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  Introduction
It is estimated that thirty million people in the world are forced to sustain themselves by becoming internally displaced persons (IDPs) (Deng 2000).  IDPs are those persons who stay within their own national borders in time of natural or man-made disasters, while those who are forced to flee to other countries are categorized as "refugees".   

     In the Sudan, the civil war and droughts of 1983-84 forced people in the southern and western parts of the country to become displaced to the central part of the country, and especially to the federal capital, Khartoum city, in search of security and livelihood. The National Conference (governmental body), and United Nations sources estimate the total number of displaced Sudanese at 3.5 millions (Ibrahim et al. 1991).  Because of the continued civil war in the southern part of the country, the influx of IDPs around Khartoum state are estimated to be at 2.5 million (Banga 2000).  These IDPs used to live in shantytowns around Khartoum state.  However, in 1991 the government demolished these shanty towns and established four official camps for IDPs.  

     Displacement phenomenon has resulted in disrupting families and eroding traditional systems of community support (UNICEF 1997). Displacement is disruptive and brings danger to children.  It deprives them of the security of their community and exposes them to multiple dangers such as malnutrition and diseases.  There are thousands of children who are killed from knife wounds, bombs, bullets, and landmines every year, but more children die from malnutrition and diseases (Michael G. 1996).  A child's nutritional status is highly linked to their health.  Malnutrition can make the child more vulnerable to disease, while frequent illness without appropriate medical care can exacerbate malnutrition (UNICEF 1997).

     Voluntary organizations or "Non-governmental organizations" (NGOs) as they are widely known have managed to contribute more than ever before in the fields of humanitarian relief, long-term development, policy formation and political advocacy.  In 1994 NGOs were channeled 10% of official world wide development assistance (ODA) compared with only 0.2% in 1970 (Gordenker & Weiss 1995, 372).  The situation of massive displacement that exists in the Sudan has motivated many NGOs and international official agencies to operate in the country.  These NGOs are operating and running various projects such as health, food distribution and water sanitation. 

    Child health in less developed countries is one of the critical issues that the national and international development community face.  Underpinning this issue are the two dimensions to the survival of children, the biomedical and the social.  Because any health intervention programme involves both dimensions, the policy relevant research on child health should look at both simultaneously (Miro and Poter 1980:84).  Most health related field studies in developing countries are carried out by either biomedical scientists or social scientists, each approaching the issue from their own disciplinary point of view with insufficient recognition to the biosocial interrelationship (Henry 1992).

     In an attempt to assess NGOs' contribution in relieving malnourished children under five years old, I pursued intensive fieldwork in two IDPs camps in Khartoum State in 1998-1999.  This article will develop the findings of this fieldwork, which are supposed to bridge the disciplinary gap between biomedical scientists and social scientists.  First, however, it is necessary to give the background of the phenomenon of displacement in the Sudan and an explanation of NGO activities in IDP camps in Khartoum state. 

Background of the displacement phenomenon

   (1) Historical background

Displacement of population is a process whereby a large number of people change their place of origin in a mass form and due to sudden or accumulated causes. It can thus be perceived as a lack of sustainability in environmental resources, in the production system, and in the cultural or political setting.  Displacement has a difference with migration, in that, it involves people with a low propensity to migrate.  Displacement can be a mechanism of adjustment to environmental stress, whether it is sudden or gradual.  Thus, it is an interaction between the individual, the community and the surrounding environment (Abu Sin 1990).

     It is difficult to precisely identify the immediate causes of displacement, and that is due to the diversity of the causes generating it.  However, this phenomenon is believed to be associated with a number of interrelated causes, which include environmental causes, the security and survival strategy of the affected population, and historical and cultural factors. Accordingly, the displaced populations can be classified into three categories as follows (Abu Sin 1990):

A) Environmentally displaced population.  This type of displacement is in essence related to the geographical location of the homeland of the displaced population.  

For instance, in the Sudan, people who live in the north in ecologically marginal areas are driven by environmental causes such as drought, desertification and the collapse of production systems.

B) War displaced population.  The displaced people from the south are mostly driven by insecurity and war conditions which have affected their survival strategies and the self-sufficiency and sustainability of their livelihood in times of peace. A  combination of constant insecurity, recurring drought, and a dwindling cattle population make these survival strategies ineffective.

C) Population displaced from multiple causes.  Although man made and natural disasters are considered to be the immediate causes of displacement, there are other causes that have been essential in subjecting the population in specific areas to the risk of displacement.  These causes can be summarized into three causes:

     First, colonialism; in pre-colonial times, African people were confined to their tribal territories, and only moved short distance within these territories during emergencies or when survival strategies required it.  Family and tribe members carried out most socio-economic activities in hunter-gather, pastoralists and shifting agriculturalist communities.  They aimed to secure the basic nutritional needs of the household, and thus the means of production.  The relations of production were directed toward serving and satisfying family needs and strengthening the bonds of the tribal society.  The traditional mode of production in African societies was therefore directed towards self-sufficiency in a system where the market economy and cash transaction were extremely limited if not in
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Displaced Population in the Sudan

existed.  Instead it adopted a system of redistribution and barter of resources and labors as a mechanism to deal with food shortages and emergencies.     

     With the arrival of colonialism, the traditional African societies were forced to abandon their mode of self-sufficient production to enter the colonial mode of production as cheap or free labor.  After colonialism invaded African countries, it began the systematic and excessive exploitation of local resources of the traditional societies, and accordingly the traditional economy was transformed into an export-oriented economy serving the colonialism interests.  For instance, in 1922 British colonialism in the Sudan established an agricultural scheme called Al-Gezira.  This scheme changed the Sudanese economy and the Sudanese economy began to witness: i) the displacement of tribal land-users whose land had been expropriated without any alternatives to accommodate them, creating a landless class: ii) the creation of a series of large-scale irrigation projects, which are the dominant pattern of development to the present iii) the adoption of cotton over grain as the backbone crop of the economy, creating a strong linkage between the Sudanese economy and foreign interests, this transformed the economy into export-orientation, leading into a vicious circle of underdevelopment and structural dependency, iv) a focus on export crops such as cotton, which put excessive pressure and practical constraints on the use of human and natural resources to produce grain, the staple food in the Sudan.  This policy in the long run led to the present emergency shortage of food,  famine and starvation that triggered an unprecedented mass exodus from rural areas to urban centers (Hassaballah 19..). 

     Colonialism threatened the social fabric of many African countries by favoring one ethnic group over another group.  Rwanda and Sudan are stark examples.  In the Sudan, for instance, the political and social separation between the North and the South, which was imposed by the British colonialism, has played an important role in fostering the current civil war between the two regions.  Colonialism kept the South separate from the social and economic development of the rest of the country.  When colonialism ended, a huge socio-economic gap was clearly observed between the South and the North.  Accordingly, this uneven development led to armed conflict.

     Second, economic factor; the decline of African economies relative to the international economic has resulted in the population displacement witnessed today.  In its 1993 report on poverty the World Bank states that Africa is the only region in the world likely to experience an increase in absolute poverty over the next decade.  Despite aid from donor governments and international financial institutions, the African economy is failing.  The root causes of forced population displacement are thus inherent to the political economy of Africa, which is characterized by increasing debt, interest rates, and unemployment, declining cost of living, and a crumbling infrastructure.  This debt combined with "open market" policies, requires structural adjustment programmes, whose social impact causes political upheaval, often leading to forced population displacement (Tandeka 1994).

     Finally, Relief policy, the relief policy of governments and NGOs is an indirect factor in generating displacement, in that it provides relief in specific areas such as towns encouraging people to migrate to the relief centers.  The inefficiency of the infrastructure and distribution system are the main causes of the inefficient flow of relief to affected areas (Hassaballa 19..).

     Displacement in the Sudan has a quantitative and qualitative impact on both IDPs and hosting areas.  The quantitative impact centers on spatial movement and economic burden, that is, IDPs are concentrated within narrow geographic boundaries in urban areas. This generates economic burden upon hosting areas by increasing population pressure and congestion in limited and less sustainable conditions, putting pressure upon in fractures such as those of public health, hygiene, nutrition, and employment. Particularly affected urban centers where the deployment of squatter settlement, and all of its associated hazards, are overtaken by the displaced population, leading to further degradation in the quality of life of such settlements. In December 1997, IDPs in Khartoum state numbered 2.6 million, with 80,000 in four official camps and the rest in squatter and settlement areas.  During rainy season mortality and morbidity rates including malaria, diarrhea diseases and acute respiratory infections, increased dramatically because of poor sanitation.  In Southern Sudan, IDPs are virtually unprotected because geography and politics keep them outside the country's legal framework.  In camps, administered by NGOs, hey enjoy limited protection, which can however be lost when the control of these NGOs changes (Laurel et al 19..).     

     For IDPs, displacement causes psychological stress, loss of determination, and family disintegration.  Displacement also caused disturbances in fertility rates, sex/age structure, nutritional aspects, and in the general condition of the population (Abu Sin 1990). 

     Displacement has two aspects, spatial movement and social displacement.  The Qualitative impact of displacement is concerned mainly with the socio-cultural dimension.  For instance, Juba University in the south was spatially displaced to Khartoum state, although none of its students or personnel are socially displaced.  Social displacement, however, is a reality for the majority of Southerner Sudanese who ended up in Khartoum state.  People are displaced socially in that they leave their traditional sector in which they lived and practiced their farming or pastoral means of livelihood.  Salah Eldein Elshazali (19..) defines socio-cultural displacement as " a process by which a community, due to external factors and contrary to its own will, is denied access to objects and symbols that are central to the maintenance of its socio-cultural identity, value systems and practices."  For agro-pastoral people, cattle are a major aspect in socio-cultural institutions.  Cattle is not merely a means of generating income or producing food or a source of consumption, but a cultural symbol that mediates, "interactions relating to marriage rituals, settlement of disputes….where killing is involved …and status".  After displacement, instead of cattle, cash is used for payment.  Cash, however, does not define the relation between man and a woman as  "marriage" in a way that cattle does, or legitimize the offspring of such relationship.  Displacement destroys the cultural organization within which IDPs were living and causes disintegration of the family structure and uprooting of local communities.  For instance, prior to displacement, widows and orphans are often supported by one of the male relatives of the deceased. Such cultural norms are no longer exercised after displacement because men do not have any more their wealth of cattle.  This results in women who often have less authority on their children than the father heads of most of families.  Accordingly, the phenomenon of street children has increased.  The absence of customary obligations toward widows and orphans causes family disintegration and street children.  Moreover, the lack of farms or cattle to herd, in Khartoum state transforms IDPs into laborers who have no choice but to accept whatever job is offered to them.  This alters gender roles, in that most of households come to depend on female members who have an access to different type of jobs, such as maids, tea sellers on roads.

 (2) NGO activities in IDP camps in Khartoum state

NGOs (national and international), United Nations agencies, and the governments (federal and state) collectively provide IDPs with basic needs.  NGOs, however, are the major actor in relieving IDPs.  The provision of basic needs to IDP camps is centered upon food aid, shelter, health services and education.  These needs are:

     (i) Food aid; the normal sources of food for IDPs who are displaced from the South are

home-grown crops or the exchange of family resources such as cattle for grain, milk, meat, or wild foods.  An annual harvest of grain usually secures provision of food for four to six months, livestock contributes between 30-50 per cent, while fish and wild food can yield another 20-30 per cent.  Access to each source differs according to regional, ethnic and economic differences and varies depending on the season (OLS, Nairobi 1994).

     IDPs in Khartoum state no longer possess land, cattle, and other means of production cannot guarantee their food security.  Furthermore, unemployment combined with high prices puts food out of reach for many IDPs. 

Food aid is therefore was earmarked for this vulnerable group, and acquiring it becomes one of the priorities needs for IDPs arriving in Khartoum state.

     The main food items distributed includes grain, lentil, oil, and rations.  Malnourished children, pregnant and lactating mothers are target groups for the food aid. Food distribution at schools is implemented in all camps.  Children in schools and kindergartens are given meals during the school day.

     (ii) Shelter; shelter is the most immediate need that IDPs seek in order to protect from harsh weather conditions.  NGOs provide plastic sheeting usually used by IDPs for roofs or covering tents made of sacks.  However, most of IDPs use local materials such as bricks made of mud to build their own housings facilities.

     (iii)Water provision and Sanitation:  Water provision is one of the major activities of NGOs in IDPs camps.  There are about 75 hand pumps and water yards in Jebel-Awlia.  Some IDPs are trained in maintenance and repair the water pumps (Samia 1996).            IDPs in some camps practice open defecation, which spreads disease. Some NGOs thus implement the Food for Work, sanitation, and latrine building programmes.  

     (iv) Education:  In the four camps thirty schools are built to serve about 196,000 IDPs Since teaching materials and teachers are very costly for government, NGOs play a vital role in providing IDP camps with educational facilities.

     (v) Health: The most common diseases in IDP camps are: malaria, diarrhea, malnutrition, and Vitamin A deficiency, which causes night blindness. There are 46 health facilities in IDP camps that provide feeding and medical services to the beneficiaries (see table 1).  

     Other social services provided by NGOs include; orphanage program; income generating programmes, roof materials, circumcision of boys, churches, mosques, and teachers' training.

Fieldwork

Method
Among the four official IDP camps, two camps were selected for these studies: Es-Salam 
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and Wad El-Bechir.  In these two camps, four feeding centers, which are operated by four different NGOs, were target of investigation, special attention was paid to their therapeutic feeding programmes (TFP).

     Monitoring and evaluation of the feeding programmes is based on the monthly collection of data about activities in the feeding centers.  This collection of data consisted of the following criteria: Admission and discharge, Kcal/person/day, distributed number of meals per day and the attendance pattern of the children (Tim and Pat 1984), the method of research included interviews with center directors, observation, 1998 annual reports of   NGOs, and questionnaire distributed to 79 mothers/ caregivers.  This questionnaire sought their opinions on the services and facilities provided in the feeding centers.

     There are several indicators which are calculated on a monthly basis, and whereby the evaluation of and changes in the functioning of the feeding center can be detected (Tim and Pat 1984).  Four of these indicators among these indicators are used as reference for evaluation of the feeding programmes in the two camps.  First, number of children successfully discharged from the programme.  This reflects the ultimate objective of the feeding programme and the quality of the programme.  for the programme to be regarded as successfully, the proportion of successfully discharged children must exceed 75 percent of total registered children.  Second, the mean length of stay on discharge; this indicator reflects the quality of the feeding programme which is required to be less than 30 days for TFP.  Third, the average weight gain, based on Oxfam guidelines, should be 10 to 20 g/day.  Finally, mortality rate among beneficiaries (children):  This indicator does not reflect the death rate in the population, but the severity of malnutrition among programme participants and hence the quality of the programme.  The objective of TFP is a death rate under 5%. 

      Lack-Gap-Mismatch (LGM) Analysis is used in this study to assess and identify which lacks, gaps, and mismatches pertain to the services and facilities of the feeding centers.  Evaluation or assessment of any policy, program, or project may have its strong as well as its weak points.  Lack-Gap-Mismatch Analysis helps to identify and differentiating between these points.  The recommendations which result serve to foster solutions where they are most needed while retaining good points.

     To better grasp the LGM construct, it is necessary to analyze the issue being studied, namely feeding centers.  This analysis is performed by identifying a particular flow of Inputs, Throughputs, and Outputs of the feeding centers.  A comparison is then made between ideal situation and the existing situation.  This comparison highlights the problems that are occurring and that can be accordingly categorized as lack, gap or mismatch.   To remove the lacks, gaps and mismatches, a corrective action must be taken.  

Wad El-Bechir and Es-Salam camps

These two camps are located in a desert zone, 20 and 25 kilometers northwest of the capital, Khartoum city (see Fig. 2).  The temperature in this region is in high forties for most time of the year.  Fierce sandstorms are common in rainy seasons.  The total population in Wad El-Bechir is of 78,000 IDPs and Es-Salam is of 99,000 as for 1996 (Osama 2001).

     Living conditions in these camps are difficult.  The majority of houses are built of bricks made of clay.  The poorest families live in tents made of sacks and boxes.  Inside the houses there are one or two cord beds and a table at best.  In some cases, only a sand bed.  No direct access to water is available for most of the houses, and only a few houses close to wells and so have free and easy access to water.  The rest must buy water from small tankers pulled by donkeys, which are filled at the wells in the camps (there is one well in the Wad El-Bechir and four in the Es-Salam camps).  During the dry season the wells are not sufficient as a source of water, and latrines are few.  For instance, in the Wad El-Bechir camp only 4 percent of the population has access to latrines.  Some NGOs have therefore constructed defection zones around the camps of Wad El-Bechir.  In the Es-Salam camp there is a programme for constructing latrines.  Contributing to the difficulty of living conditions, a food shortage in the camps, and a lack of sufficient sources of income.  Agricultural and animal husbandry are difficult.  The ground of the two camps is arid, and no possibilities exist for cultivation.  The physical environment in the two camps restricts any possibility of having livestock.  In the past there was a general food distribution and has been ceased recently by Sudanese authorities, but this has readily been terminated.     The international NGOs in Wad El-Bechir and Es-Salam camps have set up clinics, referring serious cases to the public hospitals.  The most prevalent diseases are diarrhea, respiratory infections, and malaria. 

Malnutrition and nutritional indexes   

 Inadequacy of dietary intake and disease are the immediate causes or determinants of malnutrition. There are four major forms of malnutrition: Protein energy malnutrition (PEM), Vitamin A deficiency, Iodine deficiency disorders (IDD), and Iron deficiency anaemia (Urban J. 1997).  Malnutrition, however, is the outcome of complex and long term biological and social processes (see Fig. 3).

     A child's body responds to nutritional deficiencies by slowing its growth.  For instance, when a child's body suffers severe nutritional deficiencies for a long duration, the child may stop growing, and its body's tissue reserves used to provide energy and nutrients for vital processes.   This leads to clinical signs of severe dietary deficiency, such as excessive thinness. Consequently, the risk of death will increase dramatically as nutrientional reserves are reduced.  Physical growth, however, slows down long before the signs of nutritional deficiencies appear, and usually long before the child enters the terminal stage leading to death.  Monitoring growth is therefore particularly important in the first five years of life when growth rates, nutritional requirements per kilo of body weight, and susceptibility to infections are all at their highest (ADRA 1994).   
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The Four Official IDPs Camps in Khartoum State, Sudan

      NGOs clinics provide with growth monitoring sessions at least once per month so as to identify children who are malnourished or whose growth pattern is faltering, and intervene to improve their condition before they reach a state of emergency.  During 

growth monitoring and health education sessions, mothers learn how prevent malnutrition and rehabilitate their malnourished children.

     The World Health Organization (WHO) introduces three nutritional indexes in order to detect the nutritional status of children less than five years old:

(A) Weight for height index

The weight/height table used is the table of the National Center for Health Statistic/ Center for Disease Control / World Health Organization (ACF 1997).  This index shows the degree of malnutrition.  

     According to the international standards, the results are expressed in Z-scores or standard deviation.  The severe malnutrition (severe acute malnutrition) is defined by a weight for height index of less than -3 and/or presence of Odema,1 and the moderate malnutrition (global acute malnutrition) is defined by a weight/height index of less than-2 Z-scores and/or presence of Odema.  The admission and discharge criteria in nutritional centers, however, are expressed in percentages of the median weight for height, and severe malnutrition is defined as a weight/height index <70 %, and moderate malnutrition is defined as a weight for height index of <80%, of the median, and/or presence of Odema.

     (B) Height /age index:

 This index expresses chronic malnutrition, which is manifested in slow growth of the child.  Severe malnutrition is expressed by a height/age index of <-3 standard deviations, whereas moderate malnutrition is defined by a height for age index <-3 standard deviation.

     (C) Mid Upper Arm Circumference (MUAC)

This index expresses reliably the muscular status of the child by using the left arm, mid-way between the shoulder and the elbow, and the arm must be at rest and straight.  A MUAC measurer is used, which is placed around the arm, the reading is taken by pulling the tape and reading off the figure from a `window`.  If the MUAC is less than 11 cm, the child is said to have severe malnutrition and needs to be referred to a feeding programme.  A MUAC of between 11 cm but not less than 12 cm means that the child is moderately malnourished and needs dry rations. MUAC from 12 to 13.5 cm indicates a risk of malnutrition.
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Causes of Malnutrition

     After checking the child's weight, height, MUAC, and the presence of Odema, the child is assigned to supplementary or therapeutic feeding programmes.  A supplementary feeding program has two phase, while the therapeutic feeding programme has three phases that deal with severely malnourished children.  In phase I, the severe malnourished child is admitted because his weight for height is less than 70 percent.  Phase II, the child is admitted if the weight for height is between 70 and 80 percent.  The child will be transferred to phase III when the weight for height reaches 80 percent or more.　A low value of weight for height indicates a state of thinness.  It does not, however, indicate the nutritional history of the child, in that it only depicts the current nutritional status.  Since it is hard to determine precisely the real age of an internally displaced child, it is therefore more reliable to use the weight for height index than indexes related to age.
Analysis of NGOs activities

In order to understand NGO activities, it is necessary to analyze inputs, throughputs, and outputs of their contributions to the feeding programmes.  The first step is to diagnose the inputs of NGOs feeding programmes.  There are two types of inputs: one is internal contributions from within NGO such as the establishment and provision of staff and materials for feeding centers, the other is external contribution from outside the domain of NGOs in order to obtain permissions and licenses from governmental institutions for establishing feeding centers.  The characteristics of the Inputs that have to be examined to include the type and format (quality and quantity) of the required feeding centers, suppliers or providers, donors, and labor requirements.

     The second step is to diagnose the throughputs of NGO contributions, which is the process of transforming the inputs so as to make them usable in the system of NGO contributions.  In other words, what the processes whereby the Inputs' components transform to a usable form?   And how the feeding centers are being used to treat and relieve malnourished children in IDPs camps.  Characteristics of the Throughputs that have to be examined include:  (i) nutritional status of the children, (ii) the mechanism of feeding and the phases in the feeding centers (type and quantity of meals), and (iii) health education in the centers.

     The third step is to diagnose the Outputs of NGOs' feeding programmes, which are been produced.  Qualitative and quantitative attributes of the product that have been output have to be studied.  These outputs can be final or intermediate.  Characteristics that are to be examined include; qualitative criteria such as how much weight malnourished children were gained, and quantitative measurement such as how many children are recovered and how much the infant rate mortality was.

     While the currently existing situation will be determined and identified using the available data collected from the field, the desired ideal situation is more complex to identify.  There are three criteria for this ideal situation: Needs and desires.  These two criteria represent a hierarchy of priorities, with needs being an immediate and important priority and desires having least priority.  The ideal situation can be developed in several ways:

A)   Internally, by using the opinions of children mothers regarding the services

offered by the feeding centers, and the opinions of the staff of the centers.

B)    Externally, by using the record of observations regarding the stated goals and   objectives of the responsible NGO: These goals or objectives can be for the short, medium or long term.  Publications regarding the feeding centers issued by academicians, administrators, or international agencies can be used.

The character of the problems identified above is considered as a lack, gap or mismatch.
1. Wad El-Bechir camp

There are two therapeutic feeding centers in this camp which are run by two international NGOs, Fellowship for African Relief (FAR) and Action Contre la Faim (ACF).  FAR is a Canadian NGO that was formed specifically for the purpose implementing relief, development and rehabilitation projects for Ethiopian refugees in the Sudan.  It has been working in Sudan since 1985, focusing on projects aimed at alleviating the suffering of populations affected by drought and armed conflict.  FAR currently operates the Nutrition /Mother Care Health (MCH) clinic in Wad El-Bechir camp, providing wet feeding and health care to all malnourished children less than five years old, and carrying out an environmental sanitation project by providing hygiene education and pitting latrines.  ACF is a French, non-profit, non-denominational, and non-governmental humanitarian organization that has been operating in the Sudan since 1993.  ACF operates worldwide in the fields of nutrition, primary health care, agriculture, water supply and sanitation in the framework of emergency or post-emergency programmes.  With the Sudanese Ministry of Health, ACF intervenes to cope with  nutritional crises among children less than five years old in the Wad El-Bechir & Es-Salam camps.  

     (I) Inputs: FAR established a nutrition clinic in February 1996 in Wed El-Bechir camp. The area of the clinic is about 400~500 square meters.  It has two types of buildings, temporary and permanent.  The temporary buildings which are built of plastic sheath and shed-style roofing consist of a room for health education, a staff room, a store, and a big room for beneficiaries.  The permanent buildings consist of rooms for the medical assistant and the director, a kitchen, and a big hall for beneficiaries.  There is no electric power available at the clinic.

The donor agencies are Adventist Development and Relief Agency (ADRA), International Rescue Committee (IRC), Care international, Tear Fund UK, and the Swiss government.   Donations totaled US$107,433 for the first half of 1998.  

     FAR established its feeding center based on a recent official nutrition survey. Although the location of the center is a little distant from  residential areas in the camp, it is accessible for the beneficiaries because it is the largest center in the camp that has various health and medical services such as primary health care (PHC) and growth monitoring.

     ACF established a nutritional clinic in the camp in 1995.  Its area is about 300~400 square meters.  The clinic serves the camp's population and the surrounding areas.  The clinic has five rooms: a store, an office, a kitchen, and two bedrooms for beneficiaries.  Four rooms are built on a permanent base and one on a temporary basis.  The technical counter- part for the project is the Sudanese Ministry of Health, and the administrative counterpart is the Humanitarian Aid Department (HAD) of Khartoum state.  Partners of ACF are UNICEF and ADRA. The budget for the first half of 1998 was US$ 71,911.00 (ACF 1998).

     (II) Throughputs: Throughputs are the process by which input components are made functional within the clinic.  The characteristic of throughputs is that must be examined are nutritional status, mechanism of feeding, and health education:

     a) Nutritional Status:  A 1998 official survey in the camp indicates that the rate of severe malnutrition among children less than five years old (20% of the total population) was 2.1 % (FAR 1998).  FAR and ACF aim at reducing this rate to 2%. more specifically their objectives are:  (i) To register and follow up moderate and severe cases of malnutrition, (ii) to give children an appropriate diet adapted to their nutritional status, and (iii) to provide curative medical consultation to children attending therapeutic feeding, and (iv) to provide health and nutrition education to households, and mothers, by means of community health promoters (CHPs).

     FAR and ACF recognize three phases in their therapeutic feeding programme.  In the beginning the severely malnourished children admitted in phase I if their weight for height is less than 70 percent.  After three days in phase I they are transferred to phase II.  In phase II the child's weight for height must to reach 79 percent before they are transferred to phase III.  In phase III the child's weight for height must to reach 85 percent or more before they are discharged from the programme.  However, in addition to the measurement of weight for height, presence of Odema and MUAC which are regarded as main criteria, ACF developed the following criteria for admission to its feeding programme: (i) children less than six months whose mothers do not have enough milk, (ii) children who are orphans, (iii) twins if one of them is admitted to the programme.

     b) Mechanism of Feeding:  FAR operates its feeding programme eight hours per day, offering four meals and a snack for malnourished children.  These meals consist of high energy milk (HEM) and some fruits as snack. The ingredients of HEM are oil, sugar, and dried skimmed milk (DSM).  The amount of the meal is determined as follows:  (weight of the child) X (150 ml of milk) / (4 meals per day).  In phase I, the child often takes HEM.  this makes it possible for the malnourished child to regain their appetite in three to eight days, the children are then transferred to phase II, where they take 300ml of milk per two meals and meal of porridge and chicken,eggs,vegetable or fish soup.  The child must gain six to ten grams per day in order to be transferred to phase III.  In phase III, child's weight for height must reach 85 percent in order to be discharged successfully.

      ACF operates its feeding program for twenty-four hours.  A malnourished child will be admitted in phase I where s/he takes ten meals per day.  The meal consists mainly of high energy milk.  The meal amount is determined as follows; (weight of the child) X (130ml of HEM) / (10 meals per day).  In phase I the child will be given only the amount they need.   The child remains four days in this phase to improve their appetite.  In the first two days, the child is given 75F100 milk which is easier for the child's metabolism to absorb (Rawia H., personal communication, April 23, 1999).  On the third and fourth day, the child is given the same amount of dried skimmed milk. 

     The child must be transferred to phase II after getting seventy percent of weight for height.  In phase two the children are divided according to age between those less than one year and those more than one years of age.  The former take eight meals of milk while the latter take seven meals of milk plus porridge.  Meals are determined as follows; (weight of child) X (200 ml of DSM) / (eight or seven meals)+ (porridge).  In this phase the child has appetite and therefore takes more meals.  When the child's weight for height reaches eighty percent, the child is transferred to phase III.  If the presence of Odema is observed, the child must stay for fifteen days regardless of whether their weight for height is of eighty percent or more.

     In phase III, the children continue to be divided into two categories; children less than one years old are given six meals a day consisting of five HEM and one of porridge and fruit while children more than one year old are given six meals of which four HEM, one porridge and one meal for the child's family (family meal). The six meals are determined as follow; (weight) X (200 ml of DSM)/ 6 (family meal, porridge, and four DSM) or (weight) X (200 ml DSM)/ 6 (five meals DSM) + (porridge).  The children are discharged when their weight for height reaches eighty five percent.

     c) Health Education: Behavioral change is at the core of virtually all-nutritional programmes.  The health education process is thus vital for feeding programmes. The objectives of health education are to modify mothers' attitudes and habits and to improve their knowledge of how to prevent a child from becoming malnourished.

      The health programme activities of FAR and ACF include: (i) daily health education for children and caregivers in feeding centers that cover topics such as proper nutrition, hygiene, and control of diarrhea.  It also discusses harmful practices such as early pregnancy and early weaning of children, (ii) health education sessions for women receiving (a pregnancy and lactation ration) or antenatal care: (iii) monthly home 

Visitation to approximately half of the population, and (iv) occasional workshops for community leaders and interested residents in which the topics deal with harmful traditional practices, breastfeeding, and provide information on FAR's antenatal programme. 

     Health education agents are two types: 1) community health workers (CHWs), who emphasize the prevention of diarrhea and the use of oral rehydration salt (ORS), the preservation of body hygiene, clean water, child spacing, and nutrition and immunization, and (2) community health promoters (CHPs), who visit households once a month to provide health education.  CHPs identify and report cases of malnourish children or serious diseases in the camp.

     (III) Outputs:  A total of 617 children benefited from FAR's feeding programme.  The successful discharge as a percentage of total exits in the severely malnourished feeding was below 75% throughout the year 1998.  The mean length of stay in feeding programme for the severely malnourish was less than 36 days in 1998.  The daily average weight gain in the programme was more than 8.8 gm/kg/day.  The malnutrition rate by the end of the year was less than 2 %, realizing the target of FAR. The defaulting proportion was 30%. 

     A total of 618 children benefited throughout 1998 from the therapeutic feeding programme of ACF.  The successful discharge as 424 children, that is, 68.6 %.  The average weight gain through 1998 was 12.7 g per day.  The average length of stay in the camp was 41 days. The defaulters consisted of 22% of the total exits, which is based on the number of children who are successfully discharged, referred to hospital, defaulters, and dead. The criteria for discharge was 1) children whose aged between 6 and 59 months whose weight for height reached 85%, who have no odema, and whose MUAC was above 12 cm, while their height was more than 75 cm., and 2) children aged six months or less, and who are discharged when they gain weight and do not show any medical problem.
2. Es-Salam camp

Both the Ministry of Health of Khartoum state and the international relief community have a mandate to assess and document the health and nutritional status of young children among IDPs, an especially, vulnerable group among the generally vulnerable group in Es-Salam camp.  Recent surveys (see table 2) dating from August, December 1995 and September 1996 shows that the malnutrition rates in Es-salam camp have decreased from 19.2% to 17.7 % and finally to 12.9%, respectively.  Night blindness has been decreasing gradually.

     The nutritional status in Es-Salam camp seems to have been improved through these three surveys. The results, however, might simply reflect seasonal changes (ADRA/Sudan Report 1996).  The Adventist Development and Relief Agency (ADRA) and Sudan Council of Churches (SSC) run two therapeutic feeding centers in the camp.  The contributions of these centers will be explained in terms of inputs, throughputs, and outputs.

     Adventist Development and Relief Agency (ADRA/Sudan) has been involved in relief operations in the Sudan since the early 1980s.  The beneficiaries of these operations are IDPs affected by civil war, drought and desertification.   To continue its relief operations, ADRA signed a contract with USAID in order to implement food relief distribution to IDPs in Khartoum state.  National and international NGOs made partnership with ADRA in distribute relief food to IDPs.

     The Sudan Council of Churches (SCC) is an indigenous Ecumenical Christian Organization operating nation-wide. The council was established in 1967 at a time when the church in the Sudan was in dire need of strong internal unity.  It consists of the leading Catholic, Orthodox and Protestant churches in the country. SCC operates in the six regions of Equatoria, Bahr El Ghazal, Upper Nile, Blue Nile, Northern Sudan, Western Sudan and Eastern Sudan-Gedarif.  

     (i)  Inputs 

ADRA established its therapeutic feeding center in the southeast section of the Es-Salam camp in April 1997.  It occupies an area of 300 to 400 square meters, and has five rooms for nutritionists, vaccinators, medical doctors, a kitchen, and a store, as well as a hall for malnourished children.  These rooms are built on a temporary basis.  The whole center is established on temporary structures consisting of metal poles, canvas plastic sheeting, and shed-style roofing and walls.  These structures are designed to move with the camp population if required and are only meant to serve emergency needs.  The center operates for 24 hours, and consists of three medical assistants, one lab technician, one vaccinator, three cooks, three nurses, one health visitor, one storekeeper, three cleaners, and four guards.  The donors for ADRA are the US Agency for International Development (USAID) and the Office of US Foreign Disaster Assistance (OFDA).

    SCC's therapeutic feeding center is built on a permanent base, though it has a small area (200~300 square meter) comparing with other therapeutic centers in the Es-Salam camp.  The center has three rooms, two 20 feet containers and a yard: one room is for beneficiaries and the other for the staff.  

     (ii) Throughputs:

 (a) Nutritional Status: The malnutrition rate in the Es-Salam camp decreased from 17.7% in 1995 to 12.9% in 1996.  The objective of NGOs (ADRA & SCC) is to improve nutritional status of children under five years old and to reduce morbidity and mortality rate among them. More specifically, their objectives are: 1) to reduce or maintain the level of global/acute malnutrition of children under five to less than 20 % (ADRA Report 1998), 2) to improve the nutritional condition of children under five in IDP camps by providing them with food items, 3) to provide education about health and nutrition to IDPs by making home visits and to improve general hygiene in the camps, 4) to supplement Vitamin A deficiencies and treat night blindness in children.  

     The nutritionist assistant in the center checks the child's weight, height, and symptoms of disease before determining whether to admit them to the feeding programme.  The health then visitor registers the address of the mother or caregiver so as to follow up on  the child in case they default or stop coming to the center.  The child then undergoes a medical check-up, which includes urine, stool, and hemoglobin tests. 

(b) Mechanism of Feeding:  ADRA's center has two 12 hour working shifts per day.  Three phases are recognized, phase I has eight meals and the child must stay in this phase for three to eight days at most, taking high energy milk(HEM) as follows:  (Child weight) X (150 ml of milk) / (8 meals).  After acquiring the required weight, the child is transferred to phase II, where they receive high-energy milk with porridge as follows:  (Weight of the child) X (200 ml of milk) / 6 meals + porridge.

Fruits are taken as snack in addition of  six meals and porridge.  When the child's weight for height reaches 75~79 % they are transferred to phase III, where they receive six meals, fruit, and meat soup.  

The amounts are as follows: (Weight of the child) X (200ml milk) / (6meals) + (fruit + soup)

The child is discharged from phase III when their weight to height reaches 85%.  When the child is discharged, the caregiver receives an incentive ration for three months.

     The SCC center has only one shift remaining open eight hours per day.  It uses the same feeding mechanism as ADRA in its three phases,  and in fact depends primarily on ADRA's food supply, funding of its running costs, and staff incentives.

(c) Health Education:  Health education in the two centers (ADRA and SCC) is mainly directed to mothers and caregivers, is provided daily by all staff members at the center, and is

supervised by the health visitor.  

    (iii) Outputs: 

 The therapeutic feeding centers of NGOs serve the population of 205,000 who inhabit the Es-Salam camp (Banaga 2001). Total enrollment at ADRA's therapeutic feeding center in1998 was 755 children.  The total of exits in severely malnourished TFP was 481 children.  The number of children successfully discharged as a percentage of the total exits was 46.36%.  The death rate was 1.9%, the default rate was 31.18%, and the referrals rate was 20.6%.  The length of stay of children discharged during 1998 was 11.5 weeks.  The daily average weight gain was not stated in ADRA's annual report.

     SCC's therapeutic feeding programme (TFP) admitted a total of 2,041 children from January to December 1998.  Only 27% of them were successfully discharged.  The death rate was 0.05% of the children admitted.  The average length of stay was 60 days for TFP and seven months for SFP (supplementary feeding programme).  The average daily weight gain was 79% for TFP. 

Discussion

Displaced populations are considered vulnerable for two reasons: 1) malnutrition and communicable diseases exhaust their health and nutritional status, and 2) they lack access to basic resources such as food and health services.  Therefore health and food relief are an immediate priority.  

     In cases of emergency displacement, Health relief is to include the following steps (WHO 1983): (i) identifying an authority to coordinate such as the country's ministry of health, (ii) epidemiological assessment including nutritional surveys and the qualifications of health resources people, and vaccination, (iii) assessing the quality and  quantity of the water source and sanitation, (iv) setting up feeding centers, (v) setting up permanent  mortality and morbidity records, and (vi) ensuring health coverage for the community. NGO feeding programmes, however, in the two camps cover most of above-mentioned steps. However, NGOs feeding programmes will be analyzed in light of the inputs, throughputs, and outputs of their selective feeding centers.

1. Inputs: NGO feeding centers' buildings in the two camps operate on

 temporary basis, which might be due to the nature of their service, emergency health relief.  However, these temporary buildings have a negative impact on the beneficiaries and mothers/caregivers, because they do not protect them against harsh weather (during the summer and rainy season).  The inputs in these centers lack permanent buildings, electricity, cold water, and beds for the beneficiaries to lie on, 17.7% of caregivers/mothers complain about the lack of beds for their sick children and 12.7% of them complain about the lack of cold drinking water for drink. Such a poor environment might discourage mothers/caregivers from attending the feeding programme.  NGOs justify the lack of permanent buildings by insisting in that their humanitarian assistance is based on relief. Only national NGOs, such as SCC have established their feeding centers on a permanent base.

     The feeding centers lack gardens and trees which could reduce the heat and dust storms around the camps.  Moreover, gardens have a psychological affect on IDPs, most of whom come from a rural setting where greenery is part of daily experience.  Hence, governments and NGOs should jointly participate in revitalizing the environment inside the camps by encouraging plantation activities.

     The establishment of a department of voluntary agency (DOVA) by the ministry of health in Khartoum state was primarily used to coordinate and regulate the activities of national and international NGOs operating in the health sector. DOVA, however,  emphasized the implementation of regulations, and this resulted in forcing FAR to close its clinic twice and forced senior staff to resign because their recruitment was not processed through the appropriate channels (FAR 1998).  FAR considers the new regulations by DOVA as restrictive the number of qualified candidates capable of holding technical positions, and as a burden on the recruitment process.  In general, DOVA seems to have poor cooperation with NGOs in Wad-Elbechir.  The lack of cooperation led FAR to lose some of its senior staff, adversely affecting the quality of the feeding programme.  

     2. Throughputs:  The throughputs of the feeding programmes are centered on the following three factors: First, nutritional surveys, which are essential for identifying health and nutritional priorities in times of emergency time.  Nutritional surveys consist of baseline nutrition surveys and mortality surveillance.  They are important in describing the distribution of diseases and the prevalence of health problems in a specific population such as IDPs. In the two camps, NGOs have a complementary role.  FAR and ADRA target a reduction in the rate of malnutrition, while ACF and SCC emphasize medical consultation and improvement in the nutritional condition of the beneficiaries.

     Second, the mechanism of feeding. Feeding programmes in the two camps lack standard protocol for their feeding mechanism.  For instance, the feeding centers of FAR and SCC' operate for eight hours a day where as those of ADRA and ACF operate for 24 hours a day.  The director of the feeding programme at FAR stated that as long as a child has the necessary amount of calories per day, the number of meals whether four or ten, is insignificant (Afaf  I., personal communication, May 10, 1999).  She stated that one of the problems of a 24 hours service is that the child will become completely accustomed to the rhythm of meals at the feeding center, and that after their discharging some children will wake up at night asking for food.  She indicates that 24 hours service changes the food culture of the child, requiring   time before children become reaccustomed to the food served at home after their discharge.  On the other hand, we realize that the importance of 24 hours services is that it satisfies a child's needs and deals with any associated medical complication during the duration of the treatment.  Moreover, 24 hours service allow the child to gain required weight according to the feeding timetable, because some mothers complaining that children do not eat at home and they insist on having the same food they used to have in the feeding programme, and this reduces their chance of recovery.

     In the Wad-ElBechir camp, FAR and ACF have different criteria for admission and use different protocol for their feeding programmes.  For instance, ACF uses milk 75F100 in phase I of its feeding programme, while FAR uses milk (DSM). This difference might alter the food culture of beneficiaries in the long run, leading to a deterioration in the nutritional condition of the beneficiaries, because feeding programmes never can be substitute for a nutritionally adequate diet.  They are nothing more than a temporary emergency measure for IDPs who have inadequate food to meet their basic survival needs.  FAR follows protocol and guidelines formulated by their food donor (ADRA).  ADRA guidelines require that the feeding mechanism of malnourished children result in a gain of six to eleven grams per day for centers operating for eight hours, and seven to twenty grams per day for those operating 24 hours a day.  Following ADRA guidelines, FAR gives food according to the age category, namely from one year to five years, whereas ACF tends to feed the malnourish children according to their weight.  ACF's nutritionist argued that each child is different from others in terms of age and the severity of malnourishment, and that the feeding mechanism must differ accordingly.  As food donor, ADRA assigned a nutritionist to follow and monitor the food supply destined for NGOs.  ACF lacks such a nutritionist in its feeding center.  ACF also follows a French guidelines and protocol in their feeding mechanism.  Guidelines and protocols used by NGOs, fail to deal with milk intolerance.  This makes the recovery of children who refuse to take milk difficult (Hiba A., personal communication, May 10, 1999). 

     NGOs distribute dry rations to beneficiaries for several months after their discharge in order to secure the nutritional status that they reached upon discharge.  Because sorghum, not wheat, is the staple food of households in IDP camps, the dry premixed ration consisting of wheat, oil, DSM, and sugar changes the child's taste, and thus wheat is not compatible diet for beneficiaries.  70.9% of caregivers/mothers eat sorghum in their home.  However, 34.2 % of them like the food served in the center.       

     Finally IDPs camps lack public health education.  Only beneficiaries who come to the centers receive health education.  This indicates that people do not benefit from a health education session unless they have health problems or visit the feeding programmes.  The community health promoters (CHP) are engaged in health education.  They don’t, however, give sufficient attention (gap) to the social problems causing health problems among children under five years old.  For instance, polygamy is one of the social problems in IDP camps since it results in a large number of children for which a man in an IDP camp cannot provide life basic needs.  CHPs report cases of sick and malnourished children without investigating the reasons behind their health problems. NGOs argued that since their activities are based on relief, it is beyond their capabilities to investigate the reasons behind health problems (Afaf 1999).       

     Governmental institutions in IDPs camp, however, could play a greater role in investigating and identifying the causes of health problems.                         

     Cultural and religious belief, which is called Kujor, is one of the main causes of health problems among children.  Mothers take their sick children to the Kujor agent, whom they trust for their ability to cure children.  Sometimes the Kujor agent instructs mothers not to eat for a period of time, and this results in a poorly breast-fed child.  The Kujor may also forbid to his clients certain types of food considered taboo, such as eggs or fish with milk.  At other

times mothers sell their children's food ration to secure the payment demanded by the Kujor agent.  

     Surveys show that 89.9% of mothers consider health education useful.  Health education, in IDP camps, is often presented in its cultural context, namely in a form of songs and melodies, which makes it attractive to a wide range of mothers.  Moreover it introduces the urban culture of the north to the caregivers, who are displaced from remote regions in the West and South.  However, health education inside of the feeding centers lacks the teaching aids, such as videos, posters, and illustrations.  Health education should also emphasize element of the local diet that nourish children instead of relying on medical items such as capsules of various vitamins.  When mothers go to work, they send their small children to accompany their malnourished child to the feeding center, and this results in that the small children can not understand the topics discussed in health education. 

      CHIPs are assigned to visit a specific number of household on a daily basis.    Coordination among NGOs and among CHIP agent is vital in health education.  For instance, it is desirable for NGOs to follow a division of labor policy in order to cover large areas of the camp, they should also follow a standard protocol, so that the transfer and flow of information can be accessed and understood among the camp habitants. Health and nutritional education should be part of all feeding programmes and should always be integrated into other health activities so that similar ideas and message are delivered to the community (WHO 1989).       

     Health educators promote health and disease prevention among the IDP community, they need to be well trained to deal with cases of malnutrition and prevent them from becoming recurrent especially since more attention to prevention through health education is less expenses at the curative phase.  Dr. Abdel Rahim Mohammed Babikir, former director of DOVA, referred to the role of a health educator in terms of acronym APAC: (i) ability to diagnose the malpractices that affect the health of the individual and community (Ask-Observe), (ii) ability to appreciate good habits and behavior, namely the need to praise, (iii) ability to convey sound health care messages in advising people to change their habits and behavior, (iv) ability to confirm that messages are well understood.  APAC requires health educators to be 1) well selected, 2) well trained, and 3) well supervised.  NGOs and governmental institutions are to clearly define the role and position of the health educators.  Training is to be standardized and regularly revised (Abdel Rahim, personal communication, Sept. 20, 1998)
     3. Outputs: Based on the four indicators of evaluation of NGOs feeding centers (see section of method); NGOs in Wad-Elbechir camp did not meet the ideal objectives.  However, FAR was satisfied with its TFC performance in 1998.  It considered defaulting as the main hindrance to achieving its target for successfully discharged persons from the programme as a percentage of total exits.  FAR considers defaulting as a problem that is beyond its capacity to resolve, because defaulting comes from the prevalence of poverty among IDPs (FAR 1998).

     NGOs in Wad-Elbechir and Es-Salam camps were successful in achieving targets pertaining to weight gain and reduction of the death rate. They failed to achieve their objectives pertaining to the mean length of stay on discharge for beneficiaries and to the number of those successful discharged as percentage of total exits..  Two factors account for this failure: The defaulting problems and the donors' policy.

     The feeding programme of NGOs has a high number of defaulters who decide to stop attending the feeding programme for a period of time before gaining readmission.  This affects statistics concerning length of staying of beneficiaries when they are returned back and readmitted to the feeding center.  Because  NGOs add the duration of absence to the length of stay to determine the average of length of stay.  Three reasons discourage from attending the feeding programmes; (i) economic conditions force mothers to look for work so as to support other family members especially their children.  Most households in IDP camps are headed by women- (Samia 1996), and the feeding centers, being in feeding centers hinders mothers from being employed for most of the day.  (ii) the poor environment inside the centers discourage mothers from attending, especially of the 24 hours feeding centers where caregivers suffer from harsh weather conditions, the lack of beds and the lack of cold water.  The establishment of a nursery and kindergarten alleviate some of the burdens that lead to defaulting, but NGOs consider it beyond their financial capability. (iii) 25.3% of 79 mothers complained about the little amount of food they received at the feeding centers.

     Donor policy has a serious impact on the continuation of the feeding programme.  For instance, FAR's TFC was funded by a USAID umbrella grant.  The management of this grant was transferred from the International Rescue Committee (IRC), an American NGO, to CARE international (an American NGO).  While IRC managed few NGOs, and allocated to them significant funds to run their projects, the transfer resulted in less donation from the donors to CARE.  Therefore, NGOs managed by CARE receive less funds.  

     From the perspective of NGOs, some constraints reduce the efficiency of feeding programmes, that is; feeding centers run by NGOs such as SCC or ADRA need to increase the number of staff, feeding centers lack maintenance and hence the working environment is not conducive (SCC 1998), and staff is lost due to conflicts with governmental institutions (FAR 1998).      

     The feeding centers are established on relief basis, their feeding programmes, however, are operate for years without the phenomenon of malnourished children ending.  For instance, since mothers receive relief food for six months upon discharge of their children, some mothers rely on relief food by becoming pregnant or having malnourished children.  The situation of poverty and absence of income generating projects leads the feeding programmes operated by NGOs into a vicious circle, which never ends nor achieves its ultimate goals.  To break this vicious circle NGOs and governmental institutions need to fill the gaps, provide for the lacks, and adjust mismatches.  Proposals should include the following:

     I. Cooperation between governmental organizations GOs) and the IDP community should be increased, in the sense that, governmental organizations should regularly visit IDP camps so as to understand the problems and needs of IDPs.  Deploying social workers and conducting surveys is a must in order to identify the social problems of IDPs, which could be the cause for health problems.

     II. Malnutrition and its treatment should be specified and clearly defined by the Sudanese Ministry of Health, and standardized guidelines and protocols should be established for NGOs.

     III. Malnutrition is most often associated with diseases such as diarrhea. The Ministry of Health should therefore update health information by training health workers in IDP camps. 

     IV. NGOs and GOs should work together to implement income-generating projects, such as micro credit projects parallel to their relief activities.

     V. NGOs should promote peacefully coexistence among caregivers/mothers of different ethnic backgrounds.   This can be achieved through health education.

     VI. NGOs and GOs should collaborate in preventing and alleviating the anticipated health crises, which occur in the camps during rainy season. 

     VII. Health education should emphasize natural food items that mothers can use to substitute for the chemical vitamins provided by the clinics.

     VIII. NGOs staff who work in the feeding centers must have regular visits to IDPs community so as to understand what is reported by the CHPs , and accordingly they can  respond positively to the actual needs of IDPs. 
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Footnotes

1  The diagnosis of Odema consists of exerting a mild pressure with the thumb for three seconds on the front of the leg or the sole of the foot, if the imprint of the thumb forms a dent, and if this is observable on both legs child is diagnosed as suffering from odema.  























































































































Tables





Table 1.


Summary Of Services Provided by NGOs (national and international) and governmental organizations (Education- Health-Food) in IDP Camps in 1996


 ______________________________________________________________________





Education   Health Services    Health Services       Drug Services                  Food Services


(Schools)    (Health Centers)   (Nutrition centers)     


  NGOs        NGOs      INGOs     NGOs      INGOs        NGOs, INGOs, GOs        NGOs, INGOs,  GOs


 INGOs


_____________________________________________________________________________________


  





36               23              8          20          8                20%  60%    40%          10%   70%    20%   





______________________________________________________________________________       





INGOs= international NGOs


GOs= governmental organizations





Source: IDPs and the Ways to the Peace (Banaga  2000)
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Figure 1.                       Displaced Population in the Sudan



























































Figure 2.        The Four Official IDPs Camps in Khartoum State, Sudan




















































































































Figure 3.       Causes of Malnutrition
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Source:  Urban Jonsson, Food and Nutrition Bulletin(1995)























Abstract





Armed conflict, drought, and desertification are the causes of internally displaced persons (IDPs) in the Sudan.  IDPs lack access to basic resources such as food and health services.  This article assesses the contribution of four NGOs who devote their work to the welfare of IDPs in the Es-Salam and Wad Elbechir camps.  Their contribution consists primarily of therapeutic feeding centers (TFCs) to rehabilitate malnourished children.  This study uses lack, gap, mismatch (LGM) analysis to diagnose the contribution of these TFCs in terms of inputs, throughputs, and outputs.  Inputs include shelters and feeding centers (quantity and quality).  Throughputs consist of nutritional surveys, feeding mechanism, and health education.  Outputs include the number of successfully discharged children, how much weight they gained, and their mortality rate.  Inputs lack permanent buildings, electricity, cold water, and beds.  Throughputs lack a standard protocol for feeding and it has gap in teaching aids for health education.  Defaulting of children and stop attending TFCs has a serious impact on the outputs' statistics. It was also possible to observe a lack of collaboration and a gap in coordination between government and NGOs.  NGO activities are based on relief and lack developmental programmes.   
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