. However, apart from estimating
some  approximate  numbers  and
percentages, it is not an easy task to
estimate the current ethnic breakdown for
each municipality.

Table 2 shows that the municipalities
of Gradacac and Lopare experienced a
considerable level of displacement in
terms of receiving refugees and IDPs, as
well as having people displaced from
their boundaries, due to their geographic
positions  between the Federation
ofBosnia - Herzegovina, and Republica
Sirpska. On the other hand, the main
displacement experienced by Lukavacand
Tuzlahad been in terms of receiving
mainly Muslim IDPs from other parts of
Bosnia-Herzegovina. For example, IDPs
form 25 % of the current population in
the Tuzla Municipality. More
importantly, it can be seen that, as a
consequence of Muslim IDPs, the pro-
portion of ethnic groups has changed
considerably. Even assuming that the
population of Croats and Serbs remained
the same during this period, the ratio of
the Muslims in the Tuzla Municipality
increased from 48% to 65%
(Ozerdem,1998).

The Provision of Drinking-Water
in the Tuzla Region
A survey carried out by Jusupovic and
Beslagic (1998) from the Tuzlanski-
podrinjski Cantonal Ministry of Health
and the Cantonal Public Health Institute
respectively, presented the current
situation of water supply and drinking-
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Table 3: State of Water Supply in Tuzla Region 1998
(source: Jusupovic and Bedlagic, 1998:116)
Municipality % of inhabitants with Water consumption % of deteriorated

r connections tokcslty litres/inhabitant/ day) water supply network
Banovici 10 o 50 - 230 25
Brecko - - -
Belic - - -
Doboj East - 30 16
Gracanica 32 150 57
Gradacac 22 150 80
Kalesija 25 20 -
Kladanj - - -
Lukavac 28 250 20
Sapna - -
Srebrenik 14 140 -
Teocak - - -
Tuzla 67 200 -
Zivinice 44 150 .

-:no data

water quality control in the Tuzla Re-
gion.! The following data obtained from
this survey are presented in table 3. This

" table shows the percentage of munici-
palities with service connections to city
waterworks, their water consumption,
and the percentage of deteriorated city
watersupply networks.

This tableshows that the level of serv-
ice connection to existing urban water
supplies is very low in the Tuzla Re-
gion. The Tuzla municipality has the
highest proportion of its population,
connected with the water supply net-
work, while it is as low as 10% in the
municipality of Banovici. However, the
percentages provided show theratio for
thenumber of inhabitants with connec-
tions to city water networks by munici-
pality. However, it is known from the
field work that the percentages for the
population living in town centres are
much higher than those in rural areas.
For example in Gradacac, Gracanica,
Tuzlaand Zivinice town centres,almost
all populations are served with water
by town water supply networks. The
variation of water consumption from
one municipality to another is large:
over 150litres per capitaperday (L/p/
d) in major municipalities, to between
20-50L/p/d in the smallermunicipali-
ties, which from field experience is simi-

lar to those municipalities without any
data.

Table 3 also shows that the technical
state of water supply and its distribu-
tion networks are rather alarming. The
level of deterioration in Gradacac, for
example, isashigh as 80 per cent. There-
foreitis not surprising to see thatalmost
all water distribution networks in the

region experience aleakage level atleast
40 to 50 per cent.

Apart from Tuzla and Zivinice,
which use sedimentation, filtration and
disinfection facilities, the main type of
water treatment for other municipali-
ties in only chlorination (disinfection).
Furthermore, the treatment facilities
only supply water to the town centresin

Table 4: Four major diseases registered at the Cantonal Public Health

Institute in four municipalities of the Tuzla Region
(Source: The Cantonal Public Health Institute, 1995)

Bacilli

Dysentery

Acute
Enterocolitis

Hepatitis A & B

Salmonellosis
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Table 5: Results of bacteriological survey of water supplied to rural areas, according

to type of facilities, in the Municipality of Tuzla (Source: Mehinovi¢, 1998:96)

Type of Water Facility No. of No. of Positive Percentage of Positive
Samples Results Results (%)

City waterworks - survey 1 9 1 11

- survey 2 4 2 50
Local waterworks - survey 1 38 25 66
Tapped source - survey 2 45 31 69
Public fountain 14 5 36
Well (above 5 householids) 153 129 85
Artesian well 1 1 100
Cisterns 2 2 100
TOTAL: 266 196 74

each municipality. Therefore the real
state of treatment facilities for those who
donotliveinrural areasismuch worse,
asthey aresupplied with water directly
from local sources, such as garden
wells.

Health Consequences of
Inadequate Water Supplies in the
Tuzla Region
Thewar in Bosniaand Herzegovinahad
serious impacts on the health of the
population due to the deterioration of
environmental and living conditions,
malnutrition and destruction of health
facilities. Communicable diseases, es-
pecially among refugees and IDPs, have
shown a large increase throughout the
country. For example, the result of a
medical survey upon thearrival of4,200
displaced people from Srebrenica, in
the Tuzla Region, showed that 72 % of
childrenhad malnutrition, 42 % of them
suffered from anaemia, 40 % had an
upper respiratory tract infection, 31 %
had a skin disease, 17 % suffered from
diarrhoea, and 17 % had bronchitis

(Ministry of Health, 1996).2

The Cantonal Public Health Institute
in Tuzla (1995) prepared areportonthe
health situation in several municipali-
ties in the region. The data provided in
this report covers the period from 1991
t01994, where 1991 and early 1992 fig-
ures represent the pre-war situation
while mid-late 1923, 1993 and 1994 fig-
ures are for war time.3 This data is pre-
sented in Table 4, which shows cases
registered at the Cantonal Public Health
Institute. The figures provided are arti-
ficially low for the following reasons:
the difficulties of compiling informa-

tion during the war; the Institute re-
ceived its figures only from the Tuzla
General Hospital, while those cases
treated in the clinics maynothavebeen
senttothem. Thereforeitcanbeassumed
that the real state of these four major
diseases were in factmuch worse in the
four municipalities during the period of
war. Due to unreliable population esti-
mates, incidence rates of diseases could
notbe calculated.

The decrease in the number of the
given diseases in the Tuzla region for
the year 1994inTable4 canbe explained
by theimproved response tobasicneeds
by the international community which
was effective from early 1994 onwards.

The paper willnow present theresult
of asurvey onthebacteriological safety
of water in the rural areas of the munici-
pality of Tuzla whicharenot covered by
the Tuzla Town Water Supply. The sur-
vey was carried out using the Oxfam's
E-coli counting method by the Tuzla
Health Centre in 1997. It was particu-
larly important to show the scale of the
health problem for approximately 30
per cent of the rural populationwhoare
not connected toa town water supply in
the Tuzla municipality. Mehinovic
(1998: 95) stated:*

“The control of quality of water from
water supply facilities which are out-
side of the city waterworks system is
performed mostly by no one, except
inepidemiologically indicated situa-
tions”.

From the data in Table 5, 74 % of all
facilities tested were positive forbacte-
riological contamination. Thus the ru-

ral water supply in the municipality of
Tuzla posed a high level of danger to
publichealth for possible epidemics of
infectious diseases.

Using UNICEF’s threshold, which
identify water with more than 10 E-coli
colonies per 100 ml as polluted, the de-
gree of contamination of water in these
positive test results is in excess of ac-
ceptable levels. Of the positive test re-
sults, 52% had between 1-50 colonies
per 100 ml of water, 17% had 51-200
colonies, and 31% had too many. colo-
nies to count. Considering the high
percentage of E-coli of faecal origin in
the water, itis not surprising to see that
there was a high incidence of intestinal
infectious diseases registered in the
municipality of Tuzla during the period
when this survey was carried out.

The presence of the above mentioned
faecal-oral diseases (water borne and
water washed) in the territory of the
Tuzla municipality show that water in
settlements which are not covered by
the town water supply is exposed to a
high risk of faecal contamination. Con-
sequently, water in these settlements is
not safe for drinking purposes because
of bacteriological contamination.

Discussion
Thehealth impacts of inadequate water
supplies on the population of the Tuzla
Region of Bosnia - Herzegovina have
been evaluated in this paper. It high-
lights a series of challenges in terms of
responding to water quantity and qual-
ity needs, but also to the existence of an
overall bias in the current praxis of
water supply improvements for
populations in urban areas at the ex-
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pense of those living in rural settle-
ments.

Our data clearly show large varia-
tions in the number of inhabitants in
different municipalities connected to
water networks, highlighting the issue
of unequal access to adequate and safe
water supplies. Those towns in munici-
palities with more commercial and in-
stitutional importance arebetter served
with water supplies than those which
aresmaller and poorer. Itisin fact,ironic
that most of those smaller municipali-
ties are now worse off after the war, as
they were eitherdivided by the Dayton
Line, creating the phenomenon of “dis-
placed’” municipalities, or they were
badly affected by the influx of IDPs. The
issue of unequalaccesstoadequateand
safe water supplies also has a second
dimension, as those in town centres of
each municipality are more likely to
haveaccess tosafer water supplies than
thoseliving inrural settlements. In other
words, the inhabitants who obtain their
water from private sources such as pri-
vate garden and artesian wells or from
local waterworks, which are often lack-
ingatreatmentfacility or consistent test-
ing of water quality, are the most likely
tobeaffected by water-related infectious
diseases. Though inequalities between
urban and rural areas in accessing ad-
equate and safe water supplies (both
inter and intra municipality) has long
been a challenge in the context of re-
sponding to ‘basicneeds’ indeveloping
countries, this paper shows that the
scope of these problems are further ex-
acerbated by the impact of armed con-
flict.

Furthermore, the framework of plan-
ning and implementation of water sup-
plies in war-affected areas is often
designated by a series of biases. The
field research experience in the Tuzla
Regionshows that spatial, institutional
and political biases have been very de-
cisive in favouring urban groups in
water supply construction and recon-
struction projects carried out by inter-
national NGOs and local authorities
during and after the war. Itappears that
the pre-war eracustom of neglecting the
needs of rural settlements is often
passed over to the post-conflict period,
during which those communitiesliving
in rural areas become even more
marginalised, both politically and eco-
nomically. As it is said in a Turkish
proverb:

“those who are far from the sight will
also be far from heart.”

the needs of rural settlements become
further neglected as towns become the
centres for many international relief
and development agencies. This con-
centration of organisations further bi-
ases the building of infrastructure and
projects towards the towns, consolidat-
ing their already well-rooted presence
in the political and institutional arena.
Therefore, itis crucial that those practi-
tionersinvolved in the recovery of water
supplies in war-affected areasadoptan
egalitarian strategy towardsrural areas
intheirapproach for water quantity and
quality improvements. Afterall, caring
for human life without discrimination,
whetheritisSouth or North, far or close,
or in urban or rural areas, is one of the
basic principles of humanitarianism.

Conclusion

Itisevident from the preceding review of
displacement and public health issues
in the context of the Tuzla region case
study that the existence of pre-warbias
in the provision of an adequate amount
of safe water for populations in urban
areas at the expense of those living in
rural settlementsis often passed overto
the post-conflict period. It is often the
case thatrehabilitation and reconstruc-
tionprogrammes implemented by inter-
national humanitarian organisations
to improve water supplies in war-af-
fected areas also concentrate on urban
areas. As a consequence of this biased
approach, the populations in rural ar-
eas are the most likely to be affected by
water-related infectious diseases. m
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Reproductive Health Issues Affecting Displaced Populations

Abstract

The provision of reproductive health
services for displaced populations has
guined momentum since the 1994 Inter-
national Conference on Population and
Development (ICPD). The ICPD Pro-
gramme of Action sets reproductive
health within a rights framework and
highlights the needs of refugees and in-
ternally displaced populations. This pa-
per looks at the background to
reproductive health for refugees, offers
some lessons learned from Marie Stopes
International’s refugee programming
experience and highlights possible fu-
tureinterventions.

Résumé

La prise en compte des questions
d’obstétrique pour les personnes
déplacées a gagnéun surcroitd’attention
depuis la Conférence Internationale sur
la population et le Développement de
1994. Le programme d’action ayant
découlé de cette conférence place
Uobstétriquedans le cadreadéquat et met
en relief les besoins des réfugiés et des
personnes déplacées a l'intérieur des
frontieres nationales. Cet article propose
un rappel historique de la question de
Uobstétrique pour les réfugiés, suggere
quelques legons a tirer de I'expérience
d’organisation des réfugiés de Marie
Stopes International, et signaleles inter-
ventions futures possibles.

The Context — Agency Initiatives

International recognition of the press-
ing demand for reproductive health
servicesinrefugeesettingsis well docu-

Samantha Guy runs Marie Stopes International’s
Reproductive Health for Refugees Initiative.
Marie Stopes International is at the forefront of
international initiatives to institutionalise
reproductive health in refugee settings.

Samantha Guy

mented.! Although international con-
ventions and agreements have beenrati-
fied, reproductive health services for
refugees are still being neglected or de-
layed. .

The principles of reproductive health
arise under specific international hu-
man rights instruments,?applicable to
all persons, including refugees, without
discrimination.

“The humanrights of womeninclude
their rights to have control over and
decide freely and responsibly on mat-
ters related to their sexuality, includ-
ing sexual and reproductive health,
free of coercion, discrimination and
violence.”

Fourth World Conference on
Women, Platform for Action, Beijing,
1995
It was in Cairo, at the 1994 Interna-
tional Conference on Population and
Development, (ICPD) that thereproduc-
tive health needs of refugees were offi-
cially recognised for the first time at a
UN conference:
“Inplanning and implementing refu-
geeassistanceactivities, special atten-
tion should be given to the specific
needs of refugee women and refugee
children. Refugees should be pro-
vided withaccess toadequateaccom-
modation, education, health services,
including family planning.”

Programme of Action, International
Conference on Population and De-
velopment, Cairo, September 1994,
Para 10.25

“Reproductive health is a state of
complete physical, mental and social
well-being and not merely the ab-
sence of disease or infirmity in all
matters relating to the reproductive
system and to its functions and proc-
esses. Reproductive health therefore

implies that people are able tohave a
satisfying and safe sex life and that
they havethe capability to reproduce
and the freedom to decide if, when
and how often to do so.”

Programme of Action, International
Conference on Population and De-
velopment, Cairo, September 1994,
Para 7.2

A central achievement of ICPD was
its promotion of a comprehensive ap-
proach to meeting people’s reproduc-
tive health needs. The rights of women
are central to the Programme of Action,
which calls for the full and equal par-
ticipation of women in civil, cultural,
economic, politicaland social life. Until
1994, population programmes empha-
sised family planning services. The
Cairo Programme of Action presentsan
alternative agenda, based on ahuman-
rights framework, which recommends
thatreproductive health (RH) should be
madeavailabletoall. It calls forcompre-
hensive RH services, designed with the
involvement of women, to serve wom-
en’s needs and advance women’s
rights.

As a result of the ICPD, the Inter-
Agency Symposium on Reproductive
Health in Refugee Situations was con-
vened in 1995. Fifty agencies committed
themselves toimproving reproductive
health provision for refugees and pro-
duced the Inter-Agency Field Manual
onReproductive Health in Refugee Situ-
ations. In addition, the Inter-Agency
Working Group on Reproductive
Health in Refugee Situations (IAWG)
was formed, comprising 32 members
including NGOs, donor agencies and
researchers. The final version of the
field manual has just been produced
and is available from the United Na-
tions High Commissioner for Refugees
(UNHCR).2
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Recognising the pressing need to in-
troduce reproductive health care as
early as possible, the concept of the
Minimal Initial Service Package (MISP)
was developed by theIAWG. The MISP
is specifically designed to facilitate the
timely and appropriate delivery of re-
productive health services in the initial
acute phase of an emergency situation
and to plan for services as the situation
develops. The MISP concept includes:

human resources; guidelines and train-

ing for the implementation of selected
interventions; material resources, in-
cluding essential drugs, and basic
equipment.

To provide the material resources of
the MISP, UNFPA has developed The
Reproductive Health Kit. The kit is di-
vided into 12 subkits for use atdifferent
levels of health facility.4

Reproductive Health for Refugees
Consortium
During the ICPD, CARE, International
Rescue Committee (IRC), John Snow
International Research & Training (JSI),
Marie Stopes International (MSI) and
the Women’s Commission for Refugee
Womenand Children (WCRWC) united
to form the Reproductive Health for
Refugees (RHR) Consortium. Its mem-
bership has recently been extended to
include: American Refugee Committee
(ARC)and Colombia University Centre
for Population and Family Health. The
aim of the RHR Consortiumis toinstitu-
tionalise reproductive health for refu-
gee women, men and adolescents
worldwide in accordance with the
Cairo Programme of Action. The Con-
sortium has developed training mod-
ules and needs assessment tools,
established an advocacy group of refu-
geewomen fromaround the world and

implementsasmall grants programme.

Currently in development is a set of
monitoring and evaluation tools for RH
inrefugeesettings.’

The Provision of Reproductive
Health Care in Emergency
Settings
Refugee and emergency settings com-
pound many of the problems faced by
women. Itis imperative toensure thata
lack of comprehensive health services
doesnotadd to the suffering of refugee

women.

Reproductive health entails much
more than the skeleton maternal and
child health services provided in many
refugee settings. An effective pro-
gramme of reproductive health care is
sensitive to the different needs of men
and women, of differentethnicand cul-
tural groups, and of different age
groups. Itmustbe accessible and avail-
able to single women, widows, older
women, adolescents and men.

In Sri Lanka, MSI promotes commu-
nity participation in the project to help
ensure services are appropriate to all
sectors of thecommunity and asaresult
has seen a marked increase in the care
seekingbehaviour of theinternally dis-
placed communities it serves.

Reproductive health for refugeescov-
ers the following technical areas:

*safe motherhood (including ante-
natal, delivery and post-partum care)

eprevention and management of the
consequences of sexualand gender vio-
lence

efamily planning

eprevention and treatment of sexu-
ally transmitted diseases and HIV/
AIDS

*emergency obstetriccare, including
the treatment of abortion-related com-
plications

While food, water, shelter and pri-
mary health care are provided asamat-
ter of course in emergency settings,
reproductivehealthcare provisionisfar
from universal. Lessons from refugee
settings worldwide clearly reveal that
ignoring thereproductive health needs
of refugees can threaten the lives of
many people (WHO, 1997, UNHCR,
1999, RHR Consortium, 1998), yet this
crucial component of emergency aid is
often overlooked by agencies. Repro-
ductive health has been referred to by
some as an optional second phase in-

tervention rather than a first phase im-
perative. However, as the majority of
crises prove, certain reproductive
health services are required from the
moment displacement occurs such as
prevention and management of the con-
sequences of sexual violence, reduction
of HIV transmission, prevention of ex-
cess neonatal and maternal morbidity
and mortality, planning for comprehen-
siveservice delivery. Otherservices can
be established as the situation develops
such as comprehensive family plan-
ning, preventionand treatment of STDs,
ante - and post-natal care, counselling,
management of consequences of unsafe
abortion.

Most refugees are from countries
where health indicators are already
poor. Flight from war, civil or ethnic
conflict or natural disaster exacerbates
existing health problems. During flight,
women, in particular, are vulnerable to
sexual violence and abuse. Even once
women reachrelative safety, conditions
still prevail that further contribute to
their ill health: malnutrition and epi-
demics, an absence of law and order,
increased responsibility for house-
holds in the absence of male family
members, and breakdown of pre-exist-
ing family structures. Despite a lack of
hard data, there is ample evidence
(Palmer 1998, UNHCR 1999, UNFPA
1999, RHR Consortium 1998) to sup-
port the need for reproductive health
servicesinrefugeesettings. Women are
most affected by reproductive health
problems and for refugee women this
burden is further compounded by the
precariousness of their situation.

Ithasbeenshown thatwomen inrefu-
gee settings experience ( Palmer 1998,
RHR Consortium, 1998, Busza and
Lush, 1999):

1. Higher maternal mortality and mor-
bidity as a result of:

¢ poor nutrition

srepeated, frequent pregnancies

elack of clean, safe delivery care
2. Increased (often unsafe) sexual activ-
ity, whichresultsinanincreasein HIV /
AIDSand sexually transmitted diseases
dueto:

*use of sexual favours in exchange
for food, money or protection
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srape as a tool of coercion or humili-
ation

sbreakdown of family and social
structures, and accompanying behav-
ioural change

sboredom
3. Increased fertility rates due to:

eimprovements in child survival
rates :

spressure on women to rebuild the
population

elack of birth spacing/family plan-
ning information and supplies

InSierraLeone, experienceindicated
that fertility was high in the camp envi-
ronment. Boredom was identified as
leading to the appearance of unsafe
sexual activity in the camp. Aninformal
assessment was carried out to discover
thereasons why women wanted tohave
many children and the results were
given as:

swillingness to replace those lost
during the war

echildren represented the only sta-
bility for women in new relationships

sincreased food rations

Itisimportant that RH interventions
arenotonly timely butalsoappropriate.
Inanemergency, itmay be easy to over-
look particular refugeeneeds in the ur-
gency of providing services. Refugee
participation is vital in ensuring that
services are tailored to users’ needs.

Lessons Learned and
Recommendations From MSD’s
Refugee Projects
There are anumber of issues which dif-
ferentiate refugee settings from conven-
tional settings and must be taken into
account in service delivery and pro-

gramme implementation.

Agencies operating within arefugee
setting need toretain a greater degree of
flexibility in order toremain responsive
to the oftenrapidly changing needsofa
refugee community. Servicesrequired at
the onset of an emergency will develop
and expand as the situation stabilises.
In addition, reproductive health agen-
cies must be prepared to provide pri-
mary health care services as well as to
encourage primary health providersto
integrate reproductive healthinto their
service mix.

The highly political nature of com-
plex emergencies can make the provi-

sion of reproductive health care a par-
ticularly sensitive issue. Therefore, itis
imperative to ensure the full participa-
tion of therefugee community, particu-
larly women and adolescents, in all
stages of the planning, design and im-
plementation of services.

Itisalsoimportanttoensure thatserv-
ices reach the host/local population as
well as the displaced population, not
just to reduce the possibility of tension
between the communities but also to
makeclear that thereisnoethnicdimen-
sion to the provision of services.

Refugees are not always in camp en-
vironments, thus services alsoneed tobe
accessible and available to those living
within the host community.

Health committees comprised of key
community representatives should en-
sure the ongoing acceptability and ap-
propriateness of services liaising
between the projectand target commu-
nities.

Community volunteers should be
identified and trained tobecome health
providers. This strategy ensures valu-
able skills are not lost during displace-
ment, new skills can be developed in
preparation for the return process, and
services remain appropriate to the tar-
getpopulation.

Extra care should be paid to ensure
that quality of care is not compromised
during the provision of comprehensive
sexual and reproductive health serv-
ices. Specialist technical support for
specific service components should be
considered to ensure continuing high
quality services as well as to monitor
quality of care issues.

Appropriate information education
and communication messages and ma-
terials in consultation with community
leaders and health committees should
be developed. Materials may be avail-
able from the country of origin orlocally
produced material could be adapted to
suit the particular situation.

Recommendations for Future
Action
MSIand the RHR Consortium are at the
forefront of organisations undertaking
a range of activities to guarantee the
provision of reproductive health serv-
ices in refugee settings. The following
set of recommendations is drawn from

global programming experiences and
highlights some of the areas in which
action must be taken to ensure repro-
ductive health care provision for refu-
gees. '

1. A Broad Perspective

Solutions for short-term problems
should be matched with long-term
needs and should havea positive long-
term developmental impact for the
whole community.

2. Advocacy and Fundraising

A concerted advocacy programme to
promote increased attention and action
for RHR aimed at policy makers, gov-
ernment officials, UN agencies, donors,
aid workers, the media and the general
public.

Implementing agenciesneed tochal-
lengelong standing organisational pri-
orities to build institutional capacity
and commitmenttoRHR.

3. A Participatory Approach

RHR programmes must be based on
participation, capacity building and
strengthening representative organisa-
tions.

Sensitisation and assistance to local
communities should be established in
order to alleviate tensions between lo-
cal and refugee populations.

Greater understanding of the cul-
tural and traditional values of refugee
communities will ensure culturallyap-
propriate services and resources are
available.

Co-ordination between agencies is
imperative in order to avoid duplica-
tion and to ensure that the full range of
reproductive health services are avail-
able.

NGOsmustensure that camp layout
really considers women’s and chil-
dren’sissues. The consequences of poor
camp layout on women's health can
lead to high medical and human re-
source costs.

Greater representation of womenin
decision-making positions in imple-
menting agencies and refugee organi-
sations, including translators, will
help ensure services are appropriate
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and accessible to refugee women and
their families.

Programmesmusttake thelong-term
perspective in which women are per-
ceived as crucial in the rehabilitation
and reconstruction process. '

Involvement and education of refu-
gee men about their responsibilities is
critical to women’s health status; par-
ticular attention should be paid to the
needs of adolescents.

4, Training and Capacity-Building
Needs

Greater training and awarenessamong
field staff on practical protectionmeas-
ures for preventing and responding to
sexual violence is needed.

~ Publichealth awareness campaigns
should beimplemented among refugee
and displaced populations, incorporat-
ing training in good reproductive
health practices.

Increased resources, both financial
and human, to implement comprehen-
sive RH programmes are needed.

Greater access to female protection,
medical staff and female interpreters
would ensure that refugee women are
more able to report incidents of sexual
violence.

5. Research and Development
Further research and study into the
health, behaviour and characteristics of
refugees and internally displaced per-
sons is needed to further develop the
design and implementation of repro-
ductive health care services.

Development of tools to assist man-
agers and field staff in implementation
of comprehensive RH programmes are
needed.

Conclusion
The challenge facing all organisations
is to ensure that advances made at the
policy level are translated into in-
creased action and commitment at the
field level. m
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Good Practice in Public Health:
Thinking About the Economics of Complex Emergencies

Abstract

Emergency public health action is often
faced with severe constraints. Limited
resources are available to respond to
sometimes-immense initial requirements
and competing needs. Ethical decisions
in public health can only be made when
the decision-maker understands the ar-
guments for and against, and decides in
the light of this knowledge. Emergency
budgetsarenot unlimited, havealterna-
tive possible uses, and can easily be
wasted. Yet many aid workers find it
impossible or unethical to consider the
cost of emergency aid.

This paper proposes to consider the use of
economic methods in three ways:

1- to assist with rational decision-mak-
ing.

2- to offer a tool for continuously moni-
toring interventions.

3- to enable programme evaluation in
terms of cost-effectiveness.

Résumé

L’action sanitaire d'urgence rencontre
souvent des contraintes trés sévéres. Les
ressources disponibles sont limitées pour
faire face a des besoins initiaux souvent
immenseset concurrents. Lesdécisionsde
nature éthique en matiere de santé
publiquenepeuvent étreprises que quand
les décideurs comprennent & fond la
totalité des arguments pour et contre, et
arrétent une position éclairée par cette
connaissance. Les budgets d urgence ne
sont pas illimités. Ils ont des possibilités
d’utilisation différentes, et peuvent
conséquemment étre facilement gas-
pillés. Et pourtant de nombreux
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intervenants considerent éthiquement
questionnable une position consistant a
scruter attentivement le cofit de l'aide
d’urgence. Cet article propose de
considérer la mise a profit de méthodes
économiques selon trois avenues:
1-V'appuiapportéades prises dedécision
rationnelles;

2-I'apport d"un outil servant & assurer
un suivi constant et fiable des interven-
tions;

3- la possibilité de formuler une
évaluationdes programmes en termes de
rendement.

Is Economics Relevant in
Emergencies?
Humanitarian action in complex emer-
gency situations is fraught with uncer-
tainty. At the onset, it is necessary to
provide immediate relief for survival,
while access may be limited by environ-
mental and security constraints. Plans
will rely on rapid assessments and
standard approaches. Under these cir-
cumstances, resources are easily
wasted. Yet many aid workers consider
itimpossible and in any case unethical

to consider the cost of emergency aid.

Programme monitoring and evalua-
tion are complicated by unpredictable
events, making ithard to tease out pro-
gramme effects from incidental occur-
rences. Evaluation of the early objective
topreservelivesrarely considersacom-
parison of operational cost. Long-term
evaluation needs explicit objectives
and a set of measurable indicators. An
estimate of the cost to achieve a certain
output would berelevant forboth plan-
ning and evaluation.

The publichealth sector haslong rec-
ognised, atleastin principle, theneed to
make optimal use of limited resources.
Publichealth professionals are respon-
sible for decisions on how to address a
range of population needs related to
health care. Decisions on the provision

of services are increasingly guided by
the availability of effective interven-
tions. Theextentof thebudgetallocated
willdepend on the size and seriousness
of aproblem, and on the cost of the inter-
vention. In themanagement of humani-
tarian emergency situations, the
limitation of resources may be even
more pronounced, sometimes in the
context of immense initial require-
ments. Relief programme decisions
should aim to maximise health gain
within available resources, and eco-
nomic analysis has a role in this goal.

Health economics applies theories,

tools and concepts of economics to the
health sector. It looks at allocation of
resources within the economy to the
health care system, and the distribution
of these resources to different activities
and individuals.! Introducing health
economics in the publichealth manage-
ment of emergencies could be of use in
three ways:

1. to assist with rational decision
making.

2. to offer a tool for continuously
monitoring the effectiveness of
interventions.

3.toenable programmeevaluationin
terms of cost-effectiveness.

Making Rational Decisions

Following an emergency, decisions are
typically made by donors about the
magnitude of funding and often about
the type of programme to be imple-
mented inaparticular place (earmarked
funds). These decisions are guided by
requests from humanitarian agencies,
of which some are implementing part-
ners,and by the governments of affected
countries. In the context of develop-
ment, governments of implementing
countries are considered to be the best
judges of theirnation’s needs. Inemer-
gency situations, complicated by civil
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uprising, this assumption may only
hold for part of the population. Anim-
partialneeds assessmentbecomes man-
datory.

Control of an acute emergency is
achieved by provision of effective care,
including basic needs such as water,
sanitation and food if needed, to as
many survivors as possible in an equi-
table way. Decisions on who provides
reliefaid and how itshould be delivered
are usually made from a purely prag-
matic point of view. Intheadventofan
emergency, numerous relief agencies
compete forlimited funding.

Operational humanitarian agencies
should be unbiased advocates of the
health and human rights of the popula-
tion they serve. The taxpayer assumes
that funding forhumanitarian agencies
isrelated to the needs of the beneficiary
population. With no clear criteria to
evaluate efficiency and cost-effective-
ness of emergency interventions, fund-
ing of agencies and thus their own
survivallargely depend on field visibil-
ity (i.e. attraction of media) and the im-
age this creates vis-a-vis potential
donors. In this context, economicanaly-
sis can provide rational methods for
decision making, which should result
inbetter outcomes.

Offer a Tool to Monitor
Interventions

If programmes are effective, the general
health and nutrition situation of the
population should ameliorate and sta-
bilise, at least in comparison to what
would happen without the interven-
tion. When essential needs are not or
insufficiently addressed, theremaybea
reduction in the overall effect of the
humanitarian intervention and a lag in
servicedelivery. Measuring inputsand
outcomes in one sector may indirectly
point toshortcomingsinanother. Over-
looking the link between nutrition and
communicable diseases canlead tohigh
death rates in malnourished individu-
als with an infection. At the time of an
epidemic, adequate feeding and disease
management, including correct sani-
tary measures will have better results
than each intervention on its own.2

The course of humanitarian emer-
gencies cannotbe predicted. Theevolu-
tion of the security situation and ease of
access to an area can influence the nutri-
tional and health status of the popula-
tion. Existing programmes oftenneed to
be modified, and new interventions
may berequired. To provide an efficient
response, the data obtained by immuni-
sation and nutrition surveys should be
complemented with routine data from
health system surveillance. The epide-
miological findings could be compared
to expenditure on food, medicine and
other programmes. This comparison
wouldbeastep towardsrecognising the
level of interaction between the various
harmful factors in a complex emer-
gency, and finding ways to compose
and maintain a balanced package of
services. Expenditure on medicine for
curative purposes may be of littlebenefit
to a hungry population of internally
displaced persons if access to health
servicesislimited. Under those circum-
stances, it might be more useful in the
short run to distribute food and seeds
for planting. Theneteffect of using part
of the medicine budget for preventive
services will be better health.?

Enable Programme Evaluation in
Terms of Cost-Effectiveness

Theevaluation of emergency assistance
to Rwanda (5 volumes)* includes 10
pages thatdeal with thefinancial cost of
the operation. Itisnoted thatit wasnot
possible to break down the overall
known allocations of USD 1.29 billion.
Atthesametime, donors wantvaluefor
money, butare unwilling to separately
finance programme evaluations. With
support from international agencies
suchas the World Health Organization,
prospective data collection could be
tested in a limited number of settings.
The aim would be to match data on the
cost of programmes and programmeel-
ements with outcomes in terms of vital
population statistics (morbidity, mor-
tality and malnutrition).

Relief workers sometimes argue that
itwould beunethical toapply economic
analysis inemergencies. Thisargument
isbased on the same reasoning used to

discredit health economics in general,
i.e.thathumanlifehasnoprice. Inreply
it can be pointed out that it may not be
universally possible tosay whatshould
be the value of a life, but within a given
budget we should strive to preserve as
many lives, and reduce as much mor-
bidity, as possible. In any case, finite
values are placed on emergency action
in the way every budget is set. Itisim-
portanttoremember that:

sfunds used for humanitarian relief
operations have alternative possible
uses.

severy humanitarian operation is
determined by the size of its budget.

sthecollectivebudget available fora
humanitarian operation doesnot per se
reflect the needs of the population.

ewithin a given relief setting, there
willbe competing options for the use of
funds.

*an accurate estimate of population
needs with ranking order of impor-
tance, would be useful - without rank-
ing of needs, budgetallocation depends
onsupplier preference.

oif the cost to satisfy the different
population needs can be calculated, it
should be possible to draw up abudget
tocover these needs - without this exer-
cise, budgets are based on guesses at
best and emotions at worst.

In public health care, the issue is not
theethics of behaviour, but theethics of
decision making. A decisionismadein
an ethical way when the decision-
maker understands the arguments for
oragainstadecision, and decidesin the
light of this knowledge. In almost all
cases, arguments for and against the
issue mustbe weighed. The concept of
“donoharm” conflicts with the notion
to “do more good”, since some people
willbeharmed by decisions thatachieve
ageneral improvement inhealth. Duty
totheindividualmay conflict with duty
tothe people, and helping more people
may conflict with helping those indi-
vidualsmostinneed. Healtheconomics
willhelp to make the optimal choice to
help the greatestnumber of peoplein the
mostefficient way possible on thebasis
of available data.
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Ways in Which Health Economics
Can Be Used

Itisneither possible nor desirable to set
afixed level of expenditure fora particu-
lar type of intervention. However, by
deconstructing an operation into all of
its elements (e.g. cost of goods, person-
nel, and transport)itis possibletoarrive
at an approximate cost for a defined
project. It should also be possible to
predict the number of beneficiaries, pro-
vided the target population and the ex-
tent of the emergency are known. This
kind of baseline assessment canbe used
asatoolforbudgeting, and forevaluat-
ing the outcome of an intervention, if
epidemiological data onthebeneficiary
population are recorded. In fact, some
agencies have started tomove towards
this approach. ’

A comparison of strategies to man-
age cholera outbreaks illustrates how
healtheconomics canbe used inmaking
policy decisions in emergencies. Cost-
effectiveness analysis indicated that
stock piling of treatmentkits in the area
was more cost-effective than vaccina-
tion.5 Another study by MSF in Nigeria$
showed that meningitis vaccination at
the height of an epidemic was extremely
costly per case averted, compared to
correct case management. Neither of
these examples should be used to dis-
credit vaccination as a way to avoid
disease. Instead they indicate the im-
portance of correctly timing interven-
tions to obtain maximum benefit at a
givencost.

Analysis of surveillance data can
giveanindication of the relativeimpor-
tance over time of different interven-
tions in one particular setting, and of the
scope for expanding one programme
and reducinganother. Health econom-
ics provides tools to calculate the mar-
ginal cost, ortheincremental unitcost (a
measure of the resources associated
withasmallincremental changein out-
put) of variations in programme out-
put. At field level, direct accounting
methodscanbe used. Statisticalmodel-
ling techniques at headquarters level,
could facilitate donor decisions on
budget size for different programmesin
the same emergency zone.

Good Public Health Practice in
Emergencies
Good practice in public health should
be appropriate, acceptable, cost-effec-
tiveand equitable.

Appropriateness

In terms of public health, appropriate
action produces health gain for the
population concerned. Themostappro-
priate action is the one that maximises
health gain with the resources avail-
able. Initial assessment and subsequent
monitoring of an emergency contain
three components:
1. thehealth and nutritional status of
the population.
2. the local resource capacity.
3.theadditional requirements todeal
with the problem.

Acceptability

An approach is acceptable if it ensures
agood outcome, whichis wanted by the
beneficiaries. If a public health inter-
vention isnotacceptable to the popula-
tion, it will fail. For example,
chlorinating buckets of water taken
from a contaminated source, is a techni-
cally adequatemethod todisinfectit. In
some situations, this has been found to
create problems, because people be-
came convinced that they would be poi-
soned.? Itmaybe worthwhile todefine
emergency scenarios (e.g. small camps,
large camps, and displaced people not
in camps, besieged static populations)
and try to determine the most effective
and acceptable way to deal with each
scenario. This categorisation could of-
fer a method to refine standard ap-
proaches. In economic terms, utility
would be emphasised more than effi-
cacy (utility is whatindividuals want to
maximise, the economic equivalent of
happiness or satisfaction;® efficacy, in
terms of health interventions, is the
measured value under controlled test
conditions).

Cost-Effectiveness

Programme cost calculated as an aver-

age cost per beneficiary can mask an

extremely high marginal cost (themar-
ginal cost at any level of output is the
additional cost required to move one

unit higher on the output scale).?® Pro-
gramme decisions should take themar-
ginal costinto accountbutkeep inmind
equity of access. While vaccination
againstmeaslesis a cost-effective inter-
vention at the individual level, for pub-
lic health purposes one should also
define the marginal costatdifferentlev-
els of coverage under different condi-
tions and determine the incremental
cost-effectiveness ratio (ICER). Health
gains would be maximised ata coverage
level where the incremental cost of vac-
cination would no longer be propor-
tional to the incremental gain in herd
immunity. Decision-making and pro-
gramme monitoring could benefit from
research to determine the marginal cost
of differentactivities.

Equity

The definition of equity is a matter of
ongoing debate. In practice, the notion
of equal access to health care for equal
need can be used as a starting point.
Whererefugees or internally displaced
persons are dispersed among a static
population and use the same services,
accepting the additional cost of provid-
ing free care to the entire population
may be themostefficient way toprovide
equity of access to health servicesinan -
acute emergency. An increase in total
cost is justified if it improves the effec-
tive provision of humanitarian aid.

Conflicts can occur between cost-ef-
fectiveness and equity of distribution.
Before using this argument against the
health economics approach, it should
be clear that the awareness of conflict-
ing needs is a result of information
analysis. An informed decision will
take the equity of service provision into
account, and promote cost-effective
ways to reach this goal.

In an emergency-affected popula-
tion, some individuals and groups are
more vulnerable, (e.g. one-parent
households, unaccompanied minors,
and aged persons with no family). Set-
ting up protectivemechanisms requires
sensitive methods toidentify them, and
anon-discriminative approach to pro-
tection. If the former cannotbe donein
acost-effective way, programme design
couldinclude asafety net. Forexample,
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it is common practice to offer supple-
mentary food rations to all pregnant
women, as there are no easy, reliable
methods to detect those most at risk of
malnutrition.

Characteristics of Health Care
Systems in Emergencies

The management of emergency situa-
tions has been reshaped by conceptual
changes. Inrecentyears, many complex
emergencies (e.g. Angola, Liberia, Soma-
lia) have fluctuated between phases,
with episodes of relative peace and sta-
bility, interrupted by recurring violence
orsocio-economictrouble. Theresponse
to emergencies should recognise these
fluctuations by taking a development-
based approach at the earliest possible
stage. Yetthenotion of developmentin
emergencies implies that the epidemio-
logical situation is sufficiently under
control to gobeyond the short-term fo-
cus of containing avoidable deaths.

The expressions “early phase” or
“acute phase” are sometimes used to
describe the initial situation of excess
mortality and morbidity. beyond a de-
fined threshold. The usual structures of
primary health care do not yet or no
longer exist, or are unable to cope with
the type and amount of problems at
hand. This phase will end when the
epidemiological profile of the affected
population has reversed to pre-crisis
standards. Both needs and manage-
mentmethods will then resemble what
isknowntobeacceptable for theaffected
population at that time and place.

In “Refugee Health - an approach to
emergency situations”,!! Médecins
Sans Frontiereshave established ten top
priorities.’? The initial provision of hu-
manitarian assistance, including
health care in acute emergencies could
beimproved by developing refinements
to the standard approach, through the
inclusion of certain situation indica-
tors, asmentioned previously. Afterthe
first rapid assessment, adjustments
should bemade to address specific prob-
lems, taking local resources into ac-
count.

Even in countries at war, the emer-
gency situation does not equally affect
everybody. Pre-existing disparities in

wealth and access to care will often re-
mainin place. If thenational health care
system reflects these inequities, it will
notbe easy, and perhaps impossible to
switch from high-tech priorities to a fo-
cus on primary health care. The situa-
tion can be worsened if inappropriate
technology isimported to deal with the
immediate problems.

Inhumanitarian emergencies, health
care is often provided free of charge.
Complex emergencies often occur in
low-income countries, orin countries at
war, settings where health insurance is
either unknown or no longer opera-
tional. Long-term financing of health
care will have to be (re-)considered as
soonas the acuteemergencyisover. The
management of the early phase of an
emergency should be distinguished,
butnot completely separated, from the
following phases (stabilisation, transi-
tion, return to development). Health
economics can provide ways to assess
national capacity to allocate resources
to the health sector in the transition
phase. Long-term substitution of na-
tional resources through external aid
can be damaging, as can early with-
drawal of external relief from an emer-
gency affected population.

The choice of methods to provide re-
lief in the early phase should facilitate
the transition process towards renewed
development. Where health care facili-
ties and personnel remain functional,
they should be strengthened and sup-
ported. Creation of new facilities should
be in line with the existing structures,
anticipating future needs. Introducing
services that are more advanced than
what is commonly expected will raise
problems of sustainability, especially if
theyrespond toarealneed and are likely

“tocreateademand (anexample could be

the acceptance of patients for elective
surgery in an emergency unit).

Conclusion
There is often uncertainty over the pre-
ferred way to organise cost-effective,
appropriate, acceptableemergency hu-
manitarian action. Inthe early phase, a
rapid needs assessment may only pro-
vide approximate data on thenumbers
of people affected, and the type and ex-

tent of assistance required. Onceasitu-
ation has stabilised, the long-term evo-
lution of a complex crisis environment
cannot be foreseen. Interventions that
work in one setting might not be appli-
cable or ineffective in another.

Reducing the margin of uncertainty
can improve the provision of health
care. Indeveloped countries, healtheco-
nomics is commonly used in the plan-
ning and management of health care.
The same is true for health sector plan-
ning in stable developmental settings.
Tools that are of proven value in these
settings should be tested and developed
foruse inemergencies. Steps to achieve
this goal consist of systematically iden-
tifying, quantifying and valuing inputs,
together with epidemiological surveil-
lance based on an initial needs assess-
ment. These canbe complemented with
othermethods of data collection accord-
ing to necessity and feasibility. Case
studies in different settings, examining
all phases of an emergency, will be use-
ful tobuild up abody of knowledge for
planning, decisionmaking and evalua-
tion.

The management of an emergency
situation should aim at technical effi-
ciency, acceptability and cost-effective-
ness. A toolkit for the application of
health economics principles in emer-
gencies could contain basic methods to
calculate the cost of interventions under
field conditions, as well asbudget plan-
ning tools for affected governments and
advanced modelling techniques for de-
cision making at the donor level.

Until now, few agencies have calcu-
lated and compared the cost-effective-
ness of single interventions, such as
mass vaccination. Theresultsshow that
information on cost and effectiveness
can be collected and analysed to guide
decision making, even in emergencies.
If these efforts are carried out in a more
systematicway, abody of evidence can
be assembled for use in the early plan-
ning stage. Budget planning and cost
evaluation of humanitarian pro-
grammes should gradually become part
of emergency management, along with
the development of indicators of pro-
gramme effectiveness. m
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Continuous Quality Improvement Applied to
Outpatient Health Care Delivery in Displaced Persons Camps

Paul B. Spiegel, Ellen Lynch & Narendra M. Patel

Abstract

Continuous Quality Improvement (CQI)
has been shown to be a highly effective
approach for the evaluation and manage-
ment of hospitals in developed countries,
but it has barely begun to be utilised in
less developed countries. This article
defines the principles and the main tools
of CQIand then applies them to the post-
emergency phase of a displaed persons
camp situation, specifically towards im-
proving the utilisation and the quality of
careinanoutpatient department.

Résumé

L’Accroissement Continu de la Qualité
s'est révélé une approche trés efficace
pour I'évaluation et la gestion des
hopitauxdans les pays développés, mais
n’aatoutesfins pratiques jamais été mise
a profit dans les pays moins développés.
Cet article définit les principes et les
principauxinstruments, Accroissement
Continudela Qualité, et les appliqued la
phase post-urgente dans la situation des
camps pour personnes déplacées.
L'attentionporte plus spécifiquement sur
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les possibilités d’amélioration de
'utilisation des services et de la qualité
des soins en clinique externe.

Introduction
Continuous Quality Improvement
(CQI)is an effective method of manage-
ment and evaluation and its usage is
becomingmore predominant within the
field of health care. Inthe 1940’s, Dr. W.
Edwards Deming introduced the con-
cept thatimproving quality by objective
methods would result in competitive
advantage(Deming 1986). Today one
can observe its usage within hospitals,
clinics, health maintenance organiza-
tions and laboratories, yet CQIhas yetto
beapplied to the delivery of health care
in a displaced persons (DP) camp set-
ting (DP refers torefugees and internally
displaced persons). This article applies
the principles and tools of CQI in order
to assess the utilisation and quality of
care of outpatient departments (OPD)in
acomposite DP camp (this camp repre-
sents acombination of various campsin
which the authors have managed and
visited over anumber of years through-
out Africaand Asia). Over the past two
decades, through numerous United
Nations’ (UN) and non-governmental
organizations’ (NGOs) experiences in
DP camp settings, many commonalities
havebeenobserved, and from these, cer-

.tain guidelines and recommendations

have been established (Sandler and
Jones 1987, Perrin 1996, Desenclos
1993, CDC 1992, Steering Committee
1998, Médecins 1997) . For instance,
many DP camps around the world are
set up in a similar manner and have
similar health care priorities. The UN
has established an essential drug list
(IDA 1990) in order to appropriately
and effectively respond to the illnesses
that commonly manifest in DP camps

due to overcrowded situations, poor
nutritional status, and inadequate pub-
licservices (i.e. measles, diarrhoea, res-
piratory tract infections, and malariain
endemicareas). These similarities allow
the framework outlined in thisarticle to
be applicable in most DP settings, with
specific adaptations according to the
local culture, the situation on the
ground, and the data generated by em-
ploying CQI tools.

In this article, the tools of CQI are
applied to the process of managing an
OPDinaDP camp. The first stage con-
sists of a comprehensive evaluation of
the OPDin an inclusive manner as pos-
sible, comprising all levels of its health
careworkers, critical customers (i.e. eve-
ryone involved in the process from all
stages of caregivers to the patients and
the indigenous community), as well as
the representatives of the host govern-
ment. Thenextstage involves the gath-
ering and evaluation of data from
various aspects of the existing proc-
esses in the OPD. The information col-
lected willallow the CQI team to fashion
a specific, concrete plan to improve
and/or re-engineer processes in order
to achieve the desired improvements
and objectives. Periodic and continu-
ous evaluation will be necessary to en-
sure continuous improvement of
processes and outcomes as well as to
account for changes in the local situa-
tion. This analysis concentrates upon
the post-emergency phase of a DP camp,
where the situation is more stable than
intheemergency phase, and hencemore
suitable for the application of CQIL.

Background
Continuous Quality Improvement

Quality of care should be defined ac-
cording to the health care giver’s level of
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skilland the patient’sand community’s
level of expectation. Until recently, CQI,
asappliedin thehealth caresetting, was
primarily used in hospitals in devel-
oped countries according to standards
set by accrediting agencies. In the
1980’s, the process was extended to in-
clude primary health care in Western
countries (Bender 1993). Soon after-
wards, WHObegan applying the proc-
ess of quality assurance by developing
international protocolsfor treatment of
certain diseases (i.e. respiratory tract
infections and diarrhea), and then ex-
panded the concept tosystematic analy-
sis of health care systemsindeveloping
countries. CQlis an evolutionary proc-
ess and may be defined as a structured
and systematic approach for creating
organisation-wide participation in
planning and implementing continu-
ousimprovementsin quality (Whetsell
1991). The four tenets of quality assur-
ance, as stated by the Quality Assur-
ance Project, which began in 1990 in
order to develop and implement sus-
tainable approaches for improving the
quality of health care in less developed
countries, are the following (Brown
1992):

1.CQlisoriented toward meeting the
needs and expectations of the patient
and community.

2. CQI focuses on systems and proc-
esses.

3. CQI uses data to analyse service
delivery processes.

4. CQI encourages a team approach
toproblemssolving and quality improve-
ment.

Effective and simple tools are used
for process analysis. The main analytic
tools include flowcharts, cause and ef-
fect (fishbone) diagrams, brainstorm-
ing, decision matrices and story
boarding. The major statistical tools
include histograms, pareto charts, run
charts, check sheets, scatter diagrams,
and control charts (Brassard 1994).

Improving the quality of health care
need notincrease the cost of the existing
system, and oftenbecomes acost-saving
measure. In fact, CQI may often be the
only alternative for over burdened
health care systems, not only in devel-
oping countries, but all over the world.

Oneof the CQI objectivesis tomaximise
efficiency and effectiveness from exist-
ing systems and resources (Bender
1993).

Displaced Persons Camps

There are usually four power structures
in DP camps: the United Nations High
Commission for Refugees (UNHCR),
the DPs themselves (usually repre-
sented by a DP committee), the NGO'’s,
and the host government (IFRC 1996).
Depending upon the decision being
made, allorsome of these groups should
be contacted and the issues discussed
before programs are implemented or
changed. Currently, thisinclusion prin-
ciple is rarely followed. The time for
implementing CQIinaDP camp isdur-
ing the post-emergency phase, whenthe
situation is more stable and the funda-
mental health care infrastructure has
already been organized.

Functioning of an OPD in a DP
Camp

Health care workers (HCWs) who treat
patientsin the OPDhave variable levels
of training which are often rudimentary.
In nearly all cases, the NGOs provide
on-the-job training to these workers.
They are taught case-definitions and
case treatment protocols, developed by
the NGOs, the UN agencies or the host
government for specific diseases, and
areexpected to follow them (Desenclos
1993). AllHCWs should have adisease
register which generally records the
name, age, sex, location of person in
camp, symptoms/signs, diagnosis and

treatment prescribed for each patient -

seen. A patient usually has a patient
card on which the HCW records the
symptoms/signs, diagnosis and treat-
ment. Heisnormally required toretain
this card in order to be seen at the OPD
in the future. When a patient arrives at
the OPD, heistriaged, and then waits to
seea HCW. When an emergency caseis
identified, the patient is immediately
seen by a HCW. Depending upon the
number of patients, the waitin the OPD
can be minutes to many hours, and
sometimes the non-urgent cases may
notreceive care thatday atall. Onaver-

age,aHCW inanaverage OPDina DP
camp would careforanywherebetween
50to 200 patients per day. InaDP camp
of 30,000 people in the post-emergency
phase, there are usually between 5-10
HCWs working in an OPD. In general,
diagnoses aremade primarily upon his-
tory and a cursory physical exam, and
then a treatment protocol is followed.

Methods

Ateam of three persons, comprised of an
expert in CQJ, a physician with exten-
sive experience in different phases of
many refugee and IDP camps, and a
registered nurse with years of experi-
enceininternational developmentand
emergencies, analysed the processes of
numerous different OPDs in DP camps
throughout Asia and Africa.

A composite OPDinaDP camp, com-
bining the most common processes of
the OPDs, was developed using CQI
tools. CQI principles and tools were
thenapplied to the existing processes of
this OPD (specifically, flowcharts,
brainstorming, nominal group tech-
nique, and acause and effect (fishbone)
diagram). Inorderto find common prob-
lemsand create potential solutions. The
authors attempted to be as inclusive as
possible and consider the points of view
from the health care workers, critical
customers (patients), NGOs, UN and
the host country (local persons as well
asthegovernment). Afteranalysis of the
OPD, concensus occurred on certainkey
processes which were then examined
and proposals suggested as to how to
improve theefficiency and quality of the
care delivered in the OPD.

Results

Determination of the Objectives
of the Analysis

The Nominal Group Technique was
employed in order to create the objec-
tives of the analysis. This technique
attempts toprovideeveryoneinthe team
an equal voice in the problem selection
following specific steps which will not
be outlined here. The following objec-
tives were agreed upon:
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1. Toexplain and apply CQI princi-
ples and tools to an OPD in a DP camp.
2. To increase the efficiency of the
OPDby :
a.decreasing overusage of repeat
health care seekers by implementation
of new processes to control access.
b. modifying the DP’s expecta-
tions of the type of health care offered.
c. modifying the treatments and
referral patterns of thehealth care work-

3. To improve the population’s re-
ported satisfaction of the health care
services provided, given the limited re-
sources of the UN and NGOs.

4. Topreventlong-term dependency
of the population on thehealth care pro-
vided by the OPD, in order not to deter
the ultimate goal of repatriation of the
DPs.

ers working in the OPD.
Chart 1:  Flowchart of Original OPD Processes in DP Camp
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Show Health Card
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Emergency

N
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!
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I

Disease Registered
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'

Pharmacy

Evaluated by HCW

Hospitalised

Recording the Existing Processes
of the OPD

The existing processes of the OPD are
analysed and portrayed in the flow-
chartbelow (Chart 1) in order tohavea
clearer understanding of the existing
OPD processes and to allow for its dis-
section and analysis. The usage of a
flowchart allows for the identification
of anactual orideal path thata product
or service follows in order to identify
any deviations.

Determination of the Causes of
Over-Utilisation of the OPD

Thecause and effect (fishbone)diagram
(Chart2) allows detailed analysis of the
causes of over-utilisation of the OPD.
This breakdown and subsequent clear
portrayal of the relationships between
the causes and effects allows for proper
analysis and planning in order to cor-
rectan existing process orre-engineera
new process. A fishbone diagram repre-
sents the relationship between some ef-
fect and all the possible causes
influencing it. It illustrates the various
causes affecting a process by sorting out
and relating them.

Data Collection and Analysis

After an unstructured brainstorming
session, a concrete plan was developed
and agreed uponby allmembers of the
team regarding the type of dataneeded,
collection methods for the dataand ana-
Iytic techniques in order to identify op-
portunities to improve the efficiency
and quality of the OPD processes in the
DP camps. A flowchart is shown for
easy visualization of these methods
(Chart 3). Brainstorming allows inclu-
sion of all dimensions of a problem or
solution withoutboundaries. Itisused .
tohelp a group create as many ideas as
possible in a short time period.

Refuge, Vol. 18, No. 5 (January 2000)

33

© Paul B. Spiegel, Ellen Lynch and Narendra M. Patel, 2000. This open-access work is licensed under a Creative Commons Attribution-
NonCommercial 4.0 International License, which permits use, reproduction and distribution in any medium for non-commercial purposes,
provided the original author(s) are credited and the original publication in Refuge: Canada’s Journal on Refugees is cited.




Chart2: Cause and Effect Diagram:

Determination of the Causes of Over-Utilisation of the OPD
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Chart 3 : Flow Chart of Improved OPD Processes in DP Camp
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Establishment of a General
Framework to Improve
Efficiency and Quality of OPDs
in DP Camps

After analyzing all of the above infor-
mation, the team established a frame-
work for meeting its stated objectives
(Table 1). The group was not able to
collect data as laid out in Chart 3, how-
ever, it created the framework based
upon their numerous years of experi-
ence in DP health care.

Short and Long Term Indicators

Indicators with time limits must be
agreed upon. Listed below are the types
of shortand long term indicators which
would be appropriate in this case.

Short Term Indicators :

1. Decrease patient volume from a
to b patients/health care worker/day
over 3months.

2. Decrease medication usage by x%
perday duetothesubsequentdecreased
patient volume, and the change in the
manner of distribution of medications
by the pharmacy over 3 months.

Long Term Indicators:

1. Decrease patient volume from y to
z patients/health care worker/day af-
ter 1year.

2. Decrease medication usage by an-
other x% per day, after 1 year, due to
changes in health care workers’ pre-
scribing practices and after analysis of
disease surveillance and utilisation
processes.

Discussion

Principles and tools of CQI have been
applied to the general setting of a DP
camp. The ultimate goal of the applica-
tion of CQI is to improve the manage-
mentand quality of care of an OPD, and
thus ultimately decrease morbidity and
mortality. This article should actas an
introduction of CQI to administrators
and HCWs working in DP camp set-
tings. Furthermore, the CQI tools sited
heremay actas templatestoaid workers
in the field.

The frameworklisted above (Table 1)
is an outline which needs tobe filled in
according to the situation in the field.
The CQI team re-engineered certain

locals.

3.Improve quality of care:

1. Build support systems.

1.Regulate

Table 1:

General Framework to Improve Efficiency and Quality of OPDs in DP
‘Camps

A. More efficient use of the Out Patient Department

1. Decrease overusage of repeat health care seekers:
i. Implement a new process to control access to OPD.
ii. Enforce rule that health card must be presented before delivery of care.

2. Change DP’s and local person’s expectations of the health care available:
i. Decrease access to non-emergent care by local persons.
ii. Take a sample survey to assess DP’s expectations of care to be provided and
then then respond accordingly.
iii. Evaluate and prioritise medically beneficial and cost effective measures com-
pared to DP’s to expectations.
iv. Meet with DP leaders to create a plan and then disseminate it to residents and

i. Improve health information systems.
ii. Improve training of health care workers.
iii. Improve overall morale of staff in OPD.

B. Satisfy the health care needs of DPs given limited resources

C.Preventlong term dependency in order to achieve repatriation
e care provided in OPD

- processes of the composite camp in or-

dertoimproveitsefficiency and quality,
which are listed below. In order to de-
crease overusage of repeat health care
seekers by controlling access to the
OPD, it was proposed that emergency
caseswould beseen 24 hours, 7 days per
week while non-emergent case would
be divided into new cases and chronic
or follow up cases. New cases would be
seenin the mornings withno limitation
as to the number of cases seen by the
HCWs. Chronic or follow up cases
would be seen in the afternoons and
would be limited to 20 patients/HCW.
Furthermore, if acustomer doesnothave
his issued health card, then he will not
beseen untilhereturns to the OPDwith
it, unless it is an emergency. If the card
islost, thenanew one willbeissued but
care will be delayed by one day fornon
urgent cases. To decrease patients be-
ing seeninthe OPD forrepeat psychoso-
matic illnesses, training of HCWs to
providesmall group counseling to spe-
cific groups, in order to treat these ill-
nesses as well as to decrease clinic
usage, should beimplemented.

All critical customers should evalu-
ate and prioritise medically beneficial
and cost effective measures and com-
pare them to the DP’s expectations. For
example, although some of the popula-
tion may prefer injectable medications,
thebenefits of oral drugs may outweight
their preference. For less severe cases,
oral medications usually result in the
same outcome withno secondary infec-
tions at the injection site or transmis-
sion of diseases from a contaminated
needle, less discomfort to the patient,
less medical waste to dispose of, and
they are cheaper and do not require as
muchmanpower.

Clinical diagnosis of malaria is nei-
ther sensitive nor specific (Meek et al.
1999) and thus whenever possible, a
malaria smear should be taken before
treatment. Random prescription of anti-
malarial drugs is expensive, promotes
drugresistance, and hasnumerousside
effects. Despite customer preference for
antimalarial medications when fever
and chills are present, the use of
antipyretics should be weighed against
antimalarial drugs for the non-vulner-
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able groupsina population at first pres-
entation, when no lab is available to
confirm the diagnosis. Patients must
return to clinic in 24 hours for a
followup and a system for finding pa-
tients whodonotreturnmustbeinplace
before this system is initiated. Further-
more, certain expensive or desirable
medications from the OPD, forinstance
quinine, arecommonly sold in thelocal
markets. One way todecrease thiswast-
age of medication and improve compli-
ance of treatment is to employ directly
observed therapy for certain medica-
tions. The patient must return daily to
the clinic or a home care visitor must
observe the patient take the medicine at
home. Once these decisions are made
together with the community, DP lead-
ers must create and then disseminate
the plan to residents in the camp in or-
der to seek its acceptance.

Quality of health care can be im-
proved by improving the health infor-
mation systems (Hakewill and Moren
1991). This process involves re-analys-
ing the existing surveillance systems
using astandard criteria forevaluation
(CDC 1988, CDC 1992). Furthermore,
case definitions and treatment pro-
tocols should be followed by HCWs.
This requires patience and persistence
on behalf of the clinical manager.
Lastly, definition for new (incident) ver-
sus repeat cases should be developed
and implemented.

Inorder toimprove the quality of care
HCWs provide as well as improve the
HCW’smorale, the following processes
were proposed: weekly lectures and
preceptor sessions (to transfer skills
and knowledge), weekly review of pa-
tient and medication registers, the pro-
vision of educational material (books,
guidelines) and appropriate medical
equipment, consistent feedback to the
health team regarding their perform-
ance and programmatic changes initi-
ated dueto thedata collection effortand
reports provided. In addition routine
meetings, assessments, positive rein-
forcement and team building should be
implemented.

Thereis a finelinebetween attempt-
ing to offer health care to DPs in a com-
prehensive sense while being careful

neither to offer too sophisticated care
and thus create a disincentive towards
repatriation, nor to create inequities
compared to the servicesavailable tothe
local population (Allen and Morsink
1994, Allen 1996). In order to satisfy the
health care needs as well as the expecta-
tions of the DPs, given the limited re-
sources and proposed changes in OPD
processes, supportsystems willneed to
be recognised and reinforced at all lev-
els. Health information systems and
customer exit surveysshould be used to
collect information regarding custom-
er’s usage and satisfaction of the clinic.
This datashould be analysed and acted
upon accordingly.

Lastly, in order to preventlong term
dependency by the DPs on the health
care system, care provided in OPD
should beregulated. Treatment should
be restrict to the UN essential drug list.
Guidelines for referrals to local or mis-
sion hospitals should be defined and
strictly enforced. These restrictions
should help reduce the reluctance of
DPs to return to their place of origin
when conditions are appropriate to
do so, as occurred in Liberia (Schow-
negerdt 1998) and Cambodia.

Although this article is vertically fo-
cused on the functioning of OPDs in DP
camps, it must be emphasised that at
least partof the team assessing the OPD
should alsobeused toassess otherareas
of health care provision in the camp (i.e.
hospital, Mother-Child Health centre,
feeding centers, and home visiting pro-
grams) to allow for amore comprehen-
sive application of CQI towards the
total health care provided to the DP
population.

Thisarticleislimited in scope for sev-
eral reasons. Firstly, the team con-
ducted the analysis without thebreadth
of input from other key players in DP
health care. Thus people involved inall
stages of the actual OPD process, from
health care workers to consumers to
leaders of the camp to representatives of
the host country, were not able to be
involved in the analysis. Secondly, data
from a specific camp were not utilised,
which would have allowed for more
specific recommendations. In lieu of
these limitations, a composite camp

composed of the most common proc-
esses and problems faced by OPDs in
DP camps was developed.

Conclusion

Over the last two decades, many
changes have occurred in DP health
care,some due to the increase in experi-
ence and expertise developed in the
field, and others due to changing politi-
caland economic climates. Continuous
Quality Improvementcanaddress most,
if notall of these changes. By involving
health care workers atalllevels together
with the patientsand the community, in
defining, analysing and realistically
implementing cost-effective CQI meas-
ures, improved confidence, communi-
cation, and a clearer understanding of
the community’s needs as well as the
restrictions and limitations of the UN
and NGO agencies will develop. Fur-
thermore, HCW’s morale should im-
prove, increasing job satisfaction and
improving the atmosphere within a dif-
ficult work environment. As with
health care throughout the world, the
quality and cost of medical care is no
longer determined by health care pro-
viders and a few important
stakeholders (i.e. NGOs or the UN) but
increasingly by the consumers and
funding agencies (i.e. DPs themselves
and the donoragencies). NGOs and aid
workers can no longer simply provide
medical care with little or no account-
ability (Toole and Waldman 1993).
Donor agencies and the DPs themselves
are demanding that NGOs be held ac-
countable for their performance and
provide quantifiable measures and in-
dicators of effectiveness. NGOs, the UN
and HCWs cannot approach this new
paradigm with outdated management
structures (Bender 1995). The dramati-
cally rising costs of aid for the interna-
tional community due to the suc-
cessively increasing number of ethnic
conflicts over the past decade must be
controlled. CQImay prove tobean effec-
tivemethod tolower health carecostsin
DP camps while improving the quality
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of care as well as patient, community
and health care worker satisfaction.

This article showed how CQI tools
may be applied in DP camps, as well as
provided potential solutions towards
improving the efficiency and quality of
health careinan OPD. The nextstep will
be to implement this framework at the
field level using all the appropriate lev-
els of health care workers and critical
customers. Thisstage willallow datato
be collected and analysed using CQI
toolsand methods, allowing for specific
solutions to be developed for each par-
ticular camp. Either a case-control
study or a retrospective cohort study
would be feasible and provide invalu-
able information on the actual process
of implementation as well as possible
benefits of applying CQI to a DP camp
setting. B
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Rapid Assessment of Centers for Displaced Unaccompanied Children
in Rwanda during the 1994 Crisis

Abstract

This paper assesses all of the Centers for
Unaccompanied Children (CUCs) in
four prefectures of Rwanda during No-
vember 1994 using quantitative and
qualitative methods. The purpose of the
survey was to assess the quality of serv-
ices delivered as well as the need for stand-
ards to be developed for planning and
managing CUCs. This paper reveals that
CUCs exhibit a large variability
amongst themselves as well as numerous
deficiencies in the quality of services de-
livered, and suggests the need for clear
performance standards, and regular
monitoring and supervision.

Résumé

Cet article procéde a une évaluation de
tous les Centres pour Enfants Non-
Accompagnés dans quatre préfectures du
Rwanda au cours du mois de novembre
1994, gricea des observations directes et
dunquestionnaire. Lebut del’enquéteest
d’évaluer la qualité des services fournis,
autant que de se donner une idée des
besoins en matiere de formulations des
normes a développer pour la mise sur
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pied et la gestion de ces CUC. Cet article
révele que les CUC sont trés peu
semblables, et manifestent de larges
disparités autant que de multiples
déficiences dans la qualité des services
qu'ilsdiffusent. On conclut en affirmant
qu'il y se manifeste un net besoin de
normes de performance autant qued’un
suivi et d'une supervision constante de
ces services.

Introduction

The UN Convention on the Rights of the
Child (Nations 1991) projected about
12.5 million refugee children world-
wide by the end of the 20th century.
Because pastefforts of local and interna-
tional professionals have not always
met the needs of these clients, we must
assume that problems will continueand
possibly escalatein the future (Fred and
Burlingham 1944; Ressler 1992). For
several years, aid workers in disaster
areas have noted that a large influx of
funding can create tensions and chaos
due to competition among organiza-
tions for resources and insufficient co-
ordination. During the Rwanda Crisis
in 1994, some aid organizations en-
gaged in activities without having suf-
ficient skills or equipment (Editorial
1995; Group 1995). Insuch conditions,
humanitarian responses cannotonly be
inefficientbutharmful. Accountability
of humanitarian agencies is needed
which can be advanced by the imple-
mentation of monitoring systems for
quality assurance.

Establishing coordination amongst
thedifferentnon-governmental organi-
zations (NGOs) requires identification
of basic organizational problems of
both unaccompanied children and aid
organizations. The data were originally
collected at UNICEF/Rwanda during
July-November 1994 in order to carry
out technical assistance during the cri-

sis period. UNICEF staff made a con-
scious decision to avoid the typical cri-
sis response of ceasing to collecttodata
or to search for additional information
during anemergency situation. Instead
aplan was implemented tocollect infor-
mation some of which is reported here
(Guetzkow and Valadez 1981).

This paper assesses the status of 15
Centers for Unaccompanied Children
(CUCs) in four Prefectures of Rwanda
approximately 3 months after humani-
tarian aid commenced in August 1994.
The purposeisto describe the capability
of CUCs functioning as supportinstitu-
tions for children and to identify their
problems. While emergencies require
rapid humanitarian responses, speed
should notcompromise servicedelivery
quality. The data presented here pro-
vides a rare view of CUCs functioning
during an emergency and raise ques-
tions about: (1) theimportance of estab-
lishing standards that identify the
minimal level of qualified medical and
public health professionals needed to
manage CUCs, and (2) theneed for NGO
headquarters and international organi-
zations to facilitate quality control of
CUCs.

Methods
Data were collected by aninternational
NGO which UNICEFrecruited to sam-
ple 100% of the CUCs operating in the
catchmentareas of the four Prefectures
in which it was working. The Prefec-
tures are located in the Southern and
Central parts of Rwandabordering (on
Tanzania and Burundi);on the Tanza-
nian and Burundi borders; they in-
clude: Butare, Gitarama, Kibungo, and
Kigali (map). UNICEF developed asur-
vey instrument to obtain information
from CUC records and by direct obser-
vation. As only 15 CUCs of more than
100 nation-wide are included in this
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study, thesample cannotbe considered
representative of all CUCs working in
Rwandaatthattime. However, the vari-
ation of managementproblemsin these
CUCsmay notbesubstantially different
from other Prefectures throughout
Rwanda.

Results

Location and Population

The 15 CUCs were distributed across
prefectures as follows: Butare: n=7,
Gitarama: n=2, Kibungo: n=4, Kigali:
n=2. The age distribution of CUC chil-
dren (Figure 1) indicated that 48% of
children were in the 6 to 10 year group
and 30% in the >10 year age group. A
smaller proportion was in the <2 year
and 2to5 yearage groups (6%and 16%,
respectively). Data suggest that CUCs
have tended to support a school age
population. Itis possible that younger
children may have died prior to reach-
inga CUC.

With respect to the management of
the unaccompanied children, 87% (13/
15) wereregistered with NGOs respon-
sible for tracking them (e.g., Interna-
tional Committee of the Red Cross).
Ninety-three percent(14/15) of the chil-

dren were recorded in a register by the
CUClitself.

The health worker population per
100 children is described in Figure 2.
Themeanratioforall CUCswas4health
workers forevery 100children. Thedata
are also stratified in Figure 2 by profes-
sionals and non-professionals. As one
would expect, there are more non-pro-
fessionals than professionals per 100
children.

Water, Sanitation and

Infrastructure
Seventy-three percent (11/15) CUCsre-
ported an adequate supply of clean
water although they obtained water
from different sources; 6 had water de-
livered, 9 collected it themselves. The
average distance to the water supply
was2.3km. Onaverageabout53% of the
children had access to soap.

With respect to infrastructure, 53%
(8/15)CUCsreported access to an elec-
tric power source. 100% had a desig-
nated cooking place, butonly 73% (11/
15)had access to firewood. Asother fuel
was scarcein Rwanda, this finding sug-
gests scarcity of fuel for 27% of CUCs.

60%

Figure 1: Age Distribution in CUCs in
Four Prefectures of Rwanda in 1994

50%

40%

30%

20%

10%

0%

Butare

Gitarama Kibungo
Prefectures

Kigali Total

W<2 yrs N2-5 yrs M6-10yrs B>10 yrs

Children’s Immediate
Environment

The Rwandan environment is humid.
Protection from the elements is particu-
larly important. Seventy-three percent
of children had plastic sheeting under
mattresses or sleeping mats, 87% had
blankets, and 27% had enough clothing
to cover their bodies both above and
below the waist.

Seventy-three percent of the children
had dishes for eating meals. On aver-
age, children consumed 3.2 meals per
day. There is no information to deter-
mine whether infantshad more feeding
sessions. Itappears sufficientfood was
available; 14 CUCs had an average 27
days of food in reserve (max= 90,
min=14), while the remaining CUChad
150 days of food reserves. However,
only 53% had high caloric foods used
for malnourished children. Although
we have no data on the prevalence of
malnutrition, severe malnutrition was
reported throughout Rwanda. Nodata
on the prevalence of malnutrition are
available concerning the prefectures
reported in this paper. However, high
levels of acute malnutrition were re-
ported in the Rwandan refugee camps
in eastern Zaire (now Democratic Re-
public of the Congo) and ranged from
18% to 23% (Group 1995; Toole and
Waldman 1997). If malnutrition was
prevalent in the Rwandan CUCs then
they may not have been properly pre-
pared to re-nourish children.

Medical Preparedness of CUCs

Eighty percent (12/15) of CUCs re-
ported a sufficient drug supply. How-
ever, only 73% (11/15) had oral
rehydration salt packets (ORS) avail-
able onsite. Thisbasic deficiency is an
indication of inadequate health system
management in CUCs. Only 33% of
children were vaccinated against mea-
sles, although measles vaccines had
been available and distributed through
an expanded program for immuniza-
tion campaign beginning in August
1994.
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Discussion
Seventy-eight percent of children were
>5 years of age. This age distribution
indicates that few youngchildren found
their way to CUCsin Rwanda. A small
proportion of young children were also
found in nearby CUCs in Tanzania.
During December 1995 in Musuhura/
Ngara Camp in Tanzania, 16% of the
child population was <6 years of age
(Land 1995). InKaragwe /Ngaraand in
Lukole/Ngara Camps in Tanzania 8%
and 3% of child populations were <6
years (Land 1995). Therefore, it wasnot
uncommon that young children were
under-represented in the age distribu-
tion of children in displaced and refu-
geecamps.

The operational implication is that
CUCsshould provide schooling, recrea-
tion and sports as part of their institu-
tional infrastructure. We do not have
data on whether the CUC sampled in
this study had these activities. How-
ever, during our other work we fre-
quently visited CUCs toassesshow well
they were organized. Onmore than one
occasion, we found that the children

werenotorganized into groupsby age,
and thatrecreational activities werenot
offered. Therefore age-specific guide-
lines for education and recreational ac-
tivities need to be created and
implemented for CUCs, evenifthey have
onlybeenin operation for short periods
of time.

The number of CUC workers varied
across the four Prefecturesranging from
two to seven workers per 100 children.
The average number of workers was 4
per 100 children. Gitarama had nearly
double the ratio of health workers to
children compared to the overallmean,
whereas Kibungo had half as many.
These data were difficult to assess since
no standards existed for interpreting
whether sufficientnumbers of workers
wereavailable in the CUCs in each Pre-
fecture. Nevertheless, the existing vari-
ations suggest that CUC workers were
not evenly distributed over the Prefec-
tures. This pattern implies substan-
tially different management plans of the
organizations managing the childrenin
the CUCs. Had therebeenstandards for
assignment of the NGOs to catchment

Figure 2: Number of Health Workers
per 100 Children

Workers per 100 Children
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areas, CUC workers may have been
more evenly distributed over the four
Prefectures. More operational research
isneeded to determine optimallevelsof .
professional and non-professional per-
sonnel to care for the children within the
CUCs.

Most indicators in this study sug-
gest that the CUCs were well equipped
tomeet the basic needs of the children.
However, our data suggests that a sig-
nificant proportion of children in some
of the CUCs lacked clean water, plastic
sheeting to go under mattresses, suffi-
cient clothing, dishes, and soap. As the
average distance to collect water was
2.3km, we question whether adequate
amounts of water was available for
drinking, cooking and washing. The
lack of soap raises questions about
whether hygiene was inadequate. The
lack of plastic sheeting under mat-
tresses, blankets and clothing suggests
that large proportions of children in
CUCswereexposed to the elements. In
future studies we recommend closer
assessment of these questions.

Although food reserves were ad-
equate, some CUCsdid nothavesupple-
mentary foods for malnourished
children. As malnourishment was
widespread in Rwandaatthattime, this
resultmay signal that some camps were
not prepared for the health conditions
they were encountering. Although80%
reported an adequate drug supply, 27%
did not have ORS, and 66% of the chil-
dren were not adequately vaccinated
against measles, despite their availabil-
ity through UNICEF since August 1994.
Therefore, many CUCs exhibited defi-
ciencies that may have left children ex-
posed tohealthrisks. These deficiencies
could havebeen ameliorated withregu-
larly monitoring by public health or-
ganizations using basic quality
assurance procedures.

Most deficiencies amongstthe CUCs
reported here were preventable with
proper medical or public health assist-
ance. Medical supplies and technical
assistance were available in Rwanda
during the time of this assessment. The
existence of the CUC management prob-
lems, however, wasnotdetected priorto
this evaluation. This deficiency was
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probably not detected because major
health NGOs and the humanitarian re-
lief organizations assumed that NGOs
managing CUCs were providing suffi-
cientmedical or publichealth expertise.
With a host of other health priorities in
Rwanda during August-November
1994, the operating assumption was
that NGOs fielded sufficiently diverse
technical assistance to address the
needs of unaccompanied children. The
data suggest the contrary for at least
some CUCs.

. Conclusion
Organizations managing CUCs may
nothave sent staff to Rwanda with suf-
ficient experience or qualifications to
bothdetectand resolve health problems
emerging during the Rwandan Crisis.
This deficiency could be replicated in
other crisis areas and therefore should
beaddressed by NGOs. Regular moni-
toring of the quality of servicesby agen-
cies managing CUCs should be carried

outby anexperienced health orhumani-
tarian relief organization. There is a
need for the creation and implementa-
tion of standards with which to plan,
manage, and monitor CUCs in future
relief operations. Lastly, there is an ur-
gentneed forbasicepidemiological sur-
veillance within CUCs to determine the
health risks to children in order to aid
future crisis planning. m
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Kosovar Refugee Assessments in Montenegro and Albania

Vincent Brown, William Perea, Graziella Godain, Eric Dachy, Marta Valenciano

Abstract

Following NATO bombings on the 24 of
March 1999, Serbian armed forces pro-
voked a massive population exodus of eth-
nic Albanians living in Kosovo, an
autonomous province of Federal Republic
of Yugoslavia. In June 1999, UNHCR
reported that 600,000 Kosovars had found
refugeinneighbouring countries. Inorder
toassess the situation of Kosovar refugees,
two surveys were carried out in Rozaje,
Republic of Montenegro, and in Kukes,
Albania,in April 1999. Themain goal was
to assess human rights violations. This
paper describes the results of these surveys.

Résumé

Suite aux bombardements de’OTAN du
24 mars 1999, les forces armées serbes ont
déclenché un exode massif des populations
de souche albanaise du Kosovo, une prov-
inceautonomedela République Fédéralede
Yougoslavie. En juin 1999, le Haut Com-
missariat de 'ONU pour les Réfugiés
rapportait que 600,000 kosovars avaient
trouvé refuge dans les nations avoi-
sinantes. Dans le butd'évaluer lasituation
des réfugiés kosovars, deuxenquétes ont été
menées & Rozaje, République du Monté-
négro,eta Kikes, Albanie,enavril 1999. Le
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but principal des enquétes était deprendre

la mesure des violations aux droits

humains. Cetarticledécritlerésultatdeces

enquétes.

Introduction

Following NATObombings on the 24*
of March 1999, Serbian armed forces
provoked amassive population exodus
of ethnic Albanians living in Kosovo, an
autonomous province of Federal Repub-
licof Yugoslavia. InJune 1999, UNHCR
reported that 600,000 Kosovars had
found refuge in neighbouring coun-
tries!.

In order to assess the situation of
Kosovar refugees, twosurveys werecar-
ried out in Rozaje, Republic of
Montenegro, and in Kukes, Albania, in
April 1999. The main goal was to assess
human rights violations. Specific objec-
tiveswere: -

(i) to obtain demographic data and
information on basic needs of refugees
and corresponding coverage by hu-
manitarian organisations.

(ii) todescribe thehistory of theexo-
dus.

(iii) to assess the impact of the forced
migration on mortality amongst
Kosovar Albanians.

Methods
Study Sites

Rozajeand Kukes were themainrefugee
entry sites to the respective countries. At
the time of the survey, Rozaje had an
estimated population of 25,000 refu-
gees, 6,500 of whom where lodged in
collective centres. At Kukes, the esti-
mated total was 86,000 refugees among
which 36,000 were in camps and in
collective centres, 10,000 were in tractor
camps and 40,000living with host fami-
lies.

Sample Size

Due to highly insecure working condi-
tions, there was no choice but to rely
upon a small sample size. A minimum
sample of 200 families, providing a pre-
sumed total of 1600 persons (8 persons/
family) was therefore retained for each
survey in Rozajeand in Kukes. The sur-
veys covered the events that occurred
fromMarch 24 to April 15,and March 24
to April 25,1999, in the two respective
locations.

_Sampling Methods

InRozaje, 3 out of 10 collective centres,
representing 3,000 refugees, were se-
lected by convenience. In each of the 3
centres, oneout of two families was ran-
domly selected by systematicsampling.
In Kukes, the survey was limited to
the refugees hosted by Albanian fami-
lies. A modified cluster sampling tech-
nique was utilised. A sample of 100
buildings and houses was randomly
selected from a map depicting all exist-
ing physical structures in the town.
Each selected structure was visited.
Whenever an apartment building was
found, a random sample of two apart-
ments was selected, and Kosovar fami-
lies living there were interviewed.
Ahousehold was defined asall close
relativesliving together under the same
roof in Kosovo when the aerial bom-
bardment began on March 24, 1999. A
standard questionnaire containing in-
formation on date of arrival, household
composition and hosting conditions
was addressed to the head of the
Kosovar family. Foreachhousehold, the
details of the exodus, the number of
missing members, the number and
cause of deaths, and vital needs (blan-
kets, mattresses, and food) were re-
corded. General food distribution was
assessed in Rozajeby asking to the fami-
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liesthe amount of bread received inthe
last 24 hours.

Results in percentage were ex-
pressed with 95% Confidence Interval
[95%CI], calculated with the exact inter-
valestimationmethod and based ontwo
stage cluster sampling.

Data was entered and analysed us-
ing Epi-info 6.04b software.?

Results

Atotal of 406 families were interviewed
on the 15t (Rosaje) and on the 251
(Kukes) of April 1999. Males aged 15 to
54 were under-represented in both
places (table 1). Theaverage duration of
exodus toreach Rozajeand Kukes were
7.6 and 2.7 days (range: 1-23 and 1-30
days), respectively. The majority of the
refugees (88%-357/406) came from ru-
ral areas, from more than 80 different
villages, located in Rugova and Prizren
regions. Ninety-three percent (187,/201)
of the familiesin Rozaje arrived by walk-
ing. In Kukes, among 70 families from
which information could be obtained,
62 (89%) had come by vehicle, mainly
tractors.

Amongst both populations, 79%
(321/406, [95%CI : 73-84]) of the fami-
lies reported direct physical threat by
armed men or by attacks as the main
reason for leaving Kosovo. Othersleft to
avoid attack or due tofear of repression.
InRozaje, 46% (92/201, [95%CT: 36-56])

of the families reported no longer hav-
ing any identity cards. Refugee cards
were not provided to the families on
their arrival in Rozaje or in Kukes.

Thirty-one percent (126/406,
[95%CI: 25-38]) of families reported “ at
least one family member left behind ”.
Forthetwosamples, thisamounted toa
total of 310 persons, representing 9%
[95%CI: 8-11] of the totalnumber of per-
sons [310 / (3,047 + 310)]. Among the
141 ” left behind ” in Kukes, 42 (30%,
[95%CTI: 20-42]) had been separated by
force or detained, 45 (32%, [95%CI : 22-
44])wereKosovoLiberation Army fight-
ers, 29 (20%, [95%CI : 12-32]) stayed
voluntarily, and 25 (18%, [95%CI : 10-
29]) reported other reasons (i.e. lost
along the way, away from the family at
time of exodus, etc).

A total of 13 deaths occurred during
the recall period among the 3,047 per-
sons in both sites. Six in Rozaje, from
March 24 to April 15 1999, and 7 in
Kukes, between March 24 to April 25,
1999. Among the 13 deaths, 7 (54%,
[95%CI : 17-87]) were due to violence,
caused by bullets, bombs or grenades.
Other deaths mainly concerned young
childrenand elders whodied from“ ex-
haustion ” during the exodus.

Concerning basic needs, 8.5% (17/
201, [95%CI : 4-16]) of the families in
Rozaje had no blankets and 43% (87/
201,95%CI : 34-54]) had no mattresses.

Families had received anaverage of 200
grams of bread per person per day (com-
pared to the 300 grams/person/day
which had been planned to be distrib-
uted). Twenty percent (41/201, [95%CT:
13-30]) of the families had not received
anybread. In Kukes, only 22% (46 /205,
[95%CT : 15-32]) of the families had re-
ceived ablanket, and no mattresseshad
been distributed. Twenty percent (41/
205,[95%CI :13-29]) of the families had
not yet received any food parcel. Only
52% (107 /205, [95%CI : 42-62]) had re-
ceived soap. Sixty-two percent (126/
205, [95%CI : 51-71]) of the families se-
lected in Kukes paid an average rent of
250 Deustch Marks per month (about
180 USD). Others were accommodated
for free or by relatives in Albania.

Discussion

The surveys conducted in Rozaje and
Kukestargeted twodifferentrefugee set-
tings in two different host countries.
Despite these differences, the refugees’
demographic characteristics and his-
tory of deportation were similar inboth
surveys. Based on such evidence, we
think that our results could be repre-
sentative of the populations who
sought refuge in Albania and
Montenegro.

The history reported by the families
surveyed, mainly from villages, confirm
thereports of forced deportation orches-
trated by the Serbian military forcesdur-
ing this time period. Physical and

Table 1 : Demographics of Survey Population (refugees) in Rosaje, Montenegro,
and in Kukes, Albania, 15" - 25" of April 1999.

Category Rozaje Kukes Total

# persons 1537 1510 3047

‘# households 201 205 406

# persons/hou-sehold 7.6 7.4 7.5

M ale : Female ratio (M :F) 1.00:1.01 1.00 : 1.24 1.00:1.11

M :F ratio : 15-54 yrs 1.00:1.14 1.00:1.67 1.00:1.35

% males: 15-54 yrs 46.8% 37.6% 42 .5%
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psychological threats were the main
reason reported by families for leaving
Kosovo. This forced migration resulted
in an unacceptable number of violent
deaths among civilians, as well as the
creation of many “ missing persons ”-
primarily men of fighting age.

The large number of absent family
members (i.e. “those leftbehind”}is con-
cerning. Among these absences, 60%
were young male adults, which meant
that many families had heads of house-
holdswhowerewomenand/orelderly.
This finding was consistent with the
under-representation of malesbetween
15 to 54 years old in the study popula-
tion which was found inboth surveys.

At the time of the survey, the refu-
gees’ basic needs had not been ad-
equately covered by relief aid. Many
households were lacking such basic
items as food, mattresses, blankets, and
soap.

In part, this shortcomingmaybedue
to the absence of an organised refugee
registration system, which would make

it difficult to ensure that each family
received complete food rations and ba-
sicnon-food items.

Conclusion
These two community surveys in
Montenegro and Albania confirm sys-
tematic violations of human rights of
the Kosovar Albanians by the Serbian
military and paramilitary groups,
which are consistent with otherreports
obtained by individual interviews34>.
These studies suggest that assistance
to the refugees in Montenegro and in
Albania have not met international
standards.® This failure is especially
egregious due tothe massive mobilisa-
tion of the international community.
The protection of the refugees and cov-
erage of theirbasicneeds, including in-

dividual registration, remain a high

priority during the early stages of such
emergencies. B
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The Practice of Immigration Health in Complex Emergency
Situations — A Case Study of Kosovo from March to July 1999

Brian D. Gushulak, D. W. MacPherson, H. Prochazka & M. M. Cooper

Abstract

The need to rapidly transport refugees,
displaced as aresult of evolving complex
humanitarian emergencies creates chal-
lenges for those refugee-receiving na-
tions that require formal immigration
medical screening of these populations.
Balancing the need to expediently reset-
tle the refugees with these legislative and
regulatory medical requirements can be
logistically and operationally difficult.
During the 1999 Kosovo crisis, the Hu-
manitarian Evacuation Programme
from the Former Yugoslav Republic of
Macedonia rapidly moved large num-
bers of Kosovar Albanian refugees tona-
tions with existing formal immigration
medical screening requirements. This
paper describes the successful manage-
ment and delivery of immigration health
services during this complicated inter-
national event.

Dr. Brian Gushalak has been involved inmigration
health work since 1984 when he became a
Canadian Immigration Medical Officer. Since
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Canadian Health and Immigration
Departments all dealing with aspects of health
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Résumé

La nécessité de transporter rapidement
les réfugiés déplacés a cause d'urgences
humanitaires complexes a évolution
rapide représente un défipour les nations
receveuses de réfugiés requérant un
tamisage médical routinier de sa popula-
tion immigrante. Des points de vue
logistique et opérationnel, il peut
s'avérer fort difficile pour ces états de
concilier la nécessité de relocaliser
rapidement les réfugiés avec les exi-
gences de leurs lois et réglements en
matiere médicale et sanitaire. Lors de la
crise du Kosovo de 1999, le Programme
d’Evacuation Humanitairede 'ancienne
république yougoslave de Macédoine
déplaga rapidement un grand nombre de
réfugiés albanais kosovars vers des na-
tions requérant formellement un
tamisage médical de sa population
immigrante. Cet article décrit la gestion
et la distribution réussies de services de
santé a I'immigration au cours de cet
événement international complexe.

Introduction

Complex humanitarian emergencies
(CHES) are characterized by environ-
mental disasters or severe social-politi-
cal disruptions, which affect the ability
of a population to provide the basic ne-
cessities of life: food, water, shelter, and
physical security. Very often, CHEs are
associated with dramatic and unstable
conditions, which make prediction of
the magnitude and direction of needs
for the affected population very diffi-
cult. In addition, mass movement of
populations may also be a characteris-
tic of CHEs. The dynamic conditions
associated with CHEs pose formidable
challenges for national and interna-
tional acute response teams and relief
agencies whoareresponsible for deliv-
ering services to affected populations.

During the initial phases of CHEs,
many of theimmediate interventionsare
focused on the provision of essential
services to vulnerable populations.
These services involve the provision
and support of shelter, nutrition, sani-
tation and disease control. Health pro-
tection provisions and medical care are
essential components in the manage-
ment of complex emergencies.

When the displaced or affected
populations are managed locally or
within the region of the disruption,
health service delivery remains center-
ed on the provision of humanitarian
caretothoseinneed, and the prevention
of communicable disease outbreaks.
However, if the emergency evolves to
the point where it becomes necessary to
transport the affected population
across international borders, addi-

" tionalmedical issuesinvolving interna-

tional, frontier and quarantine health
mustbe considered.

These international and quarantine
health activities deal with the medical
and regulatory interventionsrelated to
immigration and refugee resettlement
that are required or recommended by
some of the nations that receive or
harbor migrant populations. The deliv-
ery of these mandatory immigration
health practices in CHEs can be ex-
tremely challenging. Much of that chal-
lenge results from the fact that the
practice ofimmigration health is based
onregulated, regimented systems of or-
ganized border control requirements
while CHEs take place in rapidly evolv-
ing, dynamic environments, often
marked by poorly controlled environ-
mental, civil or social situations. When
these events are associated with the
internationalmovement of the affected
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populations, the international implica-
tions of existing quarantine legislation
and the containment of diseases of in-
ternational health importance must be
considered. At the same time, undue
effort in this regard must not delay or
interfere with the provision or delivery
of necessary humanitarian or medical
assistance.

The 1999 situation in the Southern
Balkans was a CHE during which the
international community was faced
with managing a refugee population
from both a regional and international
perspective. Many of the exigencies re-
lated to formal immigration health re-
quirements had to be dealt with in a
manner that was both expedient and
responsive to the changing social and
political circumstances in the region.
Developing the programmes for immi-
gration health, and delivering those
programmes while considering the
health of the refugees as well as the
national requirements of those coun-
tries that received the refugees, was ac-
complished without significant
complication.

Thisarticlereviews theimmigration-
related aspects of health management
associated with the population of refu-
gees who were evacuated internation-
ally during the Kosovo crisis of spring
and summer 1999. Thearticle describes
the approaches developed to deal with
some of the acute medical needs of the
affected population, the humanitarian
consideration to ensure fitness to be
transported, and the need tobe in com-
pliance with the legislative require-
ments of some receiving host nations.
Australia, Canada and the United States
of America are specific destination and
host countries where immigration and
publichealth legislation governing the
admission of refugees was considered
during the Kosovo crisis. The model
programmes of health assessment for
mobile refugee populations undergo-
ing humanitarian evacuation to these
countries will be described.

Since its inception in 1951, the Inter-
national Organization for Migration
(IOM), an intergovernmental, humani-
tarian organization, has acted with its
partners in the international commu-

nity inevents such as the Kosovoccrisis
to assist in meeting the operational
challenges of migration. During the
crisis in the Southeast Balkans, IOM
was responsible for the majority of air
transport for refugees being resettled or
evacuated from the region to interna-
tional sites. In 1999, IOM provided
directair transport assistance t0 59,993
individualsevacuated from the Former
Yugoslav Republic of Macedonia
(FYROM) under the Humanitarian
Evacuation Programme (HEP) man-
aged by the United Nations High Com-
missioner for Refugees (UNHCR)'.

During the past twenty years, IOM
Medical Services has provided direct
immigration health and travel services
to over 1.5 million migrants moving to
new international destinations. Inpro-
viding transportation assistance to mi-
grants, IOM has been active in
supporting the health of those indi-
viduals. During the provision of those
services, IOM has acquired extensive
experience inmanaging the legislative
and regulatory health requirements as-
sociated with migration. IOM Medical
Services has provided technical immi-
gration medical services for Australia,
Canada, the United States and other
nations for more than 30 years. Basic
migration and transport health serv-
ices for the majority of individuals
evacuated by air from FYROM under
the HEP were provided by IOM.

The History of the International
Movement of Refugees Resulting
from the Kosovo Crisis
The humanitarian crisis that followed
the commencement of NATO military
operations onMarch 24%, 1999, was the
product of a long-standing deteriorat-
ing civil situation in Kosovo. During
that period of civil instability, before the
beginning of NATO air operations,
UNHCR estimated that more than
400,000 peoplehad beenforced toleave
their homes. In this time before com-
mencement of the NATO air strikes
some 230,000 people were displaced
within the borders of Kosovo itself
while others fled to other countries, pri-

marily in Europe.

Thebeginning of military activity on
March 24" was immediately followed
by the widespread forced migration of
the majority of the ethnic Albanian
population living in the Kosovo prov-
ince of Yugoslavia. UNHCR estimated
that 230,000 Albanian Kosovars had
been expelled from Kosovoby April 2™
Displaced populations of this magni-
tude had not been seen in Europe since
the end of the Bosnia conflict in themid-
1990s. The volume and rate of the dis-
placement was dramatic, with up to
40,000 individuals arriving in FYROM
within a single 24-hour period.

In the 10 days following the com-
mencement of hostilitiesnearly 120,000
Kosovo refugees had arrived in Alba-
nia, 70,000 in FYROM, 30,000 in
Montenegro and 7,500 in Bosnia and
Herzegovina. Depending on location,
the displaced individuals were housed
with local host families, in community
structures such as schools or factory
buildings, or in refugee camps con-
structed to deal with the population
flow. By April 4% the situation in
FYROM had reached the point where
UNHCR recommended the beginning
of international evacuation of some of
the refugees to ease the burden on the
humanitarian operations. The initial
resettlement was intended to manage
the refugees within the immediate re-
gion and within Europe, as geographi-
cally close to Kosovo as possible.
However, by the 30® of April theburden
of the human crisis had reached a level
where UNHCR made a formal request
thatnon-European nationsbegin opera-
tions to evacuate Kosovorefugees from
camps in FYROM.

The humanitarian evacuation op-
erations were required “to preserve the
stability of the FYR of Macedonia”?and
wereinitiated by aletter from Madame
S. Ogata, the High Commissioner of
UNHCR, to the governments of Aus-
tralia, Canada and the United States.
Specifically, these nations were asked
toundertake planned evacuationsfrom
the refugee camps in the Skopije area.
UNHCR had indicated that the long-
distance evacuations, a process which
had been deferred during the initial
phase of thecrisis in a desire tomaintain
the displaced refugees as close to their
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homes as possible, were now necessary
as the numbers of refugees in FYROM
approached 170,000. This number of
refugees was feltto exceed the physical,
economic and political capabilities of
theregion to provide the humanitarian
carerequired. Following the UNHCR
request, Australia agreed to accept
4,000 refugees, Canada 5,000 and the
United States 20,000.

The Health/Medical Assessment
of Refugees
Three independent processes were in-
volved inthe health and medical assess-
ments of the refugees in FYROM:

1. An initial health assessment to
deal with acute or pre-existing medical
conditions,

2. A “fitness to fly” assessment of in-
dividuals identified for international
humanitarian evacuation, and

3. Routine immigration medical re-
quirements as determined by thereceiv-
ing nations.

Prior to initiating the second and
third health assessments, individuals
had to be identified as being willing to
undergo international humanitarian
evacuation on a voluntary basis.

Case Selection for International
Humanitarian ‘Evacuation

Refugees arriving overland to the
FYROM werereceived and registered in
ajoint UNHCR/IOM database. Those
registered included refugees housed in
camp situations and others who found
shelter in the community. From the
nearly two hundred thousand refugees
in FYROM, UNHCR identified indi-
viduals and family groups for whom
international resettlement was a prior-
ity. Thecriteria for priority determina-
tion were:

1. Single parent families,

2. Unaccompanied minor children,

3.Elderly, and

4. Those with serious medical condi-
tions requiring urgentmedical or surgi-
calintervention.

These criteria were established by
UNHCER, and they assisted in theiden-
tification of vulnerable groups within

therefugee population, whowerein the
greatestneed of protection. Inall cases,
humanitarian evacuation was a volun-
tary process with familiesand individu-
alsexpressing a desire toleave thelocal
situation in FYROM.

The presence of family members at
the international destination, a factor
which made reception and accommo-
dation easier, and the maintenance of
the family unit, were two additional is-
sues considered in the process of selec-
tion for international humanitarian
evacuation.

Information on those individuals
whowereidentified under these criteria

~ wasoffered torepresentatives of nations

thathad offered toreceiverefugeesfrom
FYROM. During the Kosovo crisis,
UNHCR had received offers of place-
ment for over 130,000 refugees. In the
case of Australian, Canadian, or United
States destined refugees, national immi-
gration and refugee agencies and de-
partments selected individuals for
resettlement. Once the receiving nation
had agreed to receive the refugees, the
travel and immigration related health
assessmentof therefugeesbegan. That
process, whileslightly differentforeach
of the three countries, involved the same
basicand contiguous, but conceptually
separate, medical evaluations that were
related to the specific stages of the ulti-
matejourney.

The challenge facing immigration
officials was the need to manage immi-
grationmedical requirementsin theface
of a rapidly evolving crisis and the hu-
manitarian imperative tomove several
thousands individuals over a short pe-
riod of time. Theinitialapproach devel-
oped by nations with mandatory
immigration health requirements in-
volved the transport of individuals to
transitcenters in the country of destina-
tion. Upon arrival, detailed immigra-
tion medical examinations for the
refugees were conducted. While this
rapid phase of the evacuation was
underway, processes were put in place
to quickly complete formalimmigration
medical screening in FYROM.

Completing theimmigrationmedical
examination prior to the departure of
refugee populations has both positive

and negative attributes. Refugees who
have completed their immigration
medical formalities can be introduced
directly into the general population.
Consequently, the need tohouse or de-
tain the refugees in processing centres,
which often tend to be military estab-
lishments, is eliminated. Reducing the
time spent by families in these control-
led and supervised environments may
facilitate theintroduction to the regular
aspects of thenew:society. Conversely,
regular, controlled access to refugee
populationshoused in controlled envi-
ronments, such as military installa-
tions, after arrival in the hostnation, can
facilitate the recognition and manage-
ment of health and medical conditions
that may not be adequately assessed
during the traditional immigration
medical examination.

Developing the ability to perform
complete immigration medical screen-
ing services in FYROM allowed the re-
ceiving nations the option of having the
medical screening performed prior to
departure oronarrival.

General Medical Assessment

On arrival in FYROM, refugees from
Kosovo who required medical assist-
ance or carereceived their services from
health agencies or organizations work-
ing under the umbrella of UNHCR.
Depending upon whether the refugees
were accommodated in camps or in the
community, health care was provided
at camp clinics or hospitals by medical
nongovernmental organizations or by
local health providers in FYROM.

Fitness to Fly Assessment

Independent of the immigration medi-
calrequirements of the resettlement na-
tions, the health of the refugee
populations selected for international
evacuation had to be considered in
terms of the journey itself. As themain
provider of air transport for the HEP
from FYROM, IOM was responsible for
the physical movement of those selected
forresettlement.

The medical evaluation of refugees
selected for international resettlement
included anevaluation of the individu-
al’s health condition and the fitness to
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fly to the destination. For all transport
activities, IOM routinely considers the
health of migrant passengersin terms of
the potential adverse impact of the air
and associated ground journey. Medi-
cal escorts are provided in situations
where ill or disabled migrants are re-
quired to travel long distances and
where assistance may be required dur-
ing the flight.

Managing the medical and immigra-
tion health aspects of air travel during
the initial phase of the HEP from
FYROM waslogistically difficult. Much
of that difficulty resulted from the fact
that the movements had to be under-
taken within constraints of time and
limited access tosome medical facilities
and services.

For those refugees for whom a de-
tailed medical evaluation was deferred
untilarrival at the destination, alimited
pre-flight evaluation was undertaken.
Local, culturally and linguistically ap-
propriate physicians obtained a basic
medical history and performed asimple
visualinspection. Depending upon the
individual history and clinical status of
the refugee, more detailed evaluation
including vital signs, auscultation and
the provision of medications was un-
dertaken. Thoserefugeesdeemed fitto
fly were then classified into three main
categories:

1. Those with no obvious medical
problems.

2. Those with pre-existing medical
conditions that would require routine
follow up in the future, and

3. Those with pre-existing medical
conditions that required expedient at-
tention on arrival.

To facilitate the rapid triage of the
arriving refugeesand tocompensate for
linguistic difficulties related to limited
access to translators on arrival, each of
the three groups of departing refugees,
as defined above, was provided with a
color coded card that indicated the re-
sults of the preflight medical assess-
ment. These cards were positioned to
readily identify the individual on ar-
rival, and to permitarapid visual triage
totheappropriatelevel of medical care.
To assist triage and detailed medical
examination at the receiving destina-

tion, each refugee also carried a form
noting the presence of health conditions
and illnesses identified during the pre-
flight evaluation. Specific questions
(cough, hemoptysis, and fever) regard-
ing symptoms of active tuberculosis
were asked of therefugees. Individuals
with positive responses were referred
formore detailed assessment. No cases
of suspect tuberculosis wereboarded.

Immigration Screening

Routine Immigration Medical
Requirements of Receiving
Nations

Nations whohavelong-standing immi-
gration programmes also have regula-
tory and legislative procedures for the
medical evaluation and screening of
refugees and asylum seekers. These
procedures are often, althoughnotnec-
essarily exclusively, related tonational
quarantine practices and protection of
the public health. The immigration
medical examination for refugee
populationsis generally undertaken to
identify conditions and illnesses of pub-
lic health importance that may affect
either the refugee population or the lo-
cal populations, whichreceive the refu-
gees. Traditional fociof interest in this
regard havebeen communicable infec-
tious diseases such as pulmonary tu-
berculosis and sexually transmitted
diseases, as well as some psychiatric
disorders. Immigrationmedical screen-
ing and assessment may beundertaken
eitherbefore arrival at the resettlement
destination or after arrival.

The post-arrival assessment is
practiced in situations where refugee
claimants or asylum seekers present at
frontier or border locations or alterna-
tively request formal protection follow-
ing entry to a country as a visitor,
student, labor migrant or on arrival by
some other irregular means. Depend-
ing upon the national legislation, indi-
viduals are often directed to specific
clinics or practitioners for medical as-
sessment, follow up investigation, treat-
ment or preventive therapy, according
to national standards’.

The othermajor method of undertak-
ing immigration medical screening of
refugeesis to perform the process prior
totherefugeetravelling to thereceiving
host country. Pre-departure immigra-
tion medical evaluation has been the
traditional approach practiced by the
nations whoaccept themajority of inter-
nationally recognized refugees for per-
manent resettlement. In this group of
nations Australia, Canada and the
United States require that identified
refugee populations completeimmigra-
tion health formalities prior to depar-
ture to the receiving country.

Once the decision had been made to
endorse thelong-distance resettlement
of refugees from FYROM, thosenations
receiving refugeesbegan tobalance the
need to move the individuals in a hu-
mane, butexpedited manner, while still
satisfying their national immigration
medical requirements. Asnoted above,
the Kosovo-related refugee crisis in
FYROM created a situation in which
both of the approaches (pre-departure
and post-arrival assessments) were uti-
lized under less than optimum circum-
stances.

Pre-Departure Immigration

Assessment
During the course of the Kosovo crisis,
some nations established procedures
that allowed for the normalised immi-
gration medical assessment of groups of
refugees selected for resettlement. In
certain situations, the United Statesand
Canada arranged for the completion of
formalimmigrationmedical evaluation
of selected refugees prior to departure.
The Canadian Government also estab-
lished an additional selection stream
for refugees with family members al-
ready in Canada, separate from the
5,000 refugees accepted through the
UNHCR-requested HEP. Individuals
in these cohorts completed full immi-
gration medical formalities prior to re-
settlement, in common with other
refugee operations in other areas of the
world. Having completed legally re-
quired medical investigations, these
groups of refugees were allowed toim-
mediately proceed into the local envi-
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ronment on arrival and did not require
passage through transit facilities.

Post-Arrival Immigration
Assessment

For those refugees who were evacuated
internationally without having com-
pleted fullimmigration medical investi-
gation, the required medical assess-
ments and follow up were undertaken
in transit facilities at the destination. A
singlelocation in the United States (Fort
Dix, New Jersey), two sites in Canada
(Trenton, Ontario and Greenwood,
Nova Scotia) and a single site in Aus-
tralia (Sydney) were used to perform the
immigration medical screening assess-
ments.

Following the completion of the post-
arrival medical screening and other
immigration formalities, refugees were
introduced into the local community.
The duration of time between arrival
and dispersion into the local commu-
nity varied between reception nations.
In some of these situations completion
of formalities, determination of appro-
priate destinations and transfer to the
community took several weeks.

Outcomes of Systems Put in Place
to Effect Immigration Medical
Assessments

The Process for Canada

Humanitarian evacuation cases for
Canadian destinations were assessed
under the IOM fitness-to-fly protocol
(colour-coded IOM cards to indicate
medical conditions)immediately prior
toembarkation. Refugees wereallowed
to proceed if they were determined able
to complete the flight without serious
in-flight medical events and were in
possession of adequate medication for
pre-existing medical conditions for the
duration of the journey. Of the more
than 5,000 individuals assessed for
HEP to goto Canada, only 4 were found
tobe unfit to travel formedical reasons.
Ofthose, twowere elderly females with
severe lung disease, while the remain-
ing casesinvolved poorly managed psy-
chiatric conditions.

Refugees were transported to Cana-
dian Military installations in Trenton,
Ontario and Greenwood, Nova Scotia.
At these locations the refugees were
triaged on thebasis of the pre-departure
medical assessment and colour-coded
card classification. Those with red
cards (in need of expedient medical as-
sessment) were often transferred tolocal
hospitals for more complete evaluation
and treatment where required.

Medical screening on arrival in
Canada included a chest X-ray, and
serologic assessment for syphilis and
hepatitis B. These investigations, car-
ried out soon after arrival, were com-
pleted to satisfy immigration medical
requirements related to infectious dis-
eases of public health importance. A
medical examination and a health his-
tory were also obtained before the refu-
gees were dispersed to host
communities throughout Canada.

The Process for the United States

During the initial phase of the HEP,
Kosovar refugees destined for the
United States received the “fitness to
fly”, predeparture examination and col-
our-coded card categorisation as de-
scribed above. They then entered the
United States through McGuire Air
Force Base, where they were temporar-
ilyhoused atFt. Dix Base. At thatinstal-
lation, the refugees completed the
required immigration assessment for-
malitiesand other processes for resettle-
ment in UScommunities.

Laterinthecourse ofeventsitbecame
possible to perform complete USimmi-
gration medical evaluation in Skopje
and thoserefugees departing for the US
after that time had their health assess-
ment performed by IOM in FYROM.
Routine US immigration medical ex-
amination includes the following:

1. detailed history and physical ex-
amination.

2. chest radiograph for those older
than 15 years of age.

3. serological test for HIV for those
older than 15, and

4. serological test for syphilis for
those older than 15.

Immigrants destined to the United
States received at least a single dose of

routine vaccinations, according to US
standards. Refugees were referred for
immunization and vaccination on ar-
rival in the United States.*

The Process for Australia

Refugees destined for Australia were
faced with the longest travel distances
of any of the populations relocated dur-
ing the crisis. Flights for Australia de-
parted from either Thessaloniki, Greece
or Rome, Italy, necessitating consider-
able time and some transport even be-
fore the final flight began. It was not
unusual for refugees travelling from
FYROM to Australia to spend in excess
of 36 hours travel time.

Toreduce therisk of in-flight medical
events Australian immigration medical
officers established a three layered
medical assessment process. Refugees
accepted for evacuation to Australia
initially received a preliminary medical
examination performed by an Austral-
ian medical officer. Immediately prior
to departure, pre-embarkation medical
screening was undertaken. Finally, on
arrivalin Australia, the refugeesunder-
wentamoredetailed medical examina-
tion, which included radiological
examination for pulmonary tuberculo-
sis.

Balances Between Rapid
Integration vs. Camp Life at
Destination
Atthe time of the writing of this article,
evaluations of some of the details relat-
ing to the operations and outcome of the
processes described abovehave only be-
guntobereported.’ Some general obser-

vations, however, are possible.

The fitness to travel pre-departure
screening process was effective. For
some 41,000 individuals transported by
IOM for whom pre-departure fitness to
fly assessments were undertaken, only
one serious in-flight medical event oc-
curred. The single fatality was an acute
cardiovascular death in an individual
with identified underlying illnesses
who was travelling with medical escort.
Several individuals with unstable con-
ditions, such as angina pectoris, severe
fever of unknown origin, impending la-
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bourand delivery and acute psychiatric
conditions, were temporarily deferred
to allow for treatment.  During the
course of the programme, less than 10
individuals were permanently unable
to travel by air.

Prolonged contact with government
medical personnel was available for
those refugees who were housed in
processing centres after arrival. This
sustained health care provider contact
and follow up allowed for more en-
hanced recognition and quantification
of health careissues than was provided
by routine immigration medical screen-
ing.% This was particularly true in the
quantification of pharmaceutical and
medication use and the recognition of
somemental health conditions. Longer
term health and integration outcomes
between cohorts of refugees housed for
extended periods of timemilitary or con-
trolled environments pending medical
screening, compared with those
screened overseas and introduced di-
rectly into the community, are currently
undefined.

Issues That Could Be Examined
In Greater Detail Over The Near
Future Will Include the Following

1. Whether post-arrival screening in
transitareas, procedures that were used
for those refugees who had not com-
pleted immigration medical formalities
prior todeparture, affected theintentor
desire of the refugees toreturn toKosovo
following the cessation of hostilities.

2.Thecost of providing immigration
medical procedures at the point of ori-
gin as opposed to following arrival.

3. The degree and nature of differ-
ences in the health, mortality and mor-
bidity of populations who had their
medical screening before departure as
compared to thoseexamined onarrival.

4. The differences in the health, mor-
tality and morbidity of populations who
were rapidly integrated into the com-
munity compared with those who
stayed in camps in the host country be-
foreintegration.

Conclusions
The 1999 Kosovo crisis and the associ-
ated Humanitarian Evacuation Pro-
gramme from FYROM created several
logistical and operational challenges to
those refugee-receiving nations that re-
quire formal immigration medical
screening. Meeting those challenges in
the midst of a complex humanitarian
event was accomplished in a flexible
manner with the assistance of interna-
tional organizations, national public
health and immigration health officials.

Thedevelopmentof standardised ap-
proaches allowed for the rapid move-
ment of selected refugee populations
within the technical and legislative re-
quirements of national screening guide-
lines.

The effectiveness and long term im-
pact of required medical screening com-
pleted prior to departure, as compared
to screening on arrival in these situa-
tions should be evaluated in detail.

As noted above detailed studies are
underway,butfrom preliminaryreports
itappears thatsecretion positive tuber-
culosis in the transported population
was in the range of 50 — 60 cases per
100,000. Total active cases of tuberculo-
sis (smear positive and smear negative)
was in the range of 175 — 200 cases per
100,000.” Hepatitis serology in Kosovar
refugee populations examined in Italy
in 1999 suggest thatexposure tohepati-
tis A was universal in this population
by the second decade of lifeand that the
prevalence of hepatitis B surface anti-
gen (HbsAg) was approximately 3.0%
in those tested.? m
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