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	Essential Elements for Nutrition Activities

	
	Scenario 1: situation as it is today – low level influx, Nyaragusu camp with more than 120,000
	Scenario 2 (6,000 Kagunga, stay of several weeks, 3,000 in the stadium, 5,000 in Kibondo/Ngara and > 70,000 in Nyaragusu > 70,000 in New camp

	Reception / Transit sites
	· General Population Feeding: hot meals are provided thrice a day including porridge as breakfast until the refugees are registered. Population ideally should receive cooking sets and several days dry food ration before departure to Nyaragusu. Given the logistical challenges of re-transporting the cooking sets and food, as long as this is provided the day of or the morning after transfer this would also be OK.
· Travel provisions: High Energy Biscuits (HEB) of 200g per person per trip, water is provided for the transfers to the camp.
· Nutritional screening at arrival: MUAC screening of children 6 – 59 months and pregnant and lactating mothers (PLW), identification of infants < 6 months / mothers with breastfeeding difficulties or visible signs of malnutrition. Also vigilance regarding other groups – children > 5 with specific problems and frail elderly.
· Fast tracking of nutritionally vulnerable for relocation (SAM) families with infants < 6 months of age priority transfer should be arranged to avoid deterioration of nutrition / health status and children identified with SAM to allow for a better management of SAM.
· Referral to treatment programmes for acute malnutrition: Refer SAM and MAM cases detected at the entry/transit points to the programmes in Nyaragusu or new camp. If staying longer in transit points SAM and MAM programmes should start at these sites and ensure effective referral of these patients to Nyaragusu to ensure seamless treatment continuation and avoid duplication of admission figures (use bracelets and identify these children on the manifest when they are leaving the reception/transit sites). 









	· General Population Feeding: ideally refugees would receive dry food rations to be able to prepare food. In the case that this is not possible and people are staying longer in the reception / transit facilities variation of the hot meals / porridge and additional ingredients need to be implemented. 

· Vit A and deworming: organise in case of longer stay in the reception / transit centres.

· Nutritional screening at arrival: In case of longer stay W/H and oedema as well as MUAC screening should be done.

· Referral to treatment programmes for acute malnutrition: If children are to be staying longer and SAM children cannot be fast-tracked to the camp then full scale nutritional treatment programmes will have to be implemented in the transit / reception sites. This implies additional staff and equipment as well as training and technical support.

· Provide blanket feeding: ensure good follow up and switch to dry ration once people are able to cook (communal kitchens cooking implements and firewood).

	Nyaragusu and new  Camp(s)
	Nutritional screening at arrival: To ensure maximum inclusion of malnourished children in need in the programmes conduct nutritional screening using weight-for-height and oedema as well as MUAC for children 6 – 59 months and MUAC for PLW. For children under 6 months detect any issues with breastfeeding and refer for support and counselling if necessary.  Detect specific and sporadic cases of SAM in other groups as they present (over 5 years and in elderly).

General Population Feeding: Provide minimum food ration to all the population with a minimum of 2,100 kcal/p/d and protein (10 – 15%) and fat (> 17%) levels. Provide bi-monthly distributions until allocation of individual shelters. In the camp they get Maize meal 380g per person per day, CSB 50g per person per day, pulses 120g, oil 20g and 5g salt, this would provide approximately 2,135 kcal/p/day with 12.3% protein and 16.3% fat.

Ensure that specific groups such as UAM and special needs (sick, elderly, PLWs) are catered for in priority.

WFP and ADRA do regular monitoring of the general food distribution through food basket monitoring and post-distribution monitoring.

Referral to treatment programmes for acute malnutrition and anaemia: Ensure that MAM and SAM patients are treated appropriately according to national protocols. Gaps in staffing in the Stabilization Centre, OTP and SFP programmes should immediately be addressed. National Tanzanian Guideline is not fully implemented by TRCS nutrition staff and refresher training is urgently needed. Treat and follow up detected cases of moderate and severe anaemia with iron supplementation and referral where necessary. Regarding the SAM and MAM programme delivery, children without medical complication are coming once a week to collect their RUTF for SAM and super cereal plus 3kg . For those with medical complications or with poor appetite are admitted in the SC.

Provide blanket feeding: For children 6 – 59 months and PLW. Currently BSFP is not done for the new Burundian case load as WFP is waiting for the list of children from the second level registration. We can already identify children of 6 – 59 months from the screening by the HIT teams and we can already provide blanket feeding as we wait for the second level figures to be available.

SAM children should be excluded from blanket feeding, children under treatment for mild and severe anaemia as well as MAM children can continue to attend / receive blanket feeding.
At the beginning of the blanket feeding programme, perform an exhaustive MUAC screening of all eligible children – this will provide an opportunity for “mop up” of any children that were missed during the initial arrival screening. 


 nutrition survey later on in May or beginning of June 2015.
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	Nyaragusu and new  Camp(s)
	PLW should receive dry ration blanket feeding coupled with attendance at Ante-natal Care (ANC) facilities including admission on pregnancy test and vaccinations and ideally monthly weighing of the < 6 month infants to ensure adequate growth over this period and detect issues early including messages on breastfeeding and complementary feeding. 


Blanket feeding surveillance (MUAC once per month): Take MUAC (and oedema check) once per month of the children admitted into the blanket feeding programme, this will provide important surveillance data to monitor the situation over time following and complement the initial MUAC screening. 

IYCF-E: Breast feeding practices needs to be documented as it is not clear at the moment and tailor messages to lactating mothers on the importance of it, including exclusive breastfeeding for infants. There is a need for additional training of health, nutrition and community services staff to provide breastfeeding support and counselling to mothers of infants under 6 months in priority and expanded to children under 2 years old. Strong linkages should be established with ANC staff and services via regular programme and the blanket feeding programmes. Focus groups with breastfeeding mothers should be established and continued. Additional needs to be elucidated through issues raised during these focus groups.

IYCF programme does not exist as WFP is waiting numbers from UNHCR but we should immediately start through the screening done by the HIT teams and refer children identified to this programme. WFP and TRCS should within a week start activities.

Vitamin A and deworming: Organise a campaign in the camp for all children then ensure that as new arrivals come to the camp they also receive vitamin A and deworming according to age and protocol.

Supplementation of other groups: Frail elderly and PLWHIV: In order to prevent further deterioration provide nutritional supplementation to these special case groups identified via health channels and social services.

Joint Assessment Mission (JAM), Nutritional survey: There is a need for a UNHCR/WFP JAM session as soon as possible. A nutritional survey will also be necessary once the population movements stabilize. This will complement the survey done end of last year for the Congolese cohort and have one survey for the groups of Burundian and Congolese refugees living in Nyaragusu camp and for the new camp(s). 

Capacity building and training: TRCS staffs are in urgent need of training in all the nutritional guidelines. UNICEF has indicated to be willing to do capacity building for the nutrition staff.






	



	Coordination
	
Nutrition lies between food and nutrition and health and nutrition meetings. This makes sense given the linkages between the two, to avoid overlap food and nutritional inputs and product supplies and technical aspects of the food assistance programmes are discussed in the food and nutrition meetings and that the technical aspects of the nutrition programmes as well as linkages with the health sector activities are dealt with in the health and nutrition co-ordination meeting. In this regard weekly Health and Nutrition meetings are held at the camp. A separate food and nutrition coordination meeting is also held weekly. For now, these platforms have proved effective and day to day issues discussed and action points followed up by the relevant partners. 

Overall co-ordination of the refugee response lies with UNHCR in line with the refugee co-ordination model although in strong collaboration with all other actors in nutrition. In order to maintain smooth communication lines, decisions taken during the co-ordination meetings or in sector specific meetings where necessary should be communicated via UNHCR health and nutrition channels. 

	



