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Introduction

Conflict and complex emergencies (CE) affect the health status and demographic characteristics of populations in several ways that can be measured by large-scale probability surveys. These include:

· Increased levels of mortality among some or all population groups together with changes in the direct causes of mortality

· Increased levels of malnutrition among some or all population groups

· Increased and often altered patterns of morbidity

· Displacement of populations across borders (refugees), or to safer locations such as cities or less turbulent regions of the country (internally displaced)

· Changes in household structure, favoring female and child-headed households

· Changes in fertility behavior depending on the nature of conflict and the recovery period

This chapter identifies appropriate data collection strategies and instruments for the collection of household-level data related to the demographic and health profiles of populations in post-conflict and transitional settings.  These recommendations were developed based upon reviews of the following:

· the known effects of conflict on demographic patterns and health status, and thus the programming challenges for post-conflict and transitional settings;
· priority information requirements for monitoring trends in the areas of demography and health status in these settings; 
· the utility of existing, widely-used survey instruments  for meeting these priority information needs; and
· the availability of additional data collection strategies to supplement or replace these instruments, to provide a comprehensive national monitoring strategy.
The Effects of Conflict on Demography and Health
The most troubling consequences of violent conflict include excess mortality, morbidity and malnutrition; large-scale population displacement; and family fragmentation. These outcomes result both directly from violent conflict itself as well as indirectly through the destruction of health and socioeconomic infrastructure and through population behavioral changes.   

Mortality.  In most SSA countries affected by violent conflict, both crude and age-specific mortality rates/ratios are elevated during and immediately following the resolution of violent conflict, while the pace and pattern of change during transition varies significantly.


Elevated crude and age-specific mortality rates are the most visible affects of countries that are currently experiencing widespread violent conflict in Sub-Saharan Africa.  Though data are difficult to collect under circumstances of war, the order of magnitude of mortality risk is illustrated through retrospective mortality surveys conducted nationally or locally. 

In Africa, crude mortality rates have been as high as 80 times baseline rates among displaced populations living in camps (Toole and Waldman, 1997).  Recent data from eastern Democratic Republic of Congo (DRC) illustrate elevated rates of mortality among populations that have not yet migrated, but living in areas under attack. In eastern DRC, an estimated 2.5 million excess deaths have occurred during the period August 1998-March 2001 (Roberts, 2001) out of a population of roughly 20 million. 
Table 3.1 illustrates Infant Mortality Rates (IMRs) and Under-Five Mortality Rates (U5MRs), estimated for the five year period prior to the survey, among countries that have recently experienced or are experiencing conflict and where either DHS or MICS surveys have been conducted within five years of major conflict. 

Among SSA children in both conflict and post-conflict settings, four types of infectious diseases are directly responsible for most deaths, including diarrheal diseases, measles, acute respiratory infections, and malaria.  Malnutrition greatly increases biological vulnerability to infectious disease and has shown to be highly correlated with mortality risk. Populations that are experiencing active violent conflict may be dependent on monotonous diets that are low in quality resulting in micronutrient deficiencies. In post conflict settings, high levels of poverty combined with poor health systems coverage may also result in poor growth and micronutrient status that exacerbate infectious disease affects. In some cases, particularly when mass displacement results in long and dangerous journeys to camps and humanitarian assistance, starvation may be a direct cause of death.  

On the other hand, war-related injuries have played a lesser role in the excess mortality experienced among children and adults in Africa, as compared to conflict-affected countries of Europe, where war-related trauma has been the most common cause of death among civilian populations.  For example, population surveys in Somalia determined that between 4% and 11% of deaths during 1992-1993 were caused by war-related injuries (Boss et al., 1994); in the Bosnian capital of Sarajevo, an estimated 57% of all mortality during 1992-1993 was attributed to war trauma (CDC, 1993). Clearly, however, war-related injuries may be highly significant in countries like Rwanda, where genocide is a major factor or among particular demographic groups, such as young men, the majority of whom may be actively engaged in war. 


For more information on mortality trends, patterns and differentials among conflict-affected populations, readers are directed to the sites listed in Box 3.2.

Morbidity.  Morbidity patterns in populations affected by active violent conflict and those undertaking the recovery process are affected by several important factors, including migratory patterns, population vulnerability due to malnutrition, overcrowding, access to water/sanitation, and access and use of health systems. While high morbidity burdens are well documented in refugee populations and among displaced populations living in encampments, far less is known about the morbidity experience of broader population groups affected by conflict or among post conflict populations. 

In SSA, during periods of active conflict, infectious disease epidemics are the most onerous direct health threats. Diarrheal diseases, especially cholera and shigellosis, measles, acute respiratory infections and malaria are the most significant in terms of morbidity burden and contribution to mortality risk. The frequency and severity of bacterial meningitis also can be mediated by migration and poor nutrition resulting from war, especially in the African meningitis belt. 

Other infectious disease threats are important, but have been little considered in the literature. Displacement camps also serve as an ideal ecosystem for tuberculosis and MDR TB. Other emerging infections also can be important risks, such as Ebola, for example. Though there has yet to be an outbreak in these circumstances.

Migration is an important determinant of morbidity risk among conflict-affected populations in three respects. First, immunologically naive populations may move to areas where disease risk is high resulting in high case fatality rates, such as in the case of malaria.  Secondly, human vectors may bring new diseases to previously disease-free populations. This phenomenon is a concern with HIV, which will be discussed below.   Third, most conflict-associated migration is associated with movement from sparsely populated to densely populated places of residence (camps, urban areas), which usually accentuates disease transmission. 

During post conflict reintegration, populations with high rates of infection may take diseases to previously unaffected locations. This is particularly notable in the case of the military, for example, that has an elevated risk of STDs, including HIV/AIDS. 

DHS and MICS data on the period prevalence of ARI’s, diarrhea and fever among children from conflict-affected countries is unremarkable in relation to data from other countries, except for presumptive malaria in some cases. This may reflect the lack of actual differences in period prevalence, seasonal variation, reporting or sampling bias in some cases. 


For further information, readers are directed to the sites recommended in the section above. 

HIV/AIDS.  The effects of conflict on HIV transmission appear to be complex and easily misunderstood by health planners in transition settings. Countries that have experienced prolonged conflict may in fact have lower seroprevalence levels than many neighboring countries. This appears to be the case in Angola and Mozambique, for example, where seroprevalence appears to be well below subregional averages. Table 3.4 illustrates estimated seroprevalence levels for selected conflict-affected countries. 

Because of conflict, the demographic mixing with populations from outside the country that is required to propagate the epidemic may not have occurred to the extent that it has in neighboring countries.  For example, Mozambique documented a low seroprevalence when it emerged from war in comparison with other countries in the region. However, the conflict experience often increases the vulnerability of these populations to HIV transmission, once war ends their relative isolation. Several factors render conflict-affected populations more vulnerable to rapid HIV transmission. 

First, populations emerging from war often are naïve about HIV risk and health issues in general as is illustrated in Table 3.5 for several conflict-affected countries.

Second, population groups affected by conflict have often experienced decapitalization while post conflict economies often remain underfinanced.  It is often said that populations that have experienced protracted war develop a culture of violence, which may translate into higher levels of sexual violence and therefore the spread of STD’s. 

Transition periods often are marked by predatory business practices that reinforce vulnerability and encourage risky behaviors such as commercial sex. Poverty and orphanhood often drive adolescents to risky sexual behaviors. 

Because of the high level of decapitalization of populations, migration in search of employment is often marked in post conflict settings, especially in settings where chronic conflict has habituated populations to life on the move. 

Reintegration activities bring ex-combatants with relatively higher infection rates in contact with communities.  On average, military populations in Africa are five times more likely to be infected with HIV than are civilian populations. 

Reintegration activities also contribute to HIV transmission by resettling displaced persons from higher prevalence cities to lower prevalence rural areas. 

Unfortunately, limited data are available to document the spread of HIV and its determinants in post conflict settings. In SSA, seroprevalence time trends are difficult to document even among stable countries. But, among countries experiencing or emerging from conflict, data availability and quality from sentinel site surveillance are even more limited. 

Conflict also affects the management/treatment of HIV among affected populations. Conflict affected populations often continue to harbor resentment and distrust, due to ethnic and socioeconomic cleavages that are accentuated in war. Victims of sexual violence, which are often numerous in conflict contexts, may be more reluctant to seek testing/counseling and care. As health services systems are often debilitated, there is an even greater constraint on the capacity to deliver quality care to HIV-infected populations. In cases of widespread and protracted conflict, populations may well be accustomed to the use of alternative health providers that may not effectively treat STD’s/HIV.

In summary, it is clear that conflict has a profound effect on the epidemiology of HIV and management of its effects in the post conflict setting. Survey data are needed to monitor the incidence and pattern of infection as well as to describe and monitor the important behavioral determinants of transmission and care.

For more information on HIV and conflict in SSA, readers are directed to the resources listed in Box 3.4.  Additionally, several organizations are engaged in HIV prevention/intervention activities in conflict-affected countries. These organizations typically collect data for assessment and evaluation purposes. Relevant agencies include: World Health Organization/African Regional Office, Family Health International, Population Services International.


Health and environmental service availability, quality and use.  Health services systems are typically dramatically affected by conflict.  Often the period of war punctuates a declining health system as state collapse and anarchy follow years of economic deterioration or as national resources are siphoned from social programs to support military expenditures  (Kalipeni and Oppong, 1998; Cliff, 1993).  As a result of this and the fact that populations may be isolated from modern telecommunications for decades, traditional health systems and alternative health systems and health seeking behaviors may develop. 

Less than 3 percent of the 2000 budget in Angola was for the Ministry of Health (UNICEF, 2001). Combating forces often conscript health personnel, confiscate supplies, and destroy health facilities.  Compounded by security threats and ruptures to medical supply lines, this leaves primary care clinics, immunization programs, and prenatal care virtually unavailable.  Between 1982 and 1986, war destroyed more than 40% of Mozambique’s health centers (UNICEF, 1996).  In Rwanda, USAID (1996) reported that by mid-July 1994, the entire health system virtually collapsed as more than 80% of health professionals were either killed or had fled the country.  Meanwhile, looting and physical destruction left almost no usable equipment or buildings.  

Establishing basic health services and health systems infrastructure typically is a high priority during the transition and recovery process.  Given the often dramatic destruction of the formal health system during conflict, post conflict settings may provide opportunities and even demand new approaches to health system development. This has been noted by many practitioners and researchers (e.g., Macrae and Zwi, 1994). Chad, Rwanda, Mozambique and Eritrea all illustrate this finding. As early as the mid-80’s, post war Chad’s MOH approached the health system problem as one that required de novo synthesis of a health care system. Perhaps this explains Chad’s unusual improvement in IMR/U5MR within the Sahel region.  In Rwanda, the MOH also took a dramatic stance on health reform and captured the opportunity to embrace radical as opposed to incremental change in the health care system. 

Angola, a country still experiencing widespread violent conflict, illustrates the growth of alternative care systems during protracted conflicts. In Angola a combination of traditional healers, non-regulated private practitioners and self-care are the predominant sources of health care.  These may prove to be important resources to consider in the redesign of an emergent post conflict formal health system. 

Given these unique contexts and needs, post conflict countries represent a good investment target for health reform initiatives, as necessity often drives senior system managers to search for creative, efficient and fast track solutions to their country’s health needs. 

Health care utilization and health-seeking behavior are also affected by conflict, in ways that may or may not persist into the recovery period. In cases where conflict is both widespread and chronic, populations may be accustomed to the use of alternative care systems, including traditional health providers. Stigma attached to STD’s may be heightened among those who have endured recent conflict, leading to lower levels of utilization for these types of illnesses. Also, where ethnic/social tensions still exist, utilization patterns may be affected by the group membership of health service providers. 

The unusual and dynamic nature of the supply of and demand for health care services also makes these important factors to monitor during the transition/recovery process. Access to and utilization of various types of services should be assessed at both the facility and population levels.  

Water and sanitation is another major constraint to transition/recovery and social well-being during active conflict. The Mozambican war had a devastating effect on water supplies, especially in rural areas.  For many years, routine maintenance of hand pumps was impossible and many water sources were deliberately poisoned or destroyed during the war (Wilson, 1994).  Similar diverse war effects were also reported in Somalia, Sudan, Uganda and Ethiopia (Kalipeni and Oppong, 1998).  In Burundi, UNICEF estimated that only 12% of the 1.2 million displaced persons had access to potable water (UNICEF, 2001). It is important in these contexts to monitor availability, quality and use of water and sanitation sources. It also may be particularly important to assess water quality directly as opposed to through drinking water source questions. Thus, some level of community assessment of water quality will be required in order to assess water quality and quantity.

Limited information related to health systems utilization can be found in DHS and MICS surveys. Data relate to immunization coverage among young children and women of childbearing age, use of prenatal services, and health-seeking behavior related to recent episodes of fever, ARI and diarrheal diseases are available from these survey data.  Information related to adult care seeking, care seeking for child morbidity other than diarrhea, ARI and malaria also are generally not collected by these two survey programs. Health care expenditure information is also not collected as part of MICS/DHS but is generally collected as a part of total household expenditure within the LSMS survey. Information related to water and sanitation is collected in both of these surveys as well. However, water quality measures are not included. 

For additional information on health services and environmental data readers are directed to the resources listed in Box 3.5.  In addition, the Health Policy Unit, London School of Hygiene and Tropical Medicine. Professor Anthony Zwi has extensive experience in the assessment of post-conflict health systems.

Nutrition.  Nutrition is a particularly important determinant of health status and social development in emergency/transition and recovery contexts. Nutritional status is highly correlated with mortality risk in complex emergency settings, and recovery of adequate nutrition through food aid and agricultural redevelopment activities is most often a high priority in the transition/recovery phase.  

Several indicators are used in the assessment of general nutrition in emergency and recovery settings. In acute emergency settings, indications of dramatic dietary insufficiency together with health stresses are reflected by measures of thinness (called nutritional wasting). Typically weight in relation to height indices are computed to assess acute malnutrition in children and adults. In cases of extreme urgency, Mid-Upper Arm Circumference (MUAC) may be used for convenience.  For a full discussion of anthropometric indicators and their measurement readers are referred to www.fantaproject.org (the project website of the Food and Nutrition Technical Assistance project, a large multi-year USAID project) and two recent publications by the ACC/SCN on adolescent and adult malnutrition (ACC/SCN, 2000 a and b).

However, within weeks of an acute event other indicators of general malnutrition and specific nutrient deficiencies become important to consider. Nutritional stunting among children is the result of prolonged general dietary deficiency. At some point, the body a child adjusts the rate of linear growth in order to accommodate inadequacies in dietary intake. So even though thinness may stabilize, linear growth rates may decline. In addition, specific micronutrient deficiencies will appear in populations that are entirely or nearly dependent on emergency food rations to support their dietary needs. In these cases, depending on the composition of the rations, specific clinical deficiencies such as scurvy (Vitamin C), pellagra have been documented. 

In SSA, the nutritional status of children and adults has been dramatically affected by conflict. In non-emergency settings wasting levels typically range between 2-8% except for populations of the Sahel and parts of the Horn of Africa. In emergency settings, the prevalence typically exceeds 15% among children under five living in camps and has been documented to be in excess of 60%. 

During the transition process, nutritional improvement depends on the extent to which food security is achieved through a combination of food safety net programs and re-establishment of agricultural and livelihood security. Table 3.6 shows nutritional status of children in transition countries. Note that in Eritrea and Ethiopia, levels of wasting remain quite high, indeed at emergency action levels as much as three years after the end of conflict. Stunting levels also are the highest documented in SSA. In Mozambique, the levels of wasting are higher than those of neighboring stable countries; however, wasting levels are clearly below emergency levels. Stunting in Mozambique also remains high in comparison with neighboring countries, but is not striking in the SSA context. Readers should note that the high levels of nutritional stunting in Ethiopia and Angola are atypical of SSA patterns.  

Also noteworthy are the high levels of chronic energy deficiency (CED) among women of childbearing ages in Ethiopia and Eritrea. These are comparable to South Asian rates and are atypical of SSA populations. 

The importance of considering measures other than wasting status in post emergency settings is important and often ignored by the relief and recovery community. All anthropometric indicators of nutritional risk are associated with elevated levels of child mortality (Pelletier, 1995) and poor nutrition among children and adults is associated with a variety of poor outcomes in physical, mental and work performance. 

Chapters 4 and 7 discuss the issues of food and livelihood security and program coverage related to these sectors in detail. 


Both DHS and MICS surveys typically collect child and maternal anthropometric data. LSMS also collects anthropometry from household members optionally. The RNIS, cited above, collects and maintains a database on wasting and mortality in refugee camps. Two agencies, MSF (Doctors Without Borders) and Action Against Hunger, particularly specialize in nutritional assessment in acute emergency settings. 

Migration.  Migratory patterns can be dramatically influenced by conflict, during both active conflict and post emergency/transition and post conflict recovery. During active conflict, dangerous conditions, bankruptcy and starvation often result in large waves of forced migration. Nearly all major SSA conflicts have been characterized by these large scale migrations, which have often accounted for a large proportion of the excess mortality observed in conflict settings (Toole and Waldman, 1997). In SSA, an estimated 11 million persons were living as internally displaced (IDPs) and approximately 3 million were refugees (UNHCR, 2000).   In countries with large scale violent conflict such as Mozambique, Angola, Rwanda, Liberia, a large percentage of the population may have been forced to migrate during the conflict. For example, as much as one-third of the Angolan population is estimated to be currently displaced due to conflict, though the percentage may actually be much greater.  

An important aspect of transition and post conflict reconstruction is resettlement of populations displaced by war and reintegration of ex-combatants. Post conflict migratory patterns are affected by both formal resettlement/reintegration programs as well as other factors. Post conflict countries usually have higher levels of poverty than countries not affected by conflict, so migration in search of economic opportunity may accelerate population movement in post-conflict settings. Unsuccessful resettlement programs may result in continued movement of household in search of acceptable residential environments. 

Very little is known about post conflict migratory patterns in SSA and their relationship with population well being. However, analysis of data from Eritrea and Mozambique suggests that young children of women who migrated in the five year period prior to the survey were at higher mortality risk than were those among women who did not recently migrate. 

DHS collects very limited information on migration in most cases. MICS does not routinely collect migration data. The Living Standards Measurement Surveys contain optional modules related to migration for some countries. Some studies on migration among specific refugee groups have been conducted by Kenneth Hill at Johns Hopkins University’s Population Center and some specific studies are documented in a recent book published by the National Academy of Science working group on the Demography of Forced Migration (NAS, 2001).  

Population Structure and Household Composition.  Due to the combined effects of population displacement, disruption of health delivery services, and war-related trauma, the population structure and household composition of societies affected by conflict may be altered.  

It is generally believed that conflict gives rise to an increase in the ratio of females to males and, subsequently, the number of female-headed households, as men are often involved in war, killed or separated from their families, or migrate in search of employment in the aftermath of war.  With regard to population sex structures, evidence from Rwanda supports this assumption, whereby it was determined that females made up 60-70% of the post-war population (USAID, 1996).  A dearth of adult men was also indicated in post-war Eritrea and Mozambique (Eritrea National Statistics Office, 1995; Gaspar et al., 1997).  It is noteworthy that DHS survey samples from post conflict countries did not exhibit a preponderance of female-headed households in the cases of Eritrea and Mozambique. However, female-headed households were found to have higher risks of poor child health outcomes, including mortality and nutritional status (Mock, Drapcho, 2000). Household structure and its influences on health and social outcomes, however, is a complex factor. Readers are referred to Gage et al (1996) for an analysis of the effects of household structure on numerous DHS surveys. 

In addition to the above impacts on population structure, disabilities caused by war-related trauma may result in further vulnerability among affected households.  In Mozambique, it was estimated that 10,000 soldiers were disabled while there are as many as 32,000 amputees in the civilian population in Angola (Pearce, 2000). No sample survey data are currently available to document the numbers and prevalence of war-related physical and psychological disabilities.

The violence and chaos surrounding conflict may also have dramatic effects upon children, particularly in populations affected by large scale genocide or those that are duly affected by conflict and high levels of HIV (many parts of SSA).  Due to the excess mortality of adults, children are orphaned; meanwhile, children may be separated from their families during migration, or, abandoned.  In post-war Rwanda, for example, the number of unaccompanied children was estimated at 95,000 - 150,000, an estimated two children per household were orphans, and 12% of households were headed by children (USAID, 1996). Neither the DHS nor MICS surveys include child headed households within the survey sample frame.

Priority Information Requirements

To support the planning, implementation, and monitoring of transition and recovery programs, demographic and health data is necessary. 

Conceptual framework for M&E

A basic conceptual framework for monitoring and evaluation is provided in Chapter 1 (see Box 1.3 and discussion) to frame the discussion of priority information requirements for M&E of demography and health.  Readers should recall that population-level M&E generally involves measuring outcomes rather than inputs, processes or outputs.   Examples of outcome indicators in this sector include the prevalence of acute malnutrition, morbidity and mortality rates.  Program coverage, when it is measured at the population level, is also considered to be an outcome.  Program coverage may also be measured indirectly using program attendance data and estimates of the population size (i.e. an output indicator), but measurement through population surveys is the preferred approach.

Priority information areas for monitoring

Basic data on population numbers and distributions are an essential element of any type of program planning. When conflict is still ongoing, crude and age-specific mortality rates together with nutritional status are among the most important measures of the severity of population-level effects. During emergencies, infectious diseases are the most important direct causes of mortality in most cases, although trauma is a major cause of death in many cases, particularly among adults. Tracking the major causes of death is a critical activity in the development and management of acute phase interventions. Monitoring population displacement is one of the major determinants of readiness/preparedness to quickly and effectively implement emergency interventions. During emergencies, it is important to understand population fertility behavior and desires for protection from STD’s as these perceived needs may be heightened. 

In terms of the recovery process, information on population distribution, family structure, desired family size and population mobility are all important elements of any social program planning. 

Mortality, mortality differentials by age, socioeconomic status, household structure, and cause-specific mortality are all important for the purposes of prioritization of interventions, for targeting and for monitoring and evaluating the impact of a variety of transition/reconstruction programs.  

Nutritional status measures provide necessary information on which to base the need for food aid and the extensiveness of this need. Measures of both current (wasting) and cumulative nutritional stress (stunting among children) are required to adequately calibrate nutritional strategies. 

In the late transition and post conflict period it is also important to determine the settlement status of population groups as many may still be living in transitory residences. In recovery periods it is also important to assess desired births. If economic conditions permit, households may be anxious to replace lost children. 

From a social science perspective, retrospective techniques for determining population loss, changes in household structure, and migration are frequently sought to document the extent of an emergency and the general adequacy of international efforts aimed to prevent or mitigate the effects of conflict. This exercise is the most difficult analytical activity, requiring a combination of adequate data and demographic analysis skills. Of all applications of large scale surveys, capturing demographic change and estimating effects, such as excess mortality, on a large scale (e.g., national) are the most difficult. This is particularly true in SSA, where the data record is among the weakest in the world, particularly among populations that have been afflicted by chronic conflict. 

A few observations are noteworthy. First is the high IMR levels, even among countries that have emerged from conflict. Only Eritrea has an IMR significantly less than 100/1000. In the case of Mozambique, IMR has declined over the ten years preceding the survey; however, 135/1000 is similar to other countries that are still affected by active conflict. 

A second noteworthy point is that infant mortality accounts for the majority of U5MR, which differentiates these countries from other African countries generally (Bicego and Ahmad, 1996).  Preliminary findings from Rwanda indicate a similar finding (USAID, 20001). 

Limited evidence suggests that the pace of mortality decline in post conflict countries varies. 

Hill and colleagues (Hill, Pande, Mahy, 1998) recently estimated trends in child mortality between 1960 and 1996, utilizing robust regression methods on mortality estimates from retrospective surveys and census data and utilizing both direct and indirect estimation methods. For example, in the case of Uganda, mortality declines accelerated in the mid to late 1980s and these declines were generally higher than many SSA countries. On the other hand, Mozambique experienced a more attenuated rate of change. 

Finally, post conflict populations demonstrate more intra-country regional variability in mortality risk than is often found in SSA countries (as noted in Chapter 2).  This reflects the uneven effects of war together with the lack of reconstruction necessary to successfully reintegrate economies and provide national coverage of social service systems. 

Very limited data is available to document adult mortality levels and causes at the national level, and only one large-scale survey (Roberts, 2000) attempts to estimate excess mortality risk among a non-camp population. 

Available adult mortality estimates from DHS surveys in Eritrea, Mozambique and Ethiopia illustrate the age-gender patterns of loss among adults (particularly high levels of loss among male cohorts during active conflict periods; however, the lack of cause of death together with the limited precision of adult mortality data limit the utility of most survey estimates of adult mortality for planning and evaluation purposes (Stanton, 2001-personal communication). 

Data Collection Methods

The quantity, quality, and availability of data on demographic processes and health status in SSA have improved considerably over the past two decades, especially as the result of international initiatives in support of national census programs and the cross-national DHS and MICS survey programs. To a lesser extent, demographic and health information is collected as part of the LSMS surveys in a small number of SSA countries.  Although vital registration data remain weak in much of the region, most countries have conducted one, and in some cases, several censuses. 

As discussed above, however, post conflict and transition settings are unique in several ways that affect both the information content and data collection methods relevant to these settings. Many of the traditional instruments are deficient in information content related to at least the following information critical to post conflict settings:

· Migration history, motivation and intentions

· Family fragmentation

· Enumeration of disabilities within the household together with vulnerable or target occupation groups such as displaced persons, orphans and former or current combatants

· Cause of death information, particularly for adults and particularly as it relates to war-related trauma

· Health seeking behaviors for different types of health problems

· The increased need to focus on information related to HIV/AIDS KAP in post conflict settings

· Status of the repair, construction and functioning of health and environmental services and general infrastructure access

In emergency and transitional settings, agencies often continue to utilize rapid surveys emphasizing recent crude mortality rates and wasting surveys, even though emergencies often stabilize after a few weeks. In these cases, much of the information needed for post conflict recovery should be collected as mortality and starvation are brought under control. 

In terms of methodological challenges, transition and post conflict settings pose several important challenges that have been discussed at length in Chapter 2. However, a few are of particular importance to the discussion of demographic and health information. 

In non-conflict settings, the sampling frame of households with women 15-50 probably does not represent a serious constraint to estimating child demography and health indicators. However, in post-conflict settings, especially where a substantial proportion of children are orphaned (situations of genocide and mass killing), then the sample resulting from such a frame may be seriously biased as a large percentage of children may actually reside in households outside this frame, i.e. children living with older relatives or foster parents or child-headed households. 

In addition, one goal of demographic research is to determine the excess mortality associated with war. The standard direct and indirect mortality methods are based on questioning household members about their pregnancy history or siblings. The most important constraint to this exercise is the case where entire families have been killed or died, or where household fragmentation has resulted in migration of surviving members of families. 

Another methodologic consideration in transition and post conflict settings is reporting bias linked to accessing social/humanitarian assistance. In these settings more than most, high levels of need and widespread exposure to humanitarian programs may well lead to under-reporting of deaths and employment and over-reporting of poverty. 

Finally, more than is the case in traditional development settings, measurement of community factors is particularly critical to interpreting survey data. Access to roads, social and environmental services is severely affected during conflict. The rehabilitation/rebuilding of these services is key to access, use and the quality of products and services received. 

In the sections below, specific methodologic issues, survey resources and suggested recommendations are presented.

	Table 3.7: Demographic and health data collected by standard probability surveys

	
	DHS+
	LSMS
	MICS2

	Nutrition and Health Status

	Anemia
	*
	
	

	Child anthropometry
	+
	+
	+

	Maternal anthropometry
	+
	+
	

	Use of iodized salt
	+
	
	+

	Vitamin A supplementation
	+
	
	+

	Fertility
	+
	+
	+

	Child morbidity
	+
	
	+

	Mortality (childhood)
	+
	
	*

	Mortality (maternal)
	+
	
	*

	Mortality (adult)
	+
	
	

	Care factors

	Breastfeeding
	+
	
	+

	Complementary feeding
	+
	
	+

	Illness management
	+
	+
	+

	Contextual factors

	Economic activities
	+
	+
	

	Education
	+
	+
	+

	Housing characteristics
	+
	+
	+

	Household composition
	+
	+
	+

	Literacy (maternal)
	+
	+
	+

	Migration
	*
	+
	

	Disability
	
	
	*

	Socioeconomic data
	*
	+
	+

	Female heads of household
	+
	+
	+

	Service utilization
	
	
	

	Family planning
	+
	
	

	Immunization
	+
	
	+

	Prenatal care
	+
	
	


Household demography and household structure

Basic demographic information on households and individuals is routinely collected through a household schedule or roster.  Each of the three international survey programs described above includes a household schedule that collects information for each member of the household. At a minimum sex, age, education, and relationship to head-of-household are enumerated for household members.   With this type of data, population age-sex structures can be illustrated, and information on typical household composition, headship, and dependency ratios can be determined.

Yet, these standard household rosters or questionnaires do not collect certain types of information that is relevant, and perhaps essential, to planning in transitional and post-conflict settings.  First, disabilities or handicaps of household members typically are not enumerated. This information would inform the development of health and safety net programs and would be useful to monitoring targeting effectiveness of these types of programs. Handicaps include both physical and psychological impairment. Illustrative sample questions and response sets to be added to household rosters are included in Appendix C.

Second, information regarding military service of household members is not collected, but should also be collected as a part of the household roster. Questions should be formulated specifically for the country settings but should include information on past and current employment/engagement in military organizations. This information is important to monitoring the progress of social reintegration of ex-combatants as well as to assessing the relative welfare of households headed by ex-combatants. 

 And finally, there is no information collected with respect to family fragmentation (i.e., household composition pre-war vs. post-war), which would be useful in monitoring family reunification programs and the progress of resettlement.

Additional questions could be added following the household roster or as a part of the migration history to determine the disposition of household members before conflict (in the case of relatively recent conflicts of moderate duration) or alternatively, this information can be recorded as part of a migration history. Appendix C contains illustrative questionnaire items to determine the disposition of family members. Note that research in a limited number of settings suggests that there often may be a large percentage of respondents who do not know the status or location of family members (Legros et al, 2001), even for many months after a catastrophic event. 

Household structure has been found to be a significant correlate of poor health and nutritional status in both conflict and non-conflict settings, though the associations are not consistent across settings, suggesting that the mechanisms linking household structure to health risk are different in different settings. Cage and her colleagues (1996) created a detailed classification scheme for household structure and examined its association with a variety of child health outcomes. They demonstrated that the relationships are both complex and variable across societies even in countries not directly affected by violent conflict. 

Readers are referred to Kenneth Hill and the Cage publication for methodologic considerations in the collection and analysis of data related to household structure.

Migration 

Largely due to its “inferior” data and its variable and technically “soft” techniques, migration plays only a marginal role in national population policies in comparison to fertility and mortality data (Oucho and Gould, 1993). Indeed, even the DHS core questionnaires have very limited information on migration history. Typically questions elicit place of residence, and at times, length of stay at current place of residence together with place of birth.   Migration history, motivation for migratory decisions, and future intentions to migrate are all of potential interest to post conflict demographic analysis, national planning and evaluation. 

Migration histories can take a variety of forms depending on information needs. Either life time or conflict-associated migration may be of particular interest. For example, a survey that intends to capture the effects of conflict on migration and mortality might focus on the period of time since the beginning of the conflict event. Alternatively, lifetime migration may enable comparison of migratory patterns over time and their effect on health and other social outcomes. For more detailed methodologies on migration measurement the reader is referred to International Organization for Migration at http://www.iom.int, to Charles Keely, Professor of Demography and Chair of the NAS working group on the Demography of Forced Migration. Illustrative examples of a long and short form module for monitoring conflict related migration and mortality originally intended for application in Rwanda can be found in Appendix C.

Mortality

Mortality is a standard demographic measure and an important result of conflict and complex emergencies.  It is also important to monitor the different age-gender components of mortality and its immediate determinants in post conflict settings because the mortality experience of populations in SSA is striking, particularly among populations affected by conflict. 

Different approaches to mortality assessment can be used depending upon the specific objectives of demographic research that include the following:

· Assessing excess mortality due to conflict

· Determining the recent mortality experience of a population for targeting, monitoring and evaluation purposes

Depending on the nature of conflict, excess mortality will characterize different age-gender groups within a population. For example, conflicts that result in genocide such as the Rwanda and Burundi conflicts may result in large-scale adult excess mortality. In all conflicts, young adult males experience excess mortality due to their active engagement in conflict. 

However, in most SSA conflicts and complex emergencies, the highest levels of excess mortality and the greatest proportion of excess population risk is accounted for by children under five. This has been well documented in both displaced and non-displaced African populations (Reed et al, 2001, Noji, 2001). 

During conflicts and complex emergencies, the CMR and the crude mortality rate among age-gender groupings (0-5 years, greater than five years for females and males) together with the prevalence of acute malnutrition are typically used to assess the severity of population affects and to monitor the success of humanitarian interventions. This indicator is typically defined as the deaths/10,000/day during the acute phases of an emergency and then the deaths/1000/month after death rates have stabilized. In SSA, thresholds of CMRs of 1/10,000/day and 1-5 CMRs of 2/10,000/day are utilized to identify situations that require humanitarian interventions. This is because typical developing country baseline mortality risk is estimated to be .25/10,000/day (Population Reference Bureau, 2000). In the SSA context, these benchmarks are reasonable but often are not applicable outside the region (and may not be applicable in more developed parts of Southern Africa) where baseline mortality risks are significantly lower. 

During emergencies and in early transitional settings, regular monitoring of CMRs is a key strategy for monitoring and evaluating the adequacy of humanitarian interventions.  Surveillance systems and retrospective probability surveys are the two methods utilized to capture mortality experience in populations that have been recently affected by conflict. These approaches are used widely, but many methodological problems have been documented (Keely et al, 2001), These include:

· Problems with the representativeness of the population at risk

· Reporting bias linked to fear of losing part of humanitarian entitlements

· Denominator enumeration problems due to the volatility of populations during emergencies (much in and out-migration in to catchment areas of programs is usual)

· Lack of standard data collection protocols 

· Differing reference periods that may be linked to different levels of recall bias

Surveys, in contrast to surveillance systems, are utilized for periodic monitoring over time. Typically, nutritional indicators of wasting status also are collected as part of these surveys. Sampling frames usually are based on all households within a defined area and sample sizes of approximately 1000 households per domain are utilized. The recall periods utilized are highly variable depending on:

· The period of risk

· Estimated levels of mortality

The international community, led by USAID, currently is in the process of producing a standardized protocol that should be available and tested during the next two years (BHR, 2001). 

Late transition and post conflict settings: excess mortality estimation

During the later part of the transition process and recovery period, mortality research generally focuses on either capturing excess mortality risk due to the conflict/CE or monitoring mortality risk over time to gage the adequacy of recovery and reconstruction efforts. 

Capturing excess mortality due to a large scale emergency is challenging and may be feasible only in circumstances where the period of risk is well delineated such as that of the Rwandan genocide, the Liberian conflict, or the recent problems in eastern Congo. Recent research suggests that only in the case of Cambodia have large scale survey approaches utilizing demographic methods been utilized to attempt to estimate excess mortality due to conflict at a national level (Heuveline, 2001). In this case, several demographers have utilized direct and indirect techniques to estimate the excess mortality that occurred during the holocaust of the Khmer Rouge.  Direct techniques involved retrospective probability surveys while indirect techniques largely focused on utilizing pre and post event analysis of census data. Heuveline concluded that both methods are useful approaches given the limited options for excess mortality assessment. 

In the SSA context, both of these approaches can be applied to some degree in the cases of Uganda and Rwanda, where both multiple demographic surveys (DHS) and censuses are available. Note that Rwanda also has recently completed a national genocide accounting exercise that could serve as a benchmark for comparison with standard demographic applications of survey methods.  In cases such as Mozambique, Ethiopia and Eritrea, recent DHS surveys have been implemented but only recently and one single round. In the case of both Ethiopia and Eritrea, adult mortality as well as child mortality was estimated; however, no cause-specific information was included in the assessment. These two countries also have census information over time. 

Liberia is a case where a DHS was performed relatively close to the decline of the country; however, no post conflict survey has been implemented. Countries such as Sierra Leone, Democratic Republic of Congo, Guinea Bissau, Somalia and Angola have not had a DHS survey or other large-scale demographic survey (although several of these have had some form of a MICS survey). Sudan’s DHS survey conducted in the 1980s was only implemented in the northern part of the country and therefore missed the population for which excess mortality is the greatest. 

Late transition and post conflict: mortality change monitoring

The pace of change among mortality components over time in post conflict populations appears to be quite sensitive to population interventions, especially indicators related to child and infant mortality. Child (1-5) typically more quickly to post conflict recovery, while infant mortality is usually slower to respond. This is due to the fact that the infant mortality is so highly dependent on structural factors such as the presence and coverage of good health systems and educational levels of child care takers (Bicego and Ahmad. 1996).

Recent DHS surveys from the post conflict countries of Mozambique, Eritrea, Ethiopia and Rwanda suggest that child mortality estimation in these countries exhibits similar accuracy to non-conflict countries. However, the typical assessment of data quality cannot factor in potential bias related to the disappearance of households from the sampling frame due to the killing of entire households. 

Particularly in the post conflict environment, it would be useful to collect cause-specific mortality information in order to better diagnose intervention needs and evaluate the adequacy of interventions that target different causes of mortality risk. This is especially true in countries that have experienced chronic conflict that has precluded systematic analysis of health risks.  As MICS is now more widely applied in conflict, transition and post conflict settings, this vehicle may be more practical for large scale monitoring over time. However, no studies have yet been undertaken to compare the child mortality estimates resulting from MICS and DHS surveys.

Adult mortality 

Estimating adult mortality through siblingship methods utilized by DHS and MICS is of limited value for excess mortality estimation and for adult mortality monitoring in transition/post conflict settings. It is perhaps useful to characterize the pattern of risk by age/gender groups when conflict is relatively circumscribed in time and when surveys are conducted so as to enclose the period of conflict within the recall period of the survey. 

More useful techniques for direct estimates from retrospective surveys to capture excess mortality are those that attempt to frame the conflict period (see Appendix C for an example). Kenneth Hill and Charles Keely are methodological references for the design of retrospective surveys and demographic techniques to capture excess mortality due to conflict. 

In any event, in the case of both adult and child mortality in the transition and post conflict setting, information related to cause of death may be particularly important. The DHS has developed protocols for verbal autopsy related to child mortality that should be employed when possible. Adult cause of death information also should be included. Appendix C contains an illustrative categorization of cause of death that might be used. 

In addition, it is quite important to disaggregate child mortality into its age components, in that these are affected differentially by post conflict interventions. 

Although no comparative data are available, it is likely that direct measures of mortality captured from household migration tables or in relation to household rosters will yield better approximations to excess mortality related to conflict than simple retrospective adult and child mortality methods typically employed by the DHS protocols.  On the other hand, DHS and MICS instruments can be utilized for monitoring change among post conflict populations with some caveats and the suggestion of capturing cause of death information. The major caveat relates to bias in the sampling frame for estimates that reflect mortality during emergencies (deaths of entire households).

Nutrition

Improvement in nutritional status is a key determinant of social recovery in post conflict settings and is easily measured through large scale surveys. DHS routinely includes child and maternal anthropometry. LSMS often collects anthropometry on all household members and MICS2 collects maternal and child anthropometry. 

It is also important to note that most of the survey protocols utilized to conduct rapid nutrition and mortality surveys during emergencies/early transition also collect information needed to compute indices of wasting and stunting. 

An illustrative protocol for nutritional assessment in emergency/early transition is found in Appendix C.  New guidelines will emerge in the near future together with the CMR protocol discussed above. 

A potential source of error in monitoring nutritional status in post conflict populations over time relates to problems with age reporting. The difficulties in obtaining accurate age data even in non-conflict settings have been well documented (Bairagi, 1986). In conflict settings, these difficulties are likely to be exaggerated although this has not been empirically demonstrated. It will be particularly important to employ local calendar methods to improve age reporting in post conflict settings and to ensure that age reporting bias does not change over survey rounds as reporting systems in countries are strengthened. 

Nutrition in transition and post conflict contexts should include not only anthropometric and other physical measures to assess outcomes of nutritional insecurity but also needs to include measures of household dietary adequacy.  Most often improvements in household nutrition can be measured through the use of three indicators:

· Increased number of eating occasions

· Increased number of different foods (or food groups) consumed

· Increased percentage of households consuming minimum daily caloric requirements (often not used because of the expense and difficulty associated with measuring dietary intake)

The recommended formulations of the first two items above are included in Appendix C. Manuals to collect this information and anthropometric and agricultural data can be found on the website of USAID’s FANTA Project at http://www.fantaproject.org.

The number of eating occasions is a proxy measure of caloric intake (macronutrient adequacy) and is easy and inexpensive to collect.  However, for some cultures, in times of stress, the number of eating occasions remains the same but the volume of food consumed decreases.  

Knowledge of the number of food groups consumed by the household serves as a general indicator of both micro- and macro-nutrient adequacy.  The UN Food and Agriculture Organization (FAO) includes the following list of food groups in its food balance sheets: cereals, roots and tubers, pulses/legumes, milk and milk products, eggs, meat, fish and seafood, oils/fats, sugar/honey, fruits, vegetables.

Collecting additional information to calculate minimum daily caloric requirements may prove to be too cumbersome and not a priority when monitoring the level of household nutrition in transition/post conflict countries.  However, questions to measure eating occasions and dietary diversity can easily be added to household surveys. 

Water and Sanitation

Some information is regularly collected in DHS, MICS, and LSMS surveys. However, information usually is limited to source of drinking water and type of sanitation facility utilized.  However, in transition situations it is important to monitor the progress of water and sanitation programs in improving access and utilization for recovering populations.

In most countries typical sources of water include: (a) piped in dwelling; (b) tube/pipe well or borehole; (c) protected dug well; (d) unprotected dug well; (e) pond, river, or stream; (f) rainwater; (g) tanker truck, vendor, or otherwise bought, and; (h) other.  Consumption of drinking water from unsafe sources (unprotected wells, pond, river or stream) is a health risk, especially for children.

In transition/post conflict countries one of the difficulties is that source of water may well not reflect the safeness of water. For example, piped water and wells may be in disrepair. Therefore, particularly in these settings, a combination of community level assessments of water/sanitation infrastructure and/or actual testing of water supplies is desirable. 

Collecting water is traditionally the task of women and children.  By reducing the time it takes to collect water, women should have more time to care for children and participate in food or income producing activities. In transition/post conflict settings, water points may be extremely limited requiring increased transit time and work to obtain water. This information related to difficulty in water acquisition should be collected through either a community component or questions on travel time to obtain water on the individual questionnaire. 

Although use of safe sanitation practices is limited in many rural areas, it is important to measure access to and utilization of latrines in post conflict settings, as populations may not have had access to these facilities for decades during war.  In addition, knowledge of defecation practices for children and adults is also important to monitor. 

Vector control also is quite important and linked to the general sanitation issues that are particularly pronounced in post conflict settings. Community and observational items can be included at both community and household levels. Again, readers are referred to the Environmental Health Project website for further information on capturing environmental information through surveys. 
Health behaviors and health care utilization patterns

Because of the distortions in health information and health services access that occur during periods of conflict, it is important to assess behavioral, access and utilization practices as a part of monitoring in transition and post conflict settings. This argues for the inclusion of HIV/AIDS optional modules in DHS programs. Assessing health seeking behaviors related to both preventive and curative care for adults and children also is important. Curative care seeking behavior should be done for the most important causes of morbidity (including mental health morbidity) and mortality because health seeking behaviors have been shown to be specific for different types of illnesses and age-gender groupings (see Appendix C).
As is the case with environmental factors, health behaviors are highly conditioned by the availability of health care services of various types (including private formal and informal providers). It is important to note that the array of providers and options available in post conflict environments may actually be greater but certainly more utilized than in non-conflict settings. Therefore, community modules should enumerate the availability of these options. Service Availability modules take on particular importance in post conflict settings.

Recommendations

Health and demographic information is perhaps the most important population status information used to characterize the social effects of complex emergencies and to monitor the adequacy of humanitarian and recovery efforts. Fortunately, existing survey programs go a long way towards elaborating the methods needed to capture required information. 

On the other hand, the above presentation exposes limitations of existing programs in terms of both information content and methods. Several suggestions have been made for modifying existing protocols. 

In addition, the large coverage of the international survey programs focusing on demographic and health issues in SSA argues for regional and analytical recommendations as well. 

Analyses of DHS data (Mock and Drapcho, 2000) suggest that health and its determinants are often characterized by regional profiles (cross-national). Understanding some of the dynamics of regional patterns will be enhanced when regional strategies to survey implementation are adopted. For example, conflict often has a regional character (Horn of Africa, Great Lakes, West Africa), such that where possible, regional coordination and survey protocol development is desirable. 

Secondly, the large number of surveys and “clusters” sampled in space and time argues for the use of geospatial data management and analysis. Particularly in post conflict countries where infrastructure, ecology, and health problems are so varied within and between countries, GIS may be particularly important. 

.  

Table 3.8: Recommended additions to demographic and health information content in standard 

     national probability surveys

	Survey element
	Suggested modifications to information content
	Rationale
	Surveys affected*

	Household Roster
	· Addition of questions regarding disabilities of household members

· Addition of questions regarding military service of household members

· Addition of mortality history following the onset of conflict
	· Assess prevalence of conflict-related disabilities for health and safety net programs

· Monitor soldier demobilization

· Estimate excess mortality associated with conflict
	· DHS (M)

· LSMS (M)

· MICS (M)

· DHS (M)

· LSMS (M)

· MICS (M)

· DHS (M)

· LSMS (M)

· MICS (M)

	Respondent Background
	· Addition of recent migration history, including reasons for movement
	· Identify risk groups according to migration status

· Monitor progress of resettlement/repatriation programs
	· DHS (M)

· MICS (M)

	Adult mortality module


	· Add cause of death to adult mortality questions
	· Estimate excess mortality in some situations

· Provide a sound basis for planning of health programs
	· DHS (M)

· LSMS (A)

· MICS (A)

	Service availability/community modules 
	· Security levels

· Maintenance of water and sanitation facilities

· Repaired social service facilities
	· Monitor rehabilitation

· Important contextual information for the design of HPN programs
	· DHS (M)

· LSMS (A)

· MICS (A)


* M – survey requires modification of existing survey element; A – survey requires addition of new survey element

Box 3.1 – Key terms





Demography - Social science discipline concerned with the study of human populations. Analysis of basic life cycle events such as migration, death, birth, marriage, household and family formation and change. 





Refugees – Persons who have fled their country because of a well-founded fear of persecution for reasons of race, religion, nationality, political opinion or membership in a particular social group and who cannot ort do not want to return (UNHCR, 1993).





Internally displaced persons – those who have been forced to flee their homes suddenly or unexpectedly in large numbers, because of armed conflict, internal strife, systematic violations of human rights or natural or human-induced disasters, and who are within the territory of their own country (Cohen, 1996).





Reintegration – The process of facilitation of the transition of refugees and internally displaced persons back into their communities of origin.  In the context of ex-soldiers, it is the process of facilitating their return to civilian life. (USAID 1998)





Infant mortality – The probability of dying between the birth and the first birthday.





Child mortality – The probability of dying between the exact ages of one and the fifth birthday.





Under-five mortality – The probability of dying between birth and the fifth birthday.





Table 3.1 – Infant Mortality Rates and Under-Five Mortality Rates in 


      Conflict-Affected Countries





�
Country/survey�
IMR�
U5MR�
Ratio of Child to Infant Mortality (4q1/5q0)�
�
�
Angola (MICS,1996)�
140�
242�
.42�
�
�
�
�
�
�
�
�
Burundi (MICS, 2000)�
�
�
�
�
�
Ethiopia (DHS, 2000)�
97(129.8)�
166.2(211.4)�
.46(.44)�
�
�
Eritrea (DHS, 1995)�
 65.6(86.2)�
136.2(170.4)�
.56(.54)�
�
�
Mozambique (DHS, 1997)�
135(161)�
201(238)�
.33(.32)�
�
�
Sierra Leone (MICS, 2000)�
170�
286�
.41�
�
�
Somalia (MICS, 1999)�
132�
221�
.40�
�
�
�
132�
221�
.40�
�









Table 3.2: Age and Gender Specific Adult Mortality in Selected Conflict Affected Sub-Saharan African Countries (DHS Data)�





�
Eritrea (1986-1995)��
Ethiopia�2000�
Uganda� 1995�
�
Age�
Female�
Male�
Female�
Male�
Female�
Male�
�
15-19�
3.96�
6.47�
4.89�
4.27�
3.68�
2.94�
�
20-24�
5.94�
8.13�
6.03�
5.45�
6.52�
5.26�
�
25-29�
5.76�
9.66�
6.15�
7.41�
7.99�
10.50�
�
30-34�
7.34�
8.23�
8.18�
12.11�
10.75�
14.61�
�
35-39�
5.62�
6.33�
8.46�
9.88�
10.59�
13.25�
�
40-44�
5.53�
6.78�
8.26�
9.58�
9.70�
18.15�
�
45-49�
7.72�
6.24�
8.05�
15.63�
15.46�
19.45�
�
15-49��
5.71�
7.45�
6.67�
8.00�
7.88�
9.52�
�






Box 3.3 – Estimating Excess Mortality in the Democratic Republic of Congo, 2001 





In this survey in eastern DRC, the International Rescue Committee utilized a two-stage cluster sampling methodology, with a sufficient sample size to detect a doubling of the baseline mortality rate over a one-year period.  





Respondents were asked:


1) If any members of their household had died since Christmas 2000, or if any members of their household had died during the year 2000; and


2) The age of the decedent, the month of death, and the reported cause of death.





In order to estimate survivor bias, a sample of households were asked:


1) If they remembered where they were living in August of 1998, when the war started;


2) If they remembered who lived immediately to the right of their front door at that time; and


3) How many people lived in that household; and


4) Whether they knew where the members of that household were at the time of the survey.





(Roberts, 2001)


























Box 3.2 – Key Websites of Reference





www.childinfo.org: UNICEF has compiled mortality data from selected DHS and MICS surveys, Childinfo contains summary indicator and country survey reports from selected MICS surveys, In addition, the site features the Hill et al, analysis of trends in child mortality.





� HYPERLINK http://www.measuredhs.com: ��www.measuredhs.com:� of particular interest is the new custom table generator, STATCOMPILER, which permits users to access and cross-tabulate data from a large selection of DHS surveys. The current surveys include Mozambique and Ethiopia. Other post conflict countries that will be available include Rwanda and Ethiopia.





http://acc.unsystem.org/scn/publications/html/rnis.html.  This site contains data and reports on nutrition and mortality among refugee groups, worldwide.








Table 3.4: Estimated Adult Prevalence of HIV, Selected Countries in SSA


�
Country�
Estimated adult prevalence��
�
�
Angola�
2.8�
�
�
Burundi�
11.3�
�
�
Eritrea�
2.8�
�
�
Ethiopia�
10.6�
�
�
Mozambique�
13.2�
�
�
Rwanda�
11.2�
�
�
Sierra Leone�
3.0�
�
�
Uganda�
8.3�
�






Table 3.3: Recent Childhood Morbidity for Selected Conflict-Affected Countries (Reported for two-week period prior to interview)





�
Country/survey�
Fever�
Diarrhea�
ARI�
�
�
Angola (MICS,1996)�
�
�
�
�
�
�
�
�
�
�
�
Burundi (MICS, 2000)�
�
�
�
�
�
Ethiopia (DHS, 2000)�
28.4�
23.6�
24.4�
�
�
Eritrea (DHS, 1995)��
42.0�
23.6�
23.0�
�
�
Mozambique (DHS, 1997)�
�
20.7�
11.8�
�
�
Sierra Leone (MICS, 2000)�
45.8�
25.3�
8.7�
�
�
Somalia (MICS, 1999)�
17.0�
23.4�
1.6�
�









Table 3.5: Knowledge, Attitudes and Practices Related to HIV/AIDS, Selected Countries in SSA


�
Country�
% heard of HIV�
% know no ways to prevent�
% know condom use�
�
�
Mozambique (DHS, 1997)�
82.2�
65.8�
15.4�
�
�
Eritrea (DHS, 1995)�
80.6�
24.2�
34.6�
�
�
Ethiopia (DHS, 2000)�
84.7�
31.5�
33.5�
�
�
Sierra Leone (MICS, 2000)�
54.0�
�
27.0�
�
�
Somalia (MICS, 2000)�
36.6�
88.3�
2.8�
�









Box 3.4 – Key Resources for HIV Information





UNAIDS website, � HYPERLINK http://www.unaids.org ��www.unaids.org�: A data base of seroprevalence and country profiles provide information on the epidemiology of HIV for all countries. The International Statistics section of the US Census Bureau provides technical support and maintains the HIV seroprevalence database.





The Civil Military Alliance (CMA) has gathered data on HIV prevalence from the African military sector. Contact is Stuart Kingma, MD, Director, email: � HYPERLINK mailto:kingma@iprolink.ch ��kingma@iprolink.ch�








Box 3.5 – Additional Websites of Reference





http://phrproject.com: This site contains reports related to the Partnership for Health Reform and its successor project, a large USAID-funded program that has activities in numerous countries, including several conflict-affected countries





The World Bank health reform program, which posts data and tools of interest to www.worldbank.org/healthreform/links.html.





The Environmental Health Project is a large centrally funded project that maintains a library and publication of country reports and other useful resources on its website: www.ehproject.org. 














Anthropometric Nutritional 


Indicators





Acute emergencies:


Weight/Height(length): weight in relation to height compared to the international reference data. Typically expressed as the percentage of the sample that is less than –2 standard deviations from the reference median weight for a given height





Middle upper arm circumference (MUAC): values of less than 12.5 among children and 22.5 among adults are often used





Transition/Post Conflict:





Height/Age: Height in relation to age as compared to the international reference data. Typically expressed as the percentage less than –2 SD


Weight/Age: Weight in relation to age as compared to international reference data. Typically expressed as the percentage less than –2SD


Body Mass Index (BMI): Weight/Height Squared. Typically expressed as percent under 18.5





Table 3.6:  Nutritional Status of Children in Selected Transitional Countries


  	       in SSA  





�
Country�
% Wasting (wt/ht)�
%


Stunting (height/


age)�
%


Underweight (weight/age)�
% Chronic energy deficiency among women (BMI)�
�
�
Angola�
6�
53�
42�
�
�
�
Eritrea��
16.4�
38.4�
43.7�
40.6�
�
�



Ethiopia�
10.5�
51.5�
47.2�
30.1�
�
�
Mozambique�
8�
36�
26�
�
�
�
Sierra Leone�
9�
35�
29�
�
�
�
Somalia�
17.2�
23.3�
25.8�
�
�
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