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Humanitarian Charter and Minimum Standards
in Disaster Response

1 Introduction

Meeting essential human nieeds and rastoring life with dignity arecors
principles that should fnform all humanttarian action. Through the
‘Humanitarian Charter arid Minimum Standards in Disaster Response,
‘defined levels of service in. Wwﬁ,s:ﬁﬂ:ﬂo&nﬁﬂnﬂ,fnﬁdiﬁ

shelter, site planning and health care are Tinked explicitly to
Fundamental Human rights and humanitarian principles.

Accountability and effectiveness

The Humanitarian Charter and Minimum Stamdarils seflect the
deserminition of agencies to improve both the effectiveness of therr
asmstanee and accountability ro their stakeholders. The standards are
designed with: thiv in mind and each standard s ascompanied by »
swrics 'of ndicatiws. Thise ore imporeant fot only to design and
Iplediien: programmes, but also o provide a way for disasier affected
peaple, ageney staff, dons, the wider pubilic and othérs to revigw the
provision of assistance. The Humanitaripn Charrer and Minimum
Standards thus contmbute (o a practical framewaotk for accountybibey.

Cooperation

Cooperatinn between all humanitarian actors fearures strongly in the
mrpimpm sandands. Ie has also been cenmral o) the philosophy of the
Sphere Preiject aod o approach i producing this docament, The
Sphete Project was initiated by ‘the ageniy nerworks Steering
Commirtes for Hiumanitarian Respoose (SCHR) and IneecAction! in
1997 1o develop o hamanitarian chaiter and an associated st of
mimimum standards. The projeer did not set ont 1o myvent new
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stuitidlards: it wdught to consolidare and reach agréément on oxisting
ideas, and'in doing this hds consistently eaiplhusised the collaborative
namre of i work, This docanem therefore: reflicn experence,
knowledpge and practice from many  courntrics, orgamisations and
pnckivtdieali.

The process of learaing vever stufids snlll nor bas o ceased with
puibilicasivet of this dycunene, Tlie Sphite Project will colitinue to seek:
views and experience so that future editions continwe to refléct Cureent
knowledge,

Applying the Minimum Standards

The Minimum Standands apply to any sitsation whive peoples uarmal
means of support for life with digniey have failed, whether asa resule
of & natural or human-made disaster, in any country, an apy continent,
The stansdards provide a descriprion of whar peaple have a right o
expect from huwmamarian assistanee and specify the mindmam
acceprible levels o be witwined in worter supply, sanitstion, nuteicon,
fhod aid, dhelrer, sive planning and health services, They have been
miade as specific as possible, bur are intended o be adapmble o
different ememgency stoations

The barden of responsibality for providimg humanitacion sssistance falls
ot many shoulders. Thee peaple dizectly atfeceed by a disaster and their
neighbeours are always the firstto respond inany crisis. Yetivis the duty
of governmenes and inrernacional bodies to exercise thisr political will
tiy prevent, mitigate and alleviate. disasters wherever pussiblie. When
peaple and their npemal support systems are no longer able o mest
Basie Human needs, assistance from huminitian agencies s required.

Ay well ag providing imimediate askistance, hurmamtarian dgencies dre
aldg eoncernad with finding ways of reducing the numbids affected and
the intewsity of calumitles, These fssuts are not the focus of this
document, which s cemeermed with the response to a disasten
Hiowever, there 15 a recogmnion throughour the siandards thar
humanitarian axsisnce may help teduce Farore vulnesability and
eitablish copditions thar promote dursble recovery,
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Who this decument is for

This documient is desigied primarily for humaniarian agericy stzlf and
will be wseful fnr thowe involvsd in resvarce allocarion; in the
mmplementanon. and managemeny of humanitarian  assstpee
programmes; i resroitmeny, tradming and  staff suppors and m
muomitorlng dnd evaluation.

It will alse be uselidl for distster affected populstions and athe
siakeholders lncluding coordinasing bodies, loval aihotiics,
institational domers, individual donaes, schlars and journaliss,

Assumptions

The achievemint of minimm dandards depends an i ratge of factors,
Some facrors are within the conmel and the remir of humanicarian
nrencies while others, particularly those relating to the wider political
sitmarion, secunty and proweron, e onmmle thiar control. (Seo the
Humianltorian Charret.)

Fur :_gé:mties i weltleve the minkivum stuidipds it s thdtetone assiined

that:

® All thiose involved in humanitarian assistance share a commion gol:
wr allewiae human sutfering brought about hy calamty andd contlice

through’ protecting lite with dignity in ways thist sepport dursbiie
recevery whekever possible.

® There fs a shated commitment among all those involved i
Furmsnitarman assistance totehieve the mntmum standards, snd 1o
coordimate ther response;

@ The agency hns acguired spfficient financial, human and marerind
FisenTEEES b tieet e st

@ There is socess ti thie affecred populition.

Making a difference

Thie Hunamiiweiin Charser avd Minumu Stasdaeds will not ol cousic
stop disadters from Hapgieting, or can they prevent human suffering.
What they offer, howeves, is the appocnity for hamanitagian agencies
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to enthiance the effeetiveness of their awisenice and thoe o make a
significant difference to the lives of peosple affected by disaster.

They also offee the means by which ageneles can défine the extent and.
lisniie of their assistanice, and firmly allocare the primary respansibility for
prevenson and mingation of conflicn and calamiry to polimical acroms.

The Homamrarian Charrer and Minimum Stendards were produced as
a result of exeengive and sestaingd cooperation Between mdividuals
and  apeéncies, underpinned by a dhated dérermindtion to medr
fundamental human needs of people atfected by disaster in ways thar
respect their dignity and rights, The minimum standards will be
adopred by many agengies, both lange and small, in many different
parts of the world. Contnued coopeeation and cammitment ro sharing
the lewscns of experietice will be ctitieal ‘as apencies begin the
challenging task of putting the standirds into practice.

Neote

1. Thie Sreering Committes for [urhanitarian Response (SCHR) 5 an
alliance of organisasions for volantary actlon, creped 1o improve
conrdinatinn anil covperation amdng hutpanizarian agencics. Membens
are: CARE Internariopal, Garitas Interpatiomalls, Internanional
Pederanon of Red Cross and Red Crescent Socisties, International Save
the Children Allance, Lutheran Warld Federation, Médecins Suns
Frontiees, Oxlam Internacitng amd the World Cound] of Churched,
SCHHK, with the Red Cruss Movement, s author of the Code of
Condict for the Internarjonial Red Cross and Red Crescent Moveiment
and MGOs 10 Disaster Relet.

lnterAcnon & a conlion of over 150 US-bised  aon-goverrimesntal
arjanisatione working (o promote humin digaity and developmetit in
165 countries around the world. Member agencies are active I
programinies to ease human suffering and 1o steengehen peoples
ahilities o help themselves, InterAction conrdinates and promotes
these acnviens and helps o ensure thiregoals are merin an erhical and
costreiicint Inaihet.
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Orher agencies particrparing b the Sphere Projecr include: VOICE, o
European Consortilm of hgencies working in etetgencios; the
lnternational Committee of the Red Cross (ICRCY; and  tlie
Intermtional Council af Volunmary Agencies (CVA), a consartium of
non-governmental organisations from the NMorth and South halding
obszrver sratus on the projecr management commirree: UN agencies
lircluding UNHCR, OCHA, UNICEF, W WHO, UNDI) have
stated thelr suppoit and ave contributing to the project. Donor dpeicies
from many OECT countries (Australia, Belgiom, Canada, Denmack,
the Netheslunds, Sweden, Switzeiland, UK and USA) have contribiad
support for this collaborative effore.




2 The Humanitarian
Charter

Humanitarian adencles committed to this Charter and to the
Minimmzm Standards will aim to achieve defined levels of service for
people affectéd by calamity or armed conflict, and to promote the
observance of fundamental humanitartan principles.

The Humanitartan Chartep expresses agencies’ commimment o these
principles- and 1o achieving the Mimmum Srangdards, This commitment
is bsed on agencies” apprecianios of thett own ethical obligations, and
refleces the rights and duries enshirivied i ineetnational law in respect
of which states dnd other parries have established obligatinns,

The Charer is concurned with the most basic requirements for
sustarmng the lives and dignity of those affected by calamity ar
conther. The Mmgmom Smndards which follow atm to guumdfy these
reguirerents with regard to peaple’s’ nedd for witer, sanitation,
nutrdtivn, lodod, shelier gud Health  care, Talken ‘topether, the
Humanitarian Charter and the Minimum Srandards contribute ra an
uperational framework for accountability in humanitarian assistance
chfry,

1 Principles

We realfirm our beliet b the humanitarian imperative and fts primacy.
By this we mean the helich thaz all possible sicps shonld be saken w
prevent or alleviate hurnan suffermg arisimg out of contlict or caliumicy,
and that civillans sib affécred have a righe w protection and assstance,

[t is on the basis of this belief, reflected in ibternational humanirarian
[ne and based on the principle of humanity, that we offer our sévices
as humanitarian agencies. We will act in aceprdance with the prmciples
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of humanity and impartiatiry, and with the ather principles ser our o
the Code of Conduct for the Iternational Red Cross and Beo Cresernt
Maoperegnt awd NCGOs in Disaseer Rahef (1994).

The Humanitarian Charrer affirms the fundamental importonee of the
following principles;

® The right to life with dignity

This righy s rellected in the legal measires comeerming the right o lite
and freedom) From ol mhoman or degrading treamment or
pumshment, We understund an indidual’s oghe to lite o enmil the
tight te Have steps tiken tiy preserve life whete it iy theeatened, and a
cowresponding duty on others o mke such staps. Tmplicit in this is the
duty niot to withhold o frilgrrane the pravision of lifesaving astictance.
In addition, mrernational humanitanan law makes specific provision
for assistance o cvilizn populatons during conflice, obliging smres
and other purties to agree to the provision of humanivarian and
imparcial assistance when' the cvilion popidation lacks esential
supplies.’

@ The distimction between combatants and non-combatants

This s the distincrinn which underpins the 1949 Geneya Conyentions
angd their Additional Proroeots of 1977, This tundamental principle has
been increasmmuly erndid, ax eeflecrad nothe etiormonly. incrensed
progpartion 6l cvilian cndinltiss during the cecand half of the rwentieth
century, That interinl conflicy i often referred 1o a8 'civil wae™ must
ot [ind us 1o the peed 1o distinguish berween those aotively engaged
i hostilities, and civiluans and athers (including the sicks wounded and
prisoners] whe play wo direce pare. Non-combatants are protecied
undet intérmationsl humanitarian law and arfg entnded to imaiury
From artgck 2

® The principle of non-reloulement

This is the principle that no refugee shall be sent (back) to a country in
which his or her life or freedom wonld be threarened on sccoont of
ruce, religion, nitionality, membership al o particutar social group or
political opliven; o where there are substintial grounds for believing
thar s'he would be in danger of being subjected o tomure.’

O



Flessgaifar by § Barsiv sl Mperosis s rovalsrd

2 Context

We recognise that i is firstly through their own effores thar the hasic
needs of people affected by calamity ovarmed conflict are met, and we
acknowledge the primary role and responsibifiry: of the stre toprovide
auslstarice when people’s capacity bo cope hias been excerded.

lnrernational law recognises thar those atlected are entitled td
protection. and assistance. It defines legal obligations an sty or
warnhg partics to provide suclssistance or (o allow it to be provided,
as well 2 w provent and refrain from bebaviour thar violates
tunsfamena} haman righes. These oghes and obligavons are conrained
b the body ol intdenitional human righes low, btternativmal
humupmitarian law and reflsee law, (See sources listed helow.]

As humanttarian agencles, we define por role in relation. to these
prottary roles and responsibilities. Our role in providing humanitarian
assistanee reflects the realicy thar these with primary responsibilicy are
oot always able ar willmg o gerform the role themselves. This s
stnefinies 0 laarted of capacine Somttimes it constituries @ owiltul
disregard of tundamental legal and ethical obligations, the resulr of
which Is much avoidahle human suffering.

The frequent failure of warring parties tiv respect the humanirarian
e of intervenfions hig l‘,hlmﬂ ﬁ‘!_t_l.]'. the Attempe o prn'ridr
assigtance i siuanoms of conflicr may porentatly render civifians more
uriligrable to arack; ar vy oo gocasion bk doirtended udvantage
tovome or more of the warting pacties, We are committed to minimiging
any such addverss effecss of our interventions in so far ay this s
congistent with the obligarions ontlmed above, It is the obligaton of
wareing parties 1o respect the humanitarian narure of such
e rvenlioi.

Ih ieldtion to the principles ser ot dbove and dtoee gencrally, we
recognise and support thit proteetion aml wssistance mandates of the
Intermational Commistee of the Red Crom and of the Unired Nations
High Commissiomer for Refugees ynder internaripnal o,

e
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3 Minimum Standards

The Minimum Standards which follow are based on aid ugencies’
experietice of providing humanmarian assstance. Though the
achievemont of the standurds depefids on 2 vunge of factors, miny of
which may be beyond our control, we commit owrselves to duempt
constutently to achieve them and we espect o be beld m accomn
accordingly. We nvite other humaaianas actors, mcluding smten
thenselves, t adopr these standards as sccepred neems.

By adbering to the standardy ser out in chapters 2:6 we commit
ourstlves to mnke every effore 1o ensiye that people affected by
disasters have access to at least the minimum requirements {witer,
sanivation, food, nutrnion, sheltee and health care) to satisfy their basic
right to life wih dignity. To this end we will continue to advocate char
governments and other parnes meer their obligations under
inrernarional Buman righes low, isternanonnl bumamiariab Bw and
refugee Jaw. '

We expect ta be held accdunrable to this commitment and undérke
to develop systems for accountabiliny within oor respective ageniics,
consorctin and federanions: We acknnwledge shat our fandamenn!
aceounabilivy 15 o thiose wesitek o assisk

Notes

1. Aricles § and 3 of the Umversal Declaranon of Hiommn Righis
1948; Asticles & and 7 af thie Datermatsoisl Covemant tin Ciitl aid
Politieal Righes 1966; common Article 3 of the four Genepe
Canpentions of 1949; Amicles 23, 55 and $9 of the Fowrth Geneus
Crmtiemtion;, Articles 69 to 71 of Adddional Protocal 1 ot 1877,
Ammcle 18 of Additianal Peotocol 1T of 1977 as well as ather
velevant rules of mremarional  homdanimmal  lew: (Cosbenfion
agarnist Torture and Otler Cruel, Inbusen or Degrading Treatment
or Pungsbmene 1984; Arvicles 10, 11 and 12 of the Interaticma!
Cavenant on Ecortomic, Sowal, and Culteral Rights 1966; Arigles
&, 37 and 24 of the Conventron on the Rights of the Cinld 1958%

ancl elsewheee i internasion] i
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2 The distinction berween combarants and aon-combacants is the
busic principle underlying mrerpational humanitanan v See in
parrcalar commion Amcle 3 of the four Genena Comventions af
1949 and Article 48 of Addinonal Protocol T of 1977, See also
Arsicle 3BUE che Conpentitin oy the Righes of the Child,

3. Amicle 33 of the Commention on the Status of Refugees 1951;
Article 3 of the Convantion against Torture and ﬂl‘fm'r Crued,
Teksrmam e Degrading Treatesent or Panishment j984; Armicle 22
il thi Conpntion on the Rights of the Child 1959,

Sources
The following imstromenits inform this Charter:

Ummwersal Declaration of Hurars Rights 1944,
Intermational Covanant on Cial and Political Rights 1966,

International Covenant o Feonomie, Soctal and ' Caltural Rglhes
19606,

The four Genewd Chnponticees of 1999 dnd theil, two Additional
Peagavels of 1577,

Conpention un the Status of Refugess 1951 and the Protocol relating
to the Statns of Refugoes 1966,

Convention agaiest Torture and Other Cruel, Inbwman or Degradimge
Treutnrent o Fitsetshimnent 1984,

Congintion on the Prévention awd  Mosishment of the Crinie of
Cennclde 1948,

Conpention on the Rights of the Child' | 989,

Contention on thy Elintination of AN Forms of Discrithinatton Against
Womzzn 1979,

Comtddinng Prisesples on frternal Displaventony 1998,
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3 Summary of the
Minimum Standards

This section provides an overview of the minfmum standards for each
of the five sectors described in chapters 2-6: water supply and
sanitation, nutrition, food ald, shelter and site plarming, and health
services, Each chapter provides indictors, guidance notes and
contextual information, all of which are essential to the interprelation
and application of the standards.

Minimum Standards in Water Supply and
Sanitation

1 Analysis
Analysis standard 1: assessment

Progeamme decisions are lmsed on o demonstrred oncherstanding
af the emergency sivustion s aonn eleat imalysis of the haalth cisls
and needs relating to water supply 2nd saritatlan.

Analysis standard 2: monitoring and evaluation

The pecformatee of e waeer supply and saniticibn proiramme,
itk effeptivencas bnoredponding o healel probilegis pelaied o wiger
amd sanitstion, dAnd chinges i the context are monitored apd
evaluated,

2 Excreta Disposal

Excreta disposal standard 1: access ta, and numbers of toilets
Peaple have sufficient numbers of milers, sufficiently close oo ther
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dwellings to allow. them eagpid, xafe wnd conformble ocress ar all
tires of the day and night.

Excreta disposal standard 2: design and construction

People have acsess to woilers which-are designed, copspructed and
mutntained mosuch a way as o be comfortable, hygienic and safe
o e,

3 Water Supply
Water supply standard 1: access and water quantity

All people have deces wra sufficient quantity of warer for donking,
cnoking and personal and domestic hygiene. Pablic water points arc
wiffuiently close to shefress o allow wse of the minimom water
Pt P e,

Water supply standard 2: water quality

Water: at the point of collection i palotable, and of sufficient
qualivy 10 I dronk and used for persenst and domistc hygiene
withoot ¢ousang slgnillcant nsk to heilth due o water-borne
diseases, or to chemical or mdiclogical cantamination from dhon
AT Al

Water supply standard 3: water use facilities and goods
People huve wdequate fatilitis and supplies o colleer, store and e
suticient guantitics of warer for dremking, cooking and persanal
hyiene, and 1o ensure that drinking water remains sufficiently safe
wrtil 1e v commumied-

4 Vector Control
Vector control standard 1: individual and family protection

People have the means to protect themselves from disgiase vectors
and nuisance pests When they are eytimated ro be a significant risk
tis health te well-heing.

——m
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Vector control standard 2: physical, environmental and
chemical protection measures

I'be number of discase-hearmg vecrors and nomsance aomals tha
piose a risk to people’s health and well-bemng are kept = an
pocepeable level.

Vector control standard 3: good practice in the use of
chemical vector control methods

Vertor contril metstites that make uise of pesticides dire cartisd din
in socordance with agreed international noems to ensure that saft,
the people affecead by the disaster and the ool enviroument are
aderquarely protected. and m avold creating resistance 1o pesticrdis,

Solid Waste Disposal
Solid waste disposal standard 1: solid waste collection and
disposal

PFeople have nn eétwironmint st B aveeprithly free of solid watie
contamimiston, including medical wastes,

Solid waste disposal standard 2: solid waste containers/pits

People have the means o dispose of rheir domestic wase
convemently and ¢ffectively.

Drainage
Drainage standard 1: drainage works
People have an enviramment that i accepably free from sk of

water grosson and from standing water, includimgy storm wates, Ao
water, dorrstic wadtewaior gl wismgwater from miedi] Bacilitlie

Drainage standard 2: imstallations and tools

People have rthe means (instalbaions; voole ete) 1o dispese ol
domestic wastewater and watir polit wastewater copiveniently and
cffectively, and to prowet their shelrers and other famile' or
communal Facilites from flooding wid erosion,

—
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7 Hygiene Promotion

Hygiene promotion standard 1: hygiene behaviour and use
of facilities

All sections of the affected popnlution are aware of pHoriy hygiens
practicss that ereace the greatest nak to health and azeable to change
them: They bave adegoate mformonmon: @md resources forthe use of
witer aivd samitarion fcilines w protect thetr health and digniry.

Hygiene promotion standard 2: programme implementation
All facilimes and resources prowvided reflect the vulnerabilivies, needs
and preferences of all seerlons of the affecred popatlarion, Usees are
fivolved in the pivapement Bl maintenatice of hyelene faciliciey
where apprapriate.

B Human Resource Capacity and Training
Capacity standard 1: competence

Water supply and spmrption programmigs are implemented by staff
who have appropriote gualiticatons and exporience for the duties
invalved, and who dre adeguately mavaged and supported.

Minimum Standards in Nutrition

1 Analysis
Analysis standard 1: assessment

Before ary pregetamme dechions are iade, therd is o demonstrated
understanding of the basic nutritlonal sireation apd conditiony
which may create risk of malnutrition.

Analysis standard 2: response
o puatrition inteevention i eequired, there is n clear déscription df
the problemis) and a dicimented strategy for the response.

)
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Analysis standard 3: monitoring and evaluation

The performance and effectiveness of the nutrition programme arnd
changes o the context are monmored aod evaluaied.

General Nutritional Support to the Population
General nutritional support standard 1: nutrient supply

Peaple’s fuitiFent needs are v,

General nutritional support standard 2: food quality and
safety

Foot that is distributed is of sufficieat quality and is safely handled
s 4y to b hit for human opsumption,.

General nutritional support standard 3: food acceptability
Fouds thar are provided are approprmte and acoeptuble w the
popilntion.

General nutritional support standard 4: food handling and
safety

Food is stored, prepared and consumed (n o safe and wpproprute
myanber, both gt hoowseliold aod copmmunity level.

Nutritional Support to Those Suffering From
Malnutrition

Targeted nutritional support standard 1: moderate
mainutrition
The public health risks assoviated with moderate malnstreign are

Feclineed.

Targeted nuiritional support standard 2: severe
malnutrition

Mormility, machidity wod soffering assotiared with sevére
malnuteition are reduced,

S
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Targeted nutritional support standard 3: micronutrient
deficiencies

Micronutrient deficiencies areé carrected.

4 Human Resource Capacity and Training
Capacity standard 1: competence

Muteitipn  intervennons are implemenred by staff who have
approprate quabfications and expenence for the duries imyolyed,
and who are adequarely mamaged and supported.

Capacity standard 2: support

Members of the disaster pttecred populanon recefye support to
ennble them o admse o ther new environmen: and: to make
opano | e ol the assistinee provided wo then

Capacity standard 3: local capacity

Local copacicy and skills: are psed and cnbanced by emergency
MUEITION [TEEaEmes,

Minimum Standards in Food Aid

1 Analysis
Analysis standard 1: assessment

Betore any programme decistons are made, thete s o demonserised
undepstandmg of the hagic ¢onditlons that ¢reate vidk ol food
insecurity and. the need For food ajd.

Analysis standard 2: menitoring and evaluation
Thie pertorimance dnd éflectiveness of the food aid programmic and
changes in the Guatess ard monitred amd evalimpid,

)
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Participation
Participation standard

Recipients of food nid have the appatrunity to participate where
possible in the design. management and monitoring of the
programme.

Coordination
Coordination standard

Agencies, local nuthorties, rhe afected popalation and dosors
coordinate their eftorts in the design and implementation ot the
food ald progrimme.

Requirements

Requirements standard

The fandd basker and rations are degipned o bridpe the gap horween
thie affecred population’s requirements and their own food soorces.

Targeting

Targeting standard

Recipients of food aid are selected on the basis of food peed and/or
vitlnerabiliny to tood insecurits.

Resource Management

Resource management standard

Food aid comimvdities and progrimnie feods ave danigid, tracked,
anid accounred for usihp & transparént and auditable svsrem.

Logistics
Logistics standard

Agencies have the necessary organisational and technical capacity

i
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o manpge the pepdicemeir, receipt, trodsperr, storpge And
distribution of [bod commoditics eficiently and effeitively

8 Distribution

Distribution standard

The method of food disteibution i fais equitable and appropriare
w local condions. Recpients are mformed of theor mnon
entitlement and of the rationale tor the leveld pravided.

9 Human Resource Capacity and Training
Capacity standard 1: competence

Food ald programmes are implemented by staff who have
apprapriate qualificatiots and experience for the dunes inveleed,
and who are adequately mansged ond supported.

Capacity standard 2: local capacity

Local capacity and skills are used wnd enhanoed by food abd
PrOErAmMmes.

Minimum Standards in Shelter and Site Planning

1 Analysis

Analysis standard 1: assessment

Programme decisions are based on a demonserared understanding
of the emergency situation and of o clear analvas of people’s needs
foar shelter, clothing and howsehald items,

Analysis standard 2: monitoring and evaluation
Thi pertornmnee and etfecovencss of the shelter and site planning

programme and changes m the comex) are moniored and
evialuarid,

M
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2 Housing (family shelter)
Housing standard 1: family Nving quarters

At the onset of the emeigency, people have sufficient covered space
to provide prarectinn from adverse effects of the climage. They hyve
sufficient warmth, fresh ain security and privacy o ensure thei
digniry, healeh and well-being.

Housing standard 2: environmental impact

Sheltering of disaster affected people has minimal negative impact
on the local environmenr. Appropriate COrTECTive Measures are
taken it @ negative impact is wdenrified.

3 Clothing

Clothing standard

The people affected by the disaster, Including heke familles, have
sufficivnt. Blunkers, clothing and Foorwedar o provide protection
Pravim the climute and to ensure thetr dignity and well-being.

4 Housshold Items

Household items standard 1: jtems for households and
livelihood support

Fumlligs Have access (o hovedhiold oensils, soap for perfsonal
hygiene nnd roals,

Househaold itemns standard 2: environmental concerns

Degradation of the local environmint is 'minimised by promoting
the wse of, ond moaking available, foel-economic cooking
implismines and stovies,

5 Site Selection
‘Site standard 1: site selection

The site 15 ssmable 1o host the number of people involved.

)
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Site standard 2: site planning

Site: planning ensures sufficient space for howsehald areas and
sappares peoples security nod well-Being. To provides (or effecnve,
effizient provision af sérvices and intdinsl pecess.

Site standard 3: environmental concerns

Envirsnmenta| protecron measiies mimmise damage thar may be
cousid by ehe displaced popilarion and sssismnice interventens.
Site standard 4: security and planning

Site selection o planming enables the personal berty amd secnginy
of all people, particalarly meoups ar nilk.

6 Human Resource Capacity and Training

Capacity standard 1; competence

Sheber and site Interventions are implemented by stafl who have
appropriate qualifications and experience for the duties inyoled,
and who are adequately managed and supporred.

Capacity standard 2: local capacity

Local skills and capacity are wved and enhanced by shelrer and sime
Programmes.

Minimum Standards in Health Services

1 Analysis

Analysis standard 1: initial assessment

The initial assessment determines as necurately as possibly the
health effecrs of a disaster, idennfies rhe health needs and
gstalilishes pricirites for health programming.

)
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Analysis standard 2: health information system - data
collection

The health information systen regularly collects relevant data on
population, mjuries, dispases, enviconmental copditions and health
services m o standordised formar in order o derect major health
problems.

Analysis standard 3: health information system — data review
Healrh informarnion system dara and changes.in rthe disaster aftected
population are regularly reviewed and analysesd for decivon moaking
and appropriate response,

Analysis standard 4: health information system - monitoring
and evaluation

Dara collecred 1 beed to evaluate the eftectiventss af ditefventioms
in cantrolling disezse and in preserving health,

Measles Control

Measles control standard 1: vaccination

Tn disaster affected populations, all childten 6 months to 12 years
old receive @ Jose of mensles vacone amd an appropriote dose of
vitiermien A ad scion as possthle.

Measles control standard 2: vaccination of newcomers

Newcomers (if this 5 a refugee simuation) are syssemomeally
vaccinated, All childeen 6 months o 12 vears old tecelve 4 doss of
miensles vactine and ad appropeinte dose of viggmin A,

Measles control standard 3; outbreak control

A wystrmatie response s mounted for snch ourbreak of measles within
thie disasreér afféicted population and the hiwe community. population.

Measles control standard 4: case management

All childsen who conteact measies secelve adegunre care in order o
avindd werrous segoellae ar desch.

i
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3 Control of Communicable Diseases
Control of communmicable diseases standard 1: monitoring

The secumence 'of cumumunicable dsvases s monitored.

Control of communicable diseases standard 2: investigation
and control

f}uﬂ_ﬂl‘ﬂhﬁ of discases of epidenit porential, such as measles, aeute
respiratary Iitfections, diarrhoeal diseases inchuding dysencery and
chalers, and malara are investignted and contmlled according to
inrermatiomally aecepred norms and standards.

4 Health Care Services
Health care services standard 1: appraopriate medical care

Emerpency health ¢are for dispster affected populations is based on
an initlal assessment and daty fromm an ongoing healeh information
systo, and serves o reduce oyoess mortality and  morbidity
through appropriare medical care

Health care services standard 2: mortality reduction

Health care in emergencies follows primary health care (PHC)
pupdelmes pud argers health problems that caose: exeess mortalio,

5 Human Resource Capacity and Training
Capacity standard 1: competence

Health ingerventions are mplemented by stiif who have
appropriate qualifications and experience for the dutles involved,
anel whe are adequately mamaped and supported.

Capacity standard 2; support

Members af the disaster dffected population receive suppoit
eable them 1o adjust to their pew environment and to make
aptimal use of the assstance provided to them,

€.
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Capacity standard 3: local capacity
Leei] capacity and skills are 'uded and efthanced by émergendy
bealth interventions.




Appendix 1

Glossary of Key Terms

The plossiry defines key terms in the contesr of the Humanitarian
Chitrter and Minimuin Standards in Disuster Respanse.

Disaster

A situation where proplés normal means of suppore foe lite: with
dignity have falled as a result of narural or human-made
catnstrophe.

Disaster affected people/population

All people whose life or healh are thredtened by disasrer, whether
isplaced or i therr home areu.

Groups at risk
Prople consitderad 1o be excoprionally vulherable,

Local authorities

Government of leaders fécopnised to be In ¢ontrol 1t the couritiy or
region in which the disaster atfected population is located.

Host government

Government bf the counery in which lomanizarint dssistince rakey
place.

The humanitarian principle

Prevention and alleviation of siffering, protection of fife and licalth
and respect for human dignity,

)
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Humanitarian assistance

The pravimon af hasic requirements which mess peaple’s needs for
adeguare witter samitntion, nutrition. food, shelvee and health care:

Impartial assistance

Assestance s that given on the basss of n(:ri.i alone wnd mukes 5o
distmiction a5 to race, creed, notonalicy, sex; age, plivsical or mentol

Hurnanitarian actor

An organisation: thar sapports the provision of hamanmanan
FE=d T T

Humanitarian agency

A local or international non-governmental organisation, UN body
at doror msrtunisn whoke actividies sopport the  provision of
huranitieian assistance.

Staff

Employees of humunicarion ageacies.

Stakeholder

Anybody aftecred by, or who can affece, humanttarian assistonge.

Accountahility
Thee responsihility o demonsteare 1o stakeholders, faremosr of
whom are disaszer affecrid. people, thor humanitarian asstseance
ciomphes with agreed stndacds.

Transparency

Operness and accesstnhny, of humaniarian agencies, their systemy
and information.

L E.
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Minimum standard
The minimim scceprable level |of sérvice) o Be amaned in
hitranitarian assdsmnee,

Indicator
*Sigrall' that show whether i sandiid bas been dttained. They
-pmrhlr # way of measyring and communicating both the fmpacr,

o result, of programmes as well as the pracess, or methods, used,
The indicators may be qualitative or quantitative,




Appendix 2
Acronyms in chapters 1-6
ACCHCN:

Umired: Nagoens Admimistrative Committee: an Coprdination/!
Suhcurmmittes o MNorrition

ACT:

Actiuin by Cligrches Togethet
ALMNAT

Active Learning Nerwork for Accountability in Practice
Ch:

Centers for Disease Conteol ind Preventuon
DAC;

Developnrent Assistance Comminee (OECD)
FAGH:

Food and Agriculture Organizanon
[APSO:

Inter-Agency Pracurement Services Office [UINDP)
1CRC:

Intermitronal Cammitied of the Red Cross
LR

The Lutheran World Federation
MSE:

Meédecins Sans Frontiétes
MNCHS:

MNattonal Cotirre for Hrk_ﬁi_'h Sratistics
NGO

Mangovernnientil orgaiisanon
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INFCD:

Internarinual Nutiiton Foundation for Developuog Countrics
OCHIA:

UN Office for Coondination of Humanitarian Affairs
.GF:DJ.!I.:

Offwe of Foreign Disaseor Assistance (USAID)
DOECD:

Organisarion for Economii: Cooperation and Develogmieni
Iss:

Peogramme snd Technical Suppore Sectinn (UNHCRI
SCHR:

Steening Committee for Humanitarian Response
UNDP:

Uiniredd Nations Developmenr Programme
VINDR O

United Nations Disaster Relief Organisation’
UNEP:

United Narions-Environmenr Programme
LINHCR:

“United Nations High Commissioner for Refugees
UNICEF: .

Limitesl Narions Children™ Fund
LISAID:

United Stares Ageney for Toreenational Development
WHO:

World Health Organisation
WFP:
Werld Food Progrimme
WMO:
World Meteorological Orgamsation
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Appendix 3

The NGO Field Cooperation Protocol

The NGO Field Cooperation Protocol was signed in Seprember 1996
25 agencies. Further information is available from InterAction.

Recogmsing the importance of conperampn amomg NGOy m eshancmg
pecformatice: and | accountabilite i disaster assismiice effors; the
signaruries to this NGO Field Codperation Prarocol will istiuce their
representitives engaged in disadrer response to consule with ather
NGO represeiiatives similarly sngaged to try 10 reach consensus in
dealing with the following issues:

N Eﬂ:li.hliﬁhlﬁifu,t ol o foosm for NGO jpiern) comsabimtion ped
mtectace with ather disaster response participants

1- Joititly supparted office
2, Regulivi mestings
B. Relations with local authonties
L. Registration
2, Taxation
3. Payment of excraordinary fees
4. Policy advice to host suthorinies
5. Confarmng o host mthority protocols
6. Training host suthority afficials
C. Local employment practices
I Wage and behetit levels and economic consequences
2. Paolitical inviolvement of local staff
3, Condineas of emplovaent
4. Miring diversity
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3. Traiming of local smff and hencficanes
. Logal leasmpfcontrnoninp/procurament pracices
1. Price levels
2. Payment of esittaordinary (e
3. Local procurcment commitment
E. Media relations
1. Criticism of arher apency projects
2. Clustering at media focal points
3. Relanons with Igeal media
F. Security arrangements
1. Huostage policy
L Taviment of extraordinary fees
1. Lacation of hausing
4. Communications channels and procedures
5. Evacuanon planning
&, Convoy aorgansation and scheduling
7. Protection of sensitive mformation
. Relations with mdigenous NGOs
1. Incorpuranion in project designiimplemetization
2. Trdlning
3. Pass-through funding
H. NGO-military relations
L. Security
Z. Logistics
3. Infrasrrocrire mamrenance/vepair
I, NGO-UN relations

)




Appaudicer

1. Divisien of lahour
1. Sectoral andfor geographic
K. [ﬂfnhﬂ:nlnh sharing on project selection
Lo Adaprinn of siclo-economic progromme approaches
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Minimum Standards
in Water Supply and
Sanitation

Introduction

1 The importance of water supply and sanitation in
emergencies

People affected by disasters are more likely 1o becomeill and to.die from
diseases relared to inadequate sananon and warer supplics than from
any’ other single cause. The mast importine of these are diarthoeal
diseases and orhess  tfansmitted by the facdo-aral roate. Their
rransmission is epcomaged by inadequute sanitanon, poer hygiene and
contamminated warer supplies. Orher warer and sanitanion-related diseases
mictude rthose cartied by vectors associnted with solid waste and warer,

The tnain purposes  of emergency water sapply  and sanittion
progrimmes are to peivide 2 minimom quantity of clean drinking
water, and to reduce the tramsmission of facco-oral diseases and
exposire to disease-bearing vecrom, A further important objective is 1o
help establish the conditions that allow people o ive and w perform
dailv tasks, such as going o the wder, od washing wirh: digniry,
comifert and securley,

2 The Humanitarian Charter and Minimum Standards
in water supply and sanitation programmes

The aimy of water supply and sanisation progririmes; as well ns those

of the other stdtor, How from o wider gonl whichi' s the cornerstone

af humanitarian practices, This goal is to allevinte human sutfering

brought abaut by calamuty or conflicr through protecnng life with

dignity i ways that sappert durable recovery.
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Teanalating this goal into prrctice requires o clear commitment by
agencies 1o humanitaran principles and te the implementation of
minimum  stapdards. The Humanmaoan  Charrer apd  Mimimum
Standurds together provide the policy and organisational framework 1o
emable this to happen and to etoire systems of accountabiliy

The Humanitatian Charter reaffiems the importance of fundamental
humanitarian principles and the rights of disaster affected communiries
to humanitarian assistance. Through the Charter, signatory agencies
comnuf themselves to defined minimum standards for the provision of
humarniearan services. The standards for water supply and sanitation
(this claprer), nuteition (chapter 3, food aid (chaprer 4}, shelter and
site planning (chapter 51, and health’ services (chapier 6) build on the
principles laid out in the Humanitarian Charter and demongrare how
the rights of people affecred by disasters should be realised in practice.

The standards ser out in this chaprer describe whar people should have
as a nunimum for their health and dignity. Agencies should strive to de
better wherever passible.

3 Using the standards

The standards apply 1o any situanon where people’s normal means for
support of life with dignity have failed whethor g5 a result of 2 natural
or human-mide disaster in any countey, on. any continent, They
provide a description of what people have a right 1o expest from
humanitarian assistance, The standards do nor focus on disaster
preparedness, miogaton or rehabilication, thongh these are conmidered
whoere relevant,

The ditention s to provide a tool to help ereate the conditions for
effective interventions and for the achievement of the minimum
standards. The standards have been made ay specific as possible, but
they remain widely applicable to differenr emergency situarions within
current operational and policy tramesworks.
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4 Assumptions

To achieve the minimum standards in o wide vamery of emergency
ctitiiexts, it sassnmed that:

@ Aycncics are dnverl by humanitaion prinoiphs and ere counmitted 1o
hest organisational pracrices asa means o achieving their wider goal.

@ There is a shared commitment among all those involved in
humanitarian assistance to achicve the minimum standards, and
coordinate their response.

® The agency has ncquired sufficent financial, human and mutetial
resources 1o meet the standardy.

@ There jg access o the iffected populition.

® All other sectors are mesting their standards (an deseribed in other
chapters),

5 Structure of this chapter
After this introduction the chapter & divided inro the fallowing
SCTHALY;

1. Analvsis
2. Exerera Disposal
3. Water Supply
4. Vecrior Control
5. Salid Waste Digposal
6. Denlnage
7. Hygiene Promotion
8. Human Resource Capacity and Training
Each of the sections includes the followmg companents:

® The standards: these specity the mmimum acceprable levels 1o be.
artiined in gach drea)

® Koy indicatori: these are “signals” that show whether the standard

)
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has been atmained.. They provide a way of measuring and
commipmcating both the impact, or result, of programmes as well
as the process; or mothods, ased. The indicators may be qualitnive
ot quiahritative,

® Guidance notes and critical issues: these expliin whi each standard
ls importane and may include: specific poins o congider when
applying the standard in different siruanions; guidance on tackling
practical ditficoltics; advice on priority ssues.

Cntleal wssaes might relate o the ssandard or indicarors, and
describe dilemmas, controversics or gups i cuarrent koowledge.
Filling these gaps will help improve the minimium seandards for
water supply and sanitation in the futuee.

Further relevans information, including a bibliography, is sipplied in
the Appendices. The particular good practice features for the water and
sanimarion soector are described in Appendix 3.

The arganisanion of the chaprer reflects the division of activities-and
reyponsibilities that cdimmonly occuts in emerpgency situations. Actiin
in each of these areas ciurribures o the averall 2ims of the water and
saniitation programme s defimed ahove, and e closely linked borh
epideriologically and operationally to the objectives and activities of
thee other sectors. The anolysis standards proposed for assessment.
monitoring ood evaloation relate to all ureas within the water supply
afel simjration sector

Progress in achieving standards in one arca détermines the impartance
of progress in other areas. Fur mstmnce, in siruittions where excrets
disposal and hyiene facilities wre madeguare, 10 s more urgent 1o reach
the mimmum witer quantry standard thap n smmtions where e
envitonment is telativeély frée of pathogens doe to adequate saniration
and hygiene conditions. Privvitied shonld be decided an the basis of
sound information shared berween sectors as the situation evolves,

The minimum standards describe the conditions nectssary for
stabilising the emergency situation aod providing an acceptalle level of
health and protecrion of life with dignity in the shoee to medism rerm
They do not describe the absolute mindmuin necessary for short-term

DI
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survivitl, and dre not expected to be achieved immedintely, Stirvivil
seanidards of water supply and sanitation should be established as soon
as passible in order to prevent avoidable disease and death in the carly
stages of an emergency, These should be seen as steps on the way
gchieving mmimum standards which are acceptuble over the longer
et The minimum standards équally mov ot be appropriate for
situations which last for a number of yvears, and soshould nor be <cen
s maximum . standards. Warer supply and sanitation interventions
should be matched to the type and severity of the emergency, working
rowards mimmum standards s guickly as possihle, and responding o
urgent needs with intcitmedmate saludons. Mimmuont standards for
wiarer supply and sanbation should be reached 'within three o six
mistiths of the stare of the programme.

6 Links with other sectors

Reference to orther sectors” technical standards is made where relevant.
The purpose of this is o highlight how work in one secror is closely
linked m work in other sectors, and that progress in ane is dependent
011 [JTOEFEss i other areas.




Standurdised methnds of analysis that are used agross the sectors have grean
potential to identify rapidly acute humanitarian peeds and to ensure thar
resources are directed accordingly. This section sets out agreed stundards
and indicators for collecting and analysing information to iderify needs, to
disipn programmes and 1w monitor and evaluare their effectiveness.

The analysis standards apply before any programme tmkes place and
throughaut the programme cycle. Analysis starts with an immediare
il assessment that idennfies the impacr of the disaster and whether
and how toy respond. It continues with momitermg, which identifics how
well the programme is meeting deeds and derermines whether changes
are required; and with evaluation, which determines the overill
effectiveness of the progeamme and identifies lessons for the future.

The sharing of information and -knunflgdgg ameng all those involved,
including rhe affected popularions, is fundamental to achieving a full
understanidiig of the problemt wnd  coordimared  assiviance.
Décumenting and disseminating informarion fiom the analysis process
contributes to i broad understanding of the adverse public health and
other consequences of disasters and assists in the development of
improved disaster prevention and mingation straregies.
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Analysis standard 1: assessment

Programme decisions ave based on'a demonserated underseanding of
the emergency situntion and on'a cleat analysis of the Tealth ridks dnd
needs relaring to water supply and sanitation.

Key indicators

® An immediate nitinl sssessavent that follows btermationally
accepted procedubes is cartied out by appropriately experidheed
personnel.

@ The assessment is conducted in cooperation with 3 multi-sectoral
team (water and sapitation, nutrition, food, shelter and health),
local authorities, representatives of the affecred population and
homamitarian dgencies itending to tespind to the <itiarion.

@ The informamnon is gathered snd presénted in a wiy that dllows for
transparént and consisrent decision making.

® The information gathered fdentifies needs and health risks related
o water supply and sanirarion, and baseline dam for monitoring
and evaluanion.

@ All working ond damnged warer and sanitation sysrems are
Enspiecred.

@ The pseessment considers the national eandaeds tor water supply
aid sanitation in the country where the disaster has occurred, and
in the country where humanitarian assistanes is provided if

different

® Recommendinons are made on whether or not exrernal assistance
is needed. Tf pesistance is required, recommendanons dare made on
prioritics, 4 strategy for intervention and resolirces needed, Thepe i
consideration of:

~ The sacial and political strverure of the popularion.

— The estimated pumber of peaple affected and demographic
characterstics.

D
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= Lbeal capacity and resources.
— Special attention for groups at risk.
— Access 1o the affected population,
= Security,
-~ The possible |ong-erm mmplications and eovironmental
impace of the inferventons proposed.
@ An nssesstent report b prodeced thar covers kev aread and
appropriate recommenditians,
@ Assessmont Andings are shared with other sectors, mitional “and
local authorities, representanves of the alfected population and
participating agencies.

Guidance notes and critical issues

1. Timeliness is of the essence for the initial assessment, which should
be carried our as svon as possible afrer the disasten If required there
should be an immedinte response mo critical needs at the same time:
As o penerd] ele, o teport should e poneraced withitn a:weple 6f
arrival at the site of the disadrer, though this depends on the
pacticular event and the wider situation, .

[3%]

Peaple who are able to collect information from all groups in the
affected population in a culturally acceptable manner should be
included, espectally wich regard ro gender and language skills.

3. The procedure for conductmg the assessment shoulid be agreed
upon by all patticipants before field work béging and speafic tuks
comtributing to the acesment should be asagned accordingly.

4, There are several different wechniques for infarmation gathering and
these should he chogen carefully to match the situntion and the type
af infarmarion required. As a gencral rule, informarion should he
gathered more frequentdy when the sicoation s changing more
rapidly, and when there are critical developmenrs such as new
population movements or an epidemic outbeesk of dinrchoes.
Initial assessmenis may be quick and unrefined bur analysis
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improves 4s more time und data are ayailable. Checklists are a
useful way of emsuring that all the key qpestions hove heen
exaituned. See Appendix 1 for an example checklise.

S, Information for the assessment report can be compiled  from
existiig literntute, felevant histonical marorlal, pre-emerjpency data
angd fom discussions with appropriate, kabwlédgeable people
including donors, agency staff, government personniel, communiny
leaders, wamen, elders, participating health statf, r=achers, traders
and:so on. Nanonal o regional level preparedness plans mav alsp
Ise wn impormnt source of informanan.

6. The assessment and subsequent analygis should demonserare an
awarentes Of undeclying structueal, political, econodic and
enviconmenital isues operatmg m the wrea, It i impesative that
prior expertence angd the views of the peaple affected by the disaster
arg taken into conswderaton when analysing the dynamigs and
impact of the new emergency. This requires inclusion of local
expértive anid knvwledpe in dita collection and anilyeis of
resources, cipacities, vulnerabilities and needs, The curvent and
pre-cmitrgency living conditions of displaced and non-displaced
people in the area must also be considered.

7. 'The nesds of groups thar arc ar nsk of additional harm such as
wonten, childeen, eldecly people, phesically and mentally disabled
people must be considered. Gender roles within the sociidl system
eed o be idenrified.

8. Thinking and anulysls concerning the post-disaster recovery peainid
should be part of the minal assessmient, sa that interventions to
meer immedinre emergoncy requirements can serve to foster
recovery among the affected population.
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Analysis standard 2: monitoring and evaluation

The performance ol the watet supply ind saninition progoimmne, i
elfectiveness in responding to health problemy related w0 warer and
sanitation, and changes in the context are monitored and evaluated,

Key indicators

® The information collected tor monitoring and evaluation is dmely
und useful; it is recorded and analysed in an accurate, logical,

copsistant and imansparent manper.

® Systems agre o place thar, enable systemaric collection of
informarnion on:

= Witer constimprion,
— Watet quality.
= Water supply systent and operation.
— Access to water points,
~ Access to toilets.
— Actvities 1 veutor control, solid wirste management and
dramage.
® The use of watdr and sanitary facilies und goods s moniwred.

@ Mlless to water and sanitadion; and water supply and sovitavion.
relared Health problems for the population sureounding the
emergency settlement, are monitored.

® There is regular analytical reporting on the impact of the water
supply and sanitation programme on the affected populacion. There
ix alewy pepiortitg of aty contextual changes and other faceors thue
muy necessitite adjustment o the programme.

® Systems are in place thar enable an information flow between the
progeamme, ather sectors, the affocred population, the relevant
local authontics, donars and others as needed. There 15 a regular
exchange of information berwesn the water supply and sanitarion

|
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sector and the healch information system. (See Health Services,
whaprer 6.)

® Monitaring activities provice informanon on the effectiveness of
the programme in meeting the needs of mrget groups within the
affected population.

® The programme ik evaluared with refesence o stited gbjectives and
apreed minimum standards (o measure its overall effectiveness and
impact on the affected population.

Guidance notes and critical issues

I. Emergencies are volutile and dynamic by definition, Regular and
current infornmation is therefore vital in ensuring that programnies
remain relevant, Information derived from continual monitoring of
programmes should be fed mto reviews and evaluations: In some
circumstances, a shift in strategy may be required o respond 1o
minjor chaiges in the contexe or necds. Sce Appendin 3 for
suggesting reading on assessment, monitoring amd eviliation.

i

Informanon generared by the assessment provess s used as an
imirial baseline for the health informarion system (see Heath
Services, chaprer 6] and for monmoring and evaluaton acnvites for
the water stpply wnd sanitarion  programme. Moditoring and
eviluation actlvities reguire clode cooperativn with other sectors

3, Information collécted should be directly relevant to the
programme, in other words it should be useful and should be
used. It should also be shared as peeded with other sectors
and agencies, and with the affected populations, The means
of communication vsed (dissemination methods, language
and so on) must be appropriate for the intended audience.

4, Evaluation Is importans because it messures elfectiveness, identifies

 lessung for future preparcdness, mitigation and’ assiwance, and
promotes accountahility. Fvaluarion refers here 1o two, linked
processes:

a) Inrernal programme evaluarion i normally carried out by statf as
purt af the repular analysis and feview of monitaring
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miormanan. The agency must also evaluare the effecriveness of
all its pragrammes in o given disastér situation or ¢ampare its
programimes across different situations.

b} External evalbation may by contrass be part of o wider
evaluation exercise by agencies and donors, anil may rake place,
for example, afrer the acute phase of the emergency. Whep
evaluations are carried out it is impormnt that the technigues
and resources used nre consistent with the scale and nature of the
prograrnime, and that the réporr déscribes the piethodalogy
emploved and the processes followed in reaching conclusions.
Ourcomes of evaluations should he disseminated to all the
humanitarian actors, mcluding the affected population.



ople have sufficiént numbers of toilets, sufficiently ¢
vellings to allow them capid, safe and comforiable access
of the duy and night.

Key indicators
® Maximum of 20 people per toilet.
@ Use of toilets is arranged by houscholdls) andlor segregated by sex.

® Toilets are no more than 50 merres from dwellings, or no more than
one minure’s walk,

@ FPublic toilets are avadable in public places |markers, distriboton
T v———
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Excreta disposal standard 2: design and
l‘vmptﬂ have secess to torlets which' wre designed, constructsd and
ed iff such o way a5 to be comfortuble, hyglenic ind safe o use,

Key indicators

® Technically spund design and construction spectfications; approved
by the mrendsd osers, are vsed for all forms of housshold and
pubilic toilets.

® Uleaning and maintenance routines for public toilers are in plage
and function correatly.

® Toilews are deésigned, builr and locared to have the following features:

= They are easy to keep clean enough-ro invite ose and not o
presenta healch hazred,

~ They aré accessible and easy to use by all sections of the
population bcluding children, old people, pregnunt women
and handicapped people.

~ They are lit ar night if necessary.
- Hand washing facilities are close by.
= They minimise fly and mosgquite breeding.

— They allow far the disposal of women's sanitary protechon, or
provide women with the hecessary privacy for washing and
dryving sanitary protection cloths.

- They provide a degree of privacy in line with the narms of the
WsLTS.

® Latrmes and soakaways in most soils are at least 30 merres from
any groundwarer source and the bortom of any larme isar lease 1.5
meties above the warer table. Drainage af spillage feom defecation
systems does not run towatds any surface water source or shallow
groundwater source,

&)
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@ Feople are provided with téols and miateridly for comstructing,
maintaining and cleaning their own thiles if appropriare.

Guidance notes and critical issues

1. Acceptable facilifies: successiul excreta disposal programmes are
based on an anderstanding of peoples” varied neads, and on the
participation of the users in the use of facilitles they may not be
accustomed 1o and which they may not find casy or attractive to
use, Dresign, eonstruction any location of talats must ke account
of the preforences of the wrended users.

1. Chuldren’s faeces: particular attention should be given to childean's
facces, which are commonly more dangerous than those of adults,
Parents nead to be involved, and facilities shauld be designed and
mstalled with children i i

3. Anal cleansing: water shoald be provided for people who use it For
other people it may be necessary o provide some sarr of paper or
other matersal for anal eleansng. Users should be consulted on the
maost approprigte materials,

4, Hand washing: users should have the means o wash their hands
after defecation. with soap or an alternative, and should be
encouraged to do soif necessary, This provides an imporant barrier
tey the spread of disease.

8. Menstruation: women and geis of reproductive age should have
necess o suitable materinls for the dbsorprion and dispasal of
mienstrual blood, If these mutertals are to be provided by the ageney.
wamen should be consulied on whart is appropriste, Where cloths
are wishied: doed and ceaused, women should have access 1o g
private place to do this ma hygenic way,

6. Hygienic toilets: if roilers are not kept clean they may be a focus tor
discase transmizsion and people will prefer dfor to ude theém,
Cleaning and maintenance of all types of toilet should he addressed,
Toilets are more likely to be bepr clean if users have a sense of
ownership, This s encouraged by having them close 1o where
people sleep, avoiding lorge blocks and involving wsers, where



Ml rwss Spamdards b Watre Bupply avd Rawivaritin

==]

prssible, in decisions about their design and construction.

. Shared facifities: it is not possible to provide one miler per 20

peaple.or per family immediarely. In the shore rerm, shared facilities
ate usually needed. Access to these shared hailivies can be etstired
by working with the mrended bsefs to decide who will have acesss
to the toilet and how the sharing and responsibility for cleaning will
be organtsed. It may be that men and women se different fles,
ar that several families all use the same roiler. As the pumbers of
woilers are mereased the sharmg arrangements will change, In some
sicnations it may be necessary to provide, clean and mamuain public
toilers for some or all of the popalation, Tt is Importane both that
sufficient numbers of toilets are available and that every person can
identify and gain access 1o 4 toiler when necessary, ol

. Distance of defecation systems from. water sources: the distances

given above may be increased for fissured rocks and hmestone, or
decrrased for fine soils. Groundwater pollution may wot be a
eoneern it the groundwarer is not corsuiried.
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Key indicators
® At least 15 litres of water per person per day is collected.

® Flow ar each warer collecrion poine s ar least 0,125 litres per
second.

® There is at least 1 watet poine per 250 people.

® The maximum distance from aby shelter 1o the rearest water poine
i SO0 mietres.




Menomuiig Sindands in Water .';n'r_nh' Al Ko d fiid s

Water supply standard 2: water quality

‘Water ar the point of collection is palatsble, and of sufficient quility to
‘e drunk and psed for pecsonal and domestic hygiene withour causing
sipnificant risk ro health due 1o warer-borne diseases, or to chemical or
radiologeal costanunation from short term use.

Key indicators

® There are no mare than 18 faecal coliforms per 100 ml at the peint
of delivery far undisinfected supplies.

@ Sanuory survey imdicites low nsk ol Fecal contaminition,

@ For piped water supplies to populations over 10,000 pnu-pic. i fir
all water supplles at times of risk ar pricence of diarehioes epidimie,
warter is treated with a residun] disinfectant 1o an acceprable
standard {eg resicdual free chlorine at the rap s 02405 my per litre
amd turbicity s helow § NTLH.

® Conductivity s mo-more chun 2,000 pSlom and warer 1 palatable m
s

® Mo significant negacive health effect due to chemical or radinlogical
contamination from shore rerm use, ar from the planned duration
of use of the water source, is detected (including. carry-cnver pof
trearment chemicalsl, and assessmen; shows no significant
prabability of such an effect.

Water supply standard 3: water use facilities
and goods

People have adequate facilities and supplies 1o collecr, stare anid use
sufficient quanttiss of water for drnking, covking and personal

hypiene, and to ensure that deinking water remiins sufficently safe
il e s e siumed. '
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Key indicators

@ Each family has two water collecting vessels of 10220 litres, plus
witer storage vessels of 20 lires. Water collecuon and storaze
vessels have narrow necks and/or covers.

@ There is 250g of soap available per persan per month.

@ Where communal bathing facilities aré necessary, thete are
sufficient bathing cubicles for bathing ar an peceprable frequency
ind at an acceprable time, with separated cubicles for men and for
W,

® Where commumal lhundry facilives nre necessary, there 15 1 washing
basin per 100 people.

Guidance notes and critical issues

1. Needs; the exacr quantinies of water needed for domestic pse miny
vary, aceording o the climate, the sanitanon facilines available,
people’s normal habits, the food they ook, the clothes they wear
et In some situations water may be needied in large quantisies for
specific purposes, for inktange tor pour-flush roilers, to kiep an
existing sewer system or urthan water distriboton system
functionmg, or o water animals which may be vital o the
livelihciods and well-being of the people atfected by the disaster
Quantities needed Far these vses are not included in the standards
and should be added to the minimum figure iF necessary, Quanttics
of water needed for health centres, therapeuric fedding centres,
prphanages ene are notiscluded m the standard Dgures, and should
be added if necessary. See Appendix 2 for gumdance on the
additional quintities needid.

2, Microbivlogical water quality: in most emergency situations, wiliet-
related disease mansmission i due us much to snsulficienr water lor
persanal and domestic hygiene as 1o comaminated warer supplics,
When applying standards for mucrabiological water quality in an
emergency situaton, consideration should be given 1o the nsk of
gxcess infection from woter-borne disease pused by the warer
supplied, and what other water sources people muy be likely wo ase,

B
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3. Water disinfection: water should be treated with a risidual
disinfectant such as chlorine if there is 3 significant risk of warer
source o post-callection contaminarion. This risk will be
determined by conditions o the sertlement, such, as population
densiry, excreta disposal arrangements, hyvgene pracnces. the
prevalence of wates-borme discase et As a general rule, any piped
water supply for a large and concentrated populinion should be
treated with a rq:md:m[ disinfectant such as chlotine, and in the case
of 4 theeat or existence of a diarrhoen epidemic, all drmlung water
supplics sheuld be treated before distribution or inthe home,

4. Chemical and radiological contamination: where hydrogeological
records or kmowledge of industrm] acovity suggest thar water
supplies may carry chemtical o radiological bealth risks, those Fisks
should be ascesced rupudly. A decision that halanees short térm public
health risks and henefies should then be made. A decision abaur using
possibly comtaminared water for longer term supplies should be made
on the hasis of a more thorough assessment and analysis;

5. Palatability: while taste is-not a direct problem for health, if the
sife water supply Uoes not taite good to the consumers they iy
drink from unsale sources and put their health ar risk. This may
alsn be 3 risk when chlorinated wurer I8 supplied. Palstability
depends pn what the consamer js used to and should t_i'lreref;:gfe be
verified m the feld to make o final decision on wherher or nor the
water- i@ gceeptible; or whather promotionil setivithes are necded 1o
ensure that anly spfe supplies are wsed.

b Water quality for health centres: apart trom small quintities of
very pure water needed for some medical equipment, water
supplied to health centres does not need to be of better quality than
that supphied w the general population, unless the concentration of
certain chemicals W particilarly bigh: However, miven the likely
nunthers of pathogenic prganisms present in health centres und the
vulnerabilicy of patienrs, warer showld be disinfeered with chlorine
ar another residual disinfectant, and water storage equipment
destgned  and managed o0 control contamination. Very young
children may be suscepnible o certain chemical contmmumuns and
this should be checked with medical seaff.

[ D
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7. Quality / quantiry: diring the emergency artenrion must be given

o the quanrity of water thar is availahle as well as iss quality. Unnil
minimum  standards for hoth quanrity and quality are mer, the
privety should be 1o provide equitable access 1o an adeguare
quantity of water af intermidiate gualivy, cathier than to-provide ad
inadeéquare quunedey uf water which meets the minimem standard
for quality. If there are serious doubts abour the miceobiblogical
quality of the water, it should be treated with & residual disinfectant
as @ first measure o mprove qualiny.

Access wnd equity: even if o sufficiene quantity of woror s available
o meet minimum needs, additional mpasures may be needed to
ensure thot access is equitable. Unless witter phints are suffiviently
close 1o their dwellings, people will not be able to collect snah
water far their needs. In arban situations, (t may be necessary to
have water supplied mto |nd1_vi_iiﬂ.u'| b ldings: to ensure that toilem
communue to functon. Warer may need w be ratoned to ensure: thar
eviervanes hasie need sie mis.

Water use facilities: pevple need vessels to collect water, 10 ftore it
and 1o use ir for wushing, cooking and bathing, These vessels
should be hymenic and apprapriate to local necds and habits, in
rerms of size, shape and design. People may also need o spuce where
they can bathe in privicy. If this is not possible at the fanuly shelrer,
some central facilities may be deeded. Washing clothes is-an
essentldl actlvity for hygiene, parncularly for chuldren, and cooking
and esting urensils need washing, It s not possible 1o define
umiversal standards relaring ro these activivies, bt 1f some facillges
aree neteded for them to be carned our then they shoild be avallable.
The desigh, numbers and location of these facilitied should be
decided in consultacion with the intendbd lders,
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ar well-being.

Key indicators
® All populations associatd with & vectar-bome disease risk have
aigess to shelters equipped wich insecr contral,
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@ Control of humian lice i& carried oue to oo ageeed scmdotd whede
louse-horne typhus or relapsing fever are a' threat,

Vector control standard 2: physical,
environmental anddianﬂcalpmtecﬂonmm

The number of disense-bearing vectors and nuisane pests that pose 4
risk-to peaple’ health and well-baing are kepr o an accepable lovel.

Key indicators

® Vulnerable populations are settled outside the makarinl zone.

® The population of malaria-beanng mosquitoes is kepr low engugh
ravavoid the risk of excessive molana infection.

® Vector breeding or resting sites are modified where necessary and
practicable,

® Raus, flies and other mechanical and nuisance peses are kept within
acceptable levels.

® Intensive fly control is carrled out m bigh densitye settlements when
there 15 sk or presence of diarrhoea epidemic.

Vector control standard 3: good practice in the
use of chemical vector control methods

Vector control measures that make use of pesticides are carricd out in
accordance with agreed international norms to ensure that stuff, the

people affecred by the disaster and the local environment are
adequarely protected, and to avoid creating resistance to pesticides.

Key indicators

@ Personnel are protected by the provision of tmining, protective
clothing, supervimon and a restriction on the number of hours

handling pesticides.
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@ The purchase, transport, storage and disposal of pesticides and
application equipment tollows intemmational porms, and can be
aceounted for ar all runes.

® FPoeaple are protected during and after the application of pesticidis
acearding bo internationally agreed procedures.

® The choice of pesticidi and application methnd conform to narional
and international protocals.

® The quality of pesticide and of rreated bedners conforms
inrernprronal porms,

Guidance notes and critical issues

1. For further information see Chavasse, D C and Yap, H M (1997),
listed 1n Appendix 4

2, Links with other sectors: mie selecnon simportant m imitng the
expasure of the populinon to vectar-barne disease risk. The risk of
veclorburne disgase is one of the key guestions considered when
chonsing possible sites, Health service aetivities may help reduce
pathogen prevalence by effective trearment, immunisation or
prophylaxis, and vector-borne disease conrrol should he undertaken
with activities in both the health sector and the water supply and
samitation séctor. Both health service and nutrition detivities can
help reduce veatar-boime discase incidence by their lmpact on
general health and nurrinonal stams.

. Defining vector-barme disease risk: decisions abouar vector control
mrerventioms should be based on an assessment of excess disease
male, as well 25 on climcal evidence aof ‘a vector-borme disease
prablem, Factors influencing this risk include:

- Immune status — previous exposure, nutitonal stress and
other seresses.

- Pathogen type and prevalence — im hoth vectors and humans,
— Vector species and ecology,

— Vector numbers (season, breeding sites erc,

-
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- Existing individual proteciion und avoldince measures,

4. Individual protection measures: it is recommended thar if there is a
risk of excess ‘malana. mdividual protection measnres such as
rreated bedners-are provided systemarically and aran carly stape.
lipreguated  bedoets Bave the added advanmige of giving some
protection against lice, hedbugs and sandflies. Other individusl
‘protection measures which may be appropriate and which are
commonly used already by people fumiline with mosquireess include
the nse of long sleeved lathing; houschold fumigants, mosquito
sereens and repellents ftis viml m ensure tarusers can acceprand
wse these individual protecton mensures if they are to be effective.

5. Environmental and chemical vector comtrol: there are o number of
basic cavironmental enpinecking measures which can be taken to
reduce the oppornities for vector breeding within the senlement.
These mctude disposal of homan and animal excrer and refuse for
contriviling flies, and drainage of standmg warer for conerolling
miosquitoes. Most priotity envictimental healeh measures such ax
excreth disposal and vefuse disposal will hive some impact on the
papulations of same vectors, bt noe all. Howeves, it may oo be
pessibbe ti have sufficient impact on all the hreeding, feeding and
FEStINK SITes withan o m.:qr_b}' the }iﬂT_]:‘mI.'ﬂE, even i the Iul‘sgﬂr
term, and localised chemical conool messores or mdividual
prorection measures moy bé necded. In some ciréwmstintcey, space
spraying may be justifed and effective in redicing numblers of aduft
insects, for example for reducng fly numbers in anticipation of, or
during. a diarrhoea epidemic.

6. Household and personal insecticide treatment: household
treatment with restdual insecticide can be effecrive in coneralling
the spreid of malars. Louse-beirne typhas and relapsing fever may
be avoided by pertonal téatment for the control 6f body lice by
means of 3 mass campaign, and a5 newly displaced people arrive in
3 sertlement.

7. Indicators for vector cantrol programmes: the simplest indicators
for measuring the mpact of most vectar control aetivitics are
diseane incidence and parasite counss (for malarn ), However, these

D
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are insensitive indicators which should be used with cavtion and
mrerpreted n the light of other factoes.

Designing a response: vectar contiol projgrammes may have no
impact on discase |f they targer the wrong vecror, use iteffective
methods, or tirget the right vector in the wrong place or at the
wrong time. Health data can help identify and monitor o vector
problem, but designing an effective response reguires more detailed
study mod, often, expert advice. This advice should be dseussed
with national and international health organisations, to ensute that
nanonal and international protocels are fallowed o identify the
appropriate fesponse and to ensure the comect choice and
application of any chemicals used, Local advice should he sought
on local disease problems, hreeding sires, seasonal variations: in
vector numbers ete.
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Key indicators

® Domeéstic reflie is removed from the settlement op buried oy’ sire
before it becomes & nulsance or 3 health risk.

e Thmmmmntanuﬂnwdwdmgﬁmusme&iml wastes {needles,
glass, dressings, drugs ere) at any time in the living arca or public
SpiICEs.

® There s a correctly designed. constructed and operured incinerator
with decep ash pir within the boundaries of each health facility,

® There arc refuse pits, biny or specified areas ar markots and
slanghicring areas, with a daily collecrion system,

® Final disposal of solid waste s carried ot in such o plice and in
such & way as to avoid creating health and environmental problems.

B )
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Solid waste disposal standard 2: solid waste
containers/pits

Peaple have the means to dispose of their damestic waste conveniently
and effectively,

Key indicators

® No dwelling is more than 15 metres from a refuse container or
houschold refuse pit, or 100 metres from a communal refuse pit.

® One 100 hitre refuse container 5 avadable per 10 familses where
domestic refuge s nor buried on sie,

Guidance notes and critical issues

1. Rufuse type and quemtity: vefuse in cmeegeney settlements varies
widdely i compesitom and guanmre, according teoghe amoamt and
fvpe of economic activity and the staple foods condumed. The
extent to which stlid waste has an impact on people’s health should
be ussessed in'a logical manner wo identify whether action is needed
and what thar action showld e, If solid wasee is recyeled within the
commupity this should be encouraged. as long 35 © presents no
srrmfcant health rsk. Distribavon of commodities i produce o
Luige amount of solid wase because of the way they are packaged
or processed on site should be svoided.

fos

. Participation: most solid waste management programmes depend
on the pamapation of the population concerned for placing their
refuse 0 contaimers provided, or burying 0 where appropriare.
Parents and children should be made aware of the dangers of
plaving with or tecyiling medical wastss,

3. Medical waste: special provision is needed for medical waste. It
should be dispesed of within the penmeter of 3 medical facility,
cholera isplation ventre, feeding centre ete, and not mixed in with
the general seotement refuse. Respomsibility for disposing of
miadical waste should be cleady defired.

S
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Market waste: mose market witste can be treared in the sume way
as domestic refuse. Slaughter hovse waste may need special
treatment. and special facilities 1o deal with the liquid wastes
progduced, and 1o ensure slaughrerng w carried oar 0 hygleme
gomchitlona

. The dead: mormlity rates are often high during the early dtages of

emergencies, demanding mass management of dead bodies. In
special cases such as r.luring cholera or typhus epidemics, human
remaing may pose special health risks, Howgver, m gengral, families
should be allowed w bury or cremace ther own dead in their
teaditional way, Cemeteries or critmarion  [acilives should be
planned for and provided early on in the life of 4 new settlement, in
consultation with members of the affected population. Provision
shonldl be made for monitaring funerals for mortality data It may
be necessary ro provide clath or other matenals for families o wrap
their dead before burial or cremation.

Disprréal of solid uiaste: whitevier means of (ial disposal is chosen,
flar fnstunde burial or lndineration, thile shonld be done in a location
and in such a way s to avoid creating health and environmental
prablems,




Drainage standard 1: drainage works
prltiun an etviremment that is acceptably free from risk of water

“erosion and from standing warer, including storm warer, flood waer,
“domestic wastewater and wistewater from medical faciliries,

Key indicators

® There is ne sranding wastewater around water points or clsewhere
in the sertlement.

@ Stortn water Tows awiny,
@ Shelters, paths and water and sanitation facilities are not flaoded or
eroded by water,

e
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Drainage standard 2: installations and tools

People have the means (installations, rooly erc) to dispove of domestic
wastewater and waier, point wastewater conveniently, and eifestively,
and 10 provect thew shelers and other family or communal facilities
from Hooding and ervsion.

Key indicators

® Sufficient numbers of appropriately designed twols are provided m
people for small drainage works and mainrenance where necessary,

® Warer point drainoge js well planned, built and maincained. This
includes dirannge fram washing and bathing aricas a8 well a8 water
callection points.

Guidance notes and critical issues

1. Site selection wed plamping: the most effective. way o avoid
droinapge problems s in the choite and lay out af the emergercy
sertlement. (See Shelter and Site Management, site selection
standards, in chaprer 5}, It may not be practicable w address the
drainage problems of same sites, or of nearby warer hodies.

Promotion; where small scale dramage works are necessary o
proeect latrines and shebeers, und to avoud ssagnanng howsehold and
Water point wastewater, 1t may be appropriate to involve the
population concerned. Technical support and tools may then be
needed. It may also be necessary to provide mformation and
alternatives if nearby water bodies pose health nisks such as
schistosomiasis ar hazards from consumption of the warer

;u

3. Drainage and excreta disposal: special careis needed o ensure thae
latrines and sewers are protected from Auoding in order to avoid
structural damage and leakage.




/ Hygiene Promotion

Hygiene behaviour is a audial factor in the transmission of water and
sanitation-related disease, and hygiene promotion fs mﬂnl;ﬂ
considered to be an essential element of an effective amergency water
supply and sanitation response. it is difficult to measure the impact of
hygiene promotion programmes fn emergencies. However, such

quhﬁ:ﬁw*lﬁqmnﬁﬂﬁmmﬁ and

mmhuafhnpmhrrtpmﬁmwmdrm bewptdhrhﬂrmmm
must be stressed that hygiene promotion should never substituts for

good sanitation and water supplies, which are the key to good hygfene.

Definition of hygiene promotion

Hygiene pramuosion is delined here as the mix between the population’s
knowledige. practice and resources, amd agency knowledge and
resources which together enable risky hygiene behaviours o be
avoided. FEffedtive hvpiene promotion relles on an' exchange 'of
information heowedtt the apency and the pifected communiry in ordér
to idennfy keév hygiene problems, and ro design, implemenr and
monitor 4 progoamme to promote lvgene practces thar will deal with
these problems, This delinition recognses thar hygiene behavioor and
thie erinterial mars For healthy lvog should Be promated together

Hygiene promotion standard 1: hygiene
behaviour and use of facilities

All sections af the affected popilation are pware of priority hygicne
practives that create the greatest risk 1o health and are able to change
them, They have adeguate informanen and resoutces for the use of
water and sanitution facilities to protect their health and dignicy

e
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Key indicators
1. Excreta disposal

® Peopleuse the roilers available and children's facces are disposed of
immediately and hygencally

® Feople use toilets in the muost hygenic way, both for their own
health and for the health of othery,

@ Household thiltts are cleaned and mainramed in such o way tha
they are used by all mrended users and are hygienic and safe 1o use.

® Parents (mothers and fathess) demonatrare awnreness of the need ro
dispose of children’s faeces safely.

@ Famihes and individoals porticipate i a family lutrine programme
by repistenng with the agency, ng[.;Lng pits or collecting nraterials.

@ People wash their hands after defecation and handliog children's
stoals and before coaking and eaning.

2. Water supply

@ Poople use the hiphest quality of readily available wiaret

® Public hygiene facilitics {xhowers; laundry basing etc) are died
appropriately and equirably,

® Average water use for drinking, cooking and persomal hygiene in
any househaold s ap leass 15 litres per person per daw

® Covers [where provided) arg placed on water conrainers.

® Mean fascal contamination in potable warer conainers s tndicated
by less than S0 faecal coliforing per 100/ ml.

3. Vector control
® People with treated mosguiro nes keep; use and retrear them correctly,

@ Pevple svoid exposure to mosquitoes during biting tumes using the
mgans available to them.

® Containers which may be musguite biecding sites are removed,

empried of water regularty ar covered,
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® Bedding and clothing is aired and washed regularly,

4. Solid waste disposal
@ Waste is pur in containers daily for collecrion, or buried in 2
specified refuse pit.

® Parents and childven are aware of the danger of playing with
reeidles and dressings from medieal facilites, m eases where the
minmrnum standard for the disposal of medical wiste is not med.

5. Drainage

® Arcay around shelters and water poimts are free of stnding
wastewnrer, andd boal stermwnter deoins are kepr clear.

@ There 15 o detnand for weols for deinsige works.

L ] E’L'uplu avond éntering witer bodies where there 8 a sclustosnmiasis rsk.

&, Funerals

® FPeople have the eesources and mformation necessary 1o carry out
funerals in o' mdnner which respécts thele culture and does not
crente 4 risk to health,

Hygiene promotion standard 2: programme
All facthnes and resources provided reflece the voalnerabives; needs and

prefesences of all sections of the affected population. Usets are invilved in
the management and maintenance of hysiene fadlities where appropriare.

Key indicators
® Key hvimiene rigks of public health mmportance ure identified in
assesements and in the objectives for hygiene promation sorivities,

® The desigm and implementation peoceés for water supply and
sanitation programmes intludes and operates a mechanism for
representatiye imput from al| users

) S
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@ All groups within the populstion have aceess o the resources de
facilitics needed to achieve the hygidne practices that are pramoted.

® Hygient promotion activities address key behaviours of imporgnee
tor public health and they target prionity groups.

® Hypiene and hﬂi‘lﬂ\"iﬂl_lr messages; where used, are undersrood and

accepred by the mtended audience.

@ Users take respotisthility for the management and mamtenance of
water supply and sarition facilities 4s dppropriate,

Guidance notes and critical issues

1. Agoncies and the affected population shave responsibility for
bypiene proctice: as with' all of the other standardy, action by
agencies an hygieae promotion will not necessiarly be required, but
these are paints which need monitoring so that acnon can be taken
if necessary. The ultimate responsibility, for hvgiene practice lies
with the atfected popalation: The responstbility of humanitanan
agencics 15 o enable hympenic practice by ensuring that bath
koowledge and faciliies are accesdible, and to be dble tw
demonstrare that ths is achieved.

2. ‘Targeting priority hyglene risks and bebavivirs: the objectives of
hygiene promotion activites and communication strategics should
be clrarly detined in order o avojd dilunng key messages, confusing
people or sending messages to the wrong people. The
undersranding gained through assessing hividene riiks should be
used 1o plan and prioritise marerial assistance, so thar information
Hows usefully between the agency and the population concerned,
An assessment 16 needed to ientify the key hvalene behaviours to
be addressed and the likely suecess of promotional activity, Thys
ussesiment should look ot cesources available to the popelaton as
whell ds behaviours, so that messages do not pramsote the lnipussible.




8 Human Resource
Capacity and Training

fanmdmmwmthmmw
-mmmmammwwmin difficult and often
nditions. The demands pliced on them can be considerable,
:mmmmm worl to a level where minimum standards
e assured, it Is essantial mmmﬂmwwm

and that they are jed and supported by thelr agency.

Capacity standard 1;: competence

Wiarer supply and sanitarion progtammes are implemtenred by statf
wha have appropriate Gudlificdtions and ' experience far the dotics
invalved, and who are adequately managed and supported.

Key indicators

® All stalf working on a warer supply and sanitation programunie are
informed of the purpose amd method of the acrivities they are asked
1y STy Ot

® Assessments, programme desien and key rechnical decsionemakmg
are carried out by stafl with relevany reghnical quabifications and
piicVIOUs cRigtpency experiencel

@ Swaff with techivical nnd managoment respioniibilities hove adcesy w
suppart foeinforming and verifving key decisions,

® Seaff or yolunteers involved in information gathering are
tharoughly briefed and quickly checked by an experienced person
before starung work,

R
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® Seallor volunteess involved in hygiene education have the ability or

apritude for this acnvity and recove appropriste training and
SNPETVISION,

@ Staff apd volontepss myolved m construction and peher manual

activities are teained, supervised and equipped adequately m ensure
thelr work is carricd out eHiciently and kafelv.

Guidance notes

1.

I

See the People i Aad Code of Best Practice in the Managemont wnd
Support of Aid Personel which i appended in this binder

Wit programimes are designed, hurman resource capocity issoes
must be addressed. Staff and voluateers should demonstrate

capahilities equal to thely respecrive aesigmmentss specitic training in
the relevant areas of expertise must he @ prerequisite for

engagement of staff. The provision of tramning and gupport asa part

of emergency preparcdness iy important o ensure that akilled
personnel Are available o deliver quality <ervices, Given tha
emerpency preparedness canapt be assured in many cotntries,
humanitarian agencies should ensure that qualified .m:l cOmnpetene
wiaff are identificd and properly prepareid hefore eventual
SSIETITAIE £ 0 CMeTEemney. s,




Appendix 1

initial Needs Assessment Questions, Water
Supply and Sanitation

This list of questions is primarily for use to assess needs, identify
indigenous respurces and deseribe local conditions. It dies not inchade
gussHons o determine external resources needed in additon m those
mnmediarely and locally avaiiable.

1. General

® How many people are affected and where are thev?

® Whar ore people’s likely movementst Whar are the security constraings?

@ What are the corrept or theentened water and sancation-related
disensie? Whint 18 the digtribution and expected evolution df privbleme?

@ Who dre the key peaple to cdntult ar contaét?
® Who are the vulnerable pedple in the population?

2. Excreta disposal

& Whiav'is the chrrent defecation: practice? IF it is spen’ defecation) is
there a designarted area?

@ Are there any extsting facilicies® 1f so are they used, are thiey sufficient
and are they operating successtully? Can thiey be extended or adapted?

T the current defecanion practice a chreat 1o water supphes or living
arens?

Is the current defecation practice s health thiear to usérs?
Are people familiar with the construction and use of toilers?
Are peaple prepared to use lacrines, defecation felds, trenches erc?

Whar are current beliefs and praceices concerning excreta disposal?

Is there sufficient space for defecation fields, pit latrines ete?

T
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® VWhot s the slope ol the toriain?

@& Whitt is the level of the grotndwator table?

® Are soil conditions suituble for on-site excrety disposal?

L] %ul-ir.t::al materials ire svaitable for constricing totlets?

® Do current excreta disposal arrangements encotrage vectors?

® Do people haye acess to water and suap for washing bands after
defecanon?

@ Are theee materials or water available for anal cleansing?

® How do women deal with menstruition? Are there materjals or
ncilities they heed for this?

3. Water supply

® Whar i the cutrent water onrce?

@ How much water is avadable per person pev duvz

® s the water avallable at the shurve enough for shor teem and
Intiger term needs?

Are warer enllection poines close enough to where people live?
s the current water supply reliable? How long will it last?

Do people have enough water contamers of the righy size and rype?

s the warer source: contaminated or ot risk of conmminition
I,mi‘::mbiulug_i.tnl and chemricaliradiolopical)?

s trestment necessdry? I treakment possihle? Wihat teeatment s
necessary?

s disinfection necessary, even i supply i oot contaninaed?

Are there alternative sources nearhy?

]

®

® Are there any legal obstacles o wsing avmlable 5upp1iﬁ?

® Iz possible to move the population if water saurces are imusdequate?
]

Tiit prossible to tanker water Hf warer sources are inadeluate?

D
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® Whiit are the key hygiene isvnes relared ro water supply?
@ Do people have the means 1o use warer hygienically in this
Sippation?

4. Vector-barne disease

® What are the vector-borne disease risks and how serious are those
risks? {See Vegtor Gontrol standards for determining cisk|

® If vecror-borne disease risks are high, do people at nisk have access
toy inlividual peorection?

® I& it possible to moake changes o the local enviranment [by
Urainage, snib clearance, excreta disposal, refude disposal e 1o
discourage vector breeding?

@ s i stecesary o control veetors by chemical means? What
programmes, regalations and mesources for vector control and use
afchemmcals are there?

Solid waste disposal
15 solid waste a problem?
How do people dispose of their wasre?
MWhat type and quantity of solid waste s prodoced?

2 & o @

Can silid waste be disposed of ob site, or doés Tt need to be
callected and disposed af off sie?

® Are there medical facilities and acrivities producing waste? How is
this being disposed of 2 Whao i responsible?
6. Drainage

@ [s there 3 drginnge problem? (flooding shelers and latrines, vector
breeding sites, polluted warer conttanminating livimg arcis or water
supplies)

® Do people have the means mo protect their shelrars and larrines:from
local Nooding?



Appendix 2

Water Quantities in Addition to the Minimum
Standard for Basic Domestic Consumption

Public toilets -2 Titpeslosee/day Tl hnpidwashing
2.8 lirresreubiclerday for cleaniiy toilet

All flushing toilets 2040 irrestoseriday Tor conventional
fushing toilers

3-5 liresfusensdiy for pour-flush woilers

Anal washing =2 fitres/ persnnfday
Healrh centres 5 litresfoutparient
il honpmals 4)-610) lirres/inpatient

Additona! quantitics may he neefed
tor sume laundry cquipmens, fusbing
roilets etc

Chaolera éentres 6 litres/panimnt/day
15 litreslearerfday, i appropriace

Therapeutic feeding 1530 litrewperstiniday
ceanes. 1S litvesicareelday, if appropriate

Livestock 20-30 hitresarge or medium
aninmal/day

3 litresfsmall animal/dity

)



Appendix 3

Good Practice in Water Supply and Sanitation
Programmes

Emergency warer supply ond sanitation progeammes shoold have the
following good practice features i order to support the
implementation of the stindaids. They:

® Respond o unmet fiteds jdentified by an assessment which meets
minimum standards (see Analysis standards).

@ Are hased on clear objecrives which address peivrity public health tsues,

@ Ensure sustained; equitable application of mimmum standards or
berrer within three o fix months.

@ Are coordimited tooensure thar priontics are mey and gaps and
overlaps are avoided.
® Are phased, addresping unmedinte needs then achieving minimm

stuncharcls as quickly as possible, giving priority o the most
iniporcant needs ac the time,

® Are rovtinely and systematically manitored to ensure the progress
of planned activities and to allow tioely. programne changes wheee
necded (see Analysis standords).

® Invillve o reprosentative crods-section of the ablectell pupulation in
decislon muking and in  project implementation  (design,
construction, opetation and maintenancel, i line with their
CApACHY o participae n these acrvinies,

® Complement and build on local capacitres; respect local
progrimmies and hwvolve local authorities as appropriate.

® Consider the local conwext — economic, socidl, polineal and
environmental'= in planning and implementanon,

® Recugnise the needs of logal people as well as those divectly affrcred
by the disaster,

I
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® Use equipment and provide facilitics which are sensitive to the
rraditional practices of the affected population and which ensure 3
munimum level of digniry and comfort

@ Arc sensiive to the varied needs of different socinl groups, ar the
hoaschald level and at the population level, dnd the Impact af the
progeamme on them.

® Are rapid in impace, but long term in peripeciive, and reate
favourahle copditions far posinve developments.

@ FEnsure the safery of saff, volumeers and ather members: of the
atfected population mvolved in programme implementation and
participatory activitics.

® Ase implémented by swaff with appropeiate qualifications and

experience for the duties invalved, and who are adequarely
managed and supparred,

® Usc egupment and: techmigques that may be managed amd
muireained with local skills and resonnes,
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Introduction

1 The importance of nutrition in emergencies

Access to food and muntenance of adequate nutritional status i 4
eritical determinant of people’s survival in the initinl stapges of an
emergency, Malnutmtion can be the most serious publie health problem
amd may be a leading cause of death, whether directly or indirectly.
Those most commonly affected are chilidren hetween the ages of six
motiths and five yedrs, though younger nfants, older children,
adolescents, pregnant women, hreastieeding women and other adules
may also be affected,

The purpose of nutrition programmes is to correct and (o prevent
malnuerition.  Programmes aimipng (o correct nmlnurrition  may
corsider approprate feeding, metical treatment andfor sapportive
care, Preventative programmes aim to ensure that the populition has
aecess to food of adequute quantity and quality and has the means o
prepare and consume it safely, and that individuils receive nurritional
“.'ippﬂr[ a5 rl;':_qmrcd'.

2 The Humanitarian Charter and Minimum Standards
in nutrition programmes

The aims of purdtion programmes, as well as rthose of the other
wectors, flow from a wider goal which is the cornerstone of
humanitarian practices. This goal 1w to allevinte homan suffermg
brought dbour by calumity or conflict theough progecting life with
dignity in ways that suppoet durable recovery.

Translaning this geal inm praciice requires a clear commitment by
asencies 1o humamtarian principles and to the implementadion of

)
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mimimum standards, The Humanitanan Charter and Minimuom
Standords together provide the policy and organisational framework o
enable this to happen and o ensure systarrie of accountibility.

The Humanitarian Chaster reafflemy the importance of fundameneal
humanitarian principles and the eighes of disaster affecued communities
o homanitarian assistance, Through the Charter, signatory agencies
commit themselves to defined minimum standards for the provision of
humanicarian services. The standards Tor autrmion (this chaprer), water
supply and sanitation (chaprer 2), food aid (chaprer 4), shelrer and site
planning (chapter 3|, and health services (chapter 6] build on the
principles laid out in the Humnnirarian Charter and demonsteare how
the rights of peoplé atfected by disasters should be realised in practice.

The stanclards ser out 1 this chaprer descnibe what people should have
as 4 minumom for their heatch and dipnaev. Agencies should strve to do
bitter whitfever puossihly,

3 Using the standards

The standards apply to any sinmoon where peoples normal means for
support of life with dignity have failed whethier a5 a resulr of 2 natural or
human-made disaster in any coumtry, on any continent. They provide 4
dcﬁﬁm‘il.ﬁl af whar people have o mght o expet from humanitunan
pssstanee. The standicds do oot focas on disasrer pr:purﬁdﬁcs&, TITIEATIOn
o rehabilitanon, though these are considered where relevant:

The iftention is o provide a tool o help cteate the conditions for
effective interventions and for the achievement of the minimum
standards, The standards have been made as specific as passible, but
they remain widely applicable to different emergency sitnations within
current operational and policy frameworks.

4 Assumptions

To achieve rthe minimwn smandards in a wide vaniety of emengency
contexts 1t 18 assumed that;

® Agencies are driven by humanigarian principles and are committed ro
best crganisational prachices is o means to achivving theirwider goal.

)
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® There is a shared commitment among all those nvalved o
humanitarian assistance 1o achieve the minimum - standards, and o
enordinate ther response.

® The agency bas acguired suthaent insneal, human and material
fesnuress o meet the standurds,

@ There is access to the affected population,

@ All other sectors are meeting their standards {as deseribed in other
chapters).

5 Structure of this chapter

Alter this inrodoction the chapter is divided into the Follpwing
Sections:

1. Analyss

2. General Nutogonol Supporr to the Popualation

3. Nutritional Support to Those Sutfering From Malnotrition

4. Human Resource Capacity and Training
Sections 1 o 3 reflect the logical provess which nutritionists usually
lollow in responding 1o o new emergency, Fity, they need 1o
wnderstand the nature of the problem, Secondly, they deal with the
larpest gronp (ie the gimeral population) to ovod further deterigration
‘and thirdly, they take steps to reduce the nsks of death and illness for
thise who ate already malnourished. The fourth section applies w all

work and deals with Essues related o the human capuciey required 1o
implement effective nutrition programmes.

Each of the secnions includes the following components:

® The standards: these specify the minimum acceptable levels o be
attwined i each area.

® Key indicators: theso aré ‘signals’ that show whether the standard
has been petained. They provide o way of measuring  and
commumicurmg both the impuct, or result, of programmes as well
as the process, ar merhods, used. The indicators may be gualitative
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or guarcitative.

® Guidance notes and critival issuess these explain why each standard
ts important and may include: specific points o comsidér when
applying the standard in diffecent sitoations; guidance on mckling
pracncal difficultics; advice on prianty issues.

Critical sssues: mighe relate to the standard or  indicators, and
describe dilemrmas, comtroversies or gaps in current knowledge.
Filling these gaps will help lmprove the minimum stundards for
nutritton in th:_ﬁ future,

There are four appendices giving: the definitons of rerms and
ACrOnyms; mimmam nutritdonal requiremenrs for emergency affecred
popualations; minimum nutrent detsities for minerals not included in
Appendix 2; and a select bibliography.

6 Links with other sectors

Reterence to other sectors technical standards i made where relevant.
The purpose of chis s to highlight how work in one sector is closely
linked ro work in other sectors, and thar progress in one is dependent
on progress in other areas.

in puniml:u:, there are close connections berwesn the nutrition sector
standards and those in food wil. The two sectors overdap i terms: of
the tvpes af informoation fequired feir assessment of the sitation and
identification of nesds. There is also commaonality with respecr o
defining nutritional (and hence food) requirements., '

The two have been kept as separate chapters far three reasons, Firstly,
nutrition in emergencies s concerned with more than simply making
decisions about food aid nesds. Secondly, food and programming
carrivs with it specific requirements fegarding financial and logistical
management procedures; mesging the two sectars would have made
the chaprer o long and too broad. Thirdly, food aid might be ome
component of o food security response and further standards: are
needed 1o cover this aren.

Q)



Programmies thar meer the needs of disaster affecred popnlations muse
be basid on a clear understandivg of the sicustion. The people nlfecred
by the disaster, agendies, donors and local autharities need fo know
shat interventons are appropriate and effective. Analysis of the effects
“of the disaster, its impacr on those factars which affect nutritional
- stams and, evenrually, the impacr of the programme itself are therefore
‘eritical. If the problem is nor correctly idenrified and understoad thet
it will be ditficult, if not impossible, to moke dhe rght respanie,

Standardised methods of analysis thay are used across the sectoes have
grear porensial 1o idearify rapldly acue humaniacian needs and o
ensure that resources wre apprapriately directed, This sectinn sems out
agreed standords and  indicactors for: collecnng and  analysmg
Cinformiatioh to idenrify needs, to desigt programmes and to monitor
and evaluate their etectiveness.
The analysis standards apply before any programme takes place and
throughout the programme cycle, Analysis starts with an immediare
initial nssessment that identifies the impact of the disaster and whether
antd how to respond. [tcontinues with monitormg, which wentifics how
well the programme Is respondiiiy b needs and determings whether
changes are required; and. with evaluation, which deternines the overall
effectiveness of the programme and identifies lessons for the futare.
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The sharing of infermation and koowledge among all those involved,
mctoding the affected popularions, Is fundamentl w achieving a fall
uhderstanding of the problem’ ond coordinated assistance.
Dacumenting and disseminaring informadon from the analysis process
contributes to a broad understanding of the adverse public health and
ather consequences of disasters and assists in the development of
improved disasrer prevention and mitigation strategies,

The UNICEF conceprual framewark for nutrition i emergencics bas
been used as a bosts tor the standards in this section: sce the diagram
apposite. '

Before reading the standards please see the definitions for aeces, food
secupity, malputyitton and the social and care simronment in Appendix 1.
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12l Model of the Causes of Malnutrition in

v LOCAL PRIORITIES 4
BASIC CAUSES \ T /

FORMAL AND INFORMAL INFRASTRUCTURE

POLITICAL IDEOLOGY

Fluman
Strocrural
Financinl
Siotrrie Ocfass {1997 draf], Fistil Security = An Oxfinn Perspective, Thidoey sl Pravtice

of Assiumiznin and Analylbs b Emergencios. (Adapted froin the UNICEF Framewaeh. of
Uederlying Cavkes il Malaugfitlion and Meorality). Crafarn. Onelisrid.

)
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Analysis standard 1: assessment

understandiseg of the basle nutritional gitustion and conditions which
may eredte risk of mulnutriton.

Key indicators

® An dmmediiee Giiitdal pssessment thar follows inteenationully
accepted procedires b carried out by appropriarely experienced
persunnel.

® The assesament s condueted in cooperation with a mult-secroral
ream (warer and santathon, noeonon, food, shelter, healthy, local
authorities. represenqtatives of the affected population and
humaniarian agencies intending to respond to the situation,

® The information pathered considers the national standards for
nutrition in the country where the disaster has occurred, or in the
country where humunitarian assistance s provided, if different.

® The needs of groups thar are ar nsk of addmiomal horm are

conaidened.

@ The informntion is gathered and presented oo wiv that allows o
eransparent and consistent decision making,

® An assessment report i produced, covering the following areas:
— Bastc causes of malnstrition:
Flurnan, strucrural, notaral and economic resources.
The palieical elirnnee.

Foemal and nop=formal infrastructure in beneficidry and
host populutions,

Populatom movements.
- Uniderlying canses of malnutrition:
Food securty.

[
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Public hedlth,

Social and care environment.
— Outcomes of nutritional stress;

Malnutrinon.

Mortatiey.

Marhidiry.

® Recommetcdihonsare made on whether or not external assistanee
Is nieidid,

® Asessment findioge are shared with other wcorors, national and
local authorities, representatives of the affected population and
PATLiCIPArIng Agencics.

Guidance notes and critical issues

I. Timeliness is of the essence for the inittal assessment, which should
be carnied out as soon as possible after the disaster. As o general
rule, a report should he generared within o week of arrival ar rhe
site of the disaster; thouigh this depiends on the pardoular event arid
the wider dtuation.

1, People who are able to colleer information from all groops in the
affected population in a culturally aceeprabile manner should be
mehutded, especially with regicd to gender angd langonge shills.

3. The procedure for conductmg the assessment should be agreed
upon by all pardapans before Dield wark begiod and spectiic tusks
contribiting 1o the assessment should bé assigned accordingly,

4. Information for the assessirient ceport cab be cumpiled fram
existing liverature, relevant historical materfal, pre-emergency data
and from discossions with appropriate, knowledgeable people
including donors, agency swff, povernment personnel, community
leaders, women, eldeis, participating hedlth seaff, veachers, readers
and 50 on, Appropriare sources of pre-emergency data may be
found from documents such us: health and nutrition survelllance
data; demographic and health survey repors from the counrry of

B
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origin (produced by Macro International): refugee nutrition
Information system reparts (ACCACNY; data bases (eg MEDLINE)
for published literature and documents within relevant line
ministries or universitics; and materinl from UN, donor and non-
governmental agencies aleceady working with the porulation.
Marional or regonal level preparedness plans may also be an
Important source ol informunon.

5. The assessiment report should make ¢lear how information was
gathered and what gaps remain o be filled in the nexp stige of
programme design. In the discussion on the underlying causes of
malntirition, it is valuable to highlight whether any pre-existing
nutritonal preblems, ncluding micronurriens deficiencies. are
likely 1o have been worsened by the emergency, and wherher there
are particular groups which may be experiencing greater nutritiona)
stress (e women, cluldren, eldecly peaple, physically and menmlly
disabled peoplel.

6. The assessment and subsequent analysis should demonstrute an
awareness of underlying structural, polineal, economic and
envitonmental issues opeéradng in the area. It is imperdtive that
prior experience and the views of people affected by the disaster are
taken into considecation when analvsing the dynamics and impact
of the new emergency. This requires inclusion of local expertise and
Jnowledge in datn collection and analysis of resources, capacities,
vilheribilities and veeds. The careent and pre-emetgency living
eonditions of disglsced and non-displaced people in the area must
he cansidered. Gender rales within the social svstem alvo need ro be
taken into account.

. Thinking and analysis concerming the post-disaster recovery penod
should be purt of the initial assessment, so thar merventions o
mest Immediare emergency féguirements con erve o Fostet
recovery umong the affecred popularion.

e
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Analysis standavrd 2: yesponse

Iy nutrition intervention is rrqmrrd there ix a clear description of the
problemis) and a documentel stratdgy for the response.

Key indicators

@ Infurmiaton on the following underlying candes of malnutrition ix
available and is analysed with regard 1o the nature and severity of
the prablemis) and those worst atfecred:

— Food secunty |regional, sub-group, houschold, individvall eg
markets, produetion, [ivestock, assets; remitrances, employment,
food gathering, sofficiency of food (see Appendix 2 fur
population based nurritiond] requiremenits), fdod prepasation,
fuel, breastfeeding, endemic micronutrient deficiencies etc,

= Public health: eg disease pattemns {se¢ Health Services, chapter
6); health care services; environmental nsk factors; wates,
sanitation, vectar-harne discoses, average parasite Joad;
hygiene medsutes; traditional medicinal pracrices et

- Sogial and care envitonmenrs especially with respect to:
marginalised or separated  groups; pregmant  women;
breassteeding mothers; infant and young child feeding practices;
shelrerfcrowding comditinins socal suppors systems cii

® Jmplementation strotegies incorporate consderation of:

- The esnmated number of people affected dnd demographic
characteristics.

— The social and political structure of the population,
— Special attenrion to groups at risk

- Access to the affected population.

— Security,

~ Existng policies concerning nutrition,

= Local capacity and resources.

B
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— Lozl infrastrueniire and existing Facilinies and seevices.

= The passible long rerm implications and environmental impact
of the situatian and mterventipos propased.

Guidance notes and critical issues

1. See also guidance notes and critical fssues for Nutrition Analysis
srandard |, above

2. Sources of informagion for these indicarors mught include: rhe initial
asscssment reporr; minutes of coordination meeungs; project
propusals; analysis of relevant existing daca, eg health and nutition
surveillance; burial coimts and so on. This information may be
follswed up with quamitarve andfor qualitative duta gathering
exercises to enable a more thorough analysis of the problem. Basic
principles of transparency, vahdory and relmbidiy must be respecred
and there ate many different types of asséssment protocol available
which enable pdherence to these principles. When anthropometric
surveys are conducted, resulis most alwayy be interprered in the
light of other factars relating to food secority, public health and the
socin) and care environment,

3. The indicitors tor programime deiign are presented separarely but
in pracrice many types of information may hove to be ¢onsidered
coneurrently, For example, information thar imforms commudity
selection i a food aid programme would need to be considered
alongside thase facrors tharnform the method of distribution. The
syatem of assessment and apalvsis 55 Hexable cather than rigd, and
there are mitny linkages ond overlaps that must be understond and
acconmmmodated.

4. Information and sound methods must be accompunied by
documented analysis. Assessment conclusions need to be nternally
coherent, clearly based on the informanion collected and linked @
existing theorv. (See Nutrition Analvsinstanidard 1 and the UNICEF
conceptual framewark, abovel.

3. In orider t asess the extent to which people are managing o meet their
mitritional neads, it is necessary 1o huve somie reference for comparison,

R
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This is drawn Ffrom current WHO, UNHCR and WP average
requirements for population groups (see Appendix 2), However, there
sre two mplartant poins to considis before these requirements are used:

Firstly, the mean per caplta requirémenss for population roups
indorporate the requirements of all age wroups and both <oves. They
are therefore ot specific 1o any single agelsex group aod should not
be used 10 assgss requirements for an ndividiml,

Secongdly, these requirements are hased on ) sexies ot AESUMPLINGS
which; onless true for the partwalar population, will lead o ercors:
Calculations for the requirementy were baded on a particular
demographic profile:

Group % of population
(-4 viears: 12.37

3-9 years: 1169

1014 years: 10.53

1519 years: 9.54

2059 years: 48.63

600 VEars: 7.24

pregrant: 24

lactaring: 26
mmaledfemale: 5084 (4906

_"-w'W'I-'.Ir’I‘UNHEH. | 19#"-"1. anid WO l'l".-”?l. liared m
ﬂpp:mlu 4

As the demographic structure of different populanons vares, this
will affect the ndtritional tequitemienss of the population
concerned. For example if 26% of 2 refugee population were under
§ year alds, and the population wits 50% males and S0 females,
the pequirement 1s reduced o 940 keals.
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Estimares of requirements mist therefore be used with reference to
information that is specific ro the conrext, This enables the validity
of the underlying assumptions to be tested. The following
mformanion is needed:

- Size of the population.

- The demographic structure of the population, it particular the
percentage of under 55 and the percentage of females.

= Mean adult weights and acrial, usual or desicable body weight,
Reyuirements will inerease if the meun body weight for adult men
exveeds Allkg and the mean body weight for adult females exceeds
) T

= Actvity levels to maintam productive life. Reguirements will
increase i activity levels excend light {ie 1.55 x Basal Metabolic
Rate for men and 1.56 x Basal Metabalic Rate for women).

~ Average tempetature, and shelrer and clothing eapacities.

Requirements will increpse if the mean ambient temperature is less
than 20°C.

—  Non-autational needs which affecr food needs: e the patential role
af food v a social and econoniic reésoufce. Regulrements: will
inereate if there are any non-nurritional food needs such as religious
festivals,

—  The nutrinonal status of the population. Requirements will ingrease
it the population is malnourished and has extra requicements for
catch-up grovwih:

I it i not possible to incorporate this kind of informatitn into the
inieinl assessment, thie figures in Appendix | may be used as
minimum in the first instance.

m

There wre cperently no estimates for papularion-level {rather than
mcividuat) requirements for most of the minerals. despire evidence
highlighting their importance. Ac an interim giide, and pending
further expert condubiarion by WHO, minimom autrient derisitiés
{per 100 keal) are proposed in Appendix 3.

For populations dependent on food aid, the choice of commadities
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{including decisions on fortification levels), should be based on the
requirements: of the population woad the availabilivy of foods which

the papulation can aceess independently. Some of the food rations

uned currently for populations that are fully dependent on lood aid
may not be sufficient to meet r:quirmnmts-!pa.rtimﬂur[;- vitamin B2,
niacin, vitamin C, iron and folic acid). All micronumments are vital
to mainmain healthy. lite. Therefore where the assessmenr suggests
that certain micronutricht requirements will not be mee by the
population themselves, the intedvention must’ plan to meér the
shortiall.

Everi if the foods provided o a population meer the specified
requirements, this cannor be mken as o proxy of adequate mtake
and unhsation by the body of micronmrients. Discrepaneies thar
can oécur at Fation distribution or asa result of meal sharing within
houscholds affect the guantity of food eaten by individuals,
Micronurrient losses can occur in other ways as well, For example
losses can ocour during transpartation and storage of food; durng
processing (eg the reducrion of B vitamins during millingly a5 n
result of prolonged cooking, particularly for the watersoluble
vitamins; and as a result of nurrients combining with binding agents
in the diet which prohibic their absorption m the gut {eg phyrates
impair the absorption of iron originating from vegetable sources),
Lawsses may also ocoor as @ consequence of | disease, in partoular
parasite loads, where the body's ability o access and atihse the
Hutrients is restrictied. Tt 8 therelore essentlal that muonitoring of
nutritional status is a component of all programmes.

Set: also Fuman Resource Capacity standard 1.
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Analysis standard 3: monitoring and evaluation

The performance and effectiveness of the nuirition programme and
changes inthe context are monitored and evaluneed;

Key indicators

® The informartion thar is collected for monitering and evaluation is
timely and wsefyls it is recorded and analvsed in an accurate, logical,
COMBISTENT and transparent manner.

@ Systems are m plice that enable the wmpact |positive or neganve) of
the imteevintion on people’s nutritionl status 1o be monitosed, This
might Include an sctive survelllanee system if micronutrient
deficiencies have bren observed. (See Health Services, Analysis
standards for the health informanpn system, in chapter 6.0

@ There s regular analytical ceporting on the impact of the emesgency
and of the programme dn the notrition stuanon. There is also
teparting of any contexiual changes and other Factors that may
necessitate adjustment to the programme. '

® Systems are in place that enable an information flow berween the
programms, other sectors, the affected populanion, the relevane
local authormes, donurs and others as needed.

® Monitoring sctivites provide information on the effectivencss of
the programme in mesting the needs of different groups within the
affected population.

® ‘The programme is evaluated with reference to stated objectives and
agreed mimimum standards to measure its overall effectiveness and
impact on the affected population:

Guidance notes and critical issues

|. Emergencics arc volatile and dynamic by definition: Regular and
current informanon s therefore viml i ensunng that progranumes
temain relévant. Information derived froim continual monitocing of
programmes should be fed into reviews and evaluatlons. ln some

e
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circumstinces, @ shift in sirategy moy be required oo respond 1o
mnjior tlmn_g:s i the contexr or tecds,

. Inlotmation generdted by the assesament protess 8 oded as an

mittal baseline for the health informanion systern (see Health
Services, chapter 6) and for monitoring and evaluation gervities for
the nutriven programme, Monitorig aml evaluntion acuvities
regquire elose cooperntion with athary sectors:

Intrirmatriion collected should be directly relevant woorhe programme,
i offer words it shiodld be useful and should bi ased, It shiould alio
be shared as needed with other sectors and agencies, and witk the
affected  populations, The means of communication used
(disserminanion methods, language and so eml must be-appropriace
bor the intended awdience.

Monitoring activity can be constrained by the difficulty of
gathering reliable, valld inforination ih a volatile and changing
siruation. For example, when a population & in a continual brate of
fhux, moving to and fro across 4 border, over g prolanged period of

me, there can be no assurance: thar messorermimts mode 0 one
limtanée rélate 1 the same papidation in g different pluce or time.
In such situatlons, therefore, ‘dams needs o be intrprered very
carefully. - '

. Evaluation ts impartant because it measures effectiveness, identifies

lessons for fomre preparedness, mitigation and assistance, and
promotes accounmbility. Evaluotion refers here oo rwn, linked
procussts:

a) Internal programme cvaluation is nurmally cargied our by staff as
part of the regular analysis and review of monbtoring
information. The agency must also evaluate the effectiveness of
all its programmes in a given disaster sitUATION O COmpare i
programmes across different siruinons,

by Exrernal evaluation may by contrast be pare of a wider
evaluation exercise by agencies and donoers, and may mke place,
for exzmple, after the seute phase of the emergency. When
evaluations are carried aut it s smportant that the rechniques
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and resources wsed are consistent with the scale and nature of the
programme, and that the reporr describes the methadology
employed and the processes followed in reaching conclusions,
Outcomes of evaloations should be disseminated o all the
Hurmanitarian actors, itcluding the affected population,



Before rending the standards, please see the definitions for the
International Unit {1U) and msatnuirition i Appendix 1.

Popl’s utrcnt s e et

Key indicators
@ Levels of moderate malnutrivion are smble ar, or du:limng 1,
acceptoble levels,

@ There are no cases af scurvy, pellages or beri-berd,

® Rates of xerophthalmia or fodine deficiency disordérs are nov of
public health significance (see guidanee notes blaw),

® There s acvess toa range of foods — staple (cereal o rubert, pu];i!:t
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{or artimal products), far sonrces ete

® Thure is access to vitamin C rich or forrified foods or appropriate
supplements.

® There js access o iodised salt for the majority (>90%) of
households where jodine deficemey disorders are endemic.

@ There i& pocess to vitamin A rich or fortshed fatids 6t appropriate

suppléements,

® There is access vo additional sources of nidein (eg pulsss, nuts, offal)
tf the staple s maze or sorghuny.

@ ‘There is access to additional sources of thiamine (eg pulses, nuts,
epgs) if the staple 1 pohshed rice.

® [ntamis under six months have access to breasmilk (or necognised
subsbiriee),

® Children dged Trom about six months’ have access to utritious
enerey diense finds.

@ There i o indicarion thar the extra nutritiangl needs of pregnant
wismen and breastieeding mothers are pot being met.

Guidance notes

1. Malnufrition rates: improving trends tn malouerition might be

ndicated by health centre records, growth monitoring: (health
centre or community based), random sample notriton surveys,
results from screening, reports from the community ar repores by
community workers,
Mutrition sutvey eesults peovide an estmate ol the prevalonce of
mlnatrition. The most widely accepred prictice is to assiéss the level
of malnusrition in children under five yeurs old as a proxy for the rest
of the population, When there is reason to believe that other specific
groups may he unduly affecred, then they should also he assessed.

I Aige do et (8 sepoortonnd st amly o Wil setyy but toenharice sron oo
£ Wit Heairhe Anveraly Revedoono 47.5.9 May 1984 [AATVEL L,

[
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Deciding whether levels of mualnarrition are aceepmble {see Geteral
Nutritional Suppart standard 1) requires analysis of the current
sitaarion in the light of local norms. Thise might inchide levels of
malnutrinon i the popularion before the emergency; or levels of
malnurrition in the host populaton if the affected population s
displaced into a comeext where environmental and other external
factars which increass mortality risk differ from those of their home
area. Thus acceptable levels of malnutrition are those that are not
associoted with excess risk of mortality.

The risks assoctated with inadequare nutrient intakes for pregoant
and  breastfeeding women melude: pregooney complicarians,
maternal mortalicy, low birth weight and impaired lacration
performance. It is assumed thar food alloeations within households
account for these extra numitional needs (pregnant women on
average require an estra 285 keal per day; lnctating mothers reguire
an extra 506 keall, In spme situations rhnugi:, this may, nor be valid
and women may need o be mannored, paroiculasly with respect to
iron, folic acid and vitamin A status. The prevalence af low bireh
weight babies (helow 2.5ke) may also be a wseful monitoring woul
in some cotitexts, WHO recommend that if the prevalence exceeds
15%. then this should tigger a public health response,

2, Micronuirient deficiencies: the mdicarors for General Nutnnon

srandaed 1 serve to highlipht the importinee of dictary quadivy, 1t
these ndicators are met, then détenoration of the micronutricne
status ol the papulation should be prevenred,
There #re a range of pussible oprions for prevention of
micronuttient deficiencies. Thesé include: incrending the quannty of
food in the general raton to allow more food exchanges; improving
the nurritiomal quality of the mation; loeal purchase of commonditics
to provide nutmients otherwise missing 1 the raton; measures
promote local production of fods contriboting nomeno estinmted
to be low; provision of microndirient mch food stits as o
supplement to rations; appropriate fortification of staple foods or
hlended toads: and/or medivinal supplementarion.

Three micronutrisnt deficiencies (scurvy, pellagra and beri-bem)

B ]
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have been highlighted as these are the most commonly observed
deficiencics to have resulied from inadequate  hrimanitariog
assistunice. They are specified here bécause they are avaidable.
Individual cases of scurvy, pellagra and beri-beri presentlng at
health eerres, for example, are likely 1o be a resulr of resricred
access to certain rypes of food and are therefoee probably indicative
of & populiton-wide problem. As such, they should be mokled by
population-wide mnterventions. [Th any context where there is clear
evidence 'thae "these mictonuetient deficiencies are an endemic
problum, levels should be reduced to at least those thar would have
heen expected had the emergency not ogeurred.)

lron deficiency apsermig 15 one example of other micronutnent
deticiencies which may be important contriburors to mortaliry. The
erergency may or may not have elevated the prevalence of the
deficiency, In situations where a chronid efidemic situaton is
exacerbared by the emergency, special attention must be paid to
pussible prevention and correction measures (see above and
Targered Numimonal Support standard 31 Indicaros of programme
performance will be contextspecific.

Tackling mucronucrient déficiencies within the first phase of an
emergency i complicaed by diffieulties in identifying them (see
Targeed Nuritional Support standard 35, The exceptions are
xerophthalmin and goitre for which clear ‘field-friendly’
identification criteria are avadable. These dehencies can be
tackled by popuolation  Jevel inrerventions (ie  high-dose
supplementarion far children lsee below) and salr lodisgrion
respectively),
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Indicators. of clinical vitamin A deficiency {xerophthalmin) in
children 6-71 months of age

(prevalence of one or more mdicators signifies @ pmﬂaTm bicalth
problem)

| Indicatar Minimum prevalence

Nighr blindness (XN} 1%

[present ap 24-71 months)

Conjunctival xérovis with Bitot spors S0.5%

(Xin) '
Corneal xerosis { ulceration / >10,01 %
keratomalacia (X2, X34, X38)

Comeal scars. (XS) >1.05% |

Lske Soqrumer, & (19991 hied in Appendis 41 |

When mbatles or other immuonisation i carried oot which iz olten
routing in emergencies resulting in displacemeat, it is usual practice
to provide a vitamin A supplement (200,000 10U orally) o all
children under five veass of age. [See Health Services standards for
measles control, in chapter 6). Thiv helps redoce mortalioe
assoclared with measles. Furthetmore, it 8 recommenided wheri
feasible thiat mothers teceive a high dose of vitamiin A (200,000 1U
arally) as soon as possible after delivery and within 8 weeks.

ﬁ
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Inslicaturs of iodine deficiency = goitre
iprevatlence of fidially) oo indicatars stgnifies 4 public hisdeh problem)

_ | Mild Modeérate  Severs

Goitre grde >0 schoolage children® | 50— 2040-  2300%
190 19 9%

Thyrowd volume >37th | school age children | S.0- M- 2300%
centife by ults sound 19:9%) 15.9%,
Whedibin uknay school age Children 509 2049 320}
iodine Jevel (ug) B '
Thyrisid Stimalating | eanates 34 A60- 240.0%
Hoprmone =507 199%, 3994,
whole Blood
Mieidian Thyrogdobilin | children and adules 100 2010~ 24010
(/] e || 190 99

“preferably chililren aged 6-12 years

{Ser WHLIUNICERACCIIN. Infisinre for axseesn)d ioivie deffdency disondend gt contral
thaviialy st Siliauddid )]

These indicators of wdine defoency may be problematic: the
biochemmal indicitors may nor be possible in many emergency
contexts, and the ¢linical pssessments risk high levels of Inaccuracy.
Nevertheless, while assessment of urinary jodine Is necessary to get
a full pleture of jodine statvs, a rough indication of the severity of
the sttuation can be abrained by chimeal examination of a 1..1|1d
satmple of children aged & 1o 12 vears.
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3. Dietary quality: the mdicators measure the qualiey of the dier b
do not gquandfy nutetent availability. This ie impracricible as i
wonld impose unrealistic requirements for informarion collection.
Indicarors can be meastred vsing information from Various sources
pathered by different rechnigues. These might includi: monitoring
thee food buasker ar the houschald level; assessing food prices and
tood availahility on the markets: monitoring the routes along which
food 5 moved; assessing the nutrient comsent of distributed food
using food composition wmbles (or Nurcale, see Appendix 4);
examination af food aid distribunion plans and records; conducting
food security nssessments; howsehiold survevs andlor reviewing
existing literarare, eg agency reparts, '

4. Infant feeding: breastieeding is the healthiest way to feed a baly
in mast circpmstances; particalarly o emergencies when noemal
hvgiene procedurcs may have been disrupred and rates of infection
may hiave increased.

In situations wht_rt SOEe mml:lt:mj e ook brrnﬁtfﬁt‘d.mg thesr |r|.fﬂ.|11_i
thire are three options:

n] Relactation, where muthers are informed, sppported and
encouraged by experienced individuals,

bi Formuls feeding, if the milk can be prepared safely and where
supplies can be gu.ummz:t;r.i

¢} Traditional dleernative feeding, supporting other methods mothers
may he famuliar wath to ensure they are sate and appropriare.

I s noemally very gare for mothers oot o be able o produce nulk
{ofly 1 ar 2 per 10000 mothets). However mothors may die or be
separated from their infane. I i i noe possible for the infiant 1o have
access to breastmille (either from the mother, 4 wer nuse ar a milk
bank), then the provision of infant farmola will be neeessary.
Whenever food commaodities such as baby milk formula or
commeecial weaning foods dre distriboted, an intensive elucstional
component must be an intégrdl paty wh the wark, This might Involve
mitensive suppart for the mianss’ carers an methods for safe feeding
{see General Nutritional Support standard 45 training of health

D
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professionals in lactation management; and promotion of, and
supiport for, pregnant women and maothers of new-boens ro breastieed.

When infant formika is provided, thére must be 3 guaraitee that its
provision can continue for as |ong as the nfanr needs ir. The
procurement of infane formula in emergencies must also adhere 1o
the stipulations of the International Code of Marketing of
Breastnizlk Substitures (WHO, 1981) which protecrs breastfeeding
fronn commercinl interests,

Young children require enengy dense foods since they are gnable w
eat large meals hot hove relatively high requirements given: their
body size. It 15 recommended that 30% of the energy content of
thelr diet comes from fat souces, I caves where infants aged 6-24
monurhs do not have access o breasonilk, nurritious energy denue
lods must be sufficient to fully replace the nutrienes thar would
have heen derved from hreastmilk and complemenrary foods.

Critical issues

1. The implicarions of severe maluutrition, trauma and stréss on the
capagity of the mother to breastfeed are not known. Although the
lrensrfeeding mechanism wself s robusy, research has shown clearly
thar the psychological state of the mother can atfect the release of
atilk, In siruations where the breastfeeding mother & abected by
severe maloutrition, tauma or siress, she should, n the fisst
instance, meeeive adedquate suppart in order o encourage lactation,

2, Research bos shown thay the HIV viros can be rransmitted from
muther roinfant. A child:stands the srearest risk = believed 1o be
20% = of vertich] or mothérto-child transmissron during the thine
of late prégnancy and child birth, There ts an addirional nsk thar an
infunt will become infected through breastmilk. However in
situationms where sanitation iy inadequate and families are poorly
cesonreed, death trem dinechoea is 14 tmes higher in arrificinlly fed
intanes thar In those who are beeastiod. In an emorgesey context,
these risks must be carefully considered. It §s importane that
hreastfeeding i« not andeemined, particularly in situarions where
the HIV status of the mother is unknown,

)
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General nutritional support standard 2: food
quality and safety

Foad that 1s-distributed is of sufficient quakity wnd s safely handled so
45 1o be fir for hutian consomjition,

Key indicators

® There are oo oothreaks of fopd-borne dseases caused by
distiibured fooid.

® There are no complaints about the yoality of foods disteibured —
from eecipients or programme staff.

® Supplieds of food commodities carry ot regular quality control and
produce commodities which meot the official government standards
or Cedex Alimepzacus Standards (e wich regard 1o packaging,
labelling. shell life erc).

® All loods supplied ake systematically thecked by independent
quality surveyors,

@ All food received in the country of distribution, for the disaster
affected population, has a minimoam six-month shelf e {excepr

fresh produce and whale mpize meal) and s disteibuced o the
population before the expiry date.

® Adeguote storage strictures (in ling with current rectimmendations)
are in place and proper manpgement of stores s conducted (we
Furd Atd standird 6, resource management, in chaprer 4).

@ Staff demonsteate knowledge about potential health hazards caused
by improper hondling, storage and distribotion of food.

Guidance notes

1. Infarmation to find out whether the indicators have been gohieved
may be obramed from: quahry conerol pspecnion reporrs, food
labels, warehouse repors and protocls erc,

3. The parchase of commidines s best done by speciahste, for

D
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cxmple Al headguarters, regional Gffices or iy speoinlived agenuies
(see Food Aid stndard 6, logistics, in chaprer 4), 1f evrors ure mude,
they are extremely difficult to correer ar field level.

3. Whole muize meal has a shelf life of p-8 weeks. Milling should
theretore take place immediarely prior o consumpnon.
Alternatively, low extraction milling can be useds this removes the
germ, the oil and enzymes which cause rapid rancidity.

4. Far storage see also 1 | Walker (ed) (1992), listed in Appendix 4.

General nutritional support standard 3: food
acceptability

Foods that are provided are appropriate and acceprable o the
pupulation.

Key indicators

® People ure consulted on the acgeptability and appropristeness of the
foods being distribured and results are fed into programmie
decisions,

® Foods distibuted do nor conflicr with the religious or culrural
tradicions of the eecipient or host populatons {this includes any
tood mboos for pregmant or breastfeeding women .,

® The staple food diseribured is familine o the population.

® Complementary foods for young children ate palatable and
dipestible.

® There is no digtribution of free or subedised milk powder o the
general population.

® People have access o culturally ympprtant condiments (e sugar or

challil.

)
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Guidance notes

1. In any humanitorian meervention which irvolves the distribition of
Fods, itls importa nt 19 Monitor any sales and r\:ﬂﬂma why these
are occurting, This would help interprer any change in rrends as
well as monitor effects on the Jocal economy.

2. Loonng or thefr of toad, for example hefore distriburion vo families
whtt bulk guuneitics might be stolen, could indieate thar the
commodity is seen as more vallinble ecénomically than nutéisionilly.
If the sraple food i Jooted, this may have important implications for
the viahilits of the food aid programme. Al logting incidents should
be reported o the coordinating nuthorities immediately, (See Food
Aud standard 6, resource managenent, in chaptet: 4.

3. In populations where thie habstual practice in infasit Feeding wais to
use breastmilk substitute, and whete processed cdmmercinl
products weee given as weaning fooids to young children, it might
be pecessury tn support mothers in adopting new techniques during
the emergency. Particulucly important are measures to promate and
support breasifeedmg (see Genern) Notrinonal Support sendard 1),
In this seénse, the emergeticy can sametimes provide in apportinity
o change practices which pose health risks. However, an
emergency is rarely the right time ro encourage behavioural change
which is ner an ahsolure necessity.

4. Powdered or modified milks thar have not been mixed with other
commotlities should not be meluded o a general food dissriburion
becanse their indiseriminane wse could resule in seripis problems.
Of partieular concern are the potential health hazirds thar are
likely to occur as a consequence of inappropriate dilution, germ
vonfimination ar lactose mtolerance.
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General nutritional support standard 4: food
handling and safety

Food s stared, prepared and consumed in o safe and appropriate
miannes, hoth at household and community Jevel.

Key indicators

® There are no :.'1uth-rr_mk5 of focd-borne dissase linked 1o alocal food
distribution site occurring a8 a consequence of hazurdous food
preparanon.

® The coordinating body has received no reports from represcatatives
ol the afected popolstion concermng  ditficolries i storing,
prapaiing, cooking and conmuming the food being disiéiboted.

@ Fvery householid has aceess to at lewst ane cooklng pot, enough fuel
tor food preparation, water contmmers 1o store 40 Hires; and 2505
soap per persan per mongh, (See Sheleer and Sire Planning standard
4, household frems, m chaprer 5; and Warer Supply and Saniration
srandard 3, waret supply, in ¢hapter 2.)

® Individuals who cannor prepare tood or cannot feed themselves
have access o a carer whao can prepare appropriate food ina timely
martmer and administer feeding where necessary.

® Where food s distributed in cooked form, stafl demonsteare
knowledge sbour potentm] heglth bazards coosed by improper
storage, handling and peéparation of commaodities (ser Human
Resource Capacity seandard 1),

® Adequate milling or dather processing facilities are avatlable
reasanably close to home if required, for example if whole grain is
distribured.

Guidance notes

I. Sources of information for these indicators mighr include
programme mon oring systems and rapid household sorveys

I
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If aecess to covking fuel s madeguate, foods requirmg less cookmg
time should be distributed (eg cercal flour tather than whale grain,
parboiled pulses or rice). Where these foods are unfamiliar o the
popularion, advice and support will need to be provided to ensure
their proper use. If it is not possible to change the food
commodities, then externnl sources of fuel sopply should be
established to fll the gap. (See Shelter and Site Planning, chaprer 5.

In the inusual situation of infants bedig fed formuola milk, bottles

“should nor be used as they are difficulr to keep clean. Open cups (as

oppesed o feeding cups with & ‘lip’), may be used instead. There
should he capacity for baoiling water and for the thorough
sierilisation of the cup (and spoon or saucerl. Individuals
ndministering infant formula to babies should have an excellent
knowledge of its proper and safe use. [See General Nutritional
Suppert standard 1.)

People’s changed circumstinces may disrupt their normal hygiene

practices. It may therefore be necessary to promote food hygicne
messages and measures. comparible with local condinions and
discase parterns (vo¢ Water Supply and Sanitavion standard 7,
hygiene promation, i chapter 2). It is also important to provide
liifllilrni:rti_nﬂ to caregivers on the optimitl use of hipusehold resonfces
fusr child feeding and safe methads for food preparaton.

Access 1o grinding mills. as well as other facilities such as clean
water; is very mnportant not only for food progessing burre cnable
peaple to use ther time in the best way, Caregivers spending
excessive amounts of time waiting for these services: could
ctherwise be preparing food, feeding children and engaging in other
care-related tasks that have a positive effect on nurritionyl
OUTEOMIES:




3 Nutritional Support

to those Suffering from
Malnutrition

This section presents minimum standards for programmes aiming to
correct existl'ng malnutrition, including deficlencies fn vitamins and
‘minerals.

‘Matnutrition is assoctated with mcreased risk of death. The strength
.ﬂthamumﬁmhrgﬂydapmdsnnmmmnfmnﬁd
infaction which, in turn, are influenced by the local envirenment.
There is a synergistic relationship between malnutrition and
infection, and their impact on mortality. In ether words, the
'mmhin:d impact of malnutrition and infection is greater tﬁim
would be expected from thefr total imdividual contributions to
mioriality, Understanding the underlying causes of malnutrition is

vital in defining the appropriate form of assistance, whether in
nutrition ovin the other sectors.

Belore eeading the standitds, pledse see the deliniiion ot Rouyt Mukes
Index, defaulter from a therapeutic feeding programme, exits from a
foading preceranmme and pralmutrition in Appandix |
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Targeted nutritional support standard 1:
moderate malnutrition

The public health eisks associeed with moderate malnurrition are
reduced,

Key indicators

@ There s no nerease in levels of severe malpirinon andfor rthere s
no increase In numbers registered for therapeutic care.

@ Sirvelllance syatems are established to manitar malnutrition trends.

® Programmie objecrives reflect undestanding of the causes of
malnutrition and clear idennfication of the target groupis),

@ All staff who have regular contacr with mothers of young children
are teaned in the principles of it and young chitd feeding in the
omergency contest. (Set Mumban Revource Chpacity standirds.)

® From the ourset, foeiling progeammes hive cedrly defined and
agreed criteria for closure of the programme,

Guidance notes

L. Information for monitonng adherence to this standard can be
pathered from o wide variety of sources, including: programme
miemitoring dam (including daea from outside the mutrinon sector;
anthropometric surveys; feeding centee records [including rates of
coverngel; staff rmning protocols (parocularly m anthropemerne
measiirements); dandfor project. propusali

!-d

Diemonistrating @ charge in the ndicator for the leviel of severe
malnurrition may be difficult when the prevalence of severe malneition
is Jow, Given the confidence intarvals amund the prevalence estimate, it
winy 1ot be possible to demonstrate o statisncally sigmficant change.

3. In conorast o the correction of severe malnurerion. {see Torgered
WNutrioiona Support stundacd 2), moderase malpatrion cin be
addressed in many different ways. Programme design must be based

D
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on an undeestanding of the complexity and dynamics of the
nutrition situation, and the factors coneributing to and affecting it

4. Surveillanes © an important component of information gathering
and monitoring of che siteation: The mformation gathered must be
anilysed in the light of seasonal and disease parterns and used o
initiate appropridte fesponses and inform other programmes.

3. Supplementary feeding programmes mav be implemented in the
short term betore General Nutritional Suppon standard | and
Targered Nutritional Support standard 2 are met. An assessment of
the sitnartion must justfy o decision to close a programme. but if the
other seundards have been achieved a supplementary feeding
programme dhiould aot lost Jonger than sis months.

Targeted nutritional support standard 2:
severe malnutrition

Martality, morbidiry and suffering sssociated with severe malnutrition
are recuced.

Key indicators

® I'roportion of exirs from a therapeutic feeding programme whin
Have died is:<10%.

@ Propartion of exits from therapeutic feeditig programme fecovered
5 =75,

® Proportion of exits from therapeuric feeding programme defaulted
<15%:

There is a mean weight gan of >8g per ke/personiday.

@ MNutnnonal and medical care is provided ro people who are severely
mialnoirished, atcording wi clinically proven therapearic care protocols.

® Dischuarpe critedla include non-anthropametric indices such ns:
good appetite; no diarthoea, fever, paraside infestution or other
untreated illness; and no micronurrient deficienciis,

) R
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] Nurri‘riﬂn worker to patient ratio s at leasy 1:10,

® Al carers of severely malnoprished individuals are able ro feed and
cire for thein.

Guidance notes

1. The tume needed to achieve the indicatoss for a therapeunie feeding
programme 18 between one dnd two months.

2. Achieving the indicators for therapentic {eeding depends on the
achievemenr of the indicators and of the standards in other sectors
(e the existence of a funcrioning water and sanitation svstem), All
information required to assess achievement of the standard will be
available from records kepr ar the site of the therapeuric feeding and
lso reports from lollow-up home visits,

3. Adherence o this standatd ond Turpetied Nueritibnal Suppare standard
1 will have a posidve impact on thie levels of sovere malnutition wa
population, if coveruge of therapeutic freding s maintained w2 high
level. An indicator for coverage has not been stipulated as it i influenced
by many conezxr specific facoores, Individuals cannor be forced o rake up
i service, but its use can be promoted and encoumged. Nevertheless e
st be remembered rhat veey low coverage [soch as less than 30-407%)
will be indicative of a poorly designed progrimme.

4. Mean weight gain on exits > 8g per kg per person per day applies
to adults and children who receive therapeuric care. Simular rates of
weight gain can be achieved i aduls as in children when they are
given similar diets. This indicator however may mask situntions
whete patieiits are not improving and are not being discharged.

5. As a rile of thumb, muss cases of severe mulnucrition shoold recover
and be discharged after 30 1o 40 days in 7 programme. HIY and TB may
result in some malnourished individuals failing to recover. Such cases
need 10 be documented and consideration of longer term trearment o
care should be made in conjunction with the health programme.

f. See also WHO [1998), listed in Appendix 4.

R
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Targeted nutritional support standard 3:
micronutrient deficiencies

Micronurment deficiendaies arg corrected.

Key indicators

® There are no cases of scurvy, pellagra or beri-ben,

® Rares of xerophthalmia are nor of public health significance (see
Getieral Nutrinonal Support standard 1).

® Riis of iodine deficiency disorders are not of public health
significance (see General Nutritional Suppost standard 1)

® Appropriate WHO micromitrient supplementation protecols are
mplemented for individuals admitred 1o teeding programmes.

® All chimieal cases of deficiency disenses presenting ar health cenrres
uie fredred using WHO micranatrient supplementation promodol

® Al children under five veary old preseniting ot health cenires with
dinrrhoeal discase receive Vitamin A supplements. {See Health
Services standard 2, measles control, in chaprer 6,)

® All children pnder five vears old presenting ar health centres with
hookworm, snd who are not severely malnourished, receive jron
supplements in cobjincion with tréatment for disease.

@ Prdeedures o tespond efficiently o micronutrient deficiency to
which the population may be vulnerable are established. These
might include active searching for cases, reacing and campaigning
1o Taise public pwarcness,

Guidance notes and critical issues

1, Sewrces of infarmation to measure the indicarors might melude:
health centre records, feeding programme recocds, nuerition surveys
amed case defimtions for deficiency: diseases.

=]

. Recogmtion of eome micronotrient deficiencies (eg lodme and

e
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vitamin &) is possible through simple clinicn) examination. Such
indicators can then be meorporated inro health or puroinonal
survelllince svatems, although careful erainimg of staff 1s ceguired
cristife that assessmicnt is accurate. Other microfurdicnt deficiencies
cannat be idennfied withour blo-chemical examination (eg bran
debiciency  anaemin). For these reasons, case definition: of
micronutnent deficiencies in emergencies 5 problemane and can
often only be derermuned through the response o supplementation
by individuals who present themselves to healch seatf.

. Pregnant and breastfeeding women should receive  daily
supplements of iron and Folic acid. This i 1o address nutrirional
anaemins and to prevent neural tube delecs in babies. In
emergencies. however, the provision of supplementation |5
problematic as women’s compliance with the daly supplemenmnon
proctols las Been shown to be wery difficult 1o mainmin.




4 Human Resource
Capacity and Training

All aspects of humanitarian assistance rely on the skills, knowledge
and commitment of staff and volunteers working in difficult and
often insecure conditions. The demands placed on them can be
considerable, and if they are to conduct their work to a level whera
minimum standards are assured, it fs essential that they are
suitably experienced and trained and that they are adequately
managed and supported by their agency

Capacity standard 1: competence

Nuttition intérventions are implemented by staff who have appropridte
gualificatinng and experience for the duties involved, and who are
adequately managed and supported.

Key Indicators

® All ssaff working on & nutrition programme are informed of the
purpose and methods of activities they wre asked to camy out.

@ Assessments, programme design and ke technieal dectsion making
arc carmied out by staff with relevans echnical qualificanons and
PEERIOUS CIErEENCY CRPericnue.

@ Sealf o oovolunceers invilved in inforihavion patheriag are
thoroughly bricfed and quickly checked by an experienced person
bsfore sepeting work.

® Staft with rechnical and management responsibilities have acoess to
suppirt tor atormng pod verityiy koy decisions,

D
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Statf responsible for-assessiog the outemonal smos of mdividunds
are trained and regilacly supervised in the necessary technigues
(weight, heigh/length, MUAC and use of appropriate indices) feir
children, adolescents andfor aduls.

Inrroduction of new equipment (for assessment of nurrtional
status. preparation of foods, testing of food quality enc) s
accompanied by rramimg and estmg m ther use,

Food aid programme smff have the demonstrated ability o advise
mernbers of the affécred population on safe and apprapriste se
and preparation of blended foods, if these are included in a general
raTif,

Targeted feeding interventions have clear written guidelines and
protocols,

All seatf involved i tarpeted feeding have been thorauehly tramed
wndd rested an applicarion of the promenls.

The trearment of severely malnourished people is supervised by a
medically qualified, experienced practisioner with specific mmaining
tn this ares.

Health, nurrition sodior ourrexch wirkess whio have conracy with
moderately malnoarished ‘mdividuals or their carers ar home, in
feeding centrés, in clinits ete], have the demjonstrated ability ro
provide appropriate advice and support as appropriate.

Flealth staff have the demonstrated ability ro advise mothers and
carers on appropriate miant and young child feeding procrices.

Health staff have rhe demonsteated ahility to deptity koy
micronutrient debicienvies correctly —through clinical examination
anior hivchemical arialysis if available,
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Capacity standard 2: support

Menibers of the disaster affecred population receive support to enable
them o adjust to their new environment and ro make optimal use of
the assistance provided to them,

Key indicators

® Carers are tramed in how 1o care for severely malnourished
individuals after recovery and discharge to the home environment,

® Familigs are advised on preparation methods for blended foods,
and their contobunon wo the family dier, partcolarly for young
clhildren.

& Meihiers idetitied {or relicration receive support, advice and
encouragement on i regular basis,

@ Pregham women and mothers of new-borns are advised on the
benefits of breastfeeding and are provided wirth) the necessary
SUPPOCT.

@ All micmbers of the entergency atfetted population are inforined
abour the range, location and siming of facilides and services,

Capacity standard 3:local capacity

Local capacity and skills are used and enhanced by emergency
il programmes,

Key indicators

® Members of the disgster affecréd populanon are in¢luded in the
nplementation of futation programmes.

@ Sclection eriterta for international staff cecruitment include a
commitment to building local capacities for long term henefit.
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@ The skills base within existing local partmeérs and Institutions s

tapped and serengthened duning the course of the humanitarian
AFIFTANCE. PrOErammis,

Guidance notes

1.

2

Sex the People in Afd Clowle of Bext Practice in the Management and
Support of Aid Persannel which is appended in this binder

. Whett progeammes are designed, human resource capacity issues

must be addressed. Swff and volunteers should demonstrare
capabilities equal to-their respective assignments: specific training in
the relevint areas of expertise must be a prefequisite for

engagement of staff. The provision of training and support as a pan
of emergency preparediess is importn w ensure thar skilled
personnel are available to deliver quality services, Given thar
emergency preparedness cannor be assured in many counrries,
humanitaru agencies should ensire thar gualified and competest
sttff are identified and properly prepaved before eventual
ASSTENMENT to 0 emergency situation.




Appendix 1

Definitions

Access

This téom describes the availability of enough food (eg through
production, markers, gatheeing in the wild, gift erc), and people’s ahillsy
o equire it (through their oown lnhour, purchase, exchange etc), Access
1 genonl o the concepr of tood security (defined below| and should
tiler account of seasonal dyriamics and supply mechansims.

ACC/SCN

United  MNanons Admomistratdve Committee on Coordination [/
Subeommitees on Nutricon.

BMI
F.ll.'l-l.i}' Mgy Index:  weight (ki) (o outntiom) mdex for adulss)
heght (m)
Defaulter from a therapeutic feeding programme

An mdvidual who has not attended the feeding programme for
morethan 48 hoors.

Exits from a feeding programme

Exits frnna feeding programme are those no longer registered. The
population of exited individoals s made up those who have
defaulted, recovered (thivse who are referred) and died

Food security

The World Bank's definition s nsed: access by all people at all nimes:
to enough' Food Fat an active, healthy lite.

O
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Equivalest.

Malnutrition

Malnutation i wasting (thinness) andfor dureitionn] oedema.

A el e

‘Alehough miceaniorient deficicneies are alsd foris of thalnutrition,
these are referred o specifically, Stunemy i alse 2 form of

matintrition bur in disaster affected populations is an indication of
langer term nutrinional problems which preceded the disaster ovent.
Caorrection of wasting and oedemn reduces the vk of death. For
these teasons, the nutiition standaids only apply to nuateition

aticronutrient deficlencies),

Definitions of malnutrition

denivities which correct wasting and oedema (a8 well as

Total malaurrition Moderare maloutrinon | Severe malnutrtion
Children | ® <27 scores ». 3t 2 Z stons » <17, scuires
6.0-59.9 WIFH ar WEH o WEH ar
months = 809 median = 7O o <B0T » <F1N imedian
WEH or medin WEH or Wi o
e <12 Scm MUAC +foc| » 11000 <125 cm » <110 com MUAC
® purritonal oedema MUAC +har
» puutrrbivin ] ocdoma
Childreri | # <-27 sbnkes 8.37 o <) Foscors s =37 dittires
599 WEFH or WEH e WEFH or
years * <80% median = T0% 10 <80% » <70% median
W wfor median WEH WIFH +for
# purnnonal oedema o nurnmona! vedema |
Adulrs » HME =17 o » 1h =17 BN soe Cribicol lssues
20,0599 | = permionul cedemin el
years

B D
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Children
Guildisiie notes
Welght-for-height indicators use the NCHS/CPC reference data.

MUAC 5 one of the best predicoors af death, partdy as i i
biased townrds younger children. MUAC is often wied for
screening to select those most ar nsk.

WEH is the most commaonly used indicaror for assessing the
severity of a nutritional problem. It i« the preferred tool for
assessments and surveys,

Critical issue

Thre are no ngrmr.l anthropomertic cut-offs for malauteition in
mfants hcluw six manths, apart from the presence of nutritional
pedema. The NCIHSCDC growth references are nor usefiul since
they are drawn from a popalation bf grtificially fed balies —
whereas breistfed babies grow at 4 different cate.  For thig
reason, it ds important to assess infant feeding pracuoes,
particularly access o breastmilk, and the implications for
suppors of the lactating woman, i, order to deteermine whether
thalnutririon in this age groug lso porenrinl problem.

Adolescents
Critrcal fssie

There s no clear, tested, agreed defimton of maknatrition o
wdolescents (difined as 10.0-19.9 years by WHOL Indicators
curtently used include:

BMLfigr-age, which is ot applicable in contexts where growth
retardation is prevalent and age is difficult to determine In these
circumstances, BMI-for-height could be used. Provisional cut-offs
for (both these mdicators are given below:  Matueurion:l
Indicators, specifically menarche and adult voice, improve
interpretation of BMI reference data as the peik in the adolescent
growth spurt pecurs prior to these milestones. Husever, the BMI

cut-offs have NOT been validated yet and should be used with

.
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caution, It {s imperntive thar any assessient of nuenmional sty
i adolescents 1 accompanied by clinical assessment.

Proansipnal defintions of malnutrition in-adolsscants’

Torl malvutrition Moderate malnntrition | Severe malnutrition

® =27 weores -3 tn <2 Z soores & <37 scores
KM)-for-age or BMI-for-age or HMI-far-age or

o o 37 scores BMI-forhe | o3 th <-27 soores ® -3 scores BMIE-foe-ht
o autritinnal oedemn BMLL-fise-Tve or wotitions] oedeny

These ndicarors use the NCHSCDC reference srandards;

1t may also be possible o assese adolescents with respect to-stage
of maturation (rathet than' age or height], makinig it posdible 1o
ude loval patterns of maturanon and thus négating the need for
reference data. However, this s as vet an thie concep stage und
requires further investigation and validation.

Adults.

Gaidance siode

Any avsessment af severe malmutrition in aduls should always be
aceompanied by clinical examinpmon snce, as with children,
manuerition assocmed with miection carmes higher nisks of deards

Cratecal menes

Thi cut-affs for adule malnurrion are mdicarars of chironic enenpy
deficiency. There are no agreed cut'oifs for mpid-onset malnutrition
i adults, bur evidence suggeses that cur-offs for severe malnuerition
could be lower than a B_Ml of 16, The cop-off must distinguish
herween those who require specialised fiood o recover (e papd:
orset, evete, mlatried) dnd cthose who ! di sot (e those
chranically eneegy dificient). This needs verification. Furthiésmore, a
universil cutoff for BMI has limited application since there sre large
varrtions in BMI between populanons, accurmng independently of
nurrional sargs. Such vananons would have o be corrected for.

B
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There gre also dungers m osing BMI a5 a-tool for screpnimg; since
there are farge varmtions in BMIwithm populinons caused by body
shape and nor nitritional siatus. For tus peason, adolts should aldo
be assessed with MUAC and approprinte cut-offs created,

MUAC may be tned as a seeeening ool for pregnant women (eg
as a criterion for entry info o feoding programme). Given their
additonal nurnoonal peeds; pregnant women may be ar grearer
risk thanother groups in the populadon (see Nuotrition Analviis
standard 2}, MUAC does not c¢hange signilicantly theough
preginney. MUAC <2007 cm [severe risk) and <23.0cm
imoderate risk] has been shown o carry a2 risk of growth
rerardation of the foepus.® The rsk is likelv to vary according 1o
the population:

Critical issieo

There v currently no agreed crirerion of malnamiton m the.
elderly and ver this group may be ar risk of malnutrtion in
emergencies. WHO suggests thar BMI chreshdlds for aduls mav
be approprise for elderly people aged 60-69 veurs. Measurément
sovuracy & problemane because of spimal curvature (stoopmg)
and compressmg of the vertebme, Arm span (the mensurement
from the pp of the muddle foger on one hand w the op of the
miiddle fitiger on'the other when arms are extended) can b nsed
instead of height, but the multiplication facrar w calculate heighe
varies according o the population. BMI could be used on these
elderly people able to stand op straighr. MUAC may be a gseful
ol for measuring malnucrivion in the eldedy bur research on
approptinge cur-ofks 5 corremtly ) progeess.

Mean weight gain {gfkg!dj

Calcolated as ftollows: (weight on exar {(g] minus lowesr weighs
recarded durmp recovery (g)) = (lowest weighe recorded duting
pecoveryike)) < number of davs berween lowest weight fecorded
and exif,

O



Japamidices

MUAC
Mid Upper Arm Gircumference

NEHS/CDC

Nariomal Centee tor Healeh Statistics!Centers for Discase Cantral,
LISA 1975

Nutritional cedema
Bilateral, symovtrical pitting cedema which cannor e acccinted

teer by hearr failure, gross protemuna, renal or cardiae failure, liver
disease or prespclampsia

Proportion of exits defaulted
number of defauliers in the programme X 100,
nuemnber of exirs

Proportion of exits died
number of deaths in the programme = X 109
huimlier af exirs

Praportion of exits recovered
number of individuals successhully discharged in the programme X 1009

number of exlts

Recovered
Tt clagify an individual as fecovered from severe mlnoerition
hefshe must be free from medicil complications and have achieved
and mamtamed sufficient weight gmn feg for mwo conseclitive
welghings), Cut-offs for weight gain (expressed as a nutritional
wdex| ar discharge from therapeutic cire will depend on whether the
patient s baing referred o another feeding programime Tor the
muoderately [malnourished e recovaeed” here dfcludes thoie
mdividuals who are referred w supplementary fesdingli'the type of

B
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programine; dnd the narace of the nurritional problem. Established
protocols sugpest appropriate discharpe criteria for therapeuric care,
These discharge critdrin should be strictly adhered o, in order 10
aviid the risks wsociated with premuture exit from the programme.
Simmilacly, protocols define limits for the mean length of stay for
panents i therapentic feeding, amed ar avoiding prolonged
recovery periods [ typlcal lenpths of stay may be 30-40 davs).

Social and care environment

The provision m the houschold and commumity of tme, amenton
arid support to meet the physical, meneal and socidl needs of
hotischold ‘members,' Social norms and support mechanisms are
nnportant in cottsiduring the potentisl role and impact of individuals
an carers i their household. There are six types of activities
pracrised- by caregivers: 1) care for womer; 2) breastfesding and
feeding af young children; 3] stimulstion of children and sdolesconts
and support for their development; 4] fobd preparation ard lood
storage practices; 31 hygiene prictices; and 6) home healeh praceices.

WFH

Weight for height {(a nurritional index for children). In children
beltw 85cim (or under two years of age), recumbent lenggth is taken
instead of standing height.

Notes

L0 WY [ RS, che b e Miinipeiniit of MNutsittcn i Miritir Evinorpeinciee. WETCY et
2 WHO 18RS, Py Sttoiar: That s amid Trebivprretativn < f Antforogrometrs WHO,
Geneyvas

i linmd oy defimmona im 1) (Inmernationa) Confersnee on: Motaoen | (1992), Plan aif
Agtron for Misreition, Rowe. 25 Enbe, B L Mennon, P and Haddad, L [1997), 3iUNIGET
{fAgril 1997). Sie Selecs Billmphy B Appendi 4,

)



Appendix 2

Nutritional Requirements

The following Bgures can be wsed for plannmg purposes in the migal

stuge of an emergency:

Nurrient Mean papulanon requirements

Energy 2100 keals

Protein 10-12% toral enerpy | $2-63g], but < 15%
Far 17% wf wotal etieegy (405

Vitamin A 1666 1U for 0.5mg RE)

Thinmine (B1) 0.9mg (ot 0.:4mg per 1000 keal intake)
Ribaflavin (B2) L4my (or 0.6mg per 1000 keal intake)
Niagin (B3) 12.0mg (pr &.bmg per 1000 keal intake)
Vitarmin 28.Umg

Vitamin [y 3.2 « 38 py caleiternl

(EUSTEN 22 (Tow Biogvailability (10 F-29561)
Iodine 150 g

Adopred from: WHE {1887, -&r‘.‘_xﬂ'—, aned WRBAINHICR (19998 disted m Appendix 42




Appendix 3

Provisional Nutrient Densities

In thie absence of popolaton regurements for these essental notnents, the
follenwing nutrient densites ate propesed as a provisional tool for planning
purposes. Expert consultitions in 1998 may result in new recommendations,
The Desirable Nutrient Densities relare 1o a refugee diet. The Lower

Threshold Density is sugpested as the mimmum value below which the
nutnient density of the whole diet should noe fall

it Digniriihle Lower
Nugrient Threshold
Diensity Diensity
Minerals: all values are per 100Kcal
FOTASSILM (K] Mg 120 74
SODMUM (Na) me a6l 26
MAGNESIUM (Mg). g 30 10
CALCIUM (Ca) mg: 54 28
THOSPHORLS (P) mit 7 21
LING (20} Mg 0.9 0.4
COPPER (Cu) 13 9% 28
SELENIUM (8e1 PE 3e 1.85
MANGANESE (M) pmal 2.3
CHROMIUM (Cr) ool 20
MOLYBDENUM (Mo}  amal 3.0
FLOURINE (F1) o] <1

Sonnzs Golden, MH ™, Boond, A and Grellepy ¥ (19933, lived m Appendix 4.
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Introduction

1 The importance of food in emergencies

All people need access o adequate quanntes of food of suffoien
guality foe their hedlth and well-being: 1f o community's normal means
of accessing Toodd is compromisid by disaster, a food aid intzrvention
may be required, Whes peaple are unable ro access enough (oo, they
are more likely to engage in shorr rorm survival strategies, such as
exvessive disposal of household assers, which can lead o destirunion, i)
health and other long term negative consequences. Food awd can thos
act as-an importane méchanism o help develop peoplés selb-reliance
and restore thair capacity to responid o Tuture shocks,

Without enough food, uther humanitarian interventions are likely o
b less effective. Cases of observible malmarrinon will increase, despite
the existence of nurntion programmes; health interventions alene will
not b enough to prevent illnesses that ure compounded by luck of
adéquare nutritional intike; and even If there are adegquare hyvgiene
facilities, people will contimie to be susceptible 1o risk of disense
because of weakened immane systerms and diminishid hodily reserves.

The parpose of food aid programmes s to;

® Sustam hife by ensunng adeguace avarlability and access o food by
peisple atfected by dissuter (See alio Mmimum Standirds i
MNutelton, chaper 3.

@ Provide siifficient food resources to eliminare the negd for survival
strategies which may resulr in long wrm negative consequences 1o
human dignity, household suabilicy, hvelihond secanty and the
COTVLEYHIINENL.
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® Provide a share term dncome transfer ar substitation o people to
allow household resources 1o be invested im recovery and longer
rerm development.

2 The Humanitarian Charter and Minimum Standards in
food aid programmes.

Thit ainis of fosd ad progeanimess as well as those of the other sectars,
flaw from a wider goal which is the corferstone of humanitarinn
pracrices. This goal s to alleviase himan sutfering broughe abour by
calwmity or conflicr through proteeting lite wirh dignity m wayvs that
fupporT durihle recovery.

Translaung this goal into pracrce requires o clear commirment by
apencies to humagitaran principles and to the Implementarion af
minimum standards, The Humanirarian Chafter and Minimum
Seandards together provide the policy and osganisational ramework to
enable this to happen and to ensure systemns af accountahility,

The Homanirarian Charter repffirms the imporrance of fundamental
humanirnesan principles and the mghs cof  disaster affecred
communities. to) Domanivarian assiskance, Threoupeh the Chaveer)
signatory  apencles commit themselves o defined  minimom
standards for the provision of humanitarian services, The standards
for food aid (this chapter), water supply and sanitation (¢haprer 2},
nitrition (chapter 3), shelter and sire planning (chaprer 3, and
healeh services (chapter 6) builid on the principles [aid out (v the
Hismanitarinn Charter and demondteate haw the rights of people
abfegted by disasters should be realised n practice.

The standards set out in this chaprer describe whar people should have
as a munimam for thewr health and dignity. Ageocies should strive 1o do
better wherever possible,

3 Using the standards-

The standnrds apply: to any situation where pepple’s normal means for
suppirt of life with dignity have fuiled whether a5 @ resule of & notoral
or hurinnsmade disasrer in iy countey, dn any cantinerit. They providie

G
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 desenprion of whar peaple have a rghs 1o expecr from humanirarian
ngsterance. The standards do tot focus ‘on disaster peeparcdness,
mitlgation or rehalilitation, though these are cunsidered where relevant,

The mtention is 'to provide 2 ool o help ereare the ennditions for
effective interventions and for the achievement of the pinimum
standards. The standards have been made as specific as possible,
bur they remmin widely apphicable to different emergency situprions
within cotrent aperarional and policy framewaorks.

d Asﬁum'pﬁ OTIS

To achieve the mummum stamsdards moa wide varety of emergency
contexss, it fsassumed that

® Agencies are driven by hunsanitarian principles and are commirted o
beyt organisational pracrices a5 a means ro achieving their wider goal.

® There is a shared commitmenr among all those involved in
humanitarian assistance 1o akhieve the mimimum standards, and o
coordinate their respomse.

® The agency has acquired sufticrent financial, hunun and moeertal
resoirees to meet the standarids,

® There is access to the affected popularion.

® All other sectors are meeting their standards {as deseribed in orher
chapters).

5 Structure of this chapter

Afor s wmerpduemon ﬂarr chaprer is divided into the following
SECTIS:

1. Analvsis

2, Purticipation

3; Coordination
4. Requirements

5. Targeting,
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6. Resource Management
7. Liogistics
8. Distribution
9. Muman Resource Capacity and Training
Each of the secnons includes the following components:

@ The standards: these specify the minimum acceptable levels o be
attmned in cach area.

® Koy indicaiors: these are “signals’ that show whether the standard
has heen avtained. They provide 4 way of measuring and
communicating both the impact, or resule, of programmes as well
as the process, or methods, used. The indicators may be qualitative
o quanyiraive.

@ Guidance nores and crineal issues: these explain why cach standard s
importane and may includer specific points o consider when applying
the stundard in different sitnations; guidinee on mckling practical
difficultes; adviee an priomity issues,

Cricical issues might relace ro the standard or indicators, and
describe difemmas, controversies or gaps o corrent knowledge,
Filling thise gaps will help improve the minimum standards for
food aid in the future.

Other critical issues are highlighted i Appendix 1 and a sefect
hihliography i provided in Appendix 2.

The standards have been developed and arranged w a dehberute
siequence. The first three secrions deal with the analysis of the problem,
participation of the people affected by the disaster and the
courdination of efforts of all involved in the food programme, These
three aspeers are critical to the success of any humanitarian food
programme, If the problem is correatly identified, the solution is more
likely o be effecrive. If the people affected by the disaster are mvolved
i the programme, gaink inade are more likely o endure, If thete is
coordination, resources are likely to be wsed efficienty and to
maximum benefit. The remaining sections follow in a logical
progression and cover the main aspects of the food aid programme.

e
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Section 8 applies w all work and deals with ssues related to the human
capacity required o implement effective food aid programmes.

6 Links with other sectors

Reference to ather seorors’ teehmical standards is miade where relevant.
The purpose of this is to hughlight how wark i one secror is closely
finked o work m ather sectors, and that progress in one s dependent
on progress in other aress. In patticular there are clade links w the
nuerition chaprer with regacd to analysis and provision of generdl
nueritional support to the population. '




Analysis of the need e provide food aid vo o disasrer affecred popalation
presenis spectal difficolnes, Disasrer may reduce people's access 1o food
directly, by affecting production or houschold food stocks; or it “may
reduce access indirecily, by preventing access to matkets, for example. In
soime sinmtions, foad aid may be bnly ane of 4 nomber of ways of
restoring people's access to food; alternatlves might include road repair
after an earthguake ar the sale of food to stabilise market prices,

With the exception of specific cases of population displacement where
people probably have no access to fond ar all, disaster affected
populations are often able to find pare of their own food supply from
their own fesources, No practical sssessment echnigue exises which
can diseriminate precisely berween the different food ald needs of
touseholds within a populatian, 1t is therefore impossible to determine
accurately the food aid needs of a papulation, except when peaple are
wholly dependent on food aid for survival. Nevertheless; an agreed
population estimare must be established. There are also practical
limitations to the accuracy with which food aid can be rargeted 1o
those in need. It fs imporrant to be aware of these practical difficultics
when using the analysis standards,

G
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These standarde opply betore any programme takes place and
throughout the programme cycle. Analyas should: soart wath an
immigdiare indial sssessment that Identifics the Impact of the disaster
and whether and how o tespond, It condines with monitoring, which
ideatifics how well the programme §s meering needs and derermines
whether changes are required; and with evaluation, which determines
the overall effectiveness of the programme and identifics lessons for the
furure.

Given thar techniquis for assessing food néeds i o disister ure Hmited,
the sharing of information and knowledge among all these involved,
including the atected populations, is fundamental ro achieving a full
understanding  of the problem and coordinared  assistance,
Documenting anid disseminanng iwtormanion teom the analysis process
contributes to a brond understanding of the adverse public health and
other livelihood consequencés of disasters tnd adsists jn the
development of improved disaster prevention and mitigarion strategics,

Analysis standard 1: assessment

Before any programme decivions are made, there i g demiansiritid
undesstanding of the basic conditions that creare rifk of food insecurity
and the need for food aid.

Key indicators

® An immediate inirial agsessmont thar follows Inrernationally
accepred procedures 18 earried out by appropriately. experienced
personnel.

® The assessment is conducted in cooperanon with o muled-secraral
toam (water and sanitativn, totreivion, food, shelesr, health), losal
authoriries, represenratived of the dffected popularion and
humanirarian agenties intending ro respond o the sithation.

@ The information is gathered and presented in a way thur allows for
transparent anil consistent decision making.
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® The informarion collected should include:
= The extent and nanire of any population displacement,

— Information on peoaples access 1o food hefore the disaster
meluding:

The affecred population’s normal means of access to food
prior to the disaster, cluding anv séavonal cansiderations.

Socidl, economic and political factors that influenced the
affected population's adcess to ool prior te the disaster,
including variations withm and between populatong in the
area concerned,

~ Information an, and analysis of, the effects of the disaster on
penple’s access to food including:

Marbidity and malnierition.

Diredt effeces of the disaster on households of differens
£Conamic rypes.

Indirect effects on the wider economy and pohncal econamy
includimg changes m marker supply, demand and price;
changes in political control of food supply.

Evidence that households are unible to meet food deficits.
The relarive needs of different groups within the population,

The extent w which intervention s required to prevent
imppverishment through the loss of productive assets or
adaprion of extreme measures (o arn meome.

The possible negative umpact of food aid.

€ Tweeomrmendarions die made an whether or hotr external gssistiincy
is noeded and the options available. I ascistance s required,
recammendations are made an priovities, A serategy for intervention
and resaurces needed. There is reference to:

— The size, scope apd durarion of a food aid programme.
~The estimated number of people affected and demographic

A
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characteristics.
— THe social and political structure of the population.
~ Local capaciry and resources.
— The needs of groups ar nisk.

~ Access to the affecred population and the best nrethods for
making fovd available,

— The length of time food aid may he reguised.

— The necessary logistical requirements and resources to support
the effective -'lelmrr of food aid; local m.tras':n.n:mr: and
exasting facilitiey and services.

— Socarits.

— The possible immediate negative effeces of food aid including:
populaton moverments to food distribution sites; increased
insecurity around food aid sites; depopulation of alriculiural
production sires; disruption of local murkets: decreased
agrieultaral production.

= The possible long term implications and eovirormental impact
of the mnterventions proposed.

® An asgmement report 8 produced thar dovers key areas and
appropriaste recommendations.

® Assessment findings are shared with other sectors, local authorines,
representatives of the affected population and participating agencies.

Guidance notes and critical issues

1. Timeliness is of the essence tor the initial assessment, which should
he carried out as soon as possible afrer the disaster. As o generql
rule, a report should be generared within a week of arcival ar the
‘site of the disaster, though this depends on the particular event and
the wider situation.

2. People who are able w collect information from all groups in the
affected population in a colturally acceptable manner should be

)
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included, especially with regard to gender and language skills.

3. The procedure for conducting the assessment should be agreed
upan by all parricipunts before field work begins and specific tasks
cuntribuning to the assessment should be assigned accordingly.

4. There are many different techniques for informarion gathering and
these should be chosen carghully ro march rhe sination and the rype
of mformanon required. As a gerieral rule, mformation should be
githered more frequently when the situation is changing more
rapidly, and when there arc crirical developments such as pew
population movements or an epidemie outhreuk of diarrboea, Inital
assessments may be quick and ynrefined bor analysis improves as
more time and data are available. Checlklists are s useful way of
ensuring that all thie kev questinns have bieen examined.

S50 It is importtat o access information that Is alteady available, This
ncludes existing literature, relevant historical matedal and pre-
emergency data, Discussions with appropriate, knowledgeable
people including communmiry leaders, women, eliders, health seaff,
teachers, traders, government personnel. donors, agency statt and
s on are aléo wseful. Other sourees of information inclode ¢arly
witrning, systems and valnerability assessments, and national or
regionial level prepuredness pluns,

6, The assessment and subsequent analysis should demonstrare an
awareness of underlymg scructural, poliical, ecenomic and
eftviranment] issues operating in the area It 18 imperarive that
prior experience and the views of the people affected by the disaster
are taken into consideration when analysing the dynamics amd
impact of the new emergency, This requires inclusion of local
expertise and knowledge w data collection and analvsis of
resources, capacities, vulnerabilities and needs. The current and
pre-¢mergency living conditions of displaced and non-displaced
peaple in the arca must also be considered.

7. The needs of groups thar are ar risk of addirional harm such as
wuornen, children, elderly people, physically and menrally disabled
peaple must he considered. Gender roles within the social system
teed to be identified.

GO
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B. Thinking und analysis concorning the post-disaster recovety period
should be part of the initial assessment, o thut intrventions to
meet immediare emergency requirements can seeve to foser
recovery among the aftected popilarion.

Analysis standard 2: monitoring and evaluation

The performanee and effectiveness of the food gid programme and
chianges in the context are monitored and evaluated.

Key indicators

® The information collécted fur monitoring and cvaluation s dimely
and anafuly it is recorded and analvsed in an accurate, logical,
consistenf aed rEnsparent monnen

@ Systems are o place thir emable sock levels, movenents and
distiibitions eo be sionitared.

@ Supply chain monitering i edtahlished, and identities problems that
require corrective action.

® The quality of the food distriburtion system is monitosed.

@ End-user monitoring through houschold-level visits and interviews
ensures people can provide feedback on the effectiveness of the food
wid Tnrervention.

® There bs regulne analyticil eepareing on the impact of the emorgenty
and af the programme on 'the nutrition sinsarion, There is seporting
of any contextual changes and other bictors that may recessitare
adjustment to the programme.

® Systems are m place that enable an mformaton How berween the
progarime, other sectors, the affected population, the eelevant local
authorities, donors and othéds o reeded.

® Monijtoring activities provide information on the effecriveness of
the programme in meeting the needs of different groups within the
attected population
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® The progeamme s evolpated with reterence to stated objectives and
agreed minmmum stondards 1o measure its overnl] effectiveness and
impact on the affected populstion.

Guidance notes and critical issues

l. Agencigs carrying out food aid programmes are enrrusted with a
considerable resource tor the benefit of peaple whose ability to
access food has been stverely compromised. As with other
resaurces, agencies have o duty 1w monitor how food aid and
programme funds are used.

Frad

Emergencies are volatile and dynamic by defimition. Regular and
current informanon 15 therefore vital in ensuring that programmis
remain televant. Information derived from conemual monitoring of
progeammes should be fed intd reviews and evaluntions, Tn some
circumstances, a shift in strategy may be required to respond o
major changes in the contexr or needs, . .

3. Information generated by the assessment process is used for
monitoring and evaluation acovities far the food aid programme,

4. Monitoring activities may include: regular audit review of
mventory documents and repurting on commodity movements;
independent checks on the quantiry and equity of the distribution;
review of distribution records and random checks on rations
received; and random visits w0 households receiving food aid o
ascertinit the necepeability and wsefulness-of the racion.

5. Monitaring through sample houschold visits provides mformation
concerning the accepability of the raton and how peaple use .
Household visits also enable identification of people wha meer the
selection criteria bur whao are not receiying fond aid.

6. Monitoring should consider rhe effecr of the food dismmbunon
svstem on: the agricultural cvele, mirket conditions, availability of
agricultural inpues and ageicultural activities.

7. Informarion collected should be directly relevant to the

progranmme, in other words i should be usefish and should be used.
It should also he shared as needed with pther sectors and ngencies,

G
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and with the affected populations. The means of commumication
used {(dissermination methods, language and so on) musi he
appropriate for the intended audience.

. Evaluation is impartant because it measures effectiveness, identifies
lessons for fumure preparedness, mitgation and hwmanitoran
assistance, and promotes accountabiling Evaluarion refers here w
two, linked processes:

at Internal programme exaluation is normally carried out by staff
as part of the regular amlysis and review of moniroring
informatian. The ageacy must also evaluate the effectvensss of
all its programmes [n a given disaster situation of compate its
programmis weress different stovations,

b) Exrernal evaluation may by comtrast be part of a wider
evaluation exercise by agencies and donors, and may take place,
for example, after the acure phase of the emergency. When
evaluitions are carried our it (s suportant that the rechnigues
and resoibces bsed are condistent with the seale and parire of
the }im\gramma. and that the reporr describes the methodolegy
emploved and the processes followed in reaching conclusions.
Outcomes of evalustions should be dissenunated o all the
humueitarian wetors, including the affecred populaton.




l&_wi' iits of food aid Hgm: nmg.upgummiq- 1o participate when:
possible i the design, managem itaring of the programme.

Key indicators

@ Representatives from across the disaster affecred population are
consulted and are invalved in decision making that relate 1o needs
assessment and programme design.

® Peaple from the affecred population {hoth women and men) participate
in the management and implemenaticn of the food id programme.

[
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Guidance notes and critical issues

Distribution commirtees help ensure peaple’s invalvement in the
food mid: programme.. Gender, ethnicity and socio-cconomic statys:

should be taken o copsideration in ordor 160 enkure  thot

committees adequately represent the affected population,
Acknowledged politicul leaders, traditional community leaders and
religious leaders shoulil also be represented. The roles and functions
of the distrihation committee should be agreed apon when 17 15 ser
e {See also, Distribonon standard, goidance note 1.

Parccipanion can also be achieved through regular polliog aod
discussions. This-can take place during distribution, through hame
visits or when addressing individual concerns.

Peaple can bie invalved in the food programme in differenr wiys.
Fr twmplr through provision of paid and volunteer labour for
handling and distribution; through pamicipation on distribution
commpitees: through involvement o decision making on ration
levels antd selection criterig; by disseminaring information about
food distributions; by supplying howsehald lists; by assistng o
crowd control and securiry.

Gender balance shonld be acrively sought within food wid
programmes: given women's key role m mainmining the well-being
al the household In mose situations where péople have been
displaced, there is an ncreased pumber of female-hraded
househaolds, and these may be made more vilnerahle if they are
disenfranchised within their own society. Finding culturally
appropriate ways o mvolve disenfranchised or mimority groups can
be facilicated by means of a good amalvsts of the socal and culoural
systems within the affected population. Parncipatory appraisdl
techniques dre usefal bn this regard.




cted population and donors.
iplementation of the food

Key indicators
® There is consensus amaong the arganisations involyed in providing
tood aid regarding:

= The esumated population regquiring food aid.

— Selection eriteria for eligibility to receive food aid.

~ The strategy for provision af food aid.

~ Roles and responsibilities of the organisations and groups
involved.
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- Reporting and mformarion channels,
= Moritoang and surveillance sysrems,

® An acknowledged organisation or commitree with respansibulity for
courdiianion is identified ond agreed.

® Agencies’ areas of operation are clearly defined and there 1 no
duplicatlon of services.

® Locations for coordination, information sharing and problem-
solving activities are identified.

® There is a demonstrated pnderstanding of the roles and activities of
other organtsations mvolved o the food md intervention,

® There is a demanstrated awiretiess of the passible regative effecrs
of the food aid iorerventdon and g coordinared cross-sevtoral
approsch o mitigaring these effects,

‘Guidance notes and critical fssues

1. Lecal puthoritits should have the primary responsibility for
conrdinaning humanitarian interventions. This s often dane in
conjunction with a lead UN agency. Food aid programmes are
generally coprdmared by the UN World Food Propramme,

2. Al agencies involved i food aul programmes should eseabhish
regulat meetings where information i exchanged, sies and
problenis arc discussed and solutions are idenificd.

3, It is essentinl w coordinate significant local purchases of food
commodities. Failure 1o do so can create prablems such as agencies
bidding against cach other and increasing prices, Excess purchanes
may creite shortages und geaerate price mereases for the non
recipient popalaton.

4. Coordination is especially critical in providing logistical support 1o
deliver food aid o the affecred population (See the Logistics
standard below)

B |
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Requirements standard

The fond basker and rarions are designed 1 bridge ﬂir.-.gu.p.i::twumthr
affected populition’s requirenients id their own food sonrces.

Key indicators

® Requirements are based on rthe following WHO anital planming
estmntes:

— 2100 keals per person per day.
= 1012% of toml energy s provided by protein
= 1 7% of tora] energy 15 provided from far
= Adeguare micronuteient intake through fresh or fortified foads,
@ Estinates of people’s food and  weome  sources  mclode
condideration of:
— Muarket wnd income opporiunities.
- Foraging mnd wild food potential.
— Agricolrural seadons and aceess to productive weits.
—Sourtes of ieome and coping stritises.
® Eation scales include consideration of:
— Geheral notritional requitements,
- Specific needs of vulnerable groojs.
— Actess til alrernanve sources of food andlor income.
® Commaodicy selection Ineludes considération of
= Logdl availahility and marker impace.
~ Lotal acceprability iiid proparation.
—Fimness and nutéitional compisiticn,
= Fuel reguiverienes fise conlcing,.

- Other nueritonal factors (see General Nigrnond] Suppors
seandard 3.

)
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Guidance notes and critical issues

1. Tvis recommended that the initial reference value of 2,100 keal per
persan per day is uked as a planning figure when the adjusement
factors are not vet known, The ICRC uses o ration requurement of
2400 keals per person per day as thew reference pomt The
additiomal 300 keals allows the needs of specific groups under the
care of supplementicy teeding programines to be met. (See
Nueritivn standands in chapter 3. See also WFP and UNHCR
gumdelines on estimating food and nutritional needs in emergencies,
listed i Appendix 2.)

!"’

Populanons affected by natural disastess may adopt strawegies that
enable them 1o provide for o significant part of their food
reluiretneties (eg early harvestingfsalvage of ctops, livestock: sales,
eash lubourl. Th this case the ration level may be adjusted down
from the intiial reference value.

3. Ancearly use of food aid 1o meet expected shortfalls in response to
slovw-pnset disasters can result 1 a need For less food aid Jater on
and fess household decapiralisation, making recovery easien

4. When assessing food reguiverments, 4 Fuel assessmont should be
underraken o that recipients can cook their food in ways that avaid
adverse effects to their health or degradation of the envirgnment,

§. I is imporrant to ensure that there is adequate provision of essential
non-food items, such as soap. A lack of these may resule in
reciplents of food md erading food commaodities to meet their néeds.

6, Additional food commodities mav be provided during selected
rimes of the vear (eg planting season) or for specific periods af
increased activiey 1o meet calonc requirements. In cases of food
insecurity, it may be advisable to distribure food commodities ar rhe
samie time as seed distribution, This serves 1o ensure thar seed s not
caren, Havtered oF sold m obmin food, and pm'.ri'-.'icl additional
enerpey for clearing and planting fields,

l“‘

Ser Appendix 1 for discussion of issues relating o supporting
recovery,

[



Mpmomw aid are selected m.&mhﬂmtm need and/ar
etability to fotid itsecurity,

Key indicators

® Targeting objectives -are agreed berween the coordinating:
authorities, representatives of the affected population and
implenmenting agencies,

@ Targeting criteria are clearly documented, whether in terms of

populution group(s) or geographical location,

® 'The distmbution system is monitored to ensure that the rargeting
crireria are respected,

Guidance notes

1. The abjectives of targeting food aid assistance may include any of
the following:

Saving lives, if nurritional status is of immediate concern:
Serengthening food security and/or the local economniy.

Protecting the nutritional/health status of specific sub-groups
within a popularion who are physinlogically vulnerable (such as
voung children, mursing mothers, pregnant women or elderly
penple].

Preserving houscholds' assers (if these are being sold 1o cover
Fesond ‘mineds).

Protecting those whose fond need is eaused by socislfpolitical
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vitlnerabilicy (eg separared mmors, retugees or displaced
petsons, female-headed households ond ethoic or celiglows
minarity groups

Effectively using limited available resources, whether shis i
available food, logistical imfrastructure, experienced personnel,
rransportanion and so forth.

2. Onee objectives hinve been agreed, thespecific eriteria to be used for
targetitig should emerge logically, 1, for example, the ohjective is 1o
save lives, physiological eriteria are required — typleally this will be
nutritional status, Alrernatively, it the objective is the prowction of
socilly ar politically vulnerable groups, rarpeting ericeria will be
based oo the dentity af the groups concerned {this then requirey
sormie Torin of fegisttation firdcess).

3. Targeting sub-groups or individuals withint a population is more
costly to administer than u general distribution. Thus, if the
abjecnive of the targenng s to manage limited resoiirces, the relative
costs of the targeting bave o be weighed against potential savings,

4. The objectives and criteria for margening may need to be changed w
respond to contexrial changes. Anyv modifications should be elexrly
cormimdinleired 1o all stnkeloldees,



6 Resource Management

food commodities, like all resources entrusted to humanitarian
-agenches, must be managed in an effective and accountable way. Many
agmdius ‘have standardised commodity or inventory management
procedures and accounting systems that are based on principles of
sound, transparent resource stewardship. Inventory systems are
‘sssential for producing veports for donors. More importantly, they
provide programme planners and managers with information to make
‘Agencies are expected to take afl reasanable measures to safequard
the food commeodities in their care. The theft or diversion of food aid
“cannot be tolerated, so t?ﬂtﬂptrtymnhaﬂmm:tlﬂgﬂhﬁﬂﬁnf

agaﬂ‘ﬁ&nmﬁl as transporters and forwarding agents, must accept
liability for commodities in their care.

Resource management standard

Food aid commodities and programme fonde are manoped, tracloed,
and accounted for using o ransparent and auditable system

Key indicators

@ Safe stewardship practices e tiamtuned w ensure thar all
commedities are safegunrded pndl digtibotion 't recipiens householde

— Storage i safe and clean, and proteces food commuodities from
domage and loss,

— Third party serviee providess assume total habiiey for food
commaditesn thor care and agree o romburse any losses.

= Footl commodities are mypected and anfie commodities are

)
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certified and disposed of in sccordance with standared
procedures.

= Damaged commoditics are inspected and salvaged 1o the hest
possible extent.

— Physical inventory wounts are periodically reconciled: with
stock halances.

® Contracting for goods and services s tennsparent and for,
® [liventory aceounting and reporting systems are established:
= Wayhills document commodity transactions,
~Stock ledgers provide summaries of receipts, issues and
bhalunces.
— All losses are identified and accounted for

—Summary inventory reports arg compiled and made available.

Guidance notes and critical issues
1. Mast hilateral and multilateral donors of food aid specify reporting

requirements tor food aid. Agencies should be aware of these
requiremnents and establish the means o meer them.

2 Generally  Aceepred. Commodity Accountability Prineiples,
published by Food Aid Management, provides guldance in
establishing a food aid accounting system. (See Appendix 1.)

3. Various guidelines and manuals thar derail warehouse and commaodity
management and storage pracrices are available. (See Appendix 2.)

4. Where possible, commodities purchased for distriburion should be
accompanied by phyosanitary certificures or other  inspéetion
cerrificares that confirm fitness for human consumprion.

5. It commodities are shown by qualified inspection to be unfir for
hirman comsamption, cvery eftort must be made to ensure that they
dn nor enter local markets. Methods of disppsal may include sale

for wnimal feed, burtad or Incineration.

6. Fair and open contratung procedures ore éssential to avoid the

I
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impression of favouritism ot personal financial reward and should
be followed. Mosr agencies have contmacting and progurement
gridelines thar meer requirements for non-profit or charitable
sttus.

Experienced food aid managets should be recruited to all food sdid

progeammes in order to manage and train permanent staff, and/or

o establish invenrory management systems,

A sufficient stock of inventory management docamentation and
torms (wayhills, stock ledgers, repornng forms) must be availahle ar
locations where food aid is recetved, stored, and/or dispatched in
ordeér’ to ‘maintain 2 documented audit trail of commodity

‘transagtions.

The use of local media or eraditional methods for disseminating

news should be considered as a way of keeping people informed

about fond aid supplies and operations. This reinforces
transparency.




/ Logistics

Agencies must have sufficient capacity to manage the logistics of
food aid programmes. If food aid is available, but agencies do not
have adequate resgurces and systems to deliver it to' the affected
population, the programme will have fafled. The goal of logistics
managementisto deliver the right goods, to the right location, in the
tight condition, st the right time and for the right price

The weight and volume of food ald requited to sustain a large
population severely affected by disaster may measure thousands of
tons. The physical movement of food commedities to point of
distribution fnvolves an extensive netwark of purchasets, forwarding
agents, transporters and receivers, and involves multiple handingand
transférs from one mode of trangport to another. These networks, or
supply chains, are put together using a series of contracts and
agreements \which define reles and responsibilities and establish
Hability and compensation among the cantracting parties,
Establishing the supply chain entafls cooperation between donars,
humanitarian agencies and local authorities. Each party has
specitically drﬁnedmksaﬂmpnnslhﬂitiﬁ,sew!ngas alink, or series
of Tinks, n the supply chain, Asa chain is onlyas strong as its weakest
Hrik, all parties involved in food aid logistics share equal responsibility
for maintaining the flow of sufficient commodities to mest
distribution targets and schedules established by the food aid
programme.
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Logistics standard
Agencies have the necessary nrganisational and technical capaciny ro

manage the procurement, recespr, transport. storage and distribution
af food commodines efficiently and effectively,

Key indicators

® The supply cham is esmablished and includes procurement,
documentation, transport, storage and handhing from poineis) of
corigin e final destrnations) o distribation site(s).

® Local purchoxes of food commodities and contracting for lagisrics
resources and seevices are coordinited; impact on the locit! market
1s taken into considerition.

® Information on food aid stock levels, expected arrjvals,
distriburions and any other itormation relevane to planning,
forecasting ond managiog the Tow and wvaidaalice of food aid s
shared berween agencies.

® Special staff are assignicd responsibilivy for logisties management (g
planming and control, impormaon and :;qurﬁnm, primary  an
Sﬁcnndﬂﬂ? |(Ig‘i3[i£ﬁ, w;lrehnusr .‘md Tﬂwﬂtlir_r::f TR ECeTL,
eransport planning and management, contrace management and
slpervision ).

@ Deloyve in distribution arising fromm’ o commadiry shorefall are ne
lonper than twao weeks,

Guidance notes and critical issues

1. Sourees af Faod aid commoditws mity includes diversion [Toan or
reallocation) from existing programmes using food aid (apency
programmes. or government grain reservesl loans from, or swaps
with, commercial suppliers; commercial purchases (locally,
responally, internanonally); direct supply of tood from bilareral and
multilareral dooor agendies:

2 In large scplé disnsters, WFP vsudlly plays o key fole in rhe

)
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maohilisation of food aid and m prmary logistics. WFI' may be
responsible for all food ad logsnes up 1o the Extended Delivery
Point [EDT), ao inland destination close to the aftected area.
Implemoenting parmers [humanitarian agengies or government]
assume responsibility for transportation from the EDP ro the
distriburion site and distribution to recipient houschalds.

3. Local or regienal treight torwarders and/ior transport brokers can
provide genernl logistics services to g chient under coneracr and are
4 vilusble source of koowledge on local regulations and
procedures,

4. Tracking and forecasting of stock levels along the supply chain
highlighrs anncipared shortfalls or problems with the supply of
food commuodities. Alrornatives and solutions need o be songht o
avold or reduce problems in the supply chain.

5. Logustics accounting and inventory systems generite valuable
information for measuring performance. For example:

Food distribution plans can be compared with aetugl food
deliveries. Extreme deviations from the plan can dirccr managers'
arcenrion to problems or bottlesnecks in the logistics system,

Budgered and actual costs for each activity in the logistics
system (e handling, clearance, storage, transpartation,
distriburion) can be compared 1o assess cor control within the
Ingistics system. Exmremu deviations from the budget an direce
managers’ attention to inefficiencies and/or economies of scale
within the logistics svstem.

Tonne kilometres dre frequently uted to measore performance
and productivity in trucking flests. Extreme deviations from an
weeeptable range of activity can direct managers” atention to
problems in muck tsking andfer transiv and mamearound rimes,

Throughput” measures the volume of goods handled and moved
throngh the warchoose. It s usetul for identitymy the number of
staff needed for a specific level of sctivity, and can e used w
produce cosr-savings and o increase producrivity,

)
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‘Pipeline analysis® views the logistics nerwark, from originis) to
destination(s, as a merwork of pipelines through which food
commoditics move. It is usetul for producing au estumation of
the expected duration of existing food aid stocks, aid a dchedule
of delivery dates far shipments (to avold stacks dropping below
requirement). Pipeling analysis is key to forecasting poreattal
problems and to planning procurement and delivery schedules.

6. The principles of good logstes mapagemenr, accountabilicy and
transparency apply equally o the planning and  delivery of
materials and supplics for water and sanifation programmes,
shelter and houschald support and health services, The logistics of
food aid operatons differ only from the other services in being
quantitatively larger.




8 Distribution

An appropriate distribution method is central to the desian of the
food aid programme and 15 key to fts success. Distribution must
therefore be considered during the initial assessment. Food aid may,
be distributed freely to the general population, or to specific.
segments or groups within a population. It may also be distributed
as payment for work, or may be sold on the commercial market to
address prohlems of supply.

Equity in the distribution process fs of priniary importance and the
involvement of people from the disaster affected population fn
decision making and implementation should ba am:mmgulv#zmm:
possible. People should befrﬁﬂnmdam#lth:@mﬂﬁtymdbfpeﬂf-
mehmiaﬂmwahmﬂf&lmmdmﬂhe.
distribution process is fair and that they receive what has been:
promised. Any differences between rations, for example adjusted:
rations provided to groups at risk, must be explained and understood.

Distribution standard

The methoul of food distribution is fain equiable and appropriate to
local conditions, Hecipients are informed of their mation eatitlement
andd of the ranonale for the levels provided.

Key indicators

® People are aware of the quantity and type of ration to be distribured
tor each distriburion cvele, and reasons for any differences from
established norms are provided.

® People receive the quantities and rypes of commodines planned.

)
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® The method of distribution s fain readily accessible and muinimises
disrupuon to everyday activines.

® When deciding the frequency of dissributions (monthly or more
[requently) there is consderation of;

— The eost of transporting commaidities froan the disttibution centee
= The time spent travelling o and from the dissribution centre.

~ The security of recipients and commodities once distributed,

Guidance notes and critical issues

1. The extent to which people feel able robe involved in the distribution
depenids on the effecr of the disaster on their social structures.
Communities affecred by slow-onset drought or other natmeal
disasters may remain intact and comnue 1o funcnon well, enibling
them to participate fully in the distribution process. By contrast,
communities thar are severely affected by war and civil arife may nor
at first be able o assime a significant rale o the distribution process;
they are more bikely to do so as the smaatgon stabilises and civil
structures emerge. Participarion in distribution comminees may also
serve tty stimmlate civil society. (See the Partigpation standard.)

2. Formal registration of hoostholds receiving food aid should be
carriisd oot in the fnal smges. Independent registragon should be
carried our wherever possible by the agency coneerned. Liss
developed by local anthorities and community-generated family
lises muny alse be weed. In-siatons where regisation 15 impossihle
at the initial srage, it should nonetheless be completed afrer three
months when the popiladon has stabilisitd and if therd s an
expectation thar food wid will be requived For longer perinds,

3. Random weighing of marions collested by households leaving the
distriburion site measures the accuracy and comperence of
distnbuton management, [talso helps ro ensure eguity.

4. Distribution of food aid should be cguitable: variation of 207
between distribution targers (households or commuignities| is within
the acceptable range.

B
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5.

e |

The method of distiibution should evolve over tme. In the early
stilges, community managéd distribution Based on family lises or
population estimates provided by local communities may’ be the
anly way pessible to get food aid distributed amony the affected
population. Community  mannged distributions  should be
mapitored closely by the responsible agomey to ensure thar norms
aré met.

Changes i1 the food Hasket or ration level caused by insufficient
availability of food aid must be discussed with the recipients
through the distribution committee, or community leadership, and
n course of action should be jointly developed. The distribution
commictee ¢an inform the populaton of the change and why this
has coine abour.

WEFPUNHCR  distribution  guidelines recommend  thay the
tollowing substitution rarios are used for perinds of less than one
munth when all commoditics in the food hasker are not available:

Blended tood and beans  1:1

Sugar and oil 21
Cerenlsand benns 2]
Cetenl fon il 3:1
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I whe are

Tur &e diities Mvtﬂuaﬂ.

Key indicators

@ All siaff working on a food aid programime are informied of the
purpose and methods of activities they e asked to Gy out,

® Assessmenrs, progrumme design and key technival decision making
are carried citt by st with relovant rechrical qualifications and
CMETEETCY EXPETILNCe:

®  Staff wich rechnical and monagement responsthilities bave access w
support far informing and verifying key decisions.

® Food programme managers and supervisors have experience in
resource manujgement, safe stewardship, lugistics andlar using food as
a resaired in humanitarian gssistance or development programmes.

)
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® Siatt and volunteers mvolyed in informurion gathermg are
thoroughly hrefed and quickly checked by an experienced person
befare starting work.

® Food ad programme stafl have the demaristeated abiliey to advise
migmbers of the affected population on safe and appropriae lse and
preparation of foods if these are included in o general ration.

® Tarpeted feeding jmrerventiong have clear written, guidelines and
peptocols,

@ Al swaff involved in rargered feeding have heen thovoughly trained
and tested on application of the protocols.

® Trainmg and supervision mechanisms are in place.

Capacity standard 2: local capacity

Local capacity and skilly aee used and enhanced by food aid

Key indicators

® Members of the disaster attecred population are mcluded 1o the
implimentarion of fond programines.

@ Sclecrion criteria for inteenadonal staff recriioment mclude o
commitient to building local capacities for long terms bencefit.

® The glalls base within existing local partners and msttutions 1s
tapped and strengthened during the course the humanitarian
dssigHTnOl prOEratme.

Guidance notes

1. See the Penpile in Aid Code of Best Fracticn in the Management and
Suppurt of Atd Personnel which s appended in this binder

2: When programmes are disipned, human resolirce capacity issiies
must be addressed. Smalf and volunieers should demonstrate

S
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capabilities equal to their respective assignments; specific training in
the relevant areas of expertise must he a prerequisite for
engagement of siaff. The provision of traming and support as a part
of emerpency preparedness Is impoetant to ensure thar skilled
personnel aie available o deliver quility seérvices, Given that
emergency preparedness catmot be assured in muny countries,
humanicarian agencies should ensure thar qualified and comperenit
sj_:nff are identified and propedly prepared hefore eveniual

ASSIEIMET 10 A0 emergency Sinmiomn.




Appendix 1
Other Critical Issues

This section refers in brief © & pumber of wsues that need
consideration when food aid is provided. In pracnice they will b
adddressed in' différent ways, according to the specific conrext and the
needs of the people atfected by the disaster.

1. Preparedness and early warning

Agencies should strive to prevent as well as to respond o
humanitarian emergencies. Monitoring  of early  wirrning
miormation and a4 continual state of preparedness are critical.

Early warning information should be used 10 guide programming
and o advocate for agnon and resources: on bebalf of the affecred
population. Informatian about increased levels of food msecuriry
should be communicated as a matter of course to |beal authopities
and other humanitaran agencies.

Agencies working in disaster-prone arcas or with populations
vilnerable to disasters: should identify and make use of all
uppropriste carly warnmg systems. These may mclude locally
bascd agricultueal and meteorologleal monitoring systems and
extensian neeworks, national monitoring systems or regional or
inrernational early warning systems such as VAM, GIEWS and
FEWS. They may monitor specific phenomena such as hurricane
development or more general issues such as food security or
crop production.

2. Supporting recovery

Food awd programmes provide the affecred population with time o
tecovier froml an event thar haz threarened lifie and livelibood, o
consolidare resources and B0 stiet to re-establish the conditions for
a normal life.

)
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Programming that aims o improve the avatlability, access and
utilisation of food resources shoald be pucin place ar the same time

as food wid distribunions in order to support rectveey of food

production capability, iniriarion ol inceme gencrating activitics
andfor recovery of healdh status,

People congregate at distribution sites, so these provide a naural

tocus for communicanon and disseminanon of informanon = spch

a5 health and -safety awareness; or raton entitlenienss — adding
vatlue to thar provided by food distriburion activities,

The food disribution infrastructiiee can be wsed to suppirt
rehabilitation of local mrade and markets, and 1o distribute other
material resources, therehy avolding duplication of costs and effort.
Seeds, agricultural wols, other producrive materials and non-food'
assistance irems (jerry cans, kirchen sets: sonp, shelter materials and
blankeru) cor b distiibured in' this wiay,

Transition and exit strategies

Agennes that respond to o disaster or cmergency are expected 0
define in advince their ares of operavion, the duration of ther
invalvement and the désired outcomes of the intervention. They
should also define 3 strategy for ending the programme, or making
a transition o activities that provide sapport for further recovery,

should this be sequired, when acute needs have been met

Local prople have g right ey know the extent of an agonoy’s
commitment ¥o that thev can make bereer: déciions dbout how o
employ household rescurces, By discussing with them the abjecrives
of the programme, indicatos of juccess and ourcomes, problems
that would atherwise resule from dJiffering expectarions can be
avoided.

Ageacies kave a wvitul role iin helping to identity and support:
apprapriate community and Househiold investments that strengthen
self-rellance and mterdependence.

B
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4. Interpreting nutritional data

Indicitors of inproved mutritional staws must bie interproted with
grean care wnd should be used In conjuncrion with information
reluting to the population’s food security starus, Figures showing
significantly improved levels of nurrition may mean that the ration
e, the quontities: provided and the distribution of feod have bem
cffedtive. Thei should oot bie interpteted 1o mean thit people’s
indepindent accetyto fuod has improved. If people are sill unable
to provide for thelr own niimimum houschald food requirements,
termirating the aid programme may result in an ¢rosion of the
murritonal gains thar have been made and: precipicare a return o
etticrgiency conditons,



Appendix 2
Select Bibliography

Food security and emergencies

Boukrean, T (1998). The Foad Econonty Apfimach: a Framewnrt: for
Undarstandmg Rural Luelboods. RRM Nerwork Paper-26. Relief and
Rehabilitation NetworkfOverseas Divelopment Instirute. Londor.

Bucharian Sntith, M and Davies; S01995), Famine Eurly Warning and
Early Responze — the Misging Link, Intermediaie Technology
Pablicarions, Landon,

Buronatd and Lasison Committee of Development NGOs to the
European Unign (1993), Code of Conduct on Food Awd and Food
Secuviey, The HagneHrmssels:

Frankenhergen T and Masowelly S 01992y, Heseselihid Food| Secsoity:
Clseeprts, Irdivitiors, Messiren e, A Technionl Review, | IINICETIEAL,
Riley, K et al (1995), IMPACT Foid Securiny’ ledicators and
Franeescurk for Use n the Moniturmg and Evalwation of Foad Aid
Pragrams. & LSAID supporred: project: Contract ne. DAN-3110-0)-
OO0 300, Pelivery Order 16, Task Order 803, [Available thromgh
UISAIDVFood for Peati).

Thomias, ] (1996), Concern Worlidwide Fandigency Modules; Food
Security in Emergincies. Concern Worldwide. Diiblin.

WEP (1998), From Crisis to Recovery. World Foud Programme. Rome,
WER (1996}, Tackling Himger m a World Full of Food: Tasks Alesd
\for Food Aud. World Food Frogramme. Rome.

WEP (1997}, Erdimg the Inkeritance of Munger: Food Aid for Human
Certaertl, Welirldl Food Prograimie. Rofmne,

Young, H(1992), Food Searcity owd Fomine, Assezsment and
Respomse. Oxtam Practical Flealth Guide No. 7. Osfam. Osford,

e



Rliwinnisn Kounaaridi in Food Ad

Analysis and assessment

Cogill, B (19971, IMPACT Draft Anthroponistric Indicators:
Meiaremint Guide, & USAID supported project. Cangract no. DAN-
S110-00-0014-00, Delivery order no, 16, (Available through
USAIEYTood for Peacel.

Swindale; & (19971, IMPACT Draft Houschold Food Constwmption
hedicator Gunde. A USAID supporred: projecr. Contracr ne. DAN-
§110:0:00-0004-00, Deliverv otdér no, 16. [Available through
USAIFoud for Peacy.

OFDA. Firld Operations Guide. Office for Disaster Assistance,
LISAID), Available from OFDAS web site.

WEP/UNHCR (1997), Jotmt WEP/UNHOR Giodelmes for Esttimating:
Food awd Nutestional Needs in Emergencies. WFPUNHCR.
RoniefGeneyi,

Commodity management
CARE, Food Resonrees M,

FAM (1993), '‘Generally Accepred Comntodity Accomntability
Principles, Food Ayl Management. Washington DC.

USALD, Handbook 9, Reg L1, This publication detalls the management
anil reporting requirements for Title 11 foud aid, Available from Food
Asd Management, Washingron D

Waorld: Vmony Comumodiry. Tranung: Video, Available from World
Vikvom,

Warld Vistod, Comprodity Storage Praclices Manual.
World Vision, Food Muonitors Manual,

World Vision (1993), Relief Commudity Marmal, World Vision, Las
Angels,

Distribution and logistics
CARE, Emerginey Manals Section VI Logistics and Distribution,

)



A ppermdioes

Jaspars;: 5 and Young, B (19250 Good Practice Review 3= General
Fuod Distribution o Eintergencics: From Nutritional Neads 1o Folineal
Priovigies. Relict and Rehahilitution Network/Overseas Development
Istisne. Lonidon, '

Cittnian, N {I‘i?"‘,l. Coneern Workiunide Emergency Module: Gensral
Dm‘nbm:nns it Emergencres. Concern Worldwide. Dublin.

Guttman, N (1997). Comgarn Worldwede Emergency Mpdules:
Logssties i Emtergencies. Concern Worldwade: Dublin.

Teltord, ] (1997), Gotid Practice Review S Commting and
Ideritification of Beneficiary Popralaticine in Emergency Dperatione:
Rugistration and fts  Altersatives. Rellef and Rehabilitacion
Nerwork/Overseas Developmenr Instinate, London,

UNHCR. (19971, Commuodity Distribution, a Practical Gude for Field
Staff. UNHCR Division of Operanional Soppore. Geneva,

Seeds and tools

C32] _5&?.:15_ and Biodiversiry Programmie (1996], Good Pracrice Review
4: Seed Provesion Dwrmg and  After  Emergencies, Relief and
Rehahilitation Network/Ovesseas Develtipment Thstirate. London.

Thomas, | (1997, Concers Woplduwide Esergoncy Modules; Seeds and
Toals in Emirgencies. Concern Warldwide Dublin,

Partnership - manuals and guidelines

FAQY, Codex Alipnertarivs.

UNHCR (19931, Commiodity Distribution; a Practical Gyide for Field
Staff, UNHCR, Geneva,

UNHORNGO {mplomenting Partner - Agreemant for Food and
Logistics LINHCR. Geneva.

UNHCR (1996), Partmership: A Programe Management Handbook
for UNHCR s Fargners. UNHCR. Genevi:

UNHCR (1994), People Oriented Plavning. g Work Using POP- o
Improve UNHCR Frogramming. A Practival Guide for Refugee

Workers. UNHCOR. Geneva.



Al vtk S ramulieedda e Byl Akd

WIPMNGO, Mesorardin of Understanding on Collsbaritive
Waorking Arrangements. (Agréed berween UNHCR and NGO
partmers.|

WIPUNHCR (1997), Meworaidum of Understandimg. WP and
UINHCH. Genesa,

Other resources

The WEP Caralfogue of Institutions With Expertise in Food Assistatice
15 available on the WEP web site:
hetp=iowipuarstudiesfeatalop_fafindex hom

WEP Vuinetability and Analysis Mapping web sice:
hitpdiwwwwip.ithvamivahmbome/hem















‘The Sphere Project

Humanitarian Charter
and Minimum Standards
in Disaster Response

Minimum
Standards
n

Shelter and
Site Planning

Chapter 5



The Sphere Project

PO Box 372

17 chemin des Crérs

CH-1211 Geneva 119

Switderland

Tel: +41 22 730 4504

Fax: +41 22 730 4999

Emal; sphere@ifrc.org

Weh: htrpaffwwewsitre argfpubs/sphere

Photncopybig this materal far the puepose of improving Hie guality of

hrmanirarian assitiiice ¢ enconraged.

|BEN: B2.9] 3u-048.5
Fitst Edfition 1998, Ginevia



Minimum Standards
in Shelter and Site
Planning

Contents

Acknowledegements
Introducrion

1. Analysis

2. Housing {Familv Shelter)
3. Clothing

4. Household Tiems

5. Sire Seleetion

6. Human Resource Capacity and Training

Appendix 1: Select Bibliography

For the gesteral glossary aind dgeromymns, see clhapter |, appedices 1 and 2,



The Sphere Project

The Sphere Project le 2 pragramme of the Steeting Committee for
Humanjtarian Response (STHE) and InterAcion with Vaice, )KORT and 10V

This docwriznt 15 the product of intemational inter-agenty collaboratior. The
Project Team included: Nicholas stockton, Chair of the Management
Commitize; Peter Walkey, Project Coordipator, Susan Purdin, Project Manager,
lahn adams, Sector Manager, Water Supply and Sanitation; Lold Gostelow,
Sector Manage, Mitrition, and Anna Taylor, Nuitition Sector Researcher,
Harlan Hale, Sector Manager, Food Ald, Joachim Kreysler and Jean Roy, Sector
Managers, Health services, Philip Wijmans, Sector Manager, Shelber and Site
Flanming,

Editor: lsbbiel McConnan,

In addition to contributions by the member orgenisations of SCHR and by
InterAction through a grant provided by theFord Foundation, funding for the
Sphere Project was provided by: the Australlan Agency for Intemational
Development[ausaiD), the Belgian Ministry of Development, the Canadian
international Development Ageney (CIDA), Dahish International
Develapment Assistance (DANIDA), the United Kingdom Department for
International Develapment (DFID), the Furopean Cammunity Humanitarian
OfFice (FCHO). the Netherlands Ministry of Foregn Affalrs Humanitasian Ald
Divishon, the Swedish International Development Cooperation Agency [Hidal,
the Swiss Agency far Desslopment and Coaperation (SRCH, the United 5States
Department of State Aursau of Pppulation, Refugess and Migration (US-
BPRM), and the United States Agency for intemational Sevelopment Office of
Forelgn Disaster Assistance (LS. OF ).



Minimum Standards in Shelter and Site Planning
Sector Manager: Philip Wijmans

Acknowledgements

Philip Wifmans and the Sphere Project wonld like o thank the many
people and orgamsations who gave their adyice, gwdance and
opcourpgemens during the extensve consultadons thar led o the
preparation of the mnimum standards m shelter and siee plonning,. We
would particularly’ like to thank the following poople for their
subistantin] conrriburions to this chaprer:

Tom Corsellis, Marmn Cenme for Archicoural and Urban Studics,
University of Cambridge, UK

Ad Hordijk, Mawix Consubane for Development, The Netherlands
Gatachew Jembere, The Lutheran World Fedesation (ACT), Zambin
Barend Leeuwenberg, MSF Holland, The Netherlands

John Nduna, The Lutheran Weorld Federation |ACT), Tanznia
Brian Nelduer, The Lutheran World Fedération (AGT), Australia

Wolfgang Neamann, Programme and Technical Support Section,
LINHICR, Switzerland

Todd Stowell, The Latheran Wirld Fedoranon (ACT), Nepal
Eligaberh Tlnilas Envirobmental Udie, UNFICR, Swatzerland
Gerpo Vank, MSF Hollind, The Methirlards

All tHoese who contributed o the Humanitdrian Charter and Mlitimm
Stamddarads in Disuster Response ire acknowledged in chaprer 7.

The Humimitaman Charter and Mimimim Standards in Disaster
Respomse are the product of the collective experience of many pepple
and agencies. They should vot thevefore be seén as representing the
views of any one agency,
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Planning

Introduction

1 The importance of shelter and site planning in
emergencies

Along with water supply, sanitation, nutrition, food and health care,
shelter is a critical determinant of survival in ehe initial stage of an
emergency., Beyond sumaval, good shelrer enhances resistance to
disease and provides protecrion from the environmenr, Ir s also
imparrant for human digrsee and o sustain Gomily and comumuniey 1ife
as far as possible in difliculr cdycumstances,

The purpeses of shelrer, site selection and  physical planning
inerventions therefore are toe

® Mest the physical needs of individuals, families and communities
far safe, secure and comformble living space.

® Meet ther primory socinl needs, incorporating as muoch self-
sufficiency und self-management into the process as pisible,

lnterventions must be desipnéd and delivered in such o way as w
minimise any negative impact on the host population or on the
COVITOTNMEnE.

Three possible scenarios dicrare the basic shelwer needs of people
directly nHected by o disaster. These scenarics are determuried by the
type of disaster, the number of prople invelied, the political contest
and the ability of rhe communiry to cope.

G .
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Scenario A: people stay at home

People in communirties directly affected by 2 nmural disaster almost
always want fo stay in or near their homes. Even if homes are
destroyed or dmn.!;,cd wssistance to people ‘where they are’ is more
sustamable, and helps westore normality more guickly than assimance
which causes them to move away i search of tenporary shelten lnputs
directed into the area whete people live and know each other help them
ttr mpintain stcial structures and allow them o conrinue life as
normally as possible, In the extreme emergency phase, people may
have to be assisted with temporary lodging in schonls, places of
worship: or even large renrs. bur one member of the family ofren
remuins behind to guard property and land. 1f this scenario is handled
well by local authorities and humanitarinn agencies it is likely that the
emergericy will be shor-lived and normality will be restored guickly,

Scenario B: people are displaced and stay in host communities
During iilitary conflict, and afrer some navaral disasters suth as
extensive Hooding, entire communities may be farced to flee their homes
and home area, In this siuation, it i much berter if displiced populations
are absarbed into a lucal host community, possibly with fanuly members
or people who shire istocieal, religous or other ties. Local authorines
and humanitarian agencies should consider providing assstnncie ti: tie
entire populstion according o need, since both resident and displaced
[t,'n}'lh. are abected by the disuster. Secunity considerations, the long term
effects on the environment and the possibilitics of sharing shr:]_tfr facilities
such as clinics; schools and-shops all militace in favour of an mregraned
appiioch ty assistames. Such nssistanee can have a lasting posiove pifeo
on the host commuities even after the displaced people have returned
home.

However, reglstration, distribution of marerials and provision aof medical
assistance 10 dispersed  populanons present considenible  difficultes.
Security-problems can be diffcalt o moniear sod eespond to. B sstuatons
where the displaced population greatly exveeds the host populadon, the
local infrastructure will be severely strained and, if humanirarian agencies
do not move quickly enough 10 suppors the hosts, their resenmment at
heing overwhelmed can andermine longer rerm objectives,
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Scenario C: people are displaced and stay in clusters

The temporary sestlement fae refugees or displaced populations i the
|east preferred scenario, and may arise as o rewlt of political problems,
or because the number of disploced people s top lange tor the host
population o ahsorh. There may be immedinme secunity problems, or
the displaced peaple mav fear persecurion and vialence from elements
within their own group of the host community. Selfisertled camps
generally need similir fnfrasnuwmuesl support 1o planned camps, but
additional problems ansing from poor site location, imposition on
previous lnnd-users, gh density occupurion and lack of wtrasirogrure
will need to bedealt wath.

Ofted in these sirubtions the site has beest seletred, wsually around 4
waet poing, by the local apthoriries, the displaced peaple themselves
ur by the firse assistance agency to arrive, It may be necessary 1o chose
more permanent and surtable gites, leaving the old one as a transi
camp, or abindening it altogethen deally, camps should be plannid
and the infrastrocrure insuilled before people setle, but this carely
happens. [ there are no dliemative sites the Initial site may have m e
re-arganised to achieve the minimum standards,

1f arrention is not given m their situarion, the host community is likely
o suffer from the stoan on the loc) economy and the environment.
Increased healeh hazords, perceved and real, may become i issve. Far
theit part, the displicéd people are likely o bedome dipendent cin
external assistance.

This chapter first addresses the standards needed for the provision of
shelrer, cathing and houschold items, which are comitnon to all three
scenarios. Jr then addresses srandards for sire selecnon and plannms,
which are relevant to the third scenurio.
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2 The Humanitarian Charter and Minimum Standards
in shelter and site programmes

The aims of shelter and site programmies, ae well as those of the other

sectors, flow from o wider ol which o5 the comerstone of

humanitanan praciices. This goal 5 o alleviare homan suffermg

Brought whour by calamity or conflice through proeceting lite with

dignity in ways thut support durable rédovery,

Translaring this goul into practice requires 4 clear commitment by
agencies 0 humsnitarian principles and 1o the implementation of
minimum standards. The Humanmtaran Charter and  Mimmuom
Standards rogether provide the policy and-organisational framework o
enable this to happen and to ensiire svstems of accouritnbility,

Ihe Humanitarian Charter reaffirms the importaice of fundamental
hurnanitarian principles and the rights of disaster affected communiries
tiv hurmanitarion assistance. Theough the Charter, signatary agencies
commit themmselven 1o defined mmimum standards for the provision af
huemanitarian services, The standards for shelter and site planming (this
chapter), witee supply and sanitation (chapter 2), nutiition (chaprer 3),
food aid (chapter 4] and health services (Chapter 6) bulld on the
principles laid our in the Humanitarian Charter and demonstrate how
the rghts of people affected by disasters should be realised in prachce,

The standards sev our in this chaprer desenibe whar people showld have
as 2 runimur for their safety, health and digmity, Agencies should
strive 'to div batrer wherever possible.

3 Using the standards

The standards apply 1o any situation where people’s normal means for
suppors of life wich digoivy have failed whether as a cesult of a botural
or nan-made disaster in any country, on any continent. They
provide a deseription of what peaple have a right to expect from
humanitarian assistance, The standords do not focus on disaster
prepatedness, mitigation or tehabilication; though these are conmdered
where relevant.

The irention is to provide a ool o help create the conditions for

EEEE
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cifective inmerventions and for the achievement of the momumum
standardsi The standards have been minde as specitic ax possible, but
they temain widely applicable o different emergency situations within
current aperarional and policy frameworks.

4 Assumptions
To achieve the minimum fandards in o wide varidey of ehierpency
cunitexts, it i assurmed that

® Agencies are driven by humanitarian prnciples and are commitred
to best organisational practices as 0 means to achievimg their wider
goal.

® There Is a shared comumument among all those nvolved n
humanitarian ssistance o achleve the mnbnum stapdards, and to
cocrdinare their response,

® The agency has acquired sufficient financizl, human and marerial
resvuries to meet the standards,

@ There s access 1o the affected population.

@ All other sectars are- meeting thewr standards (as described in other
chapters).

5 Structure of this chapter

After: this mrroducrion the chaprer s divided mro. rhe following
sections:

1. Analyiis

2, Flesing (Family Shelrer)

3. Clothing

4, Houschold lrems

5. Site Selectinn

6. Huoman Resource Capacicy and Trmming

This reflects: the division of actvines and responsitulities thar

0



Mintmsem Mrandnds in Dhaleer a0d Sfie FIy kg

commuonly occurs in emergency situations. Sectinn & applies roall wark
and deals with wssues related 1o the human capacity required o
lmp.'rﬂ'm:rrt effocrive shelier and: sie Programmes.

Each of the sections includes the following components:

® The standards: these speafy the minimum accoptable levels to be
dtrained in each area.

® Kev mdicarors: these are ‘signals’ that show whether the stundard
has been amained. They provide 3 way of measuring and
commumcating both the impact, or result; of programmes as well
as the process, or methods, wsed, The indicators may be qualitatve
Gr guennative,

@ Guidance notes and critical issues: these explain why each stundaed
= umportant and may include: specific points to consider when
applying the standard in different sitpations; guidance on tackling
practical dithiculties; advice on prionity 1ssues
Critical ssues relare ro the standard or indwarors, and describe
dilemimas, controversies or gaps in current knowledge. Filling these
gaps will help improve the minimum standards for shelter and site
planming in the future,

A select hihbiography is provided in Appendix 1.

6 Links with other sectors

Reference to other sectors’ rechnical standards 15 made where relevant.
The purpuse of this is to highlight bow waork in one secror is closely
linked to work m other sectors, and that progress i one s dependent
on progreess in other areas.



Statidardhised methods af amalvsis that are used nctoss the sectots have gieidr
mmnlmidmw&rapﬂlvmhmnlmnmma&smdmmmm
sesources are directed accordingly. This section @ts our agreed standards
wdhdmmﬁn:nlhmugmdmlpdugmfummmmdmifymda.m
design programmes and 1o monieor and evalupie their effectiveness.

The analysis seandards apply before any progeamime takes place and
throughot the programme cycle. Analvsis stares with oo imntediare
initial assessment thar identifies the impac of the disaster and whether
and how to respond. It cotttinnes with monitoring, wﬁi:h identifies
how well the programme is meeting nceds and detesmings whether
changes. are required; and wirth evaluotion, which derermines the
tverall effectivencss of the programinie wod identities lessong for the
fature.

The sharing of information and kaowledge among all thone invalved,
ncluding the affected populations, is fundamental to. auhlwm a full
wnderstanding of the problem and coordinated assistance.

Documenting and dissemmating information from the amalysis procoss
conitribrutes to o broad understunding of the advierse pubilic health ond
ather consequences of disasters and assists in the development of

T
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improved disaster prevention and mitigation sTTATCEIEs.

The analysis standords below apply 1o all three scenanos descrbed 1
the mtroduction m this chapren, and o the standards for shelrer,
clisthing, houschold ftems, site selection and sire planning which fallow,

Analysis standard 1: assessment

ngmmdamumm :mhamd:mmdmmmn:dmdcrmﬁin;uf
the emiergency sruation dnd on o elear drilysis of peoples nesds for
ghelier, -:ldthingand hﬁmhnid items.

Key indicators
@ Abimimediate imeinl sssessment thar follows mternanonally aceepted
procedures is carried out By appifoprintely experienced personnel,

@ The assessment is conducted in cooperation with & mulri-sectoral
team [water and sanimtion, nurrition, fopd, shelier, health), logal
authprines, representatives of the affected population and
humamitariin agencies intending o respond to the siruation.

@ The irfformation s garheeed and peesented v way that allows fot
trandparent dnd consisfent decizion mnking.

® The information gathered idenrifies needs fur shelrer, clothing and
household irems, and bassline dara for monitoring and evaluagion.
The wital assessment considers the following

~ The profite of the displaced population mcluding:

Healrh and siotritional srofile (see Healrh Setvices, cluprer
& and Nurrition, chaprer 3).

Demographic profile {by pender, dge, social grouping).

Extent of integration with, or segregarion from, the local
population.

Astitucles to external assistance, gender and religon.

Tradinona! means of suppeort, and whether peaple are rural

) S
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or urhan in origin,

Traditional lifestyle in terms of use of space, cooking and
food storage, child care and hygiene practices.

Traditional building sliills and constrpcnon methads,

The type of shelter adopred by the displaced population,
where relevanr,

The needs of groups that dare ar risk of additiond! harin.

Actuil or potential threats to the security of, and within, the
displaced population,

— 'The sociul and cconemie profile of the host population including:

Artitudes towards the influx of displaced people, taking mro
considerarion soeml, ethnic andforteade b

Previous use of sites proposed for tentporaty settlement.
Usapee of surrounding natuval frsources and spienltaeal land.

Loeal building typologies and the market for, and solrces of,
construction marerials,

— Local infrastructural, natural and material resources including:

Level and condition of access mcluding roads, porential
supply airstrips, railbexds and pores:

IQuaneties of wood requived for foel and consrraction, and
of water that can be extracted in a sustainahle way.

Heavy plant aleeady in the area, such as bulldozers and
graders, for road-building and site preparation.

~ Physical informarion incloding:

Tapography of the area of lond available, and surable for
sertlement and agriculnore.

Vatiety and protection of porentidl wikter sources. (See
Water Supply and Sanitatio, chapeer 2.)

Areas in the énvironment thar are vulnerable o over
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explotanon.

Sensgonal varianons including rainfall, snowtall, tempernture
varintion, ligh winds, floedmg.
Endemic dikcades, vectors and pests. (See Warée Supply and
Sanitation, chapter 2 und Health Services, chuprer 6.

® The asscssment considers the national stundards for shelter in the

country where the disaster has ogcurred, or in the country where
homanitarian asmstance 1§ provided, if different.

® Recommendanony are made on whether or not external assistonce
Is needed. I assistance is required, recommeridations are made on
priorities, 2 strategy. for inervention and resolirces needed. An
assessment report is produced thit covers key preas wnd appraprinte
recammendations.

® Assessmens findings are shared with orher secrors, national and
local authormies, representarives of the affected population and
participating agencies,

Guidance notes and critical issues

1. For further details of nssessment requirements tor sire selecrion and
planning, see Siee standard ||, site seléction. The guidance nores for
this standard provide details of the informarion nedded for physical
aned environmental asessmants,

b

Use of early warning information and emergency preparcdness
should -be supported wherever posstble as they can contribare 1o
the assessmient. Preparedness includes personnel raining and
stockpiling of supplies, such as sheler marerials, in strategic
positions. 1f there & an early warning thar a population movemint
is bikely 1o take place, relevant informarion needs to be collecred
immediately and analysed: an nventory of the response capacity of
local suthorities, the UN svstiem and agetcies on the ground should
be made; there should be awareness of avallable éxperienced
personnel, of development plans and of supplics and equipment
thut can be diverted untll replacements are available

) S
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3. Timelines (e of the cssevies for the initinl nssessment, which sHould
be carried out as snon as possible after the disastes I required,
there should be an immediate respanse o eritical needs ar the same
rime, As a general rale, a report should be generated within o week
of arrival ar the sive of rbe disasten though this depends on the
particular event and the wider situation.

4, People who ate able to collect information from all grouips i the
affected populadon in a culturally acceptuble manper should be
included, especially with regard to gender und language skills,

5. The procedure for conducting the assessment should he agreed
wpan by-all parmcipanes before field work begins and specific rasks
contributing to the assessment should be ussigned accordingly. A
shielter dnd codsruction specialist should be included in the
assessment team if possible,

6. There are many diffesent rechnigues for informusion gathering and
these should he chosen carefully r martch the situation and the type
of informanon reguired. As o general rule, mformoron should he
gathered miire frequently when the sifiarion K changng more
rapully, and when there are critical developments such as pew
population movements or an epidemic outhreak of diarrhioea,
Initial assessments may he quick and unrefined but analysis
improves ag more nme and dota are avulable. Cheeklises are a
ueeful way of ensuring that all the kev questons have been
eximilnesd,

7. The soclo-econumic assessment aon be based on technigues such us
Participatory Rural Appraisal (PRA) and People-Orivnred Planning
(POP). I it 15 not possible to allocate resources to this approach,
anstrucrured interviews and ohservation should be used.

B. Infarmation fur che assessment report can be compiled from
existing literature, relevant historical miarerial, pre-emergency dard
and from discussions with apprapriate, knm-.rtnigcatﬂ: people
including donors, agency staff, government personnel, community
leadess, women, clders, participanng health stath, teachers, rraders
and 5o on, Natonal or reguonal lovel preparedness plins moy ahso

be an wipartait source of information.
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9, The asessment and subsequent analysis should  demonstrate an
awareness of underlying  structumal,  polisical,  econemic
enviconmental ssues operatirie w the areal 18 imperanve that prior
expetience and the views of the people attected by the disaster are taken
o consideration when analysing the dynamics and impact of the new
emtrpency. This requires inclusion of local experrise and knowledge
damn collection and analysis of resources, capacines, vulnerabilities and
needs. The currenr and pre-emergency lving condinens of displaced
avl non=displaced people m the area muist also be considensd.

10 Thie neieds of groups that are ar risk of additional harm auch ag
wames, children, elderly peaple, physicully and mearally disabled
people must be considered. Gender roles within the spcial system

need o be idenrified.
11. Thinking and analysis concerning the post-disaster recovery period
should be pare of the minal assessment, so that interventiong

meet immediate emergency rcqu:mmenu can semve o foster
recovery among the affected population.

Analysis standard 2: monitoring and evaluation

The performance and effectiveness of the shelir and site programme
and :hnugmm ﬂ::mmnmmam:md undmiuamd.

Key indicators

® The infonnadon colleensd for monitoring and evaluation s tmely
and psefuly it is recorded and analysed in a logical, consistent and
tANSPATENT TANTIET,

® Systemys are in place thart enable systemanic collection of informanon
b thie mypact (positive or negative) of the wrervention on shelter,
clothing and houschold needs, and on 'the environment,

® The use of houschold items and goods 5 monitored.

@ There s regular analytical reportimg on the impace of the shelter and
site programme on the affected papulation. There is also reparting

G
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of any contestual changes and other factors thiar may necessitane
adjustment ro the programme,

® Mommwrng activities provide information on e effectiveness of
the programme in meenng the needs of diffecent groups wiehin the
atfected population,

® Syaems are in place that enable dn information flow between the
programoie and other sectors, the affected populition, the relevant
loeal anthorities; donors and others as needed.

® The programme is evaluated with reference to stated objectives and
agreed munimum standards toomeasure s overall effectiveness and
impact on 'the dHected population.

Guidance notes and critical issues

1. Emergencies nre volotle and dypamic by defimton: Regalar and
current intormarion is thetefore viral in ensiring thar programmes
remaln relévant. Informotivn derived friom continudl meonitaring of
programmes should be fed into reviews and evaluarions. In some
circumstances, a shifr in srrategy may be required to respond o
major changes in the context or needs. Evaluanon of the shelter
siriution pfrer o period of around st moithi illows Top. dedisians
0 be miade as o whether and how the progeamme should continue,
On the basis of this information it becomes possible to plan for
sustainable actvities, long term mvolvement of agencies, and ro
address issues of reparranion and reintegration.

Fe

Irfrmnation geneeated by the sssessment process is tsed for monitormg
and evatuarian of the shelter and site progranime. I may alio cantrbte
to an initidl baseling for the health information sysem. Monitating and
evaluition activities require dise couperation with ather secroms,

3. Information collected should be direcly relevant 1o the
programme, in nther words itshould be aseful and should he ased.
It shauld also be shared us needed witls other secrors and agencies,
and with the affecred populations: The means of colmmunicarion
wied (disseomnation methids, lanpuape and o on} must be
appropriate for the intended audicnee.
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4. Evaluntion is important because (v meakures effectiveness, identifies
legsona for lutire preparedness and hiimanitation asdistance, and
promotes accountabllity, Evaluation fefers here to two, linked
PronThbes:

a)

I3

Internal programme evaliation is normally carried gut by seaff

as parr of the regular analysis and review of monitoring
riformation. The ageney must dlso evaluare the effectiveness ol
all its programmies in 4 given disasier situation or compare its
programmes across different situarions,

External evaluarivn may by contrast be part of a wider
evaluation exercise by agencies and donors, and may take place,
for example. afrer the acute phase of the emergency. When
eviluations sre carried out 1t s importunt that the rechmguoes
and resources uséd are consistant with the scaleé and natute of
the programme, and thar the report describes the methodology
emploved and the processes followed in reaching comclusions.

Ouicomes, of evaluatons should be disseminated o all the

humanirarian acrors, meluding the affected popoionon



2 Housing
(Family Shelter)
The purpose of shelter interventions is to help:
Sgenario A: the repair of homes that have been damaged by the
disaster, initially creating minimum habitable space; and fater
rebuilding both homes and Infrastructure. If communal buildings
are being used for shared accommodation, they first need to be
adapted for the residents, and later renovated in'order to return
the bufldings to their previous function(s),
Scenarlo B: the settiement of displaced people within existing
‘communities by providing needed matarfals and <kills, and by

supporting the local construction and building materials industry
where appropriate.

Scenario C: the construction of temporary shelters in the

emergency phase, and maintenance of temporary shelter ovér the
life.of the settlement.

The number of people needing urgent assistance and the Timited
avaflability of resources at the early stage of an emergency may well limit
what can be achieved in the short term. Even so, every effort must be
made to wark progressively towards achieving the minimum standards.

Housing standard 1: family living quarters

At the orser of the emergency, people have sufficient covered spaceto
provide proidétion from adverse effeces of ‘the climate. Thev have
sufficiens warmth, fresh aig security dnd privacy to enstire theic dignity,

health and well-being.

e
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Key indicators
® The covered area available per person dverages 3.5-4.3m’.

® In warm, humid' climares, shelters allvw oprimal ventilation and
provide protecrion from direct sunligh.

® 1o hor, dry climares, shelter marerial {s heavy enough to ensure high
thermal capacity, If only plastic sheeting or tenrs are available,
provision: of a doobleskimed roof or an insulanng layer s
considered.

@ In cold climates, shelter marerinl and condtruction ensures aptimal
insularion. A temperature that s comforable o the occupants is
achieved by means of insulared sheleer combined with sufficient
clothing, blankets, bedding, space hearing and calorific inrake.

® |f plastic sheetimi is provided for sheleer it meets the speaificanons
defined by MSF and UNHCOR.

Guidance notes and critical issues

1. Shelter can have polincal implications; stroctures that appear o be
more permanent conld be imterprered by host aathormies: to mean
that displaced people have firmly sentled. Good communication
must be naintained with host authorities to ensure thar provision
af a temporary seetlemunt 15 not construed i this way.

Bk

. For indicators on minimum: and maximum distances to, and
number of, warer points and roilets, see Warer Supply and
Sanitarion staridard 1, excreta disposal, in chapter 2.

3. Shelrer srandards depend on the climate and the sive of the family.
In a cold climare .Fcnp‘l: need more interlor space, 4s they spend

more timie mside than ina hot cimare, Older people; women anid
young children generally spend more time inside the covergd area.

4. bnowarm, bumid climates, shelrers muse be ortenied and designed o
muximmse vertlthon aid plevent entry of dirvict sun’[ight, s thie
diver and windows should preferably Face north and soath. The
toof should have a good slope for giinwarer drainage and have
large overhangs, The construction of the shelrer should be lighe, as
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low thermal capacity s required. Approprinte orientation s
mpartant W maxirnse sirfiow; it shonld nor be obsomcored, for
example, by neighbouring shelters. Shaded spice dburside the shelter
i# recommended for cooking and ali<liying cooking utenslls;
Frequent monsoon seasons should be mken into account and
surface warer drainage is extremely important, (See Water Supply
and Sanicarion sztandard 6, deainage, in chapror 2:)

. In hot, dry climutes, construcnon must be heavy enough to ensure
high thermal capacity, allowing changes in night and day
temperatures to cool and hear the meerior alteenately. Windows
should be small, If anly plastic sheeting or tens are availuble, s
double-skinned roof with ventilanion between the layers tn prevent
radienr hear wansfer should be considered. Alternarively. wse of
msulanion morerinls should be supported. In a light seructuree,
maximum ventilation ¥ nor an Objeetive bur should be easily
controlled (eg by apening oppasite doors) to prevent heating by kot
winds and radiation from the surrounding ground, and o prevent
sand comng into the shelter, Shade can be gained from surrounding
shelers or rees.

. In cold ¢limates, it 15 essential to provide well-msulared shelters,
Howevet, good quality shelters alone are not sufficient 1o entune
adequate body warmth, which depends on a combination of
factams. Key factors are: the external temperature; wind: msalation
of the shelter: heaning arrangements; available clothes and blankets:
and calorifie haralee.

Thie chill factar cag be mimmised by ensuring that dir fliw through
the shelter is kepe to the minimum necessary for personal comfort
and safety, and to prevent respiratory problems caused by space
heaters ot fites for cooking. A minimum level of ventilanon mast be
ensured. Doors should be designed ro minmise drafis,

Space heaters nre essential and must be appropriate to the sheluer.
Ideally, air intake gnd éxhaist from codkers or space heateis should
be contuined in fluss,

Conducrion through the foor Is 8 major issue and needs pention
to ensure that people do not lose a 1ot of body heat during the night.

)
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This can be addressed by ensuring that the floor s insolated, as well
as the shelter msclf, andfor by prowiding bed mats or mattresses.

. Remtorced sheers of polyethylene are generally supplied in the carly
stage of the emergency, occasionally with rope and support
materials such as local bush poles, #alvanised steel, aluminium of
high density paper. Assistance in harvesting materials should be
comstdered, as should local purchase of materials. The provision of
shelter systems should be considered if harvesting of marenals is.
cxpecied 1o damage the local economy or the environment,

The average mmily of fve people should receve ar least one 4 x 6
metres sheer of plaseic. This i best imported in Folls for easy
trapsporestion, storage and  distribution (4 x 80 metees for
O families), However, sheets of 4 x 7 muesres per family would give
more head clearance. (See Davis, | and Lambern, B, (1995); UNDP,
(1995 and MSE (1257] hsted in Appendie 1).

8. Plaste shecting provided for shelter should meet specificabons
defined by MSF and UNHCR. Plastic sheeting for weather-proofing
damaged  buldings should follow different  performance
specifications.

9. Accommodaton shared between families should only be ¢consdered
for short penods, and only of suffigent privacy for mdividual
famitlies can be asstred.

Housing standard 2: environmental impact
Sheleeing af disaster aftected peaple has minmmal negative impuce on
the local envirommient. Approprinte corrective measires are taken if a
negative impact is identified.

Key indicators

€ It high demand for construction materials iy expected (o cause
deforestation, some or all basic materials are supplied to families
within twi daws of thelr arvval,

[
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@ There 13 mmediate protection of vegetstion impartant for erosion
control, wind breaks or shade.

® Forest conservation amd peplanring takes place dunng chie sssistance
Proggrimme,

Guidance notes and critical issues

T. A high level of demund for construetion miateruls i the early stage
of the emergency may cause deforestition in the immediate vicinity
of the emporary settlement, which may o tum lend ro soll erosion,
wind domage and maised ambient remperatures caused by lack of
shade. This should be considered as part of the assessment so thar
busic muteriils can be provided @ o preventive measure.

(=]

. The choiie al materials provided for emergency shelter should take
into donsideération longer tetm shielter needy over the durativn of
the displacement to minimise enviconmental and financial costs at
a later stage, Materials should be chosen that can be re-used by the
displaced population for future shelter conswuction, or for
reconstruction work on damsged buildings.

3, It may be necessary to distribute toold ro people who are able to

make their own supports oF stroctiires, provided that harvesting
can b sustained by the etvironment.




Key indicators
® Displaced and hast families have access to sufficient hlankes.

® Men and boys over 14 years old have | full sec of clothing in roughly
the carrect size, appropriare to thie cultire, season and clinae.

@ Women and girls over 14 vears old have 2 full sets aof clothing,
including new underwear, in roughly the correct size, appropriate o
the culture, season and climate. They have 1 regular supply of
SATITATY ProTection,

® Children berween 2 and 14 years old have 1 full ser of clothing in
rongchly thie correct size, approprigte to culture, sesson and climate,
and according to sex.

@ Children sp 2 years ald have 1 rowel, 1 face towel, | hnb}' shawl, 2
full sers of clathing, & mapkine with safery pins, baby soap, baly
powder, baby ol and 3 plamic pants, Alternatively these are
supplied as a module (layere};

@ Culrurally apgropriate burial cloth is available as reguired.

.
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@ There ts planning for blankets and clothing to be teplaced after

three years.

@ All people have access o foonwear if nocessary.

Guidance notes and critical issues

1.

K

The nivial assessment report should indicate climanc and culrural
factory in oeder to etstiee thit blankets and clothing are appropriate
to men, women and children, and o age. They should be supplied

separately, not in mixed hales,

. Wamen need specialised clothing for reasons of hygiene and

persanal digmty, They must also receve appropriate marerial for
thiir monthly sanitory needs, T is eportone that these minteriols gee

apptopriate and discrete, or women will not wse themi. Given the

sensitivity ‘aof this isue, women must be involved in making
decisinns abous what s provided. (See Warer Supply and Sanitation:

standard 2, excrem, dispesal, o chapwer 2.)

The nsulotion capacicy of hlankets and clothes decreases
significantly when they are wer (100 to 15 temes) and bodies lose
maore theemal enetgy.

Using many layers ol clothing ae blinkers does not necessarily keep
prople warmer because with more fabric weight there G Jess
wwarmith, It is therefore more coar-effective o invest in betres quality
blankers thar will keep people warm rather than larger numbers ot
cheaper, poarer qualiny Blunkes:

For gridande bn [<sues relating to thermal resistance and climare soe
UNDP (1993), listed in Appendix 1.




4.Household Items

People who have heen displaced from their homes aften arrive with
only the things they can carry, When setting up a household at a new
site. families need basic supplies and these should be identified by the
i hﬂﬁ:l nm;rnm‘t “I'he usmmmtshnuld almtm:e Tnlrn nnml&arnﬁm

......

as mﬂuﬂmmhmm d!sphﬂﬂbythedimtar Steps ust
also be taken to ensure minimal damage to the environment.

The household ftems described below are the minimum required to.
‘help families hecome more self-reliant, and will help them to prapare:
ﬁfﬂmrqﬁnﬂ;ﬁar&m@aﬂm Into their homie communities,

Household items standard 1: items for
households and livelihood support

Familtes-have aceess oo household annsils; soap for persono] hypgime
arlel ol

Key indicators

® Displeced and hose famdlies hove approprmee household items: |
cooking porowith Tid, 1| basr, 1 kichen lenife, 2 woodon spisons,
id 2 water edllection vessels of 1-20 lilres plus water storige
vessels af 20 lisres,

® Fach person bas: 1 earing plare, 1 metal spoon and 1 mug,
) Each person has access 1o 230g of spap per month.
® There s planning for durable items o be replaced afrer three yenrs.

® Loch mmily hus access to appropriate tools and marerinds o
support livelthood dcovity as soon as possible.

)
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® Tools and matenals supplied are approprate and familar 1o the
population, and are of aosmilar techoological level o thar which
ptople were ised to befare the disaster. Ttems are appropriate 1o the
condicions in which they are to be used,

Guidance note

1. See also Water Supply and Sanirarion, Wheer Supply standard 3
water use Locilicles and gunl:ls.. lor Indicarors relpting o water
storage, soap and washing containees; and Solid Waste Disposal
standard 2: solid waste containers/pirs, for requirements for refuse
LONERITeTS,

2, Asspon as feastble, peoaple need o be given the opportunity o
develop curtent and furire self-reliance by meani of food
production, training o other activities thar contribute 1o their
genernl health and well-being. This needs o be considered when
planning anilg. spAce Tequirenients.

3, Techmeal items can be paid for in cash or by means of labour
supplied, or on the basie of a loan. Wherever possihle muterals
should be supplied and procured locally, preferably by the people
themselves an o family-to-family basis, More durable items supplied
o the popalarion should be technologhally simple, and e
maintained by the people themselves or locally, For best practice i
this areasee Chalinder, A (1998, listed n Appendix 1,
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concems
D:gl:ﬁdua:iun of the local enyironment is minimised by promoting the

use af, and makig available, fuel-cconomic cooking implements and
stuliEs

Key indicators

® Peaple have access wo, and make use of, fueleconomic and low
smoke wood stoves (prodiiced locally if possible], gas or kertsene
sinves and cooking pots with hids,

® The use and bengfir of fuel-econamic devices is promoted thraugh
cotiunity education programmies; if tecded,

® People are aware of the benefits of wsing fuel-economic devices;



-1.-[—I o2 ._- o
,
, 1:

) s

The:sie i suitable to Host the susber of people involved.

Key indicators:

* b Assessments of the socin-economic profiles of the displaced and host
populations and of physical and environmental factors are carried out

® The appropridte tvpe of temporary settlement required s
determined: reception or transic cénte; self-sitled campy; planried
temporary setlement or extension to a temparary settlemerit.

CE .
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® The form the sertlement should rake s determined with reterence ros
— Intormation generated by the physical assessment.

- Actual or potenual threats to the security of the affected
populaton.

- The maximum estimatéd duration of the sertlement.
— The prefetred population density of the ettlement.

— The level of integration of the displaced population with the
host population.

® Where possible, the site meets the following requirements:

— It 15 located ara safe distance from possible external threars to
phvsical security.

~ Tt is less than Skt from an allweathet foad foi access by
hravy sucks. Light four wheel drive trocks are ahle o reach
divtribution areas and copstruction sites.

~It is near to existing social and economic facilities where
ﬂpiﬂm}'}l‘lﬂl’ﬂ,

- There are adequate quantities of water (for drinking, cooking,
Trepiene and sanitation),

— [t is not less than 3 metres above the anticipated water talbile in
the rainy seastin.

- Water rights, and the right ro use ather natural resources such

as wiod, stone, sand, sre armanged before, or ar the same ome
sy thesite 15 selecred.

— Land rights and permitted use are firmly established prior to
PECE LN,

= The woil type is suirable for digging and waner infilerazicn,

- Vegetation: there are grasses, shrubs and trees for shade and
avond soll erosion.

= The site i3 at least 10km from protecred or fragile areas.

)
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— The site is not prone ti tidal waves or llooding, is not situnted
an land at'risk from landshides, and is not clote toad active

voluano.

Guidance notes and critical issues

1, When o displaced population sottles close 't q larger host
community it ein benefiv from aceess o loeally available
infrastructure services and lvelihood opportunities. More usually,
however, the displaced populanon gready oumumbers the hesy
communities. This can place grear demands on the local
imfriktructiire, economy and enviconment, which in tuen can
create animinsity  berween the two communitics. Careful sire
selection and planming are thus critical in minimising possibile
negarive impacts, and determine the effectiveness of the wider
humanitarinn  assistance programme and  the securty of the
affecred population.

2. See abBo Andlvsis standard 1, ascessment, which gives indicators for
the soviocconomic assessments of both the displaced and host
communities, Criterta for the physical assessment are given in note
5 hetlesw,

3. The assessments provide mformarion thar gde selecnom of the
tvpre of seetlement (this note] and the form it takes (note 410 There
are four hisic tvpes ol tempoeiry settlement:

2l Reception or transit centres: where displaced people or refugees
stay for short periods, The centres should be considered as
planned camps (¢ below) vwhen the enviconment is unable to
sustairr the demands upon i, or when they have wo operane over
A longer pericud.

b} Selfsettled campst whete people have sértlid spontancously, yet
require partial relocation, provision ol infastructure and
sustatnable environmental resources,

¢} Plunned  wmporary  settlements;  where settlements  are
comstructed and serviced by physieal planners in advance of
arkival of peaple (eg from reception of transit centres).

D
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d) Extensions to temporary sertlements: where extension o rhe
settlement s required 1o accommodnte new apeovals (ee from
THLTPIION (10 Ensit contres),

4. Having wdentified the type of sertlement, the test step i to deidie
the form 1t should ke, This should ke into account information
fram the socio-cconomic assessment and the following:

4) Security of the displaced population: whether there are threats
from within the displaced population, from the host population
or from orher parries.

by The maximum envisaged duration of the sertlement, so thata
phased pragramme can be implemented when resources and
titne are available. This should derermine the form of
infrasiructiral auststance and susminable limits on the use of
envirommental resources.

¢! The preferred population density of the serlement: this s key o
the level of self-sufficiericy thar the displaced population is able
to mairieain. Selfsubficiency can be determined by assessing their
culture, the quantity of thewr livestock and agricultaral skills,

i} The level of integration with the host population: this impacrs
an the economies of hoth populanons and mfluences longer
terttl opportanities foe the host population.

5. Once the preferred type dnd form of sertlemiént have been identified,
informardoen from the physical assessmens should be used 1o decide
whether the preferred option can be achieved and, i nor, what
compromises should be made. Specialist advice may be required ar
thizsrage. The physical sire assessment should address the following:

u) Acoess
Proximity and condition of local road mfiastracture,

Proximity ta host seevice infrastrucrure and whether sitina will
affect this positively or negarively,

Proximity to airstrips, railbeads or ports,

Sepsomal constraints an access, and vulnerability of access.

)
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¢)

d)

£

Flite Solfedtinn

Topography

Site gradients and expected density of Gecupation,

Natural hazards including eacthijuakes, volcanic activity,
lundslides or floading.

Permeability of the ground, For exarple, fissured rock will
disperse latrine waste widely; volcanic rock makes latfine
vonstruction  difficelt. (See Water Supply and Sanitation
standird 2, excrita disposal, i chaprer .1

Microsclimactic conditian,.

Water [see Water Supply and Sanitation, chapter 2)

Availabilivy of dufflcient: water within a suitable distance
throughout the vear fur displaced people, the host communiry,
agricolire and livestock.

Whether there 15 more than one souree of witer, i order 1o
reduce the vulnerability of the water supply.

Height of the water table, whether it risks pillution by
sanitation and Aaoding, and seasonnl vatiations.

Soiiie

Whether there is sufficient spuce for the desired density of the
pppuiminn anid dispersal of thar population into the number of
sertiements reguired.

Whethir there is space for extension of the sertlementis), should

‘the population increase.

Current kand use and expected impace af the sertlentenr on the land.

The levels and tvpes of agriculiure and livestoek that can be
supported.

Envirpnment

Expecred temperatore, wind and mmiall moverms of theer
influence an planning, agriculture and livestack.

Exidtence of enviconmentally vulneralile or valuable aseas nearby,

)
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Awailibilioy of sufficient, sustainable guantities of wood for fuel
and construcrion for both the displaced and host populations.

Endemiv discases, pests, risk of discuse. [See Health Services
standard 3, control of cammunicable diseases, n chapter 6;
Warer Supply and Samration standard 4, vector conerol, in

thapter 2.)

Throughout this process it is essential that site selection is guided
first and foremesst by the needs af the affected popularion(s) cither
than by purcly wehmicsl considerations or the establislment of
assistimee mechanisms.

f. For an alternarive method for sive selection, from an engineering
plirsphctive, sl the site selection matrix in Davin dnd Lasmbers
(1995), listed in Appendix 1.

Site standard 2: site planning

Site plunning ensures sufficient space for holisehald areas and suppiires
people’s security and well-being. It provides for effective, efficient
provision of services and internal access.

Site standard 3: environmental concerns

Envitanmental provection measures minimise damage thar may b
catsed by the displaced population and assistance interventions.

Key indicators

® The sice provides 45m space for euch peérson This includes
infrastructure (eg roads, sanitation, schooly, offices, water systems,
secuniryfhire breaks, mntkets, storage faciliies, shelrer locations},
b excludes land for agneulture (erops and livestock),

@ Clusters of living areas or village groups are established.

® Empry land for possible furure expansion is identified.

T
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@ There 15 provision for spoal facilities such as markers, places of
worship, groveyards, health facilifies, salid waste disposal, watgr
points, Comrmunity and nutrition cetitees, warkshops, wood lies and
recreanional arcas,

@ “There is provision for facilizies required by humanitarian agencles such
as administrative affices, warehousing and staff accommodation.

® There are firelreaks ar least every 300 mefres, 50 metres wide,
Roads maybe nsed as firebreaks.

@® There is o graveyard for each population growup and graveyards are
apprapriately locared.

® Quarantine camps are established, or sites are idennfied and
prepared, in isolation from general residential areas, in order to
minimise the spread of an epidenc.

® PManning of remporry sertdoments vakes i consideration densty
and dispersdl of the displaced populition as a means of controlling
access, and minimising divmage, 1o environmental resiiroes:

=In fragile envirodments, the digplaced population s
concenrrared in arder to contain non-sustainable demand on
the environment.

= In maore: rphost enviromments, the cﬂxp_lnced popalipon is
clispiersed intoa number of sertlements.
@ Apreed levels of doimiy] husbandry and agrcideord] activiey by this
displuced population are environmentally. sustainable.
® Diiring site planning, trees are spared as fur as possible, and roads
and drainage patterns are planned 1o such a way as to maks use of
natuzal contours,

@ Measures are wken w0 protect or conserve fresty, or 1o promote
relordstation where appropriate.

@ [ possible, the site has a geadient of not less than 2% to enable
surface witer driinage, but s not more than 6% o avoid
landslidis, and for euse of habitmtion,

)
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Guidance notes and critical issues

1.

Eor

L F )

Site preparation should begin with the protection of vilnerable
elements within and around the sire. This includes water sources,
land use by heose populations and vegetation important in

enntrolling shade, wind and soil erosion, Penple with expertise an

the enviremment (forestry, household energy; alermanive energy, sire
planning and developmene, environmental educacion), particalarly
thase with local knowledge, should be identitied as sonn 04 possibile.

. Wherever possible, the social structure of the displaced population

should be seflected in the planning of the wmporary seetlemetit,
which should rake o account needs for markers, mesting places,
recreational arens and so on. These facilines are essentiml
supportieg the te-establishment of the displaced communities.
Exivring forms of social representation should also bé supporied,
given the impormanece of consultanon with displaced people and
their nvolvement in homanitacian interventions.

I a transit <entre, and in the emergency phase tor pther tempocary
settlement types, requirements are different and are based on the
need to access valoerable grougs within the displaced populaton.
However. if it is expecred that the sertlement will conrinue bevonid
the emergency phase, space should be allocared in the manmer
deseribed o note 2 above,

The socio-economic, physical and covitonmental assessments
hegun doring the gite selectivn stage should continue o inforiy the
planning phase, where appropriate {see Site Selection standard 1,
above),

Planning for self-settled sites often presents numerous difficulties,
which can be identified by applying retrospectively the site
sefenon process: outhined m) the godance notes o Siee Selecton
standard 1, above, Common problems include the following:

— They are on unsuitable sites, or are on land wsed by local
popularions.

— They are sither too larpe or too small 1o be sustainable or m
SETVICE,

S
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—If there 15 more than one site, they are mo dispersed 1o service
efficiently.

= If concentrated on the area of winal sccupation, they are too
Uenae.
= They do not abfer egual access to winter or other services,
- They do not leave spave for roads or service infrasmmugtire,
Comman responses to these problems are:

= To relocate, allowing the self-settled camp to act as a rransit
cenere, and allowing the displaced communicy o re-form.

= To make improvements in rotation: changes are made to sne
sector and the nelghbiouring populition is moved into it before
changes are mude to the next sector

= To make piecemeal improvements, which is less invasive.

. New UNHCR guidelines (unpublished ar rime of writing) indicars
a tor! space requirement of 43m per persom, whicly includes a
smull space for kirchen gardemng. Phimmg should ke mro
acconnt the dvnamic evolution and growth of o camp. Population
growth and the arrival of more people niny see the camp expand
by up o 4.5% annnally, as has been the case in the pase. Early
repatriation or reintegration should be planned for as well,

. Manning must be drven by the needs of the people affecred by o
disaster, not by fundng, and the disaster affected  communities
should be involved right from the start. Doriors must comamir
themselves to the entire humanitarian promramme, not only to the
phase that attriacts media artention, as has often ben the case.
Relatively higher lovels of funding may be nvallnhh: at the
heginming of an emergency, often as a result of media attention,
This should be used wisely by myestng in equipment that lasss and
that needs linle financial input for operanon and maintenance.

. The impact of displaced people on the envitonmeny Can be
immense. This is not always immediarely visible but can rake
decades to mectify. Hahitats and species divessity can be negatively
uffecred. Taking more warer from an aguiter than flows o i

)
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causes a lowering of the water tble, which can 'dey up local wells,
Lising all availihle grasses, wood and roors for consoruction and
fuel increases soil ecasion. Wood harvesting can also became an
mcomegmeratmg actvity of the displaced populanion, often
cansing environmeneal damage and conflicr with: local people.
These factorsall need to be considered.

9. Limitng spoce does not encourage péople to répatiiare, but increases
their tiupcnd:lt:.y oy the syswem, | e groups of peaple in 4 limited
S[RHET pUST an ulun‘..'i.—::plnl'l!r strain om the a:rj'n.'m:uIrnc:nl1 the lisgal
labour marker, camp management and security. Limifing space is g
false ecomomy. Although nitin] costs may-seem lower, the cost af
restoring the environment and continning to provide care for people
will be high in che bong teei, Paying for thise long verm costs 1 likely
tor be difftculs because finding levels larer on will be lower thin the
funding svailable at the starr of the humanitarian intervention.
Funds should be mvested appropriarely rght from. the st w
prevent long term dumage to the environment and to people’ lives.

10; Mo mattet hoaw much agricaleiral and habiration land 5 allocared
to ¢ich famlly, people will réturn to ¢commuinal aras ro collect
wood if there are no alemative sources of fuél. On a sustainable
'l‘mili_, it 18 aﬁwmcd that 500 people need Thm' of undisturbed
forest to carer for their annual fuel wood consumption need of
600-900kg per persan. Assumimg bowever that anly 207 of forest
is undisturbed, only 100 peaple would be able to aceess the Lind,

1. Graveyards must be locared mare than 30 merres from sources of
water for drinking (in soil and meore in fraczured rock formations),
and ar least 3 metres above the water table if it is nor the source of
drmking water. Surfave warer from groveyards most nor enter the
settlemint, Cistisms of the locil and displaced population shoald
be gonsidered.  (See Warer Supply and Samituvion, Solid Waste
Disposal standard 2, salid waste contaipers and pits, guidance note
5 relating to the deadl, in chapter 2.3

12, The nse of the modular ‘building bleck’ approach advocaced hy
UNHCR facilitates: people’s aicess to needed services wnd saves

planining ding.

<
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13. Good maps that indiciee lond tenure, dramage parterns and
avallable space should be obtainetl. Often the military have such
mups at @ seale of 1:50,000) Muore detailed mups (10000000 can be
drawn during and after site visits and aerinl photographs can be
used. Survey information can bhe transferred on to # map that can
be added to as the camp develops.

14, Skill = needed in mterpretng dara on potential sites; such s
topopeaphy, water sources, drainage, wooded aren, land wse,
ralnfall daa, geological and hydro-geologieal data. It is impartant
o be aware of possible gaps in the information and changes thar
may have occurred since it was gathered. A specalist 15 necded o
interpres hydro-geologienl dam The local population should be
camsulted on all af the above,

Site standard 4: security and planning

Site solection and planming emables the personal liberty and security of
all people, ]':’tarﬁculnﬂ!r grivifs it eisk,

Key indicators

® The site is located ar a safe disrance from possible external threars
o physical-security.

@ Site planning ensures that safe living itcas are provided [or groups
ar risk,

® Social, health, sanitation and other essenrial facilities are safely
accesaible, and are liv ar myht if necessary.

@ Cluster planning is used in order to support self-palicing by the
displaced popularion.

@ The overall size of the sealement populanon does not exceed a level dhit
mpkesintemal and externil security and profecrion measwees inefective.

® Internal and exrernal security and protection acrivieies are carried
our hy the host autharities and/or the relevane UN ageney,

R
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® The agency assigned responsibility for ovemll coprdination assists

witl intermal security for groups at risk.

@ Reasonahle steps are taken to ensure that staff are not at risk, In

impecure areas an evacustion plan s agreed between agencies.

Guidance notes

L

[ %]

Security for all people affected by the disaster, and for field staff, is
of crucial imporrance. Careful site planning that takes into account
mtermal and extermal msks; and dentifies the needs of partienlar
grobps, especially wotrtien, will help deinforce secidity meisires
taken by host authorivies and LN agencies.

. Care shenld by taken to aveid providing # level of humanitarian

assistance that exceeds the living standards of the host population
as this can lead to resentment and confhict.

: The coordinating agency should ensure thar there is lighting in

strategic arcas at hight and that female headed households and
siigle women are housed closer together, in wecure aveas near
fucilitiey, but oot in such s way that “ghettos” are created.
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;mﬂmmﬂfdmﬂmmmmh Hifficul m&m
insecure conditions. The demands placed on them can be considerable,
;MfﬁqﬂmmﬂMMﬂMnMwﬁmmhﬂm
standands are assured, it is essential that they are suitably experienced
and hﬁndaﬂdﬁmtthwmm managed and supported by
their agency.

Capacity standard 1: competence

Shelser ;m.fl site nterveptions, are implemented by staft who have
apprapeinee gualifications and expertence: for the duties. mvolved. and
who ore adequately mandged and supiparted.

Key indicators

® All staff working on a shelter and sire programme are infarmed of
the purpose and method of the activities they are asked to carry out.

@ Asscssments, progrimmi désign and key technical decision making
are carvied ot by stalf with rélevant weehnicil qualificatons and
PrEvIOUs emergency explrience.

€ Smaff with techmical and management respomsibilities have access to
support tor informing and ventyng key desisions.

@ Staft responsible tor site planning are rraned: and  regularly
supitvised 1o the nedessary tiechriguies

@ Staff and wvolunreers invalved in informartion  gathering are

T
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thoroughly briefed and guickly checked by an experienced person
betore sturting work,

@ Staff and volunteers involved in construction and other mannal
activities are teiimed, supeevised and equipped adequately to ensure
their wack 15 carried our efficiently and safely.

Capacity standard 2: local capacity
Fowal skills and capacity, are used and enhunced by shelrer and sire
PrOGIATHTES,

Key indicators

® Members of the disaster affected population are included in the
mmplementation of shelter programmes.

® Sclection criterta for mermational staff recroitment pclpde o
commutment o bullding loeal cupacities for long term benefit.

® The skills base within existing local partmets and insrititions is
tapped and strengthened during the course of the humanitanan
ASSISTUNOE PrOEIamme.

Guidance notes

1. Ser the People in Aid Code of Best Practice i the Managonent and
Suprpors af Aid Persaunel which is appended in this binder.

2. When programmes are designed, human resource capacity issues st
be addressed. Smfi ond volonteers should demonstrate capakilinies
equal 1o their respective ussignments: specific training in the relevant
arcus of cxpertise must be a prerequisite for engagement of sraff. The
provision of trainmg and support as 4 part of emerpency preparedness
& impprant o ensure that skilled persaimel are available no didiver
quality services. Given thay emergency preparedness cannor be assured
i many countries, humanimnan agencies shouold ensure thar qualified
and competent staff ave identified and properdy  prepared betore
edenitin] nesHuruhent 10 al emergeney ituationg,

O
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introduction

1 The importance of health services in emergencies

In emtrgencies, major loss of lives due to injuries and incregsed
incidence of diseases has ‘been documented. Napural disosters
fearthquakes, foods. volennoes etc) warfare and confhicrs, and
technological disasters contribute to excess mortalioy: and morbidicy.
Likewisy, diseines responeible for soch increases have dlso bBeen
idenrified: measles, diarrhovas (including dysentery and choleral, acure
respiratory infections, malnutnition and malaria {where prevalent). The
high inaidence of discases 1s due ro the environmental factors ro which
papularions are exposed. namely avercrowding, insecurity, imadegute
quantitics and quality of water, poor envirorimental sanitition,
inadequate shelter and inadeguate food sapply.

The main purpose fur provision of health services to a disaster affected
population §s o prevent excess mortaliy and morindicy, A forther
objective 1o identity priormies through tapid and proper assessment,
and ongoitig monitoting and surveillance. It e equally important to
ensure that rechnically sound intérventiong responding 1o priorities
identified by the initial assessment are planned, implemented and
monitored in a coordimated manner,

Priority -should be given to primary bealth care (PHC) measures
mcluding mulr-sectoral assismance i key arcas (watcn  sanitation,
nutrition, food, sheltér), The participation of local health aurhonnes
and that of qualified members of the affected ‘population ncluding
community workérs and home visitors is paramount in carrying ont
pramary health care measores,

B
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2 The Humanitarian Charter and Minimum Standards
in health programmes

The aims of health programmes, as well as those of the ather sectors,
flow from a wider goal which is the cornerstone of humanitarian
practices. This goal s 1o alleviate human saffermg brought about by
calamury or conther through protecong life with dignity m wavs thar
siipport durable recovery,

Transladog this gooal into practice tecuites a clenr commitment by
agencies to huamanitatian principlés and o the jmplementation, of
enimum  standards. The Humanitarian Charter and  Minimum
Standards together provide the policy and organisatonal framework to
enable this 1o happen and o ensure systems of accountability.

The Humanimrian Charter reaffirms the importance of fundamental
humaniraripn principles and the righes of disaster affected communities
ro humanitarlan sssistance. Through the Charter, sighatory agencles
commit themselves to defined minimom standards for the provision of
humaniarion services. The standards for health services (this chaprer],
water supply and sanrition (chuptor 2), nutrition (chapter 3), food md
fchapter 4) and shelter and site planning (chapter §) build o the
principles laid pue in the Humanitirian Charter and demonstrate how
the rights of people affecred by disasters should be realised in practice.

The srandards set o i this chapter deseribe what people should have
s i moamu for thert health and dignity. Agencies should stve to do
better wherever pmiiiblm

3 Using the standards

The standards-apply o any simuation where people’s normal means for
support of life with dignity have failed whether as a result of 4 narural
o human-made disaster in any country, on any coutinent. They
provide a description of what people have a right o expect from
humanitarian assistance, The standards do not focus on disaster
preparedness, mitgaton or rehabilitaton, though these are considered

where televine.

The intention is o provide a tool to help ereare the conditions for

[ Sy
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effective interventions and for the achievement of rthe mininmim
standards, The standards have been made as specific as passible, but
they remam widely applicable to different emergency sttunnions within
curent operational and policy frameworks.

4 Assumptions

T achieve the minmmum standards in a wide variery of emergency

contests; it 4 sseumied thas

@ Agencics are driven by humanirdtian principles-and are commiteed to
best organisntional practices as a means ro achioving their wider goal.

@ There 15 a shared commitment among all those involved in
humanitarinn assistance to achieve the mimmum standords, and w
coordmare their response,

® The agency has woguived sufficiern fimancial, homan and marerial
vestiurces to meer the standards.

@ There is access to the affcaed populadon.,

® All ather sectors are mieting thelr standards (s deseribed o other
thPtﬂﬂ]-

5 Structure of this chapter

After this introduction the chapter iy divided Into the following
sections:

1. Aualysis
2. Measles Contral
3. Control of Communicuble Disvases:
4, Health Care Sorvices
3, Human Resource Capacity and Training
Each of the sections includes the following components:

@ The standards: these specify the nunimum acceptable levels to be
atrained o each area.

N



Mmoo Sramiards on Heuloh Jvvivicas

® Koy mdicators: these aré ‘signals’ that show whether the standard
hag been actained. They provide o way of messuring and
communiaring both the impacr, o result, of programmes as well
as the process, or methods, used, The indicarors may be qualitative
ar quanTirm e,

® Guidance notes and critical issues: these explain why each standard
i important and moay include: specific poins to consider when
applving the standard in different situations; puidance on tackling
practical difficulties; advice on priovity issiies.

Critical mssues might relate to the standard or indicators, and
deseribe dilemmas, controversies or gaps in cyrrent knowledse,
Filling, these gaps will help tmprove the mimmum standards for
health services in the future,

Futthet relevant intormation, including a select hibliopraphy, is
supplied in the Appendices.

The organisntion of the chapter reflecrs the division of activities and
responsihilities that commonly occurs in emergency situations. Action
in cach of these areas contribures 1o the overall purpose of addressing
priority health needs.

Each of thi secrions is inter-related. The inital health asessment identifies
needs, establishes priorites and providis the dam o s prionity
mtervertions: [ata from the angring health mformation ssstem provides
trerichs i morhidity and moreabity which serve to derect new problems or
to redirect resources. Both the il assessment and the health
information system seive toidennfy hedlth problems such as Injurics,
malanerition or compnmcable diseaies that aee addressed and controlliad
using standirds outhived i the Conrrol of Communicable Diseuses and
the Health Care Services secrions, Section 3, Human Resource Capacty
and Trammng, apphes 1o all work and denls with issues related o the

humian capacity required to implement effective health interventions.

Progress in achieving standards in one area ditermines the importance
of progress in other areas. For instance, a good health information
system idensifies problems and rthen leads ro appropriate control,
preventative and curative activities.

T
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6 Links with other sectors

Reference 1o other sectors’ vechnical standards are made where
relevant, The purpose of this is to hiyghlight how work 0 one sector is
closely linked to work in other sectord, and that progress in dne is
dependent on progreds in other areas. For example, provision of clean
water will reduce diarrhoen, provision of sufficient wid appropriate
foods will reduce purrinional problems.
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Standirdised methods of analysis that dre used acrass the sectors have
greae porential to mpidly identify acute bumuanitarian needs and 1o
ensure that ressurces are directed accordingly, This: secrion sets ot
ngreed srandards and indicators for collecting and. analysing
ainformation to idenrify needs, to design intérventions and to monitar
ind evaluate their effectiveness,

Analysis stars with an inimiediiee tnitial assessment. This provides baneling
data that measures the impacy of the disaster and determimes whether and
how 10 respand. Analysis continues throsgh the health information system
swith moniorng, which idemmfies bow well imerventions: are meerng
nigeds and whether chanjés are required. The hedlth information system
eventunlly provides data that can be used o evaluste the overall
effectiveness of mterventivns and o identify lessons for the future.

The sharing of infarmation and knowledge among all those invalved,
nclading the atfected populanons, i fupdamental o achieying o full
understanding of the problem and coordinared assistance.
Documenting and disserminating informaticn from the analysis process
congributes va 4 hroad undemtanding of the adverse public hedlth and
other consequences of disasrers and alse assists in tl'lr. development of
mmpraved disasrer prevention and mitigation strategzes.

) L
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Analysis standard 1: initial assessment
The initinl assessment deternmines as accurntely a5 possibly the Imﬂrh_

wlfects an disaster, identifies the health needs and establishes prioritics
for hmiﬁj_p_mgmmmmg.

Key indicators

® An immediate initial assessment thar follows internationally accepred
procedures s carried our by appropriately expenenced personne
nciuding ar least one epidemiclogest: Dacn collecrion s before the
field assesement unng aviilahle maps, country piofiles ete.

® The initial assessiient is conducted i coaperution with & multi-
sectoral team {warer and sanitacion, pueniton, food, sheltes, health),

natianal health authorines, representatives of the affected population
und o itgrisn ageneies miending to respond o the sination,

® The informanon s gathered and presenced inoa way tho allows for
rransparént and conmstont decision making. Appendix 2 provides 4
sample Checklist bor Initial Health Assessment. Informasion
gathered wsually includes:
— Geographic extent of the impact of the disaster.
= Dempgrophics of the disester affected aren:

The roral disasrer attecred pipulation |populaton denommarer
is estimusted i census Is mmipossible or ot dvailable).

Age breakdown of the dffected population i collected for
two age proups at least (<5 vears age group) and (rotal
popularion s if it is feasible w collect mare detailed age dara,
the following breakdawn s useds <1, 1-4, 3-14, 1544, 45+,

Average family or household size including estimates of
fermale heads of households and pregnant women.

— Ingidetice of communicable diseasei.

= lajuries and dearhs,
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~ Presence of continuing hazards,
— Nutritionad staran of affected populstion.

= Crude mortbity rare (CMR) for toml population expressed as.
deathse/10,000/popualaticn/dar.

- Under-5 mortality rate (U-SMR) [(age specific morrality rate
for under five year old age group) expressed as dearhs/ 10,000/
populanoniday,

— Age and sex specific incdence rates of major problems and
chseases,

= Emvirommental condinons {access t patable woter, corrent level of
sanitation, avadability dnd adequacy of shelter, disease vectors etc)

— Availability of load,

— Starus and guality of local health infrasrructore (services and
staffing) and medical supplics.

— Stiruy of ransporianon svstem,
- Level of communications network.
— Egeimaten of external agsistavice Based on prelisinney Bndinps.

@ The crude martality fate (CMR) for the total popilation and the U-
SMR are computed daily during the curly emergency ro sllow for
detectiom of sudden changes. (See gmdance note 2 an method for
calculating the daly crude mortality rare, )

@ The el assessment team's progrvmmung and recommendations
aim from the stare to prevent excess mortality and morbidity as well
as anticipate future public health problems cesulting from. the
angoing emergency conditions. Recommendations are made an
whether ar mot external assistanice i needed to supplement in-
counrry resources. M assistance s requred, recommendations are
made bn priorities and o strtegy s outlined for proveding needed
Kuran and materinl resouices, There is alsb considetation of:

= The social and political structure of the population including
the potential influx of refugees.

S
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= The psycho-social dimension ol the siruation,

— Spiecial attenrion For growps ot risk.

— Actéss to the affected population.

— Inseturity and violence

= Diseribution systems.

= The possible long rerm implicanons and environmenzal impace
of ri'lﬂ mtervendicns 'pmpuﬁl.'f].

® An assessment repors i5 produced thar covers key areas and
apprapriate recommendaticing which are immedintiely shared with
national and ldeal authorities, reprosentatives of the affected
population and parmicipating agencies,

Guidance notes and critical issues

1, Dwuring the acure phasé of an emergency, the crudé mortality tate
(CMR) for the whole populariers and the ander-$ mortaliry rane
(L-5MR) tor children under tive vears of age are very important
indicarors of the overall statos of the affected popalamon.

2. The following merhod 15 psed o calentare crode mormiicy: rares
over shiorr periods of time =] moneh).

n} Tatal the deaths tle o given number of days,

b) Divide the rowl by the number of days over which dars were
gathered — this gives the avere numher of dears per day.

¢) Divide this number by the size pf the affected population.
#) Muluply by 10,00t for a daily crode mormalicy rate.

3. Timeliness 15 6f the essence for the minal assessment, which should
be carried out ds soon as possible afrer the disaster I requited
there should be an immediate respanse to critical nepds ar the same
tire. A report should be generated ws soom s possible after aroval
at the site of the disaster, though this depends on the particular
event and the wider sironmon.

4. People who are able to collect infarmation From all groups  the
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affected population m a cplturally acceprable manner should be
included, especially with regard ro gender and language skills,

5. The logistics: of conducting the assessment and the wse ol
internationilly recognised standards should be agreed wpon by all
particlpants  before field work begins and specific tasks
cantriburing to the assessment should be assigned accordingly.

fi.  While there are some emergencies where advanced knowledge will
dererming  whar acrions are necessary, most humanitarian
assistance must be bamed on some asscssmoent data, even il
incomplete. There are many different technigques for informarion
gathering and these should be chosen curefully ‘to march the
situarion and the tpe of information required. As a general rule,
ifformation should be gathered more frequently when the
gruarion s changme more mpidly, and when there are eninenl
developments such as new populition movemetts or an epidemic
outhredk of diarthoes, Initial assessments may be quick and
unrefined bur analysis improves as more time and data are
available throngh the health information syatem. As the emergency
stabilises, betrer health informarion data on pregnant and lacrating
women, disabled people, elderly people and unaccompanied
minors atid other groupd ar tisk should bécome avallable.

7. Further information for the aswssment report can be compiled
from other existing literature, relevant historical material, pre-
emergency datn and from discussions  with  appropriate,
knowleidgenble people includmg donors, agency staff, government
personnel, commuiiey leadirs, wamen, cldérs, participating healeh
cuftf, weachers, raders and <o on. Notional of eepibnal level
prepuredness plans may also be an important source of
mfqrmation,

8. Theniial assessment and subsequent health information analyses
should demiorsrrate an awnreness of onderlying structaral,
palitical, ecotiamic and environmental issues opeéraring in the area,
[t Is imperative that prior experience and local understanding are
taken into consideranon when analysing the dynamics and impact
of the new emergency. This requires inclusion of local expertise and

e
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knowledge in dati collecnon and analyas of resouces; capacinies;
vilnerabilities and needs, The currenit dnd pre-emergeney livini
conditions of displaced and non-displaced people in the ares and
local resaurces must also be considersd,

The needs of groups thar are ar risk of additional harm such as

women, children, elderly people, physically and menrally disabled
people must be considered. Gender roles within the social svstem

nied to be idenrified and gender bredkdown should be collecred ax

part of the angoing health informurion system.

Althiugh each emergency genesates particular health needs and
problems, the following broad areas of acrivity are likely o he
needed: surveillance of injuries and diseases. control of
commumeible diseases, measles Imimmisacion, food and notarian,
witer, sanftation anll sheltet. In addition, the inftial gssessmen
should indicate the extent of need foe: prevention services, curative

Isealth care, the referral system, reproductive health, women's and

children's health, community services, health educanon, medical
supplies, personnel and the orgmusationnl resources required to
establish and opdrate these services in an intercelited and
coordinated manries
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Analysis standard 2: health information system
- data collection

The bealth mformarion system regularly collecss relevant data an
populstion, injuries, diseasss, environmenral conditions and health services
Jin o stamdardised Iicmm; i aeder po detect major health muhk-nu

Key indicators

® Surveillance searts ar the same time as the imital assessment and
ideally uses the existing pngoing local health information system. In
some emergeneies, a new or parallel system moy be necessary and
thisos devermined by the il assessment e,

® Responsibility for organiging and sopervising the surveillance
system 35 <learly assipnad o an individual agenoy o assure
coordination between all parmners 1 the loeal health authormies
cannot serve in this funcriom.

® The health informacion sysrem i the inical sesges of the emergency
congentrates od demography, mortality and its causes, morbidity
and priority progroamme activides  (watkt, sanitation, foald,
nptrition, sheltée) as specified by the initial assessment.

® Mortality date 16 collected from: health facilities and the
communiry including cemerery staff, shrond disenbutors and other
ey informanes to assess the daly CMR tor the ol populanen
and U-5MR (age specific mortality race tir tnder five vear olds).
Cause-speeific mormality dara is also collecred. (See Appendix 3 for
sample mortality survelllance form,)

® Morhudity data on injurics, health conditions and diseases i
collecred  from:: health facilities  providing oorpatient services.
tierition centres, feedmg  programmes and commusity heakth
workers, in order to caléulatés incidence rates for primiry causes of
infury or illness; age and sex specific incidence rates; and o detect
changes or new health problems. (5ee Appendiz 3 for sample
marhidity spreedlance {orme)

e
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® Each health Badility providing outpatient services completes the
standard surveillanes formis for mortality and morhidity providing
age, sex, and cose specific durp. (See Appendix 3 for sample
mortality and: morhidity surveillance fooms. |

® Health service daa s collecred fram participaring agencies, Jocd
health focilifics and cominunity health warkers in mest emergency
sitiations, Sinee the kind of data to be collected varies with each
EMECRENCY, tl_'.t: initin] assessment team J;::ﬂh’ltr::s the pricirity areas
for which data is collected, ez feeding programme coverage,
meastes immumsarion coverage orc. (Seer Appendices 6 and 7 for
sample nuention, witer, sanation and envieonment forns; Waeer
Supply and Sanitation, chaprer 2; Nuteition, chaprer' 3.)

® The local health authority or agency designated with responsibility
far the health informarion system regularly summacises dats
received from health facilities and the community using standard
forms and seandard dam compilanon, enire and analysis merhods.
(See Appendix 4 for example of presentation of moenlity dota, |

® Suindard (asé definitions dnd standard reporting forms are
avuilable and used for every disease to be monitored. Defininnns
are simple, clear and adapred o available dingnostic means,
(Examples of some standard case definitions are provided in the
guidance notes helow.)

@ People woiking ot repartmg sitod ace tramed i the use of standard
reparting forms dnd case definitions. The frequency of reporting is
specified and is adapted ro the type and phase of the emergency
gnantion,

® Communications and logistics systems for disseminanmng and
receiving survelllance reporrs: and feedback are o place or are
credeed.

® The hedlth information systaifi Is peripdically assessed to determune
irs accuracy, complereness, simplicity, flexibility and timeliness.

)
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Guidance notes and critical issues
1. The health iwitormation system serves to
al Rapidly detecr and respond o health problems and epidemnics.

b) Monitor trends in health status and continually address healeh
care priofitics.

¢) Evalunte the effectiveness of interventions and service coverage.

d} Ensure that resourges are correctly targered o I:b-r,' areas and
groups of greatest need.
¢) Evaluate the quality of health mrerventions.

2, Eximples of clinical case definitions for use insome emergeney and
post-emergency situations are provided below, More informarion
on standard case defimivions can be found in the bibliographie
references (see Appendix 1, Selecr Ei%ingmph?. health information
SYRHEM .

Measles: generalisied rash lasting >3 diys and témperarure
2387C and one of the following: cough, runny nose, bed evis,

Dysentery: 3 or more liquid stools per day and presence of
visthle blopd in stools,

Common diarthoea: 3 or more hgud watery stools per day.

Cholera: severe, profuse, watery diarrhoea with or withour
denmiting.

Acute Respiratory Infection [ARIY fever, cough' and rapid
breathing (50 or more per minute).

Malnwrition: weight for height index <-2Z2 scores or
kwashiorkar. (See Nutririon, chapter 3.

Malana: temperature >38,5°C and absence of other infection,

Meningitis: sudden onset of fever s38.9°C and neck stiffness or
PUFPLrA.

[
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Analysis standard 3: health information system
- data review

Health information system data and changes in the disisrey Sifected
population are regularly reviewed and analysed for decision making
and appropriate response.

Key indicators

® Durnng the emergency phase, the crude mortality eare (CMR) and
incidence rares of major health problems (imjurles and diseases) are
momtored aod analvsed duly for decision making, However, for
sane emergencies, the monl assessment team may recommend a
less freguent cvele ol annlvis,

® Reports of heilth peablemis linjufiss, malnottition erc) wre rpidly
identified, further investigated and appropritte measures
immediately. institured o prevent excess mormbity from the
ientificd problem(s),

® Individual ceses andfor outbreaks of communicable diseases ore
investigatied as soon o8 possible and orfitmed. Ourbreak control
measures are instivuted if indicared and cases recvive appropriate
treatment. (See Control of Communicable Diseises standards.)

Analysis standard 4: health information system
- monitoring and evaluation

Data callected is used 1o evaluate the effectiveness of mterventions m
controlling disease and in preserving healeh.

Key indicators

® Measures of effectveness used for evaluanon mchade:

= Dégreasuiy deith rate siming townrds less: than 1/10,000/day.

B
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— The ande=5 mortaliey care (U-SME) 15 reduced w noomore
than 2/10,000/day.

- Epidemics/diseases are controlled.

= Measles vaccination coverage reaches more than 90%,

= There is delivery of adequate food (see Nutrition, chapter 3
and Foud Akd, chaprer 41

= There s aicess ta adequare water (see Water Supply and
Samitation, chaprer 2,

— Adequare sanimanon facitities ave avalable (see Warer Supply
and Sanitation, chapter 2).

Guidance notes and critical issues

1. The abjective of an emergency intervention shonld be o achieve a
CME of <[/10.000/dsy and un U-SMR of <2010,000/dav as soan
an possille.

The health information system should be integrated nto the host
community system and mclude health facility and communiry
health workers. Both the aftected populanion and rthe host
comrnuity participate i the health information-system.

!"J

3. Emergencies ate valanle and dynamic by definition. Regular and
current information i< therefore vitul in ensuring thar intervennons
remain relevane, Information derived from continual manitoring of
mterventipns should be fed into reviews and evaluations. In spme
circumstances, o shift in seraregy may be required o respond w
major chanpes i the cortext o feeds of the disasrer offecteid
population,

4. Evaluation is imporant because @ meagures effectiveness, identifies
lessons for future preparedness, mitiganon and humanitarian
assistance, and premotes accountahility, Evaluation refees here 1o
ey Jinked processes:

a) Internal programme evaluution s normally carried our by seaff
as part of the regular analyiis and review of monitatiig

e
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information, The agency must also evaluate the effectiveness of
all irs nterventions in g gven disaster situstion o compare its
mrervertions acrass different smutions,

b) External evaliation may by centiast be part of a wider
cvaluation exercise by agencies and donors, and may ke place,
for example, after the acute phase of the emergency. When
evaluarions are carried out it s imporant thap the echmigues
and resources psed are consistent with the scale and nature of
the intervention or progrumme, and thar the report desenibies the
methodology emploved wad the peocesses followed in reaching
conelsiine,

5. Maonioring and evaluation acrivirles reguire close coopleration with
other seetars (see chapters on Water Supply amd  Saniestion,
Nutrition, Food Awd, Shelter and Sire Plunning), host authorities
and agencies.




2 Measles Control

Measles vaccination carmpaigns should be assioned the highest priority
ltthuulﬂiutpasﬂbhttmmmm sfhutlnrnsfm
vaccination programmes should begin as soon as the necessary
personmel, vaccine, cold chain equipment and other suppiies are
available. Measles vaccination should not be delayed until other
vmhﬁwmtﬂemuﬂtﬂm#dmﬂmmhﬂﬂ-f'l.. :
In some rare instances; the initial assessment team may assess that a
measies vaicination campaign s ot ecessaty This decision should be

Lﬂpﬂgﬂiﬂﬁtﬁpﬁﬁﬂﬂhﬂdmmmmm
the estimated number of susceptible persons fn the affected
population, In same other instances, the initial assessr ent team may
mmnnmdﬂmtpcmmxmhﬁmuhgurhighrhcwa&ﬂ
there (s evidence of high susceptibilty n this age group.

Measles control standard 1: vaccination

In elisivster affected populitions, all childres & months o 12 years old
receive a disie of measles vaccine and an appropriate dose of vitamin A
s wonn as possible.

Measles control standard 2: vaccination of
newcomers
Mewcomers (il thisis o refuages setaation Fare systematcally vaccmated.

All children A mancheos 12 0ld vears réceive o Uie of méasles vaccine
ani an appropriate dose of vitdmin A,

)
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Key indicators

@ Coordimatdon with local health duthorities (Expunded Programuie
e Inilunisations —~ EP1) and involved agencies is édnthlished and
ONgoing.

@ Up o (00% of all children in the rarger group {including

newcomers) are vacunated. (See Appendix 3 for sample measies
waccInntion e

@ On-site stipply of teasles vaceme cquals 140% of the tirget grotp
including 15 for wastege and b 25% resetve stock; projectiors of
vaccing needs for subsequent newcomers are mnde and vaccine is
procured if not alreaily available,

® Only waccines and avtodestruct syringes meeting WHO
specificarions are used,

® The cold chain s continuoesly maintained and moniwored from
vilccine misnufacture to vaccination site.

® On-site supply of autodestruct syringes equals 125% of expected
target groups including & 25% rescrve stock. Sufficicnt Sml syringes
for diluting multple dose wials are available, One svringe is
wequired for each vial dilared.

@ Sufficiemt WHO recommended “safety boxes” are wsed to store
autgdestruct syringes before their disposal. Boxes are disposed of
accoeding o WHO recommendations,

® On-site dupply of vitumin A equals 125% of the gt group
mcluding a 25% reserve stock of vitamin A s o be provided as pars
f @ mnss Vasginaton A,

€ Previous experence indicates thar staHing for vaccmation acuvities
(including administration of vitamin A) should consist of at least
one supervisor and one logistics officer who ¢an supervise one or
more teams, The following ream should I able 1o vaccinate up o
SN0-T00 persons in approximately one hour. The nuwmber of
vacanators: needed will depend on the mrger populanion o be
frninuised.

= Faur staff mombers 1o prepace the vaccines.

)
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— Twn staff members m adminiscer the wiccines.
— Sux staff members to register and tally.
— 83 staff membiees to moinain order (erowd comrnl),

& The date of medstos vacanaton s enreeed Inoeach child’s bealeh
tecord. Health records for recording vaccinntions are priwlded if
possible.

® Infanis vaccinated prior to 9 months require re-vaccimation upan
reaching thar age.

® lcalth facilities have the capaciry o ensure rounine ongoing
measles vaccnacion of new arrivals if this is o eefugee siroation, and
b idenrify childeen needivip to be resvaceinated af 9 months.

® Relovanl niessages i the local language dre provided o gloops of
waiting mothers or caregivers on the benetlss of measles
vaccination, possible side effects, when to retumn if resvaccination is
mdtzared and the imparrance of retaining the healeh revord,

@ A public mformanon compaign s conducted by community
workers before comducting a moss vaccinatibn cainpalgn.

Guidance notes and critical issues

1. Viccies muse be muintained at the manufactarer’s recommended
temperature of <8"C to maintain vaceime potency.

2 Individusl health records for reenrding mensles vacejiations dhould
be provided bur may nor lways be available or issued i an
emergency sitganon; the lack of n::vnrdi ﬁhnuld mot delny the
implementation of measles vascinanon activities.

3. Tvmay be necessary t tuse the messles teger proup from 12w 13
veirs of age or higher in some arias if there &8 epidemmological
evidence thar this higher age group is susceptible. In other instances,
the initial assessment moay recommend a mrger group below 12
years af age,

4. See also Nurrition, General Nutrigional Supporr standard 1,
e Hotes on vitamin A

e
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Measles control standard 3: outbreak control

A systematic response 15 monmted for each outhreak of measles within
the disaster affected popolanon and-the host communiry popolation.

Key indicators

® A single case (suspecred on confirmed) warmanes immediate on-site
mvestiganon which includes looking-ar the age and vacemarnion
stards of the snspect or confirmed case.

® Control inedsdurey fnclude the vaccinataon of all children & months
to 12 years of age {or higher if alder apes are affected) and the
provisian of an appropriate dose of vitamin A

Measles control standard 4: case management

All children who contract mensles reccive adegquate Gire ) order to
avend serious sequellae ar death,

Key indicators
@ A community-wide system for petive case detegtion wsing the

standard case definitivn and referral of suspected or conlinmed
mensles cases 1s-operational,

@ FEach measles case receives vitamin A and appropriate trearment for
complications such % preumonin, pastro-criteritis, severe
malnutrition and miningoencephalitis which' eatse the muost
mogtality.

® The nueritional starus of children with measles s monitored, and if
necessary children are enpolled in o supplementary feeding
prig e

i
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Guidance notes and critical issues

1.

I=

‘Because measles vaccination isso important in the carly stages of an

emepency in many countries, vaccination should not be dilayed.
Crthier EPI vacoings ane introduced only when the immedinte needs
of the disaster affected population have been met.

When mass measles vaceination is indicated and individual records.
are not avalable. the immunisanon of children who may have:
previousty received vaccine ts not harmful, Tt s more important to
resvacinate than o leave a child wnivaccinared and suscaptible.

Drpring 2 mass Campaign, WHO rettimmends the fullowing doses
of viramin A:

& manths 1w 1 yvear of age: 100,000 lmernational Unies (IU]
| year of age and over; 200,000 [Us
(See Nurntion, Appendix 1 for TU definition.)

Tur measles case management: admimstranon of supplemental

vitamin A to 'measled cases conttibutes to a decrease in morwlity

and measles sequellae, WHO sécommendds:
<t months of age: 30,000 [U an day one; 30,000 1L on day two
| 1 months of age: 100,000 10 on day one; 100,000 1L on day two
=12 months of age: 200,000 U on dii.:.r o 200,000 10 on day twio

o meusles: disease is i the affected population, it s possthle dar

children who are vaccinoted during their incubarion period may
siill develop the disease.



3 Control of
Communicable
Diseases

The primary causes of morbidity and mortality in & disaster affected
population are measles, diarthoeal diseases, acute respiratory
infections, malnutrition and, in areas where it i endemic, malariz.
Other communicable diseases, such as meningococcal meningitis,
hepatitis, typhotd fever, typhus and relapsing fever, may cause
outbreaks in some settings. :
tocal heaith authorities inchuding community health workers and
home visitors are part of the control effert and work In conjunction
with health faciiities and participating agencles. The affected
population plays an important part in disease prevention and control
through the application of, and adherence to, good public health
Prevention s a key prionty in communicable disease control and
therefore successful Implementation of other sector activities such as
water, sanitation, nutrition, food and shelter is of vital fmportance.
Crowded populations, contamination of water supply, poor sanitation
and low quality housing all contribute to the rapid spread of disease,
Foor nutrition, particularly among young children, increases
susceptibility todisgase and contributes to High rates of mortality.
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Control of communicable diseases standard 1:
monitoring

The pecurrence of commumicable dweases is monitored:

Key indicators

® The responsible surveillance amd diseise control umt or ageney s
clearly idenrificd and all participants in the emergency know where
o send repors of suspect or confirmed commumcable diseases,

@ Seaff experienced in epideimiology and disease cositrol are pare of

the surveillance and disease control unit or agency.

® Surveillance j= maintained at Al rimes 1o rapidly detece
communicable diseises und o trigger outhreak respomge.

Control of communicable diseases standard 2:
investigation and control

Quthreaks of diseuses of epidemic potentinl; such a5 mensles; actte
respiratoey infections, diarrhoeal diseates inchiding dysentery. and
cholers, and malaria are investigated and conmrollid according 1o
mtermanonally accepred norms and standards,

Key indicatars

® Discases of epidentic potentinl are (dencified by rhe ininal
assessment; standard protocals for prevention, diagnosis. and
rrearment are 0 place and appropriately shared wich health
factlities and commuiey health workerdhome visitors.

@ Ciisc reports and rumonrs of disease deéurrence are investigated by
gualified seaff,

@ There is confirmation of the diignoms,

® Outhreak control measures are nsrituted and include:

[
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~ Anackimg the source. by reducing the sources of wfection o
prevent the disease spreading to other members af ‘the
communiry. Depending on the disease, this may involve the
promps diagnosis and treatment of capes (6g chuler), isolation of
cases (eg viral haemorrhagie fevers) and controlling animal
reservoirs (eg plague).

= Protecting suseeptible groops in order ro reduce the risk of
infection: immunisation (eg meningits and measles), better
nutrition and, in some situarions, chemoprophylasis foe ligh risk
wroups {eg malaria prophylaxis may be suggested for pregnant
women in outbreaks).

= Interrupting rransmission m order w minumise rhe spread of the
disease by improvemenss in eaviconimental gnd petsonal hygiete
(for all faco-atally transmitied diseases), health  education,
vector control (eg yellow fever and dengue) and dismiection and
stetilisanion (ey heparitis B),

® Qualified ourreach personnel (community health workers, home
visitors| porpcrpate methe comrol measures at communiry lesel by
providing both prevention messages and proper case mansggment
(provision of ORT and drugs, compliance with prescribed
treatment, follow-up ar home etc) following agreed guidelines.

® Public information and health promotion messages on disease
prevention are part of cooteol aorivites;

® Community leaders and community health workersthome visitors
facilitate ateess Lo populition grodups and disseminate key
provention messages,

® Only drugs from WHOS Essennial Dirugs List are used, (See WHO
references in Appendix 1.)

® Ly some imstances, studies will seed o be carried our 1o ussess drag
TERISTATICE .
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Guidance notes and critical issues

1. Repoas and rumours of outlreaks are common among disaster affeceed
populanons, including refugees, and should always be tollowed ap.

2. An epidemic is defined as an excessive number of cases of o giver
diseaee in relarion o prior expericnce atcording to place, time and
popilation, Ie can sometimes be difficule to decide whether there s
an epidemic ar not, and criteria for epidemic thresholds should be
established (hby the surveillange unit) for the diseases for which this
is possible, Since many diseases do not have a defined threshold for
declaring, an' epidemic, any sispetted or confirmed epidemic must
be reponted o the responsible surveillance and disease contral unir,

3. Serting up a chinieal laboratory s not a priority in most
emergencics, Most cases will be diagnosed dinically and treaement
will be presumpnive or symptomanc. Some wfeenons agents will
need to'be Wentified and sample mutecial will need ro be collecred
far testing and sent to o riferénee lab. Thic can be detetmined by
the responsible surveillance and disease contral unit.

4. Infurmation on the contral of the most comman communicable
diseases - diarrhoeal diseases (inclnding dysentery and choleral,
nicnte respiratory discases, measles and malara = s beiefly provided
lielow. The conteal of rarer o less severe diseases s desenibed inthe
referoncee provided in the bibliography in Appendix 1. 5S¢ in
particular Médecins Sans Frontigres, (1997,

The following s adapted and modified from Comtrol of Infections
Diseases m Refugoe and Dusplaced Papulations . Develaping
Cotertries by C Paquet and G Hanguer, poblshed in the Bobletin
Institur Paseure, 1998, 96, 314,

Diarrhoeal Diseases

Dinrrhoeal diseases represent an important canse of death among
digaster’ whecred pispulitions, mamly becaise overcrowding; lack: of
water and poor bvgiene and spnitation faveur the pansmission of this
group of diveases, As treatment of common diarthoea relies on the
preventiom of dehydrion through arsl rehydration thesapy (ORT),
the basic health services 1o a disaster affected setring should include a

e
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network of ORT points. Since poar nitritional statis further mereases
the case fatality mre of the diseuse, all chilinen with diarthues must be
checked for malnutnrion and be managed sceordmgly. The provision
af safe water m suthaent guantiry, building of birmes, disteibution of
snap, and wppropriate site plannivg o avoid overcrowding dre the most
effiecrive witys of controlling dinrrhoda-related mnchidity and mioredlicy.

Dysentery Outbreaks

S dysemertae type 1 (3d1) infection lins béen-a major public health
problertt in Latin Amefica, sourh Asia and central Africa.
Unfortunately, 5d1 has proven its extranaedinary abiliry to develop
resistance to antibiotics. In some areas wday, the only efective
antimicrobial agent againsy Sd1 15 ciprofloxacing (5 day regimen),
further complicatng panient management and mereasing the coss of
the treatment toa level which may prevent is use on o lurge scale.

Chaolera Qutbreaks

Cholera outhreaks are frequently ohserved in sertings in Asin and Africa.
When properly managed, cholera case faraliny rates can be kepr below
1 o chiritig outhreaks occorring in refuge semugs; Onthreak cotitrol is
based on active case-finding and appropriate case-nmmgenient.
Soverely dehydrared parients receive intravenons (IV) trearmient. Mild
wwholern cases are treated with ORT, A short course of antibiotic thirapy

gan reduce the duration of the disease and 15 still recommended by the
WO for severely debvdesred panems: Cholerp rransmission s reduced
by appropriane waise manigement and saoter tiearrment (chlddnation).
Mags vacsination has never been psed for comtrolling cholerm outhraales,
and i B dgred tha'e-r.-nt_inngim wontld have very little or no mmpact once
the outbreak has stared (reactive strategy) and would divert resources
from other essential control acrivines,

Control of Acute Respiratory infections (4R/)

I developing countries, 23-30% of deaths among children under
frive are caused by ARL aund 90% of them are atriburable
preomonia alone, Proper case management s the cormorsione of
thit prevedition of denthy fram prcumonis. Cleneal diagnosis, based
an obkervaron of the child's brearhing, has heen developed by

B
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WHO and UNICEF, and can'be uied for gnrly recogmitdon of casws
in a relugee papulation. Colrimoxazole remains the drug of chaice
because it 15 casy 1o administer and cost-effecrive in the ambulatory
rearment of prewmonia,

Measles Control

Measles rematns a major canse of ¢hildhond mortality throughour
the worlde While the Expanded Progrpmme pn linmunisabon (EPL)
has achieved satisfactory overall vaccine coverage levels i some
countrics, coverage levels vary widely among reglons of the worldl
Outhreaks can oceur in camp sertings and other ¢rowded
envirarments where a concentration of susceptible individuals is an
important. risk factor for rransmission of the vires. High morealiny
rates occur becanse of poor nurripemal strs, vitnmm A defeency
and intensive exposure to virus due to overcrowding. High martalioy
due to mensles is preventable and mass immunisation coupled with
vitamin A distribution s a top privrity in an emergency.

Malaria Control

Malaria caused by plasmodinem falciparum remping thie inain health
hizard in woplcal areas all over the world, Even for populations
displitced from a highly endemic area, prevention of maluria is hased an
mdividual protecion with impregnated  bednets and  community
protection through vecror control, Mass distribution of masiuito ners
unpregnated with inséaicide can have a shgnificant impact oo malars
srarsmissipn by reducmg the mosquiro population and crearing a shicld
effect, thus benefiting even peaple who donor themselves use nets. Mass
chemoprophylasis has not been rescommended because it is extremely
ditficule ro implement and to monitor on a large scale and because it ean
accelerare the development of drug resistance. Thie ideal devategy in
prifciple & o treat cises with confirmisd pafasitnertia, but this is rareld
possiblie in pracaice. In the absence of laboramry facilinies und bn highly
endernic areas, treatmiert s often admnnm.-mnl on a purely chnical bass.
Therapy should be in ling with the panonal malasia programme of the
best cowatey e adapred o theepidenuolbgicn] pacters i the attected
popilarion. This is best defined in the post-emerpency phase, when
epideminlogical trends dan be berter asyessed.

T



4 Health Care Services

Health cave services standard 1: appropriate
medical care

Emeegency health care for disaster atfecred popularions is bused on an
imirial pssessment and data from an ongeing health information
systemy, and serves 1o redyen excess mﬂﬂuhw and miorehidiny through

appropriage medical care.

Key indicators

@ Interventions are designed o be respomsive to the wdentified major
couses of excess depth and disease,

® [ possible, the local heaith authoomes: ead the bealth care eftor
and local health facilines are used and steengthened by participating
humanitarian agencies, I this s not possible, an external agency
beads the eflurt, works with existing facilities which may require
substantial support and coordmates efforts of parncipating
AECTICICS,

@ All partivipadng humanitarion agencies: wgree o coordinate wirh
the lead heilth care authority which s designated at the fime of the
initial assessment.

@ The health care system is able to cope with.a high level of demand.

€ The health care system is flexible emough m adapt to changes
identified by the health informapon system,
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Health care services standard 2: mortality
reduction

Health care in emergencies follows primary health care (PHC)
goidelines and rargets health problems thar cipse excess mortaliny,

Key indicators

® Emergency health care interventions are implemented shrough the
existing PHC system if available. The PHC system includes the
following levels of care:

- Farnily level.

= Communiry level wcluding community health workeis and
e visitors.

= Peripheral health facilities (dispensnry, health post or health
clinich,

— Genteal health facilities (health centrel.
— Referral hospiral,

@ Health care interventions are implemented ar the appropriaee level
af the PHC system. Not every amergency will need all levels of eare
andd the iniclal assessment cin o make this determimarion. 1 a local
health care system does not exisr, only those hevels needed 1o
prevent excess mortality and mochidity are introduced.

® [mergency health care, meluding treatment of mjuries and disease,
i provided to the population largely at community level. Sorme
treatment occurs it health facilities and a smaller number of cerions
cases is sent 1o referral centres,

@ Staffing ar each level of the PHC system is appropriate to meer the
needs af the population and paly those levels required ro reduce
excess morrlity and morbidiry are used or merodoced, Supgesnons
far stafting at cach PHC level fs provided in' the guidance notes
Fig |

)
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® Health professionals from the disasiet affected population are integrated
into the health services as much as possible. Outreach workers are
sedected from the communiry and reflect the gender and culiural profile
of the populaton as determined donng the iminal assessmene.

@ All health care providers agree on the common use of standardived
procedures for diagnostic technigues and the teewrment of the magor
priority discases causing éxcess mortality and morbidity.

® The now Emergency Health Kiee {110,000 papulation) are wied to
seart the intervention but subsequent drug needs are ordered and
fallow the WHO recommended Essential Drug List.

® Unsolicited donations of drugs that do not follow guidelines far
drug donnoons are not ased and are disposed of safely.

® Urniversal precavtions to prevent and limit spread of infeetions are
taught and practised,

@ Suitable transportation i organised lor patients to reach the
refermal facilines.,

Guidance notes and critical issues

1. Emergency health cade is available to the disaster affected populagon
and, if displaced persons are involved, o the host population. The
peogeaply, ethmciry, language and gender characteristics of the
affecred nreaneed to be considered when miplementing inrerventions:

2. Setviees provided at the different levels of the PHC svstem usually
include the following:

Family level: some preventive and curitive care 15 provided by
the family itself, nearby relatives or by community health
workers such as taking medications, administration of ol
rehydrarion therapy (ORT),

Community level: dara collection; ORT, compliance with
trestrents, hame visis and case dereenion: refereal of patienss w
[acilitics; health promoton/edication, infarmarion.

Peripheral level: first level sutpationt services; ORT; dressing;
eferral of parients to higher level; data collection; vaccitmtions,

B
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Cemral health facility Jevel: diagnoses; owrpagent department
(first lewel and referral)} dressing and injections; ORT; emergency
seryice; uncomplicared deliveries, mimmum reproductive health
sctivities; munor surgery; pharmincy; health surveillance; basic
hospitalisation; referral o hospiral; possibly: laboratory,
tranafusicing ongoing measles immunisations,

Referral hospital level: surgery: major obsterric emergencies:
referral laboratory,

3. Swuffing ar each level of a PHC system can vary bur the following
re generl puidelines tiken from Médetins Sans  brontieres,
Refugee Health, Al Appiroich to Emergency Situations:

Community level:
I home visitor fur $00-1,000 popualation.
| supervisor for 10 home visitors.
| senige supervison
Peripheral health faciliry level: (for approsamarely 10,000 paputarion |

Total of 2 to § workets with o mmmaoni of 1 qualitied health
worker based on 1 person tor 50 consultations per day.

Locally mained person for ORT, dressing, vegistering etc.
Central health facility fevel: (for approximately 0,000 population)

| doctor for diagnoses, 1 health warker for 50 consultatinns
per diys 1 health worker for 20-30 beds (8 hour shifisi; 1 ORT:
1t 2 for pharmicy; 1o 2 for dressimgfinjection/srerilisation.

Non-medical staff; 1 to 2 clerks; 1'to 3 guavds (8 hour shifts);
cleaners.

Referral hospital level:
Variahle: at least 1 docton 1 nurse for 20-30 beds (8 hour shifts),

4, Throughout the emergency ond therenfres, humamimeian agencies.
should aim 1o strengthen local health servaces rather than to-create
SEPArATE Sefvices,

SO



5 Human Resource
Capacity and Training

All aspects of humanitarian assistance vely on the skills, knowledge
mmﬂﬂ#mdmﬁmmmmmmé
often insecure conditions. The demands placed on them can be
‘considerable, mﬂ‘ifﬂiqrmmmnﬁuuﬂwm to a level where
minimum standards are assured it is essential that they are suitably:
experienced and trained and that they are adequately managed and
supported by their agency.

Capacity standard 1: competence

Health interventions dee intplemented by stafl who have approprise
qualifications and experitiice for the duties mvolved, and who are
adeguately managed and supported,

Key indicators

® All staff working an 3 health igrervention are informed of the
purpose and method of the activings thiy are asked to carry our

@ Statf with technical and managentens responsibilities have acoess tiv
support for wdormone and verityving: key deasons

® The mica! assessment, the design of interventions and  key
techrical decision making are caeried out by stafl with relévant
technical qualificatdons (épidemiplopy, water, sanitation,. food,
nitntion, shelieg health care expertise) and previous emergency
eXpeTICnCE.

B
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® Siaff dand voluntéers invalved in surveillahoe (as part of nssessmint,
miitoring o review processes) are thisroughly briefed and quickly
checked by an experienced person hefore starming the work,

@ Stiff responsible for communieable disease control and for health
care interventions in the atfected populstion bave previous
experignce or training and are eegularly supervised in the use of
tecommended treatment prototals, guidelines and procedures,

® Introduction of any new medical supplies or equipmant is
accompanied by thorough explination and supervision.

® Vaccination programme staff have the demonsteated ability to
maplement the programme including advising people abouc the
vaccine, side effeers and other relevant messages,

@® Tarypeted heulth care procedures hive clear writted guidelives and
pmrrmls.

® The weamment of severe disease or injury s supervised by a
mecheally qualificd, experienced practivioner with spegific training
in this area.

@ Health, notriton andfor ourreach workers who have conmer with
maoderately malnourished individials ére theit carers lat home, in
feeding centres, in chnics ete) have the demonstrared abilivy 1o
provide appropriate advice and support.

@® Heplth ataff hoyve the demossprated abilicy 1o advise mothers and
carers on appropriate infanr and young child feeding and ether
priority pracrices,
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Capacity standard 2: support

Miembers of the disastet atfected population feveive sapport t eitable
them o adjist to their new eavieonment aid to make optinil use of
‘the pssistance provided to shem.

Key indicators

@ Carers are informod about priority prevention activitics such ds
need for vaccination, use of soqp, bednets, litrines and good health
secking behnviours.

® All members of the emergency affected population are informed
about the avalability of community health workers, home visitors
and the locaton of health facilines and services.

Capacity standard 3:local capacity

Local capacity and skills are used and enhanced by emerency health
v OTIs.

Key indicators

@ local health professionals, health workers, leaders and other
mernbers of the disaster affected population are mcluded in rhe
inplementation of health interventions,

O Solection critetin For juternational staff recruitinent includes o
commitment to stréngthen the capacities of local health systems tor
long term benefit.

® The skills base within existing local partners and Jnstirorions is
tapped and strengthened during the course of the  humaniarion

assistance programime.

)
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Guidance notes
1. ‘See the People in Aid Code of Best Practice in the Management and

2

Suppirt of Ald Personmel which s appended in this binder,

. See also Nuotmgon, Human Resource Capacity and Traming

weincharsh 1, i chaprer 3.

 When programnes are designed, human fesource capacity lssues

must be addiessed. Volungeers and statf should  demonstraie
capalbilities equal 1o their respective nssipnments; specific training in
the relevant areas of expertise must be a prerequisite for
engagement of staff, The provision of training and suppore as a part
of emergency preparcdness is ioportant o ensure thar skilled
pervotnel are available o defiver uality services. Giverl that
eipergoncy preparddness cannot be assuned in many countrics,
hurmanitanan agencies should ensure thar quallfied and competent
statf are identified and properly prepared before eventual
ASSENMENT TOAN eMmergency situartion.
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Appendix 2

Sample Checklist for Initial Health Assessment

[Adapoed fromm CDC (1992}, Famune-Affected, Refwpee and Desplaced
Popelanons: Recommandations: for \Public Health Tsswes, MMWR
[RR-13Y, fly.)

Preparation

@ 'Obtmn: available information on: the dissster affecred  poputanon
and risatiices from host countey miniseries and ofganisations.

® Obtain dsailable roaps br aetigl photdgeaphs.

® Ohtain  demographic and bealth data from  inpermational
OF B MISITIONE,

Field Assessment

® Decermine the toral disaster affecred populanon and praportion of
children <35 vears old.

® Determine the age and sex breakdown of population,
® ldeonfy groups ar L[H.'I#ﬂﬁl.‘l‘.lllﬂlﬁ_,’fi.

@ Determune the average household size and estimares of female heads
oif hinasehialds:

Health Information
@ [dencify primary health prablems in counery of origin i refugees arc
imvinlvied.

@ liencity primary health problems m the dikaster atfectéd area il no
refugles are involved.

@ [dentify previous sources of health care.

® Ascertain important health beliefs and tradimom,

i —
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® Derermine the cxisting socml structure and the psyehio-sonl
dimensions af the sithation.

® Dictérmine the strengths and coverage of lucal public health
progeammes in people's country of arigin.

Nutritional Status

® Determipe the prevalence of proteit-enctgy maloutrition (PEM] in
populition <5 yeirs of age

® Ascermin prior nutritional status,

@ Determine the prevaledce of  meeronutrient deficiences. m the
population <3 years of age.

Mortality Rates
@ Calculawe the overall mormaliny rare (erude moctality rare = CRM)

® Cplcalate the under-5 morrality rage (age specific mormlity rare for
childeen under five years old).

® Calenlote cnuie specific martality Fates.

Morbidity
® Deemmine age and sex spedific incidence rates of major healch
prohlemy and dlseases that have public health imporsance.

Environmental condftions

® Determme climaric condinons; identify  geagraphic leatures;
ascerrain’ local disease epidemiology; assess access 1o affectid
population; assess the level of ingecurity and violence.

® Assess local, regional und national fond supplies 1qunnmy quality,
types), distribution systems, coordinaton and services of exstng
arganisations, logistics of food wansporr and storage, feeding
preoprammes and aceess o local supplies.

@ Assess existing sheleers and availability of local materials for shelret,
secess, amount of land and building sites; wopography and

B
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drainage, blankets, clothing, domestic ortensils, fuel, livestock,
moTiey,

® Identify and assess warer sources, guantity, gualiry, transport and
STOTAE.

® Azcess sanitation including excreta practices, sodp, vectors and rats,
biurial sires.

® idennfy and assess loval health services mcluding: access
facihities, health  persontiel,  interpretors,  types of
faciliiewNeructures, water, refriperation, penérapars ar facilities,
drug and vaccine supplies.

Logistics
® Asseas tramgport, fuel, storage of food, vaccines and other supplies,
cOmmunicanon.




Appendix 3

Sample Weekly Surveillance Reporting Forms

[Actual | forms should | be established and based on' findings and
recommemdiitions of the Tnitis] ossessment)

Site: Drare: from {8

1. Disaster affected population
A, Towal population at the beginning of week:

B, Births this weel: Diéaths this weel:
C. Arrivals this week of applicble): Departures this
week:

0. Total populistion at the end of the week:

K. Toml populaton < § years of age:

2. Mortality

Mumniber of deaths 04 vears S+ yrars
Males Females| Males Females| Totml

Marrhoeal disease

Respirattiry dikense

Malntrricion

Measles
Malada

Mitermal factors |

ilew/Unknown
Total by Age and Sex ' I




Average toutl mprtalicy raté: N F
{Deatha/ 10,000 tatal population day averaged for week) by age « sex

Average under-five morrality mte: M

Tiag

.'up]:l;u-\ﬂl. g

il

F Total

Deaths! LLOO0 under-fives/day averaged for week)

3. Morbidity

Primary symproms/
diagnodis

14 years

Males Females

I years

Males

Dinrrhoealdelvdeaticn

Fermules

Total

Fever with cough

Fover and chillsfmalara

Measles

Traumafaceident

Suspected chalera

Other/Unknown

Toal

4. Comments

i1k ety e e gussaibibe o collep ses Demakdiwn dyeigy an indbal asesnemn, e
coliumes fop sex ey be ombitod. Floweves, the oppoing healeh information spiiem
ibinild be able ta cellect sos heen kit |

(Phielie mnoxee (e (o, e ooy et ode age wpecfie morbidie and woraiay e e by
the: healtly informanon sysem. The following ane groups should e usodi <1, 14, 5414,

1544, 434,

e T



Appendix 4

Example of Mortality Dataset Presentation

Proportional mortality among
Mozambican refugees in Malawi, 1987-89

Msilaria
16%

Qiher
%
ARI
1%
Tsasies ;
= e

<=5 years

Saurce: MEF (1997, Hefvper diealite, A Approach io Emiergoaey Simumiend, Macosiiaes, Londmy,

ey



Appendix 5

Sample Measles Vaccination Form

From: /.., f — Tor . - |
ahay b fpean ehary Fmnih oy

= Mass measles vacaingllan campaign
Yen O Ka O

* Routine measles vaccination in healih locllities
Yea No O

= Moosias vaccination coveiags
Targot popolution
< § yeurs old: =5 ypears old: ..

Total target population: ..

e rareinsied ass cEMPEIZD A M L e e cias D Emzndaiire =l
.m-“'
TS " rr— ——
<3 yeues ol
EEE T 1] |
e |

'wurlmmhm hal\.‘uui,}-ﬂyuiumn

e i oo iy ol o ol oo s nicivny e wasmapion csmipgng anee shange the e,

Sefce: MSF | FYF7L Rafiame Hatitle Ae Appiroacll ro Bererprmey Sfatesreioms., Masmiilbin, Lovding

G



Appendix 6a

Sample Nutrition Forms

{Pliaie it shise fornis shiould be adpred t the parmcolar sitizttion and follow the
indridk ansraatiotnr recommeddat s !

Place il Regoried by
7 — i To: - i A 1T
:ln'ﬂl;mrd.h fynar iy R | yean
» araral food disnbution
iy Triead dbsrribribon doriing e wesh Yas O o O
g iy el fpeesan ot dhunl the orgabieeibives b churge ol Use il ing
18 maid to ham dlstributed:

i food Sandrt moniioomg has benn camnd oot G the- okl balow,

Feod | Giamaily e, | Bambies sl dupe beteeds | groatiiy /ey | Bl fpems fdey
perwinne nmil scroal
jord

|

P
i
| |
Comemsnin = =

« Feoding conlr shuctures ond choroctsdatics

Wermduive | e bl cmuieer | e el il ol wesk] N of manlidey | iadfprd
m PO—
T e
=Ty
| Blimaad S || 1 ]

Sonjrees MAE (VT Refrger Bty s Apperosace e Amoermini Simaioe, Slanmiftase Loandoat:

G



Appendix 6b
Nutrition Forms

Mo trotes thase fodehn shoold | Be ailapied o' the phivledlar sdimatlbn and follow i
ermeead aupestments teenmmmd e, |

| e B BT Hoported by .
Frommt i f e b= =
dar imooaith ) par iy Kbty e
1. Thersperutic freding
:MH' . pH‘ﬂT;I'l-H:“ TaTAL
Fivvias smin i |

o W e “’Hﬂl-_l w W W ‘“_lll.'hnt 1 ﬁﬂ. '

= = B peae

St NI LN, Mlhied Hhradth, Ao Aghjarddih o Esmorgeili Sapradbonms, Mucsillal Ui,

B



Appendix 6¢
Nutrition Forms

(e notes shese fpons shotld be adapted to the particulis situstion and fillow dhe
Iihthal Hasbgiment recarmmmendatiin.

From: .....f..... ¥ FTEI Toronfwapifi:
Aoy entoeerh Fmar dny fatisniiyras
Exrs (1 Tussarsrnc - -!umﬁ:l |l
o - 3 & e __:_ .2 .
Cisred ! :
Elefauiiers : I'
o | :
Tranufersesd : ;
Total exdin | 100 i 1 O .
* Avernac iength 1l
b=ty lin dayal
-+ Wrighe guin
Iy g iy

+These {ikilbesttrs sre caleulitod on Lhe comnd £x9ls only

Songrows MUSE L TTHT), Refwpes Efaaitly Ao Appraock oo ety Soasrame, Micmillan Lzsmsdon,

(L



Appendix 7

Sample Water, Sanitation and Environment Forms

(Pleask mode: thine Sovms shotkl e adapred o the panticiilar sitacion and follow the
ol sssesments recpounendoeione |

PIREE! oo o it Reposted byt ..., S W
Pt e | 3 e e A
iy S by e iy Frosimnih e
= Wertas
Weoof ltres /iy | Populution | Moaf Wires/persfilsy|  Oblective
Wetsr smpply 15 e/ day
(Wi, o wites poinia) Pojeidation | 8e, of fers, f=ates pain Chifectien
= Scnitaiion
M. ol Lntrines Pogailatiion | S, F permane (laicie  Oikjities
Labrivs 30 peruisin flalrine
inﬂNh\ﬂﬂpﬂm.‘_mﬁﬂ
[T wmhﬂ. i Populsfios M mey perwen ket
: [
m | b e
Cormmeni:

Solres NASE | faRT ﬂil_l"ﬁ:r.r Pahibe A Afgreomall bn| Emitrgeniey Sitadiine. MaclTen Limsdme
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Purpose

This Code of Conduct sveks 1o punrd our stondirds of behavipar, 1t jx sl
about operational details, such ws how one should culouliate [ood mtons or sel
up o refuges camp, Ft-.uh.ér., it oseks 0 mainimn the beh stundacds of
independenee, cffectivencss and impact 10 whicl disaster response NGOs and
the International Red Cross and Red Crescant Movement aspites. 1115 a
voluntary code, enlivreed by the will of przapissions agogepting i1 D muantsn
the slandards Tud down in the Code.

I thit évegrit ol inred comilicl, the present Code of Conduct will be Interpreted
and upplied in copformity with intermationnl humanitarion law.

The Code of Condudt s presenwed frdt. Alched (o 00 e theee annexes,
describing the working environment thal we would like 1o see created by Host
Governments, Donor CGrovernments and Intergovernmental Orgamsations in
order to cilitate the effective delivery of humunitarinn ussistance.

Definitions
NGO NGOs (Non-Govermmenio] Organisations) refork here (o Drganiss:

tans, both natioonl and internationnl, which are congtitured wpnrute fram the
povernment of the countey n which they are founded

NGHAg: For the purposes of thie test. the term Non-Governmental
Huminitarian Agendles (NGHAs) has been coined 1o encompass the
pomponenis of the Internnnonal Red Cross and Red €rescent Movemeni
the Intermatonal Commitiee of the Ked Cross. The Inernanonal Federpiion
of Red Cross and Red Crescom Socienies and oy member National Socierios -
and the NGOs as defined abidve. This vode relers specifically to those NGHAS
which are involved o disaater response.

160s: 1GO: (Inergovernmentsl Organisations) relers (o organisalions
constiluted by two or mare governments. 1 thus includes all United Nations
gpencies andd reglonul orgamshiions.

Disasters: A disuster is g calumitous event resulting in loss of life, great buman
silTerring and distress, and large-stale muitenea! damuge
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The Code of Conduct

Principles of Conduct for the International Red Cross
and Red Crescent Movement and NGOs in Disaster
Response Programmes

o The humanitarian imperative comes first

The nghl 1o reeeive humanitarinn assistance, and 1o ofTer i, is o lindamenisl
lumanitarian principle which should be enjoyved by all gittzens of all countries
As miembers of the intetnationil esommunity, we recognise our ohligation to
provide humanitarian, assstance whenever 1f % nesded. Hence the need fio
upimpeded sccess 1o affecied populstions, which is of fundamental unportance
th exercising that responsibility,

The prime motivistion of our response (0 disaster B allevidle Hamdn
silfening amongst hose east able 1o withstand the stress caused by disasion.

Whet we give humanitorinn alld v is nol & partsin or political net and should
not be vicweid. as such.

2:  Aid is given regardless of the race, creed or nationality
of the recipients and without adverse distinction of any kind.
Aid priorities are calculated on the basis of need alone

Wherever possible, we will buse the provision of rehiel wid wpon . tharough
assessment of the needs of the disaster victims and the local capacites already
i plbce toomest hose needs:

‘Within the efticely of our progrosmmes, we will nellect considerations of
proportonality. Hamas sufforing must be alleviated whenever it is lound; lile
i us precibus in one pirt of o country us another. Thus, our provision of sid
will refleet the degree of suffering it seeks 1o alleyiute,

In implementitg this approach, we recagnise the crucinl role played by women
in disaster-prone communities and will ersure that this: role s supporied: not
dimnished, by our aid programmes

The implementzuon of such guniversal, imparual and independent poloy can
only be elective IF we and Our parfrcrs Bave nécess W e necessiry resiuwicoy



o provide for such equitable refiel, and have equal access o all disasier
Victims.

3:  Aid will not be used to further a particular political or
religious standpoint

Humanitanan aid will be given according to the need of individuals, Gamilies
and communities. Notwithstanding the right of NGHAS to espouse pariicular
political or religous opimions, we affirm that assistance will not be dependant
on the adherence of the reeipients to Bose opinions.

We will nol e the promise. delivery or tistribubion of assistnnce 10 the
embracing or accepuinee of o partouter polineal or religious creed.

4: We shall endeavour not to acl as instruments of
govarnment foraign policy

NG HAs are agencies which act independently from governments. We therefare
lormadute our own policies and inplementation strategies and do oot seek to
implement the policy of any government, except in 50 far as it coincides with
our own independent-policy.

We will pever knowsngiy — of through negligenee - allow ourselves, or our
einplovees, o be wdsed to gather information of a political, military or
ceanomically sensitive muture for governments of other hodies that may serve
purposes other than those which are strictly humassitaran, nor will we ael ay
instrwments of foreign policy of donor governments,

We will use the assistance we réceive 1o respond to needs and this asistance
shold not be driven by the need to dispose of donor commodity surpluses, nor
by the politienl interest of pny particular donor.

We wvilve and promote the voluntary giving of labour and finances by
coneerned imdividuals to support our work tnd recogrise the indeptndence of
detion promoted by such voludary  motivation! In' order (o protect our
independence we will seek (o avoid dependence upon U single lunding source.

5: We shall respect culture and custom

We will endeavour to respeet the culture, stroctures and customs. of the
communitics ond coygntries we are working in.



6:  We shall attempt to build disaster response on local
capacities

All people and communities  even in disaster  possess capucities as well as
vilnerubilitios. Whore possible. we will strengthen these capacitics by
emploving locul stall. purchosmg local mulerials und trading with local
compunies, Where possible, we will work throdgh [eeal NGHAs as pariners in
planning and implemenintion, and co-operate with loeal government struetures
where appropriate.

We will place a hugh priority on the proper co-ordination of our emergency
responses. This Is best done within the countties coneerned By those most
directly involved in the reliel operations, and should include represeniutives of
the relevant UN bodies.

7: Ways shall be found to involve programme benefici-
aries in the management of relief aid

Disaster response assistance should never be imposed upon the beneficinries.
Effective relief und lastiog rehabilitation can best be achieved where the
intended beneficiarics are mvolyed in the design, meanagement and mmplomen-
tation of the assistance programme. We will stnve to aghieve tull community
participation in our reliel and sehabilitaton progrimmas,

8 Relief aid must strive to reduce future vuinerabilities to
disaster as well as meeting basic needs

All rebief” acuons affeet the prospects for long-term development. ather i
pakitive or & negntive Mushion. Recopnising this, we will strive o implement
reHel progrimries which ciovely reduce the benelteinrigs” vulnerability (o
foture dizasters and help cronte sustamable lifsstyles, We will pay pértivular
attemtion fo environmental concermns in the design snd managemant of reliel
programmes, Wi will also endeavour to minimise the negative mpaci of
humamtanan assistance, seeking 0 avind long-term henelicary depenideoce
upon external ad,



g: We hold ourselves accountable to both those we segk
to assist and those from whom we accept resources

We often act ok an jnstitutionol link in the partnership between those who wish
(o aksigt amd those whe need assistance during disasters, We theralore hald
ourselves secountable 1o both constituencies.

All our dealings with donors anid beneficinries shall refléct an witilode of
openness and Lransparehoy,

We recognise the need to report oo our achivities: from both o fineoog
perspective and the perspective of effectivenass.

We recognise the obligation 1o ensure appropriste monitormg of aid
distributions and to carry out regular pssessments of the mpact of disaster
gALISIANCE.

We will also seck 1o report, in an open fashion, upon the impact of our work,
and the fctors Wmiting or enhancing that impact.

Our programmes will be based 'upon high stondicrds of professionnlist wnd
cxpertise in order 10 minimise the whsting of valuable rewuroes.

10:  In our information, publicity and advertising activities,
we shall recognise disaster victims as dignified human
beings, not objects of pity

Hespect Tor the disuster victim s an epan] prrtner i gcton should never be
lost. 1o our public mformation: we shall portray e objective mage of the
disaster situntion where the capacitics and asprrabions of disaster victimy are
highliphied, and not just their vidnerabilities and {ears.

Winie we will co-gpernte with the medie in order o enbanee pubi response;
we will noi altow exiernal er internal demands for publicity to wke precedence
owver Lthe prinaple of muximising overall reliel assislance.

We will avoid competing with: other disaster response agencies for medin
coverige 0 siustions where such coversge muy be to the detnment of the
service provided 1o the beneficiaries or to the secunty of our staff or the
heneliciries.



The Working Environment

Huving agreed unilaterally o strive 1o abide by the Code laid out above, we
present below some mdicative guidelines which describe the working
environment we would like to ses created by domor governments. host
governments and  the  miergovernmental  prganisations — ponapally: the
ggencies of the United Wations: - i order 1o focilitaic the offective
participation of NGHAs in disaster response.

These gudelinegs are presented for guidanee. They are not legally binding, nor
do we expect povermments und TGOS tb indicate their accepturee of the
guidelines through the signature of any document, although this mav be a goal
to work towards in the future, They are presented in a spinit of openness and
co-operation so that our partners will become aware of the wdeal relationship
we would seek with them.



Annex |: Recommendations to the governments of
disaster-affected countries

1: Governments should recognise and respect the
independent, humanitarian and impartial actions of NGHAs

NGHAs ure independent bodies, This independence and impartiality should be
reapected by host governmenis,

2: Host governments should facilitate rapid access to
disaster victims for NGHAs

I NGHAz are v per in full compliance wath therr humanitanuan prinoiples,
thiw should be granted rapid wod impartial acceds to disaster victims, for the
purpiose 0o delivering humanitarian dssistonee. 1L is the duty of the host
sovernment, as part of the exerciaing of sovereign respansibifity, nat to block
stich assistsnee, and (o socept the impartial and apoliticn! action of NGHAs.

Haost governments should facilitate the rapid entry of relief stafl, particularly
by walving requurements for transit, entry and exit visas, or artanging for these
o be rapidly granied.

Governments should gritnt over-Migh!  permission and landing rights for
mircrafll trunaporting intefmntional reliel supplics and petsonnels for the
durution of the emergency reliel phase.

3: Governments should facilitate the timely flow of relief
goods and information during disasters

Reliel supplies aml equipment are brought into 4 country solely for the
purpose of alleviating human: suffermg. not for commercial benefit or gain,
Such supplies should normally be nllowed frec and porestricted passage and
showld not be subject to requirements for consolsr certificates of origin or
invoices, import andor export licences or other nestriclions, or 10 Import taxe,
linding fees or port chirges,

The tempirary importation of necessary reliel equipment, including vehicles,
light sireraft and telecommunications equipment, should be facilitated by the
receiving hodl government through the emporary warving of licensing or

I



registration requirements. Hqually, governmenis sheuld not restrict the re-
exportation of reliel sguipment at the ¢nd of o rihef operalion.

To favilitate disaster communications: host governments dre endouraged to
designate certain fadio freguencies, which celiel orpanisations may we (o=
country and for internationd] commuonications for the purpose of disaster
communications, and to make sueh frequencies known 1o the disaster response
community prior to the disaster. They should authonse relief personnel to
utilise all means of communication required (or their reliel operations.

4: Governments should seek to provide a co-ordinated
disaster information and planning service

The overall planning and co-ordination of rehel elforts s ultimately the
responsibility of the host government. Planning and co-ordination can be
greatly enhanoced of NGHAs are provided with information on relief needs and
government systems for planning and implementing reliel efforts as well as
mlormation om patentinl securily risks they may encounter. Governments are
urged to provide such informaiion o NGHAs

To facititste effective co-ardination and the efficient utilisation of relief efforis,
host povermments are urged (o designate, prior (o disaster, a single point of
contaet [or incoming NGHA= to Haize with the national authoritivs.

5; Disaster relief in the event of armed conflict

In ihe event of wrmed confhct, melief actions are governed by the relevan:
provisions of mierngtona! humemiterion aw



Annex ll: Recommendations to donor governments

It Donor governments should recognise and respect the
independent, humanitarian and impartial actions of NGHAs
NGHAs are independent bodies whodse independence und impartinlity should

be respected by donor governments:. Dooor governments should not use
MO HAS to further any politieal or ideological aim,

2: Donor governments should provide funding with a
guarantee of operational independence

NGHAs secept funding and materigl asssstance from dunor governments in
the same spirit as they render if to disaster vicums: g spnt of humanity and
independence of action. The ymplementation of rehel’ zctons s ultmately the
respomsibility of the NGHA and will be carried ool necording 1o the palioes of
that NGHA.

3 Donor governments should use their good offices to
assist NGHAs in obtaining access to disaster victims

Donor governments should cecopnise the imporanees of socepting o degree of
responsibility for the secanty wnd freedom of socesy of MGHA siafl (o disaster
sules: They should be prepured Lo exetcise diplomucy with host governments on
such |=ues H necessary,



Annex lll: Recommendations to intergovernmental
organisations

1: IGOs should recognise NGHAs, local and fareign, as
valuable partners

MGHAs are walling o work with UN and other Intergoveromental agencies 10
effect better disuster response. They do 50 in & spint of partnership which
resppcts the integrity and independence of all pariners. Iniergovernmenial
apencies must respect the independénce and impartiality of the NGHAs,
NGHAS should be consulted by UN ugencies in the preparation of reliel plans,

2:  1GOs should assist host governments in previding an
overall co-ordinating framework for international and local
disaster relief

NGHAs do not wsually hove the mundusie to provide the overall eo-ordinating
framework Tor disasters: which require an international response. This
responsibilily fElls to the host governmant and the relevant Laied Natigns
authorities, They are urged to provide this service in o timely sod effective
manner Lo serve the affected State and the national and international disaster
response community, In any case, NGHAs should make every afTortl to ensure
the effective co-ordinution of ther own seryices,

3: 1GOs should extend security protection provided for
UN agencies to NGHAs

Where security services are provided (or intergovernmental organisations. this
service shoold be extended o their operational NGHA pariners on reguest.

4: IGOs should provide NGHAs with the same access to
relevant information as is granted to UN agencies

1GOs are urged to share all information pertinent to the implementaiion of
effective disaster response with therr operational NGHA pirtners
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Registration form

Non-governmentul organisations which would like 1o register their
suppart for this Code anil their willimgness to meorporate its principles
into theywr work should fill in the form below and retum it to

Disuster Policy Department,
Imiernational Federation of Red Cross
and Red Crescent Societies,

PO Box 372,

1211 Geneva 19

Switzerland.

Tel +41 (022) 7304222

Fax + 41 (022) 73303595

We would ftke to register aur support for the Code of Conduct snd will
endeavour o meorporaie s principles inie our work,

Apency
name

Address

Telephane

Fax

Signature

in ornnisation

Date
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. PEOPLE IN AID Code of Best Practice

Add agency

Fieh! staff

it country

DEFINITIONS

An ‘abl ageney' or ‘upsncy”, e used isoughout this Jocumeil, b o entity in
the public ar valintary sectois Wi prinry actbvity [ e Lnmsfel oFexpertine
or b, firancial or mdenal pesrees forcwriibiz or unmumngn pueposey
rer bl bl el Lovwe-Tricomme conarpiries. ol so conmries affected by war; elvil
srife o Siiimer,

"Flald st e wfwi el work [nd odstion 1o which ald sschy
rennimes e direciod, Unless othiewise indesited. the term b used withi
digrmetiom to refer to hont coomimy and exparmnte staff, volomtosr, salaned wod
compruct stafl, und o managers sod dther groups of workers

‘Eapuitimate fiehd stafl * or ‘e parrmts” here refem o stafl win work mn Gel prafects
locnted outehde the country In which they hove nationality oy which they ate
sy residont Vnleas othirnise indiconed, o torm i s withuut distincis
ter refer hath to natronals of {he coantey whire thieageney bis i headdusrten
and to pasinnals of third counres.

"ot commiry” reloon it atafT whio are. mitioras of, orndmally restilent in, the
mm-mwm;hudngmnymmmmmdumnd_ Urilesin otherwise fndicited.
the temt maken no digimetion between voluniesr and salaned sail, o betwee
st zigers a0 oflier groups of Workens



Preface

The People in Ald Cade 15 an impottant contribution by
British aid pgencies w ihe nternational debait oo standards
i humanitarian issistince and long-term development.

Thie organisatinns that underiook this sk include relief and
davelopmentugencies large and kmall, In compiling the
Code, People in Atd have drawn om the experience and
expertive of agencies that are household narmes, ms well s
those whose profile 18 lower but whose comtribution 1o the
Hritish development programme is ni less important.

Development agency field staff confront unigue challenges
in their day o duy wotk., Recognisimg this, the People in
Aid Code represents 3 three-fold commitment: (o the
quiality and efféctiveness of wid, 1w the effective manige-
ment of aid personnel, and to the protection and well baing
of thise who wark under ciresmstunces that are fréquently
difficull, dangerous and sometimes lifethreatening.

By uddressing thege issues, the Code also represents o
uniguie challenge fo the wid commumity, It isa challenge we
b the Oversens Developmint Adminbstration take serously,
Weate plad to be |nvolved i this indtiative: we weldome
the Code and give it our support.

Baronsa Chalker of Walloaey

IMinlstes of Slate for Fargign and Commonwealth Afialm
and Minister for Overseas Duveldpmant 198918971
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Introduction

wrinen about imernatignal, humanimian

rolief apd developmiant were a librasy ol a
thicrmamd Voslumies, it i dowbful thad the people
whowork for wid sgencies would take up much
mire thin ome ehapter of ane volume,

If ol the' brticles, exsayn dnd hooks aver

This i murpring: beemese the ohjsctives and
values af aid are, alter all, b o with) peple
Thede values focus an human welfare bl de-
velopment: on, wiys (o prevent wnd dlbeviae
suftering, discrintnation, nnd the infringement
Ol Hurman righiln: Arid, whotover elie it s, oid |s
p labour-intenpve oocuprtion,

Liker other orginintion dld sgencies hnve seen
mEny changes in recent yean Lake other eo-
ployers, they have had 5 alape to 8 wisld of
fmmncial socertaingy, echpologival Uehaforma-
tion-and pofitical - and histarenl - change:

Bue wid ajprencicy i als unlike glher arpsamni-
sations. They Have n mandate 1o vend their stoff,
wmatiemal or biernuional, saloried staff oo veil
wmteers, owork in ports of e world whers
plaibml amd regromal chonge e threatened se-
curty and developiient: where the beimdury
betwern war and poace hos grown hander (o
ditatmpubily; and whers 1he scale and complix-
Ity of emerpencies hive drstlcally tereated.

First andd foremost. this clmnge nivam. grenter
vulneeabitiny for the people of e regidng
Secondly, it pe increasing demmndi on their
riskiefiblness antl b OF the siulll of locsl

apenched hid inssitinbons. Thouak they are loe
aiten o the front fine, wl tsency Reld sl are
o detimies by these sikhs amud pressares,

Gilobul and regionpd change have also oliered
the balance Betwean reliel mnd development in
il 'hudétl:ll aind changpad the Wiy internafionnl
wid agencies and domomy visw the way tey work.
ndividunlly and vollectively, Wheilier ol
thew wre wiarking effectively hak been the goes-
tpn usderpinning recent infernntoml avalns-
vy of relied work i/ Rvanca and Swlan

The Code of Condoct for the Intermatiomal Red
Croas and Red Cresonnl Movement anid NGOy
in' Disnsler Reliel driwn op by the Geneve-
bused Steermng Commattee for Humuniturun Re-
mpomae | SEHRY, wan sane of the first stempis by
clivl agencion woagnég o cominui frine of
pilicy referenee, The InterAction NED Field
‘Cooperation Proweo], dow up by gld agen.
cis in the TS, Mrmalised the shicmg of op-
erational mfarmation by NGOs working in the
sl eouniry ur reglon. At the dme of wiiting,
SCHR pod Tater Action e plamning s 'Beoefi-
iarjes” Charter” srhich willset minimdm eali-
temients L dhelisr, food, health care and other
necessities for thime affiected by disnsmer,

This People in Aid project bogai in 19949, When
four Hritigh wid orpanicntions, with fording
Frunm the Qvarses Deselopment Adminkiiom-
tlon, commisiiooed o survey into the wirking
expesemes of exparrate feld pafl and motag-
e working fon Britksh- and Insh-bised agen-



ey Reberen Macuuir's findings, bazled by
nheddirtal ovidence Fom rponey manaeers and
sialt, put the case for o professionpd srndand
iy TRl ssad arstemagerme o pieds thieds e
ployérs” commitimant o ommon policied in
ellier wrcus,

Roam' For Impeoveinent (Maonoke B 1995,
Segwirk Paper 10, Reliel and Rehubilitation
Metwork | concluded (hal for many eapatriate
ek stall, ucouphticnal saress wis mod only o
peoduct of the danger and emotional impagt of
thede work bt that, lnocopmen with those
wiirlin in ather Kpheres; 8 owas ulio canssd
by workload, managmment problens and the
insecurity of shor-term contesists. Thie report
uticlesfined e eed Tor agencies o enindre (il
their philasaphy of Himane wcrion and fimmn
wltare gribraces the employecs io whem they
owe a doty of vk, ok well ositie projost bepe-
finiames they are montated bo seove

In rsponse 1o the cecommerndations of Foomm
Hor liiproverzinl, o groip of dlevin orgmis-
tiuns begin work in 1006 on the Code OF Dew
Proctice In Tho Manngemen) And Soppons Of
AhtPerishng]

The geerup resiowed homom resmiroe mamsgpe-
et practice both smids agd tiside the ald
sector und prescoted i drill Staeicnt of Pra.

ciples m People wn Awdly Workshop, Putiang
Feaple First, held in July 1996, Rupresentutives
of aver $4) internationnl ald ageicies gave the

Stutemietit of Prineiples beand sippion. They
witre ailamant that the Code shoiild claarly -
Teeto bt palf neluding voluntess am) cantroct
sl T, ey e s e anad dessliprseny Buid
pteramimas. whitl=ver thelr eowntey 6f origin.

Thie Peapls i Ald Cadle comiplomsmis thise of
SCHR, tid InterAction bt is diffenent Tn thee
wiyn Fiesdly, i1 in infended for use by develop-
mentas weell naprlled ageneies, Sseimlly, o in-
gludes indicaoby ugsinst which achicevdiment
wn paplementing the Code con be measared by
brteesml il extornnl evulguiare, Thindly, the
e wil| iredderac tesning by omaniber ol ngen-
cien over 4 period of wp o thren peans and fis
effectiventss will be ebnlied,

The tiscostion that. follows exch of the reven
Principles includes 4 briel case sy druw from
curren (imetive by British. o Trisks-bosed agei-
cres. Thie oo sitidios ane uwed fo exemplify in-
dheutors und shue expociense udher thas W pre-
soribe o specific conrie of oction for other
azmmids. Niverthelig, el onee dittmmstralas
fhat best practice tn the manyeesent and -
et of mid penjonng] is echievable: e e
prrossisn b, i Bt adreacly betim

We hope the £ode will focuas frenh astention on
Bt resorme ivsies, amd u the guestbon of
peeogite wihi wiark in did prigrommmes will now’
oy s porion desecvedly hish on the sgepda
of (eture dehiates,

Sara Davideon
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Statement
of
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Principle 1:

The péople who work for us are integral to our effectiveniess nnd success
Oy nmwmh to the peaple in o ofganikation s s Sendamennd ot of our work: We
rocogiine had the o [Trothienes and stcoess of our grgambadion dopend o il t}mpmpte
Wity werirk fire e Hlumun resoures issnks sre fotepri! o our stritegic plans.

Principle 2:

Our human resource policies sl for best practice
We rocngrilse (ot our fiman resoroe polliies should im eonsumtly for best prattice. We
do not aim to respond solely to tninimum Idpal, proféssibnud vr donor requiremeits.

Principle 3:

Our human resource policies aim to be effective, efficient, fair snd
transparent

Wi rocogning that our policies dust omuble ua o Gichieve bt elffoctiveness inloutwork
wnad good quulity of wirking life for our staff. Oun hirman meorse poficies thersfare am o
b effisctive, lfiiont, (il 2l transpar=nt il 1o promote ecpuuality of opguertutily.

Principle 4:

We consult our ficld staff when we develop humin resource policy

We roccigmine that see st irmplomaor; wroeitor o somtinoousty desolop our humgn e
sanirre piollehes i comssilisthon with the people who werk (ot s, We aim to fnclude Geld
petsunnel Lo this proessl, whethes they e ull-tme, part-tme, oy, shioe e oF
Tomg-term mmembsers nf nor saaff.

Principle 5:

Plans nnd budgets reflect our responsibilities towards our field siafT
Wi reooyesiive it e effictivencss and sucees of oar Teld oportitu depeid oo the
cantrittion of all the salariod, contract on voluntcer staif imvolved in them. Opertiomal

pliases pid baudgees s 1o rellect fully our responaibilities foraaff wanagement, suppotd,
developiment; secarily and will-being:

Principle 6:

We provids appropriute training and support
Wi reclgniie (hat we tun provide relsvant tieling and suppont o Dsly Wik effi-

trwely s prcrfissuiomally, W mim vo givie then sgpropinee perronsdand profiessionsl sup:
ot amd) devis| ot be e, diining ani! afer thelr el sssigntmantic

Principle 7

W tnke all reasonablé stops to ensure tiall secority' snd well-being:

W recogaise thay tha wark of refief pod developmznt sgracies ofign places grou de-
mands on sl in conditons of camplexity and ride We take all reasinable stéps to
Enilime thie neenrity and well-belng of sl and e Geenilles.
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o PEOPLE IN AID Code of Best Practice

Principle 1:
The people who work for us
are integral to our
effectiveness and success

G apperonel by (e people i ver ofganisation is & fukdmnetal port of our wWorks Wi reoenise
thuit the effectivensay and succesn of oot organinntion depend tn all the pecple who wick for i,
Human resource issues are integral to our siratogic ploms,

KEY INIMUATORS
@ The Chicf Executive or Chair hod made s writter and public sommitmient to the People in
CAid Cikder ol Best Practlee.

® The agency’s corporate irategy ot rwiness phun explizilly sulves fiehd wafl for thels
vonmibating to corpariie os wWell ax project objectivei.

@ The npency allocates resnuices 1o rmhh* its managens 10wt afl mpport, tratming sl
devgloposny needs.

® The ageney assigne responmibility and uplwqmm atithsiey for inplementing the People
i Add Code o nemed project fanngee

® Theaginey (nforns el sl mid thesr line stianagees e the sjrency bs commitied o the
Peaple in Ald Cotle and supports this initiative,



WHY 1S THLS IMPORTANTY

Pl st el 1o ke thay the ugoniics e
ployime them valen peopie for more than thedr
immsexdintis unefiulness b frojects. Host puvem-
ntenis, artre okpaeisstione and the wirer i
eorrmmnity meed o koow thotihe ageneies they
witrh with demesasirate professiaalism i 4|l
ikt dictivities Donors-eed od0iow that thetr
Tonab e conmunitied o geneae ot ko b
l.umu.lup. all 1T renciupyes, In:hnlju.g LT
wineh, effociively.

"The People n ALl Code b abolt s thu
riatkize (el ataff bsetiee s Ot fookan vt Tzpgies
abrr thear ola. It 1s adse et comporote effoc-
1hmnuudmurlnmh¢h'_¢ copfrfbuion leld
il oafee i valued. An agoniy may poed o
wrum]nnrnmmﬂtnllﬁﬂk]ngmmld atit!
wheoi [ unplements e Cote. Thal 3 why roal
stppert and commimest of the ighest fove] in
the gty e crydiall

Musr apencuws have 3 wrigan compaite sramgy
TP T e— i The Coda wliill be g e ol
Uit stritbegy and of agedoey bisdjeo Plan i

iineussions, The deeison 1o endory thi e

whosia 1 e dn seritdinge 1600 Lty heime purt of
Ertubdduriaeal thinkisg il carpome sty
Dnee andammed; the Code needs 10 be opmmon
knuwledps and o shited commiimen| by deci-
hint rsiskers mied iremageis withiu e gostioy,
Without this conumtment 5 owill e diffieali
e efeiry Albfonnagly thiee frmpelieeppgnten i procte,

Commmnitment 10 the Coude aod e mplements -
te arinet b spumingble this bl eall for 4o
it ol pevple, lie Sod ininey - probibly in
it rnder. I respemmbility for roplemcnimg tha
Cinde &5 debeguted o 3 meiriber of stff, some of

Al o Bl or Bar owrront widk muy have o bo

m:mgrmd Thrmmmmnwmmthm i
Lhetne wind stabus needend lu.pul priveiples tl
peactice. He or she shombd in tum report to o
senhar mmmer withbn the orannlssliog.

Peaple,

TORNL i T, B :
el rsshoes fiieled stait wuieeiessfinl

et (MRAAY hram

programines and strategic change at PLAN International

That el eipmai it ageiricy, FLASS |rjie iy, bugin e csigie 14 agpiinah e Al alafl i
starned Jo bovk AE commigppetnctes - Tt aniaies ay will s e beckinjoal gl ls T

AN had ‘rivoenpiutvet] that et o |t seniob Selil sl s stloiblodil s winn the iy
prvemvih b g g sy o ot i raftem ally o e progrimmow e ek af ae conimes
{rwiefrinchy it vk, This imeant reafor iescsiral chomige. ssatdlishannnt of bighmgeefile G offess n
eqriiral eites. snird lipeu i werl| s btarrnitineal furlabdling. FLAM v attenion o ity people s thie
enpypieny apgeoach s kny deciornbelpng g e ot sow oo

el i s e apmomch ok ezl e med afmraiion of ressarees. staff i h.n'h_n* With
Fhie Btz of s Seninoe Sunagsmeot Slaup, PLAS sppolmei adeiicased geialochmngs ezgpeciol
wan ATy vt Dt with s yeas (el espenenee, bt il lthmm = A

T ey erterapaneend gt :ln'_.:uhll_d sl prarpagi s vl exmaniny ofie e :.1|'Il[tli|.|‘||:|l o Y T
wte b ot ubloetlve Vold stail and prograenroes. i thlwiy, vithnalle Bspesionne wal shinod and the
rrenc o o P roeelonid T csopsbe s vwa ] Frmpermm i = affpciel by 1

Teiesgehy A0 s ety eharys, PLAS m{apcts oo sEanici i becatyu i {vijpaetaril edempnint ool faif. it
pooc i1 | € ameser elealoprinent, This peecens of dleveloping ard i yrodacing conrepmpenenriss h=
2 Hrrss. girivhvesd rusbstenyg, SNavertbelisa thi ogoney hugss to iy dgporoach, tgtton el oiles
st & sinff rhaengh @ penod of chiasgo, will resdle i berm prepaned and mnranl_‘n! samer fhind sl
e ertiten eflieithun pincygeirmtres Ahal nub e < hdldven e daln, Al ssd Latln Ameici.
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° FEOPLE IN AL Codde of Best Practice

Principle 2:

Our human resource policies
aim for best practice

Wie recomise iat o T pestiree polickes sliild aim oonsunily [ best pracilee We o
sl i b pespond solély wminitum Jegil, profesiionl or doror mguimenis

KEY INDICATORS

@ The wpermy wets ol i writing the polivies i relute wefield sl emplosmen.

& Poltcies comply, with best prooueef Bild wwd® yre, 1o peacticad werree, oaide the scope of

esal prvtvisinm

& Tolwics ronpond o hesi pragige imatanes i the gl secior and w chapges in ok and

=il essuilraeisnti.

& The ggeney turmluprises field vead with policees fhap affect them af the start ol asygnmeniy

atid awhen sidmifican chilhes inke pince

WHY IS THIS IMPORTANT?

Eitsruenenting policies on (ol soff momnagering
uepd wapipers el ennape vl and sgency kmow
swhint 1o expest Trin e=lh dther This g
et if st gre appointed inone oy orres
gion var noemifly work elsewhens i s alvo
frmpoirtant AF groops of st willidn the s
apendy have Ualfermmt righes weid g i,

That myly bz the case whore gspatrale, s
il thirl] eouniry maticmale wark togelher

Ak g (e feld aadfnesd o lenow whoch
rtbtmal L appbliih s bl kst dgicars s s
fice. For gxurpple, UK bealih & sofety ks o
ol mirmaily protect agiency stafl wheowisrk jn
bratchims concitions dtsida e LTI Sa wlun
action skl be ik, neposts tde oo redisnds



Kepi if et stafFang sngared awork'™ Cun waff
onlempory of suUL s GRS et bow

cal wrployomeit liws to prtoct (hem? Ls it pos
blene d:ﬂm;_l‘lhlem 1!!5 om foend Taw 1 LTS
L wye?

. for all prctical prrposes. some fiold swff arc
Lt uitxide the sope ol legialation reluting m
cinpluyienl, ageticics sl iy o songly
with best pragtice b similar agencics and o
s taeis 10T ccodingly

Policies n:f.n:lhg_m field ntofi mighe includs
Beailih waud saifety, incliuding mulmlwruumnhm.
‘i ineion s fient i) seenriy s wmiofing;
aleuhil and diig shuse, HIVAAIDS; mllermity

THERT YRUFSRGES TIENARIN, TrRinig; haressmane:
frervotaal ese O progest welicles

The: finp nuy fook lengthy bul mogt ngencies
bl Mt ekttt pedicies iy e ot Hond olfice

CCanailratien with Geld safforthele rdpronbnts
tiven may enable the agency to formulat poli-

ks uppmopriste to Tekd neede

Famalls, danor Ux ety may n'ull.n o ehiia-
wult o i pgesneies fis speml e andl gy

‘an thermhelves and their stafl, But eridonisg bost

practics mdharives memms pmbking a commmment
1 Tl e pese gpd gy by BaliL lnuuliuglu

meopie is it of tia conmitant, People who

ihs thitmgs well s=ve firme amd memey oo

letve: family core: eqund puy amd opportun.

TIntemational employment issues:aiming for besit practice at CARE

CARE Wibewiiailandl [ha eombediidtio af nlme sdsmlssail ROCK il el ol Esipee, Nimtls Ak
armed Aatralia 1t b Tt In b6 eamrrimh. 1k werkhiree miludes slatled s, eofanmmen
svctaibised e T el el or stitloe b itibeehie i Klujeldfi galifimy woork unpeeitiie, sivel chitfanbe

Antnp ot VOO0 fked wratt are st fiecblly moafrica, Ao, Lot et e and Citend anid Famiin
Fuamopies, a2 0lfarindeary fuo e Dl b PSS Filel Eobptis i ¥iotoesil ©ARE s D somiby
wtadf i and condibiomy anecomyusiible with 1hos of otber oo ogensgtieos. Tom, anak
whrtd il i resdiinoe podless o doirmaliy contleod be o sl Tandlioes

JCARES Inbemighivesl Potionneg| Podficy goiserni e amd condiiang |co iH sseesing duteiile Mol

ermilrach useel by CART LS. This s ke vo cormily Wl emgioyminng Ly e couptiy oo penpe
sl il wienilng b seoome CARE bennils frirthls g are shmilar

These Inichicle iritrance Fob: dlaaksllby, Tnssial e wodk s wilie 2o mbkdics] Gne denial et
vl @ el effncte Tl agpedy cabesliai armmioyess mathomal (e moem stall iy LIS nils
anh CARE 158 s caratilnss: juweardy i peiisbon glan, A1 e end of Uil oo, minss citenmg
e mithure ehalims & chesge (o et suuitigy ee contlawe s ssining contalbet i s phe LS

Aon CARE mriveah, wesgentrtinees eriny (e ingsly b arfietesel exentaim Baaned o LR Cahadlan'Or Aiggralian
ke The apeecs’s tntirmndinrad Sof Withmn Cmen keeps censonne! palicy, fmmmi and conitlksom
Oraditr menlieds stie] b B .ai'l.:ppqﬁ-h A Hatal 11 fhania Js slisleitpiea ven fitsbuborial e s
b FapratFlane (el ssafd prvefelgunne itk fam (B2t meilship ol the Caps et Sateria
i T v A ity b Tivsarmoareh by vt roabivth’ dofboseijationn, el ofliomta B s )t rid T Do e
b withy sansgesrisit

sl Pt dmmpuats e s ALk ke d i worifhling b floiled pevgesr g, ohise skartd g paeadine = e gyl
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e FEOPLE IN A0y Code of Best Practico

Principle 3:

Our human resource policies
aim to be effective, efficient,
fair and transparent

W reomgnine thyt one podionss mis) enafibe o - nchieee bath 2ffeotivensis m o wirk and
gooed uiniiny of working e for ol stidf. Chr birmmaa resmarce pulickes thevelors ain o e
elfeetivie, elfihe b Fobe aind Wsiod paesi, aod Lo ghhomets sguality of opparunlly

KEY INDICATORS

& N progmmime @l el mormgers dbe receuifeil in it foe thels pecphe mandtsming
alille | Mew and el masEers Teoeve training in reopattmment, saff appowspl and goual
aipferTisiti

& Freid wuff e oleap work ofgeetives und performaeeesyudands, kogw whoon they ot
8o iadhd /Bt mmai pement sugpion | the ageny will ghes ihem.

& Thepgenoy mmmiors v well recrmment ang p=ople mmmseme oy meor:
« phrpieate sl progoimie aiise
. Fleid MO expoctivtiony of iy it oanspineniy
. eyqul opportsies g,



WHY 18 THIS IMPORTANT?

i s thge projeets in ony pphene otien fulin
cepchi Mheis optimsin bevel of perfienpies mt
becinse al’ iy ek of money. equipriost of
wyntems bul beguuve mn feoien, have pot
Pteen adhis|uiniely pldreiel,

Peaple mympgement sl aromol atways 3 pris
oty when progoum e munu;maummm

Hurwvor, projramiie misagens, pol pehne

mmnagers, ofien decids fioldappomtments anif
&Wh@.wwuw eshgiatl B s
= 1o e e ffective, (Hey tend jokndw wha thetk
Ity bt performanre stndords e expected,
U b they e, snd whist sappatt, puid-
s o] (esdbiick diey can expect. Recmuilmen

amld everrrernetil sbwiokd be trmspogrent and (e

TThéy shisinhd affer aguikity of apportinity il
resipesl the himon delite hd dignity of [1d

waft,

Excikting agefiicy sindemyde net roccistly fioed
msmlieg but wlusever procedurey wee i upe,
Hhaty sl ti abearvnpistriite b el they gt the
E{ght'ym’p]n'm thic el plice e Ui Hght tione,
They also need 1o make sare o peaple e

oyttt 10 Kty it this agenoy, Failise o cont-
gt B oomiruct cof be dufoiging for all geiries
armeermed, momiting in extre comms and loss nf
eifestiveiess and sopustion for dye wwescy, am)
b il e, Tiouk F Tnocme andd reduced job piue-
peets for the formar eomplayes. Momitorng
progress. againal. shiectives will deminetroe
whut peally werlin and wigre chungos o 1)
tie mncht

Volunteers and salariod staif: recrulting international personnel at Concern

W Do by e ot e et i vt sl lisel prvoa, fhrieir il i ths e i liby of redrizisiment
an|| o s nﬁ,!i'l\. it o i e e e v e, enTec a4 o Dsef ey i
s, accandfng o Concem Weorlideds,

CopEen ey SO0 P ooy AR s g o 50 erterrapivema ] sobanmesrs e salarre stiffin ]}
i, b s b evestty. lile ) folt] n'l‘-nl‘ﬂn-r];l:-nmlllhfrrmnrnmﬂ* vt b e asrpapresd Dy (Hwrmsd feorad
puesuermaed roathunitied fonn Bl padebbesiion perdofissmeinid or rmommgeral st s o §eld st wisk i
silariey rorrm anid arn rerea it cinectly ry S e oo office.

Il ] s normnlly seotk e wolirdees termm boe b g oy of ek, 8 g oot dinecin
e 2 el arzarnatioeal fiedd-start =afriod arvolungees oot o pdutes £ sE eguirion form

Tt et e ks e ]} | s pHijrama Do sy s e s BBy it anl il
antl it in asslgrive tan b socompénied bi i ard ehdidiin 1helaletEstbin e detil s
educaiipn, exporscs, prroa] quabivies and el sy nesdpo oo e ot and s plpnosfyum
espeitihie b nircrsdamy

M-afwes et poys-degrnung g postarre waippogmonmmnd o Tha staff mchinoe = opanded
11 Pl Precsppretied Diybaicie ik Bpaepeiirtuirs s Dhalafin THoep the Raeaulireod Cilfieer jjropaien o fueos
apiecilieablouy brd 8 Jeb b it The polyetetiripie Tl fhe o (g s of (b [, Spi dic wonk
wypL qnq;_l mopeejT finas 1 il o hu"_lpmurn:l sk and l‘."ll'lfi_ﬂ‘ varnh Spy peineein AT
-

Faar iy poevms senecgney vl progammmes. the piroeess m spresed up, Gemome mb Sescreme ad
ety spmeilimtbaing g a&:p-!-er_'l i feie il ey ey s pmpliinis s gt o v st e edian.
e trid Wl Wk i g o,

Cartezyr Sarlehovichhe gl aens b baald fuirtbee ooy e el sysdemsns, Dl s gminbinrinsianm . agsptsiboil el
vt bin mpstirre wehi b ey Mo (o detveliigr o e e s
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o PEOPLE IN Al Code of Best Practice

Principle 4:
We consult our field staff
when we develop human
resource policy

Wi recipming thiot we mmuil imspeme mniner md contingrsly devlop our hmia resince
el bittes s e ILgion s&inl the peile win vk for we. We aimi o inclide Nell persmnel
i ki o, bl thew are Tull-thine, purt-time. Leretypransy, shrrt -t ar
Jemg-term mmmters of inie stadf

EEY TNIHCATORS

& e agenty comilis field sl when it develips or revities hurman redburee polledies thar
[iffiect, Then.

® Ficld manugdr wod siofl andegunnd the sbope of conmiltation dod G oo putle)paie

® Fickl managers amd anll may be represented in copsullitons by recopnissd (mde briomns
dr Mt} st

& Resulia il Pty méviews e rodordid o wrding sl eomrmamicatend o feld memagars.
Gurki stafl il IWdhe represonialives



WHY IS THIS IMPORTANTT.

b8 wecepted ooy empliovment sphure, ol
whatever Wiz siee ol an orgoninoien and whether
it g ar nom-umiemmessd, mmatfenn onky per-
' vy e ey eemoon s dutacss, ot e and
gt ani i ian apportuntty of g M vicw
known fo rmisnsagement on st pffect them

Commtimictlen inthe bitevchnmge of ldess, don-
sl ypriom the progess by wiich mneeees and sy
af lhdrrq:'munuﬁ'-mjmﬂllyiumm Tl -
lore decisions are mude The taio are olosohy re-
Tanad. Pisor commanieygion hus boen Tound (o be
ane of the meyor cimmes of workplace smess among
exqustriiie iy stadf

Commanicution and cousultution are uflen mmle
Iiatider by pl:;.*uu:ﬂ distanee, the e Same of
cnmcty knid the: privrithesol shork-term fndjott.
Yer bt are contral o effective poojre and prijecy
T Wemmider et e s st

ugeriEs Pl fu purtivipstion md peomammid-
i, Hovwever hare af sort titlf coritmete, Held
stofl vigws, Infurmetion wid oxperiencs uro valu-
itlafi=

Talicies s e weefl-idammed il wldity uplir-
tiaciel e maone Hkely 1 g ihbo eifective phictice.

1F fieled spaff themesvies cannot paterpute dercerly
mmaﬂmnluuuum il el fiset e, copsil-

tanticn Nkl Invihos their sioctzd roymenoTtives
‘i respsspied (rade waeoms of T assocmanone. 1
i brevpartamt o ivolve Geld sUiT or Uil repre-
sentutrves incommutations: hesd office progrmme
sta{Tusumily weumder diffensm wrnk and cin.
difions, mﬂm‘s and thedr representamyesmay b
Al ffiepn) peripeotsve i iflsvenl priceties

HWmagor decison ane wyaplly made writhout thy
frarnciration OF those they afTect, sudf mey be e
vl ling do particifate in juing meotings an othoer
Toiiters Uae vergestly rodjurive thetr sy,

Ak the family: policy making al Tetr Fund

Tear Fused bl el olidd o g ruits e Labli Ml i b 1w thiees e sy Chiesdian mbic)
then H'!‘I.TI:I'HJH e b gt iRl o = appreamiey S5 conmries, S iy ey sk manmm =
v as2nviroaisintal health or hasdiizaifciabko i, o inemmanaiy il projecs

Tt Fapsek sorncfin Fide] sl ot ol 4 rivtipie ] mebdes. Thieer i e o] paepcrirnet prryababesron, sem o b
I hlrrjpllh & rurtiriarrie ytbat of phetbals expeseaiy gl AT palicy b, 4 70 el s wedd
comtimt i 106 o L ||:l|p tewant bt e Gl by, Py e bl e iyl arinesd dne
anlitirrl Hecrtlirmidit ol ko il In parfiiita thie feniithand s o lebd stailasslariment

b agtemace oy b by s it §F dfasgole] il o [ude i s Tl | ERis prise=sn B o chslien
ity st iy o rocty tasiekl (o a0t L b il bt e g et Sy by patastels ehi{pist
sl it Tl hedpart the szoney: g this engsseatemmy mmectal = ion o therm and i tumgiliey

Al Tkt Franid] s s abues demvvides i et b pnreedlie b g and desbseib g s imin &g i
ok || fr thils popenme
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struiczhorm Wit st was sent e tha bl cormmpmts seene fvied snil oo fce discyshiong
st Ll by Toesald o1 e irwed Bl bl

Hbsrmin ressumE il atkndwdidss that commidiicaelom by o oan fas: e Sl d s webe oot abwiin i
b Pk cof chtacanstarn Hield ty LR eamagerervrt s H a2l o S s Ml therdesss, sy il staft sl
Jestal perrion pgericy st jOTned i sy of apisscessdle goup oisoaisions shistcomf e o fhe niss
T i ) sl

I 4 e s Do el s g by, i stinlr poewseenar it syl T Figiogd, b sl
canng e pne] pegpto a dairpeeanygti fonptermentimg new poloies i noteaye oithar, b sdds, b triie
st rrim e (1reaeiesn vl || bnesmanse ingsder | Yo b sian bt otk of fisld waodiers atan dindy stage
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e PEOPLE IN AIL Code of Best Practice

Principle 5:

Plans and budgets reflect our

responsibilities towards our
field staff

W recihrmise that thaefectvenmie and secein of aor [Anld aperations depend an the gonifbo

L pl all Bhe willanel, comract oF yolumzer wtalf invatve] m them, Operulipnal plims and bodza-

et e bl Tece Tiilly fner I'BF'.I.I.I:Lt.ﬂﬂ.llIJr'r Tor sl monatemenl. suppor. development sscarity
anid wel|-bemjg

KEY INDICATORS

& AL kT and their farmdlies moving cowstey or regdon have'b health checl: and apatifid
houlih pdvice before heir feld ksignmens s,

@ Hriefing befive ndiiizmment inclide oeining in dny ireat =steniiil fdr the wleeffective
acomplishment of oy sk by Tl s,

& Field st anid thete Tanvilies mining coontey of regint redoive infirmition ind idvice
hout the Incpmon in which they will Tive ond work

& Walll plikie bre ised oif Ui Sveragn mioamiin 05 Robr Worldhg weel Time off and v
perpdi durnee musggomienty ane meoadaiory.

& S whi move ooy o raidon Bhive, podd Tenve bt or bol eot aialgnites,
® Al spadf e A debriefing or et imerview at the enil of their assigment Sl whe smive

ooty o rigiieon ey o stutidand offor ol s healih cheok, periomnl counselling shd
gamesradvice. Families ore offored o heatth chirck and pemonal commieTing



WHY 15 THIS IMPORTANT?

Apencies righily feel they musp reapond a8
auibukly s ponsihle 1w G0 Geld sl vacancies
Hiawever, gl rieflng ond prephicirion paricu-
Turty pf personnel whi work ibrowd, 16 seen ps
exsenyal hy emproyers whise stall wiskin st
Btions lews complex thin e fwed by neliel
prd development personoel.

v brefing pockiige thid introdweds st o the
prganigation and providey esseatial g,
heenlih chesks amd healih advice is Cheag comni-
pitexd 1o the bata] cimt o ermplondng i individual,
For UK empiloyors of expotrmios, contract eomms
camnviepige Lwio Lo e thines thore of eqgpivas
lent ponty ot home, StafTund their Reilien, pie
ticubarky thisse wirrking whrosd for this frst tims
or b d new roglon, need information . pod oo
apporfumity e disewss implivaions md peovi-
s, Growadd prermatiom and bitie filag nstan more
rodlistic expectitions of agency und project, les
enafrre shypek, besl i of ilinews, mjury oremdy,
termiliation of contra,

An end of assiznneen o debriefing umerview
Is the pgepuirtiinity for ugemey and individual 1o

ltarm (i fhelid enperimmce. These inletrvlews
Mhitrahil asvess change injob jrofils of suppor
mesesdh and offer peosonnl counselling and ciereer
sz o stael whs Bk mpved couiry o ne
priin. Making these differs standiid fnondsiees the
Tikeetjivond sk staff, will ke up vhe offer. wod
Ho s withent [ear or embarrasssen

Relef work, in partioulur, takey place:ngung a
Vackgrotm] ol yinforessen ctronmstimes wd
nbmartial sctisdule. Yor Rocm Fore fmptrevement
fumnd thet Ball of dll exputeinte relief mod devel-
oprwnt field workers guestinned musinely
ke moere e 60 boans 2 week. Mare thon
o quaerter worked ovas TO howrs o owesk,

Fiofd stafT wee ulbioy paetof fuoiily o sciu] el
witks sssential for their well-beng. Exoessive
working holrs contribute o job-rolied {iness,

stress, soeidents o problems in reoonci fing

otk amel prerscmal lifie. Agmcies i whidh peos
pl regblurly wiork oo bours dlapluy altcuiam
e dedicarion, They do s slways demon-
strale realistic expeciathiong, good people man-
agomént, of concern for the well-belng and
righis of walE and thew Tamalies

Investing in field poople: brlefing pew stafl a1 Voluntary Service Overseas

The devdepnini ajiency Visluntars Seitles ot bole et inn courses for iy ekl stal! b tins
dyear Each rourss b desigmpd for 16 exparmiate and hoit conniey prograsremn mstaggemm staf sl fred
o Britaln frim A Aala ther Pacitic and Caribbean, The cour (a0t Tt wesk it moan of 1§
iwdet e | e by WS amall

WS | nerocdices oesey Fiadid stoff e thie apeey ard el bob through i threwssd cong proggarime it mibes
Foseril by sesalina, Rands-on eeardlse, soctil githorngs, a rurl Firsr-f-cofen et oo finkd
skalf e i it e aigdn v inshioliie svstimm, Ineliding sobunis iocsatoe) and pupgair, Jnd
Fervire til ] tlanebisse mremnpEmemL Safmmbving coudy o rave] ared paynadlinfrmation and U
coomerrpg fo Mroein fionn o e e moceive on (rrecisgsion fa | ondon, Tl com peograrmme b sl owerd by
akeily brmirsiog am srmesiny in, e g, et of Copnps ey o Rilk et el il Lo

The ageomcs sews G ik boe peeing o o fe Ervesterient i i fhabd ofogriebinmies . ok thol baebis entm
retver il are “ap and mrming” al ot from e day they statt thedr nme job i he Fold £ bl el et
s kbl et i e e ceallessgisst T Lordn, and bt flices betume as fellar e nasmos sy
1he esrkiriig et

bk b A
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Responsibilities do nol end when an emergency doest th Britidh Red Cross

T by Ripl Coenis s cmint e bl s epipesct b b o i e e sttt lenled s U
pester il e Dot ol b Testiermmont el Facyration. of Besl Croas and et Creesiant focistes. It vontracts
bt Diritheh it It ey, el etk b Teablb Ee it frmjile wis whik sl s eon-

st grreaiied poidsadgrmier el ilynethos aned contmond | ing-sessomi.

Cryrefuebarriial ormress i vesi e o mcewy sl v st vl proecerions, (ofl] Wworkers 1 (e bt werace cam
bl droet Il i © it and] b fead o e gl imaitinuee o uedmpiaysbl 1wy 4k fan
by, b bmgenties pais Frps o cherg L Ay offer ol cospietiing and dhat dew Hestenl do. pleverthisiss, the
Aty foks tha vefusad raive foroosrdling womd b fr Byehiag if the ol were pok puling

Derermfinyy ot thar enet of any essqrrment has alwn, Hoon mmcsured, A s mckities intenimes with 2
prrmaiirit] o e o coms hlesn remtan b o s i theor d el et e | i phiesstioyiin with LIk bace
e dned tecEnial alfoert i e billes. OF refbioe rencem lu!lrlulm.hunmnwn:r
ared ppejiraTTTe fnE e e b i repatend shor-mm ponteast o sehich nearky all ol stafwerk,
aret thie Dt Bl oty Iy oo copsltlerbeg vy oo netalming msriepd dolesgisliss sy e wasigumieris




Principle 6:
We provide appropriate
training and support

We secogebie thal we st provide solevanc et and ippon mo RelpotalT wonk effectively
ariel profewsiomndly, We wdm 10 pive them approprinie persoral and prolessd ool soppor and
development bafore, durine anil oter their okl airmment,

KEY INDICATORS

® Peojest plans and budgets are explicyf abow ramng provInOn. Freld ntalf and mpinazess
uinlersting apancy aiid [nekiv ksl respuaitliy Jiw mr.dmg Mniuy. t=ods,

®  Line menagers knaw how 1o amens the g gd development pecdy, of Geld staff
befoee, during aid at the ond of ssigmments

] mwmmmm fit g md deve fopment spppor nomesting:
4 col'paride and programie alms
«  [leld stfl Expedtations of Bl sl ungpaeniy
+ ol oppaminities mrgets

® Wiere pessiblis; the ageney links mainimg and develppment to extemal qualificatron.

WHY IS THIS IMPORTANTT The sandiise ol Trald wlalff B faelfa valipble
respnce, The snajorty of sialf reesined in Bri-
ain for fizld progrrmmes aro peopla: with po-

et are how piricrtties; they uee the need s 1ol aaalifieattomy o health, educstion,
inmise eewnuTees W project hemeficiries as o UDEINEring and other areis of expeliise. Y,
that outwilghs the need (o triin or devanp  however well-qualsdied they may be i their cho-
project il aom specinlionfog, ekl ainfl are sapectil o

Far strme aionoles, trainlng and stafl devalog

b oaomom bW
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wmdprrake a wider mnge of leks: inprojeat sei-
s thyae e ey o comples, Thiey fre-
duemdly lisdame increased resdpanihilityg e
wir with tesmes of colléagues wha may be gpe-
pialists iy e e

The prpone ( Eraininag s o enable safl o curry
izt the job i Hand, Trainfng can mean informal
ar fovmint learming. Tt con foous on informiation
essmmiiil for rpmﬁr.pmnm sach ne el
pre beulth o adult Bleraey, of cner generie
man et topied ) team hilding, nemoEaing
skillu; i protfest managreent. Uliimaidy,
whatevier [ts focus nnd Bowever il b condincted,
(e e f e pabividinls md providing
e with appro e ERinin s comEmang with

Lhie ] (oo emiin e majLiningm ae of the cupetibae’

ser] retrirees they Brrrgt o ish g,

Staf¥ devalopment hlps them ond the oeencics
thint employ e realite popeniinl. I sapporiy
et s e et vt o v sk Or e
biilities guin oew shills o build on exbifing ex-
perisnee: It olio helps apencics adapt 1 naw

circomntances, change e focus of progoummes
ur thy pividile el oppertinlly of thisie wirsfome
FAnkir stifl devalopment and maining o vo-
eational or professional qualificationy helps 1o
envyre it achievement by recapred bl fo-
side and outdide the aid-aocior Thin iy pariio.

Vinely oot when carees pathe are it al s
lew

Bt if some agencies inder-sstimate its somin-
bastlo, aifiers Fiak viewing iuining s thie anly
polution when ficld progrmmes are ol a5 </
festive m thes mbihit be. Bffectiveness, lke qul-
iy, 4 o chisin it peeds to/link a1l sotrvities b
£IEY LNTEAEERERTON MATIVeS 1o e it goad, 1T

e ehiin becomes brokmn at oy poind, by a

Ay Lo, & person ur g pece O oyt th
fud =ty e vl o P wll eventraailly Sl
itn Wy o theinterfpce where the orguiisstion
meets it clignts - dr, (0 the chse of wd po

g - progect benefeusies, Taaning fehd

st T prag med b the rtghl armwerif probloms
that become gvident in the flekd are canned by
Fualings elsewhope in e chain”,

Staif development and equal opportunity-al Oxfam

A1) el B kel oot Cvwtarme’s Jeticmmatiomal Eabubsban Ialidi iy et sl dhewelagirimesst fussed,
PVl i s gl DTS o e v i sl vt lopdiniint b ioothiel Sueces of dubwlimg o
awnladale, T8 focamey oo upport fowamers and i field s from non-LEET coupiries, partculary thass
1w wenrm 1eh Exbingaetss o' s s vk This iy b e sl prycetiitlei sraf ko) g deas il
it e liewt Currmntiv undenatnreseded af masdigmees lovel inthe ajency

Thiatengts bl #inetieg availitale by rostesy; Oradam tanly i Frsportint o mampior fs rtheap ot and
i {08 ik 28 wkligorer e foiowl ikt P sl Pt ined B iiclese i catmied e parl e iy [ fhies fuibiaber, £l
TS i Faaracd i sl itioen o 38 uraff mwnishor, the mupodsy wommy boreAfnce Az, Latin
A ae] thiz LK, Agapl e arims |y e 0 sy peliatss dhiad tmie oy sl Es s Jmsrmbng sl bves,
et ive and has the-zupenit of thisi [irne imanagdk

Sl ety el b e afusrbing 150905 s acderet bt ol Ledl-Hppies eptarmen. dlintyons bearpiig, by i
g s e Lhshosrsiby i, mncl wisiting oshue Chiarm ol lo besrrrbivim e exphrerioe and pEpeeitioe
oof ectliwamars. Tha apsscy firmiby balieses that ssarmng snd developmm do m:umrr:rﬂnlllr' miar eakilpg
foorrrul ¢uousios. b strssses it Al e, sisch g vidin, secondmeis o stisdong awﬂnuuuu. ik
Fpe ity pilaneesd i gleo el

{7p 1 Lol ‘e v imirriatlounl i eesoirves siabl i o this e e ed Eumd seciplisn
Tty cpuianilala vy annd e lital v e, Thay ot soengtiong, nhanced espoom ity and s oniidinee
o #wm, i e fa:mrlrm v it ety rmable erclel o, Bl adill I8y 5o flsld 2 neie ol




Principle 7:

We take all reasonable steps
to ensure staff security and
well-being

We reaagnise that the wark af relivf and development agencics ofton places great domands on staff
1 ¢onditions of compleyite and nak, We tnkee sl reancnble step b posurs the tecurify and wall.
Trenmnig o petielT e Ehiesis fanilied

KEY INDICATORS

a Prgramme plans include sniten axsessment of secrmity and heaith nisks specific to
counlpy or reglin.

@ Beforedle msdenmmmeat b, Falld sU amd damilles secotnpnaging them recel v dral amd
written briafing on codnty of ressang sbourty, emeneoncy wicoatiod procediees und Ln-
MIRIACE ATTARRGmENTY.

-] Erl:ﬁug Bafire an meigriment ifichidesd' training in e @i anid mointeniioe n!‘mjr wehitle.
equipmeni o pracedure exseniial o pemnonal, family and toam safety gnd scouny: Bret-
s are upl.hlpd bk thie Giele] when new vishicles ar et are mhwu 5 fitvenihitnes
amehided.

@ The apesey sitlotlis eoonds of work-rolated injories, secideats and fatalities, apad o
Hacise tiecoeda to help issiessind coduce fulune tisk o Ticld stuff.

® Sicurity, heslthy insaninge provision snd comerperoy eyustitin procédures s ropnlarly
eeviEwied, Belelings dnid inGormiaion o el are pdbied when rocedores i wmsnded,

® Pl staff and famiilics sccompanyinig thiem s het o identify healih rsks in the
oy dr o, how s peoteet dgilion (e, injury sod siees snd how o ohtain
mpport o medlend troarment inctuding sepport fallowimg neidenms that camsg disress
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WHY IS THIS IMPORTANT?

A mitesmre of rivk atif smess Tk e R ER -
able bu figtd progéummes. Nevenliohss. uged-

cies fuve oty of care o field oaff and there
I mligh ti ez be done v mmimimide Tikks W
thictim and] thedr {amifies From this consaduenios
of Wmess; ingury, swesn dr barm-out, whilg on-
skirimg tint fiwlel programmens s siptimabls,

Adl eld progeamure phans, wivether they ame
phiskee enprpency relialor developnzin, s
vzl up whother the benefits o thi: kacal pogi-
turion od anagency presence outweigh the rivks
by whileh Pl sl aoe expsed,

Secyriy md henlth nis assessment should cover
aviillability of health facilities and the need foe
ngh fabe keviels o suiinio. Assessinesd
s alug cover the pepilibihiny of coonsetling,
padbial o pede group suppail, TRIS suppost can
Tiesly st T tioad mbmages o witness evenls that
are produndly distucbing by nomoal stasdands,
el ik ins tivirtim s whne dimged, dli-
Lrieas and. suddon death abe e nogm.

Tio-af the mimin sonsces ol risk and diress ameng
epptriwie fizid stalT - security insoes mod Bear-
Ty s v snfioring - ane usiilly asheoclted
wlily emisgpency reliel progmmines: Howsmade,
they are sisa o fegnre of development pri-
gramies |n anstiibie ov inpredictdile reginbis.
An ane id programine, security und baalih dsk
asessen and e tee of injury, socdent asnd
fintality rreacomids ahaimabel inform fieh] sl ¥ roonuie-
mient processes:, ehlth iefingy and pre-asulp:

RN EERATLT.

An el m Keeping. decurily and emérgeniy
evacuatian procedunes under peive review, ab

Lo i reoguingd e mgre neutne heshih &
edloty mokdhss: amsiiing Gir seat-Hells or nin-
wreycle crash helmets wre ysed, for exanple, or
aliming o ensne thin acsomemodation is Tahc-
tioniil nud ifTords scoepeable loveld of pHvicy.

Intesruthinmal mlicd g devalopment geniis
wharé in ebhile that strsises uriversil hollth,
wres i s Innmscotasian vilues, Endooineg the
Beiplein Al Coule meeani fnelyding Reld auff
in thee iostitetiobal ¥ aluss v

Two-way communications: security brcfing at the Save the Children Fund

T St e Cvieirees T oikoes j comnprmbireeniioe il procyical appsocichine Tekd ot enliby, safery st
gty Jan dts prianus| Sabeey ol published e 1085 AL the sire, the gy apgyhadkaes il eveky
witupfin is chifiorend. Soowhateynr apancy policies am s the on B bbvans on he coufdry progranmims
thimcfiom 4oy et ews st sir iy el develo inkdelinisant] brked el s aceabdisgtby,

Ak v rtred 0 Wit waentdie il v asnaint e et id el Bl otiianh dodvains, i 6. s ol i peiiaimtiing mnid came
A anarl opjoundste hiowald et 1oy i vbunr) Lo g Droaim &t B A thar aatbuer el ol tha scaly, iy i
i il e b s et 08 o paet of @ coursry W, (0 fine with agancy policy, it a political or mifiry
ittty bbb tlhsin e

rer Tl LA v el i ailainild bl secuiniity dliarbiug ovna-po-onie i ngs with thelr gouniny dinkceor and
1 e I e e o o et v e P g e af wree o, teem Dl ey ol s L
Hinsed vy chiry o e encii o, AR gn Save the Chilldren senfar peogrimmm mmfdger drses. Yoo
caiia) spe] et deh pume sbeiring information. And you mabt e b puidel=e, e orlicy: s ce
and ranspanend

[t barirrfore 4 frems Stanm el o gl Fded 2 o ¢ iarmgitng Cebeolliem b Tt st alseit nalbtrng t
A, he sy It iz abe) lnsning wo giving fedple the vpportumily 1o alk 5ol e msues [l
ittt s 1 hee el Weskamtanithiisje iy, “0rs ranersl try b el oy thee siime eari iy, b o
i e st e gttt v s auling v epissilon. Yows s peyver by it peaphe ane ind)-
whtluitzzind they il b ifected differrtbe by fhe s smution. sianmgiogd posile doriog, g the e
sy o el G, v et e to b can pyapschy s o thcsso dfiffemances i ol the mmcsanics of grmng
thtri kbl @ o= e sinke a pline”




Appendix 1

The People in Afd Steering Group 1996-97

Aty Hewhil lan Harper
Hritinh Red Cross Panl Emer, Anna Salima
Teebermitiomal Feulih Exchin e Lasibel Mellomnan
Medmon Foandation foribie Coreof Ve of Tornure Jasi: Shackman
Orvirscas Disveloprmem Adimtrivtrailih (OFI0) Ruamar Clurkie
Oxifpm Galdie Prince
Ruodl — Bohby Lamilin
Telbef aml Balvabillimion Majwak, (1] Loz Gl
Returud Violsritect Aition “Hummy Wilker
“Snve the Children Fund Mapziv Reid
Tear Fundl Bl Thalkwist
Independent manber Jemmiler Linrghlin

. L4

Appendix 2

Special Thanks

Bert Ciriffing ACAS = Jo Bairnott, Buitish Quility, Foundulion « | izeg Bell s Jamies Fenpel],
CARE = Liz loyae, Concern * Bill Shaw, Cranfiel! Troar « lomes Buvidson; Holpd o
Internalioia! = Plifippe Dind, Intermution! Conuulites of the Red Cros « Willy McCor,
lestidutes of Dewelopment Policy snd Monsgement, Univieniity of Muschester » Dr Ted Lankester
andd v Rob Morris, ImerHedlih » Prfessor Jon Rhodes. Liverpool University « D Michaci
P, Medlenl Founation for the Care of Vietims of Tonure » Bhian Cadvau-Jones. Junet Sy
and Alingn Cremwidar, Oufam ¢ Cerpg Stoin, PLAN Intermananil « Kosnrand win Brabonr, Relied
and Rehbilitution Motgork, (01 « Boter Howkins. Save the Children Funil « Gary Cobvin, Tear
Frnd = Kathy Mocies, Weluntury Service Oversesn » Nick Caler,

Wiarls und Pletures
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Appendix 3

Sources and Further information
ACAS (The Adviscry, Concilinthon und Achitmlin Service) and ACAS Rewber Lul, PO Boa L,
Eard Shilion, Eejoeter LEY 87 ACAS Advinory Mookt sedey, inclidiog Enplfiment Ml
{19945 anid Emprfoe s commpnioatioms anad poanmaltariog { 1904)
Buirke, Rory (1993) Projer Muncgement, Toha Wiley, Chichestar

CES (Churdty Evaluabing Servtos) (1994 Qhuelity Aevpenitee ir thie Voliumiary Seeir, Biwan
Aty 1, Motley Aveswe, Chriztins Street; Londen EC2A 4517

Enlycure Trust (LET) The Pty Friedly Erilever, Exnpliy feobn Eqrige, Chidstine Hogg and
L Hauyken, in asnacintiom with Families and Wee'k Instizue, New Yorks from The Daveare Trus),
Wesléy Hinuee, 4 Wild Coust, London WEZB SAU

Direciory of Sociul Thangs: 24 Srephenson Way, London 89| T0F, Managing Peopde (1995)
Cil Tyl it Chiristine Thormton, ahd Mionasise Reeraiimen aod Selection (1996) Gill Tuylor

Equul Oppornities Commisgion, Overseny House. Quay Sweet, Mupchesier M3 3H, including
Expt! Opnemunirie i Tor Podit Play) for Evmphlonsees

Inspirute of Management Foundution, Cottingham Bowl, Corhy, forthpmponsiine NRIT 7T
Chiettlsrserie inehuling ' Plansibe Overress Aglg,u_uu:uls'm[m

Towfinure of Pesanne) Developoent, 35 Camp Road. Wumbledon, Londen SW94UX
Irternitivnid Health Exclharige {19924 B-10 Dryden Smeat, London WCZE SNAL Recruining Faidih
Worrkers fer Emaryeneies and Eisanter Belgf i Devefopdngg Counteles © Begoetaf o Survey, Lon:
dlapy

intemational Health Exchange and Peopla in Akl {1873 Ther Haman Fooe of A=A ooy of
recryitiend b ptemateinnl relled end developnent orguniuilv b the UK

Internntionid Labonr Crgmnigation, Vimcent House, Ymcen) Squore, London SW P 2NB

IngrAcuan d 190 NEFD Fleld Cooperditiin Protical, e Ametican Councal Sor Voluniary Intormi:
nomal Action, 1717 Massachimetts Avenne, MW, Suite 50T, Waihinsiom, D 200036, LSA

Tnsestors in People TR, 7= 10 Chandos Soecl, Landon WM ST, ikcludiog The imesa i
Feople Srameard (1995)

Feommsk, Martom (1591) “Childcors Dvadends’ in Childeare Saw, Mo, 3, 1991

Laboner Wesmmrch Deportinenl (19060 Sireey Ar Wk A Troele Uniton Reyphoniee, froom LRI Puabli-
cation, 78 Blackfriany Roiel, London SE| 8HE



ROVO L84y Mot Saatderds st The Wiliosney Sector, Sean Baine et il and Faiining
S iRt Walusidoore Sdviir (P08] Les Hietns ol al - Regenit’s Whardl BAL Salnis Street. Licorilon N1
AL

Prishtird. Jumie d 1R Stoppiiage disdister Titan ribining Toea i Peogile Meonaievent, 25 July 1906

Redief e Rbuhil thom Meswirk || 906) Nenwark Sper 16, The Toint Evalition of Energenty
Assturmnce jo Rwanidat Study 11 Principul Fimndiogs and Reodmmenditions”. Chsrsans Devislop
el Pstinnes London

Pstzet wrid Fuhibilitidion Motwork | TS Ntk Pliper 10 Rocin For Empaoveriene 2 The M-
wgermeny wnd Suppor of Rl and Devebopment Worken!, Rebeocs Macnain Oveesens Develop
st Lnwitufe, Lonidin

Rotih pud Hehabillabon Network (1) Netwark: Flyper 7, *Cuder of Crnduet Tor the Iniemg-
ininl Rt s vl Bl Crescmnt Movehient il MU b Disawer Bellef®, Oviney Devielng-
el T, Lol

Sevee e Childewy) L IUO8) Syyery Fase, prioteefing MGO entprlinvees whio ik b sseviss of conflive.
Wl Oy il Al Exighe. London

Siorres, Dohp deil ) L1095 ) Hiaian Beacirre Maswgenions @ eeltivn! e, Wonpledge. Lostiin
TR N Perpet ives o My Ressviiee Maicesiniie. Rottlsdye

Thie Hephth & Sitery Exevutive, Mol Sidety Infimuthon Canpre. Boad L, Steffjald 83
THCY i kg Servbon i T Vinkpooes A Clinlefi Mor Eninivroers (1 9595)
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