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Over recent years Malawi has had persistent episodes of food shortages and other humanitarian
crises, on top of endemic disease and the HIV/AIDS pandemic. The Essential Health Package (EHP)
is the government’s strategy for delivering basic health services to all Malawians. Community-level
health care is fundamental to the EHP, and Community–based Therapeutic Care (CTC), based as it

is on public health principles, has proved to be a highly effective measure in combating acute malnutrition in
under-five children. 

CTC is a vital complementary strategy, following the Global Strategy for Infant and Young Child Feeding laid
down by the World Health Organisation (WHO). The advantages of CTC are manifold – active and early case
detection by community-based service providers; better follow-up of patients in Outpatient Therapeutic
Programme (OTP); easing congestion in Nutrition Rehabilitation Units (NRUs), thus improving the quality of care
to the inpatients suffering from Severe Acute Malnutrition (SAM) with complications. 

For CTC to be extended to all districts more involvement by more partners is called for. A consensus on
modalities for the scale-up is needed, and the CTC Review Workshop has provided a platform for discussion
among all stakeholders on the burning issues. We welcome the establishment of CTC Advisory Services (CAS)
as an effective back-up service to those districts planning to introduce or expand CTC, through the setting up of
more OTPs. 

There is a very great deal of work lying ahead and the key to success lies in the strong links existing between
the government health service at national and district levels, WHO, United Nations Children’s  Fund (UNICEF)
as key partners, and the leading Non–Governmental Organisations (NGOs) in the field of CTC – Concern
Worldwide (CWW), Valid International (VALID), and others.

We acknowledge the enthusiasm expressed by the Country Representative of WHO for CTC, and WHO’s
readiness to make technical contributions based on experience in other countries, joining the advisory work in
Malawi and offering policy guidance. UNICEF has reiterated their enthusiasm for the CTC approach, and will
maintain their technical support.  UNICEF will ensure that CTC will form part of the Accelerated Child Survival
and Development Strategy.

CTC has effectively helped to improve recovery rates among the beneficiaries. It is the intention of the
Ministry of Health (MoH) to see standardised and focused implementation of CTC for the benefit of the targeted
acutely malnourished children and their care-givers. 

(Ministry of Health)
Malawi

****************

The Nationwide Nutrition Survey of December 2005 indicated that malnutrition is still a huge challenge in
Malawi. 42% of the children were observed to be short for their age, and global acute malnutrition was found
to be 6.2% while in some four districts rates above 10% were recorded. Global acute malnutrition, which is a
composite of severe and moderate acute malnutrition, requires immediate action ranging from supplementary
feeding to therapeutic feeding in Nutrition Rehabilitation Units or at community level through OTP.

The treatment of severe acute malnutrition in NRUs has been successful, but the implementation has had some
problems. Firstly admissions are limited by the distance and number of NRUs as well as the number of beds in
those centres. Secondly, care–givers have to leave their other siblings at home for about 30 days. CTC as a
new strategy for therapeutic feeding addresses the two problems just mentioned and complements the efforts
being made through NRUs.

UNICEF also acknowledges the limitations of implementing CTC in the absence of global guidelines and
suggests continued implementation in a way that ensures careful analysis of performance indicators, quality
control and documentation of lessons learnt as we work towards coming up with state-of-the-art guidelines on
CTC globally. UNICEF Malawi will continue to support the Ministry of Health and NGOs in the implementation
of CTC both technically and through provision of supplies.

Foreword
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Severely malnourished children are at high risk of mortality. Thus, interventions to reach more of these
children beyond NRUs through CTC are an important contribution to the national and global effort for
accelerated child survival and development.

(Message from UNICEF)
Malawi Office

****************

Severe malnutrition is an important cause of death in infants and young children, but one that is increasingly
open to successful management. 

Effective interventions for the management of severe malnutrition with adequate coverage of affected
populations could prevent hundreds of thousands of child deaths each year, thus contributing to the
achievement of the Millennium Development Goals (MDGs) for poverty and child mortality reduction. WHO
welcomes the initiative to expand community management of severe malnutrition in Malawi and will work with
the government, NGOs and partners in providing technical support to scaling–up the CTC approach.

(Message from WHO)
Malawi Office

****************

The management of sick and malnourished children is a vital component of nutrition programming. United
States Agency for International Development (USAID) supports a range of approaches to rehabilitate
malnourished children, such as CTC and the PD Hearth Nutrition Model. 

CTC is a new approach to managing Severe Acute Malnutrition (SAM) in emergencies and beyond. The CTC
approach treats the majority of acute malnutrition cases at home. It also focuses on outreach and community
mobilisation to improve case identification and promotes appropriate behaviour change to address the root
causes of malnutrition. Central to the home-based care of children with acute malnutrition is the provision of
ready-to-use-therapeutic food (RUTF), a fortified, prepared food which is easy to administer at home.

Comparison to date between CTC and traditional Therapeutic Feeding Centres (TFC) suggests that CTC
achieves greater reductions in mortality and default rate (about 10 to 50% of TFCs) and coverage rates two to
three times greater than TFCs. These promising results from CTC implemented in a number of countries (Malawi,
Ethiopia, Sudan and others) along with local production of the RUTF have generated great enthusiasm and
support among communities, UN agencies, Governments and donor agencies. 

CTC should be included as an integral part of improving nutritional status in both short-term and chronic
situations.

(Message from USAID)
Malawi Office

****************

CWW in partnership with VALID and the MoH commenced the first CTC intervention in Malawi in 2002.
Since then the approach has been well received by the MoH and has been replicated both within the country
and the region. The MoH has both led and driven the institutionalisation of the CTC and the CTC review
workshop has provided a unique opportunity for the many and varied operators in CTC to come together and
build on the initial successes.

CWW remains committed to supporting the MoH in the further treatment and prevention of malnutrition in
Malawi and believes that CTC provides a unique opportunity to bring lasting positive changes in the nutrition
scenario of Malawi. The organisation has been fortunate in the financial support of USAID which enabled this
learning opportunity to take place. We feel sure that this report will be shared widely among organisations and
governments around the world as the CTC approach gains acceptance. Malawi is providing important lessons
and strategic direction for many countries embarking upon this approach.

(Message from CWW)
Malawi Office

****************
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AAH Action Against Hunger

AIP Area Improvement Plan

ART Anti-Retroviral Therapy

ARV Anti-Retroviral

BMI Body Mass Index

CAS CTC Advisory Service

CBCC Community-based Child Care

CBM Community Based Management

CDA Community Development Assistant

CHAM Christian Health Association of Malawi

CI Confidence Interval

CMVs Complex Minerals and Vitamins

CT Counselling and Testing

CTC Community-based Therapeutic Care

CU Concern Universal

CWW Concern Worldwide

DH District Hospital

DHMT District Health Management Team

DHO District Health Office(r)

DIP District Implementation Plan

DOTS Directly Observed Treatment Shortcourse

EHP Essential Health Package

EPI Expanded Programme of Immunisation

FAO Food and Agriculture Organisation

GMP Growth Monitoring Programme

GMV Growth Monitoring Volunteer

HAART Highly Active Anti-Retroviral Therapy

HIV Human Immuno Deficiency Virus

HSA Health Surveillance Assistant

IEC Information, Extension and Communication

IM Intra-Muscular

IMCI Integrated Management of Childhood

Illness

ITN Insecticide Treated Net

IV Intra-venous

KCH Kamuzu Central Hospital

MA Medical Assistant

MAM Moderate Acute Malnutrition

MASAFMalawi Social Action Fund

MoH Ministry of Health

MSF Médecins sans Frontières

MSH Management Sciences for Health

MUAC Middle Upper Arm Circumference

NGO Non-Governmental Organisation

NRU Nutrition Rehabilitation Unit

OPD Outpatients Department

OTP Outpatient Therapeutic Programme

PEA Primary Education Adviser

PMTCT Prevention of Mother-to-Child Transmission

PPB Project Peanut Butter

QECH Queen Elizabeth Central Hospital

RUTF Ready-to-use Therapeutic Food

SAM Severe Acute Malnutrition

SC Stabilisation Centre ( = NRU)

SC-US Save the Children - US

SFP Supplementary Feeding Programme

SWAp Sector Wide Approach

TB Tuberculosis

TBA Traditional Birth Attendant

TFC Therapeutic Feeding Centre

UN United Nations

UNICEF United Nations Children’s  Fund

USAID United States Agency for International

Development

VCT Voluntary Counselling and Testing

VHC Village Health Committee

WFP World Food Programme

WH Weight for Height

WHO World Health Organisation

Acronyms
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The community-based management of severe
malnutrition was originally initiated as a
response to emergencies in Sudan and
Ethiopia in 2000, in order to treat large cases

of severe malnutrition in young children. The MoH
introduced this CTC approach in Malawi in 2002 in
Dowa and Nkhotakota districts with support from
CWW in partnership with VALID. At the same time,
the St Louis Project, in partnership with the College
of Medicine, brought support for home therapy in
various NRUs and districts in Southern Malawi.  

CTC has gained ground as an effective
complementary measure for detecting, treating and
preventing severe malnutrition. In 2004 a
dissemination meeting was held and as a result the
CTC approach was expanded. It was decided at that
time that it would be necessary to gather more
evidence on the effectiveness of CTC, and to
document experiences so that lessons could be
learnt. The progress towards wider implementation
of the programme has been sustained, through the
strong partnership between the MoH (both
nationally and in the targeted districts), and other
key players – UNICEF, WHO, CWW, VALID and
other NGOs.

CTC Review Workshop
And so, in order to prepare the stakeholders for the
scale–up of CTC in the country, the MoH, in
collaboration with CWW, and with funding from
USAID, organised a CTC Review Workshop. It was
held on 19 April 2006, and its specific objectives
were to:

• orient District Health Officers (DHOs) and other
district managers on the CTC programme

• share lessons learnt on CTC implementation in
Malawi

• introduce the CAS and
• plan a way forward for scaling up the CTC

programme.

In attendance were 38 district health managers and
other health staff, as well as senior officials from the
MoH and some 40 partners from a broad range of
organisations based in Malawi – the College of
Medicine, Christian Health Association of Malawi
(CHAM) institutions, UNICEF, WHO, and NGOs.
The full agenda is in Annex I, and the list of
participants in Annex II.

Presentations delivered in the workshop:
• Dr Paluku Bahwere, VALID
• Alice Nkoroi, CWW
• Sylvester Kathumba, District Nutritionist, Dowa

District

• Dr James Bunn, College of Medicine and Moyo
House

• Dr Marko Kerac, College of Medicine and
VALID

• Dr Leopold Buhendwa, Medicins San Frontieres-
(MSF) Belgium

• M Chiwamba, MCH Coordinator, Mangochi
DHO

• Frank Linzie, Deputy DHO, Balaka District
• Carol Lin, PPB and St Louis Project
• Dr Susan Kambale, WHO

Themes explored in the workshop
• Experiences and data from CTC programmes in

a development setting (Dowa and Nkhotakota)
and an emergency setting (Mangochi)

• Experiences of a District Health Management
Team (DHMT) in adopting CTC (Balaka)

• Experiences of implementing CTC in a
programme of outpatient treatment of HIV/AIDS
(Thyolo)

• Challenges and sustainability of local production
of RUTF in the context of the scale-up

• Analysis of the cost implications of CTC
programmes, and of the scale-up

• Experience of integrating CTC programmes with
inpatient treatment in the NRU

• Issues and challenges in integrating CTC within
primary health care / Integrated Management
of Childhood Illness (IMCI) 

• Scoping linkages with community structures
• The modalities for extending CTC within

decentralised health services
• The steps needed for WHO to adapt existing

protocols in order to incorporate CTC.

The workshop updated participants on the progress
of CTC scale-up. It was made clear from the outset
that this process will entail more technical support
for advocacy and social mobilisation, service

Executive Summary

A recovered  baby with RUTF

,                       ,
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standardisation, capacity-building, monitoring,
documentation and dissemination of best practices.
The issues and challenges of the scale-up were
explored at the workshop in discussions between
NGOs, the district health managers and other
partners.

Outcomes of the workshop
The meeting confirmed that CTC is on track for
integration into Malawi’s primary health care
services.
• The MoH re-affirmed its commitment to

incorporate CTC into the EHP, because of the
proven success of the present CTC programmes
in improving recovery rates.  Both WHO and
UNICEF voiced their full support for and
commitment to the initiative.

• The stage has been reached for CTC to be
incorporated into national and global guidelines
on the treatment of SAM. The WHO recognises
its effectiveness as a strategy that is in line with
the WHO Global Strategy for Infant and Young
Child Feeding and complements the WHO
Guidelines for Management of the Child with a
Serious Infection or Severe Malnutrition.  The
Interim National Guidelines on CTC are being
finalised, and harmonised with the National
Guidelines on the Management of Acute
Malnutrition.

• The progress towards institutionalisation of CTC
within district health provision is furthest
advanced in Dowa and Nkhotakota districts,
where CWW is reducing its presence, having

built up considerable local capacity both at DHO
and community levels. Valuable evidence was
presented to those districts intending to follow a
similar path; CAS plays a crucial role in the
documentation and sharing of this evidence.  The
DHOs were given the opportunity to raise their
concerns and pose their questions, and through
groupwork they began to formulate plans of
action for the adoption or expansion of CTC in
their districts.

• The commercialisation of RUTF production is an
issue for further negotiation and research;
commercialisation could lead to markets for local
farmers and therefore economic benefits to the
country, and this aspect should be developed.

• There is a call for training manuals in CTC for the
various levels of health staff and volunteers who
deliver the service. 

In summary, CTC comes at a cost. Treating larger
numbers of SAM children will naturally cost more
than is currently being spent. However, improving
services to the most vulnerable members of the
community lies at the heart of health care provision,
and with CTC the cost per patient is lower than
in–patient treatment in the NRU. CTC makes it
possible to reach more SAM children with effective
treatment, and  prevent more children from
developing medical complications. As the Sector
Wide Approach (SWAp) expands to cover all health
care provision, it is hoped that CTC can be properly
prioritised within the EHP and be funded through the
SWAp.

Moyo House NRU, Blantyre (Kerac)
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Malnutrition is a major direct killer of
under-five children all over the world,
and increases the risk of death from
other diseases. It is a chronic problem

in Malawi, where persistent episodes of food
shortages are compounded by problems of endemic
disease and HIV/AIDS.  Of the 2,319,000 under-five
children in Malawi, 48% are stunted, and of these
18% severely so.  22% are underweight, with 7% of
them severely underweight; 5.2% of under-five
children are wasted, of these 1.6% severely so.
During the last food crisis, in December 2005, the
global acute malnutrition rate in the country was
6.4% (CI 6.1–6.7), or an estimated 102,614 acutely
malnourished children. (see Annex III, MoH
National Nutrition Survey).

Prevalence of SAM
Of these 102,614 acutely malnourished children in
December 2005, the National Nutrition Survey
estimated that some 46,500 were SAM,
representing 2.9% (CI 2.7–3.1) of the under-five
population. The months between November and
April are the “hungry season” in Malawi, and
each year brings alarming figures of under-nutrition
and malnutrition in young children. Cases of
moderate acute malnutrition (MAM) among the
under-fives reached over 10% in Machinga District
last December. The prevalence of SAM is mainly
high in the rural areas, with the Central and
Southern Regions suffering more than the North.
However, problems of hunger are also found in
urban areas, and the greatest challenge to service
providers is to reach the pockets of need that may
exist within an otherwise relatively food-secure area.

NRUs
The traditional approach to treating SAM is through
inpatient care in the NRUs. There are 95 NRUs in
Malawi, whose role is to treat SAM. In December
2005, UNICEF recorded the number of admissions
in 86 of the 95 NRUs as 2,303 children. The
resulting congestion posed risks of nosocomial
infections, and overstretched staff and other
resources.

Some SAM children were treated at outpatient
clinics of health centres, in places where home-based
therapy is in place. But the efforts of the limited
number of NRUs and scattered community-based
projects run by NGOs are inadequate to reach the
mass of SAM children suffering at home. It is
estimated that only about 20% of SAM children

Figure 1: Total number of admissions in NRUs June
2004 – Feb 2006

are being reached with health care. A community-
based approach is clearly called for.
Malnutrition is a highly complex problem involving
many players, and the community-based approach
addresses the economic and social aspects,

recognising that malnutrition is not just about food.
CTC increases the capacity of communities to
recognise and manage malnutrition, and to take
steps to avoid it.  

The aims of CTC 
1. To treat severe acute malnutrition – both

marasmus and kwashiorkor. 
Inpatient care in the NRU is complemented by
early discharge to OTP. CTC assists the health
staff in NRUs, by enabling them to focus better
on those SAM children who have clinical
complications and are in most acute need. 

2. To provide easy access for populations in need
by decentralising the service.

1. Introduction

Eating RUTF for the first time

Months (# of NRU with available data)
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An OTP clinic may be attached to a hospital or
a health centre, thus using existing health
infrastructure. A medical assistant (MA) and/or
community nurse trained in the CTC approach
are responsible for the OTP. Health Surveillance
Assistants (HSAs) are being trained in how to
diagnose and refer cases of SAM in instances
where no other health staff are present. (Staff
resources and capacity-building are critical
issues in a situation of general serious shortages
of qualified health staff.)

3. To ensure that, as much as possible, care should
be provided at home to complement that in
feeding centres or hospitals, enabling the care-
giver to attend to other family responsibilities
while attending to the malnourished child.

4. To mobilise communities using both formal and
informal networks, including traditional
practitioners.
Information Education and Communication
(IEC) is crucial to the success of the CTC
approach; the community itself is trained to
detect and refer cases of malnutrition in time.
Protocols are simplified so that volunteers as
well as health workers can develop the
necessary competencies for screening. As well
as identifying cases of SAM, they follow up
OTP clients in order to minimise defaulting. 

5. To treat SAM children with  RUTF. RUTF has lain
behind the CTC initiative from the start. Known
as plumpynut, and resembling the local food
chiponde, it has enormous benefits in terms of
effectiveness and ease of use.  It is produced in
three production units in Malawi, and the
workshop addressed the issues of extending
production capacity, commercialisation of RUTF
production, and exploring options for different
ingredients.

CTC national structures
The decision-making and advisory body for CTC is
the CTC Steering Committee, with representatives
from the MoH, WHO, UNICEF, USAID, CWW /
CAS, Save the Children (SC)-US and VALID. The
CAS has recently been set up as a technical team
from CWW and the MoH which offers support to
districts adopting CTC (see Chapter 6). 

The government’s Targeted Nutrition Programme
(TNP) also has a technical working group on CTC. 

Progress towards integration into PHC
CTC has now been piloted in 16 districts in the
country. The current aim is to encourage its adoption
in the unserved parts of those districts, and to extend
it to the remaining 12 districts. The decentralisation
of health services offers opportunities and
challenges for this process. CTC is clearly based on
public health principles, and thus fits well within the
stated aims of the EHP to extend health services as
much as possible to community level, reaching the
population that is hardest to reach. 

It is expected that RUTF will in due course be put on
the Essential Drugs List, for procurement,
warehousing and delivery by Central Medical
Stores, through the district health systems.

“I think I like it”
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Contributors: Dr Dorothy Namate, Director of
Health Clinical Services, Ministry of Health; Dr
Paluku Bahwere, Valid International; Alice Nkoroi,
CWW; Dr Brian Bramson, University of North
Carolina (UNC) Project, Lilongwe. 

2.1 The History of CTC in Malawi
CTC was introduced in Malawi initially as an
emergency response to increased levels of acute
malnutrition.  Ambulatory feeding programmes had
been started in Ethiopia and Darfur in 2000, with
the assistance of CWW, Oxfam and Save the
Children (SC)-UK, and the food crisis in 2002
attracted similar initiatives in Malawi. 

It had been discovered in Ethiopia and Sudan that
the inpatient treatment of SAM needed to be
complemented by an outreach approach. TFCs are
resource-intense; carers of malnourished children
have to travel long distances to access their services
and coverage is low. Moreover, the congregation of
sick and malnourished children in centres leads to
the spread of infection, increasing morbidity and
mortality. The equivalents of TFCs in Malawi are the
95 NRUs, located in areas where there tend to be
most cases of acute malnutrition. Problems of poor
coverage and congestion at peak periods leading to
the risk of nosocomial infections also apply to NRUs.

Components of CTC Programmes
CTC is an innovative concept that mobilises
communities and supports local health services to
effectively treat those with acute malnutrition in their
homes. A typical CTC programme comprises four
elements:
• Community mobilisation, including screening for

referral
• OTPs for cases of SAM without clinical

complications
• Inpatient care for those with clinical

complications in the NRU
• Supplementary feeding for those with moderate

malnutrition to prevent them from becoming
severely malnourished, and for cured outpatients
to prevent relapse.

Over time, CTC has been modified for application in
transition contexts, otherwise called non-emergency
or developmental contexts. Malawi has been a
pioneer in this, with the ongoing support of CWW
and VALID.  

Figure 2: The original concept of CTC

Global guidelines on community-based treatment of
malnutrition
The integration of CTC into other primary health
care services is central to its effectiveness and
sustainability. By 2003 WHO had proved its support
for community-based management of severe
malnutrition in their Global Strategy for Infant and
Young Child Feeding, which was adopted by
UNICEF.

RUTF
CTC was made possible because of a RUTF called
plumpynut. Its primary advantage is that it needs no
preparation and does not spoil, because it is oil-
based. Plumpynut is manufactured by Nutriset, in
France, and now local equivalents are produced in
Malawi. Plumpynut bears a strong similarity in taste
to chiponde, a groundnut paste mixed with salt,
which has long been enjoyed by children in Malawi.
Plumpynut is a mix enriched with dried milk powder,
oil and Complex Minerals and Vitamins (CMVs)
giving SAM children the calorific value and
micronutrients that they need for recovery.

CTC Admission Criteria
The CTC approach makes a distinction between the
SAM child with clinical complications, who must be
treated as an in-patient, and the SAM child with no
complications, who may be treated at an OTP. 
(see table 1)

2. Overview of CTC

Extract from WHO Global Strategy for Infant and Young
Child Feeding (2003)

…searching actively for malnourished infants and young
children so that their condition can be identified and treated,
they can be appropriately fed, and their
caregivers can be supported; 

… promoting development of community-based
support networks to help ensure appropriate
infant and young child  feeding, for example
mother-to-mother support groups and peer or
lay counsellors, to which hospitals and clinics
can refer mothers on discharge. 
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Table 1: CTC admission criteria

2.2 CTC: The Concept 
The four pillars on which CTC is built are: high
coverage and good access, timeliness,  sectoral
integration and capacity-building.

1. High coverage and good access 
The health staff need to consider those children not
in the programme who are in danger of dying at
home. The number of CTC distribution points has to
be increased to the level projected by the WHO, i.e.
not more than 10km round trip from home, in order
to reach the maximum number of children.  The
proximity of health care provision is a critical factor
in decreasing barriers to access (Figure 3).

Figure 3: Impact of relative proximity of health care
provision

With more OTP sites there is better follow-up, but
default rates of around 15–17% remain a problem.
In Malawi it is difficult to trace patients who move
across district borders. Stronger community
awareness that SAM can be effectively treated close
to home is one answer to this challenge.

2. Timeliness 
CTC attacks the problem of late presentation, when
the child may have developed complications and
may even be beyond medical help. CTC has

simplified protocols, so that community volunteers
can be trained in the task of active early detection.
CTC is a pro-active approach, and cases of SAM are
actively sought. 

3. Sectoral integration
Malawi has pioneered CTC in a development
setting; it is demand-driven. It contrasts with
emergency responses, where design and
management tend to be external, outreach is by
paid professionals, RUTF is imported and the
operation is resource-intensive. Those implementing
CTC in a development setting use the structures that
are already there, and mobilise communities in the
early detection of cases of malnutrition. All those
who have responsibility for the care of young
children are oriented in the identification of severe
malnutrition. Linkages are made with extension
workers from other ministries (notably Agriculture
and Gender, Child Welfare & Community Services),
who are also oriented in CTC. Families who have
received care and treatment are linked with
community food security initiatives.

Follow-up is more effective when carried out by
community workers, and has reduced relapse rates.
RUTF can be manufactured locally, integrating
treatment with the local economy and the whole
operation uses fewer resources. 

4. Capacity building 
Health staff and volunteers have to be trained in an
appropriate way, where necessary using simplified
protocols, and building on their existing knowledge. 

Staff are overburdened in NRUs, and CTC is
effective in taking some of the pressure off them,
ensuring better quality of care for those cases that
cannot be treated in OTP. There are shorter lengths
of stay (around 7–12 days), and so the caseload is
reduced. 

2.3 Expansion of the CTC Approach

Coverage
The following table shows the current extent of CTC
activity in Malawi. 
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Table 2: CTC coverage in Malawi

Success rates for CTC 
The recovery rate for CTC globally is high, taking
together figures for inpatient and outpatient care. A
survey was made of all CTC programmes run
between 2001–4

1
and Malawi’s  experience in

2002–3 was comparable to successes elsewhere,
with a recovery rate of 69.4%. 

Weight gain is slower under CTC. This could be
because of the sharing of RUTF in food-insecure
families, or perhaps with the increased physical
activity in the home setting. However, follow-up
studies have shown that the weight gain is more
sustained, with lower rates of relapse

2
.

Table 3 : Global outcomes of CTC programmes
(SC/NRU and OTP combined)

Development of guidelines
In the absence of national CTC guidelines, it is
difficult to harmonise implementation by partners.

With the impending scale up there is need to come
up with national guidelines. As such Malawi is in the
process of drafting national CTC guidelines and this
workshop offered an opportunity for comments to
the latest draft. Besides WHO produced guiding
principles for developing CTC guidelines and hence
will be vital in the finalisation of the national CTC
guidelines.

RUTF and the HIV-Infected SAM child 
Advances are being made in the treatment of the
HIV-infected SAM child, and there are moves
towards routine HIV testing. Recovery rates and
fatalities are therefore being tracked at Moyo
House, the NRU at Queen Elizabeth Central
Hospital (QECH); in 2004, 48.8% of HIV-infected
patients died and 34.2% recovered, compared with
15.9% of HIV-uninfected patient deaths and 66.7%
recoveries. There is need for studies on the quality of
these patients’ response to nutritional treatment,
with and without administering cotrimoxazole or
anti-retrovirals (ARV), in terms of contributing to
improving paediatric care in cases of HIV.

RUTF and the treatment of HIV-Infected
adults
The roll-out of ARVs to 60 health facilities across
Malawi is accompanied by the giving of nutritional
support. With assistance from the Global Fund,
large deliveries of RUTF from Nutriset in France are
arriving in Malawi. CTC is a programme for under-
five children and their care-givers, and there is a
clear and important linkage to be made with the
ARV programme for adults.

Use of RUTF in PMTCT programmes
The UNC Project at Kamuzu Central Hospital (KCH),
Lilongwe, is carrying out a weaning programme for
HIV-positive mothers. The study is underway and
data is not yet analysed. There are 600 infants in the
project, and RUTF is being offered as a breast-milk
substitute for children between 6-12 months whose
mothers are HIV-positive and have been advised to
stop breast-feeding. They have found that it is an
acceptable breast-milk substitute, but it is very
difficult to sustain. 

- Malawi Demographic Household Survey 2004/5  
- Defined as severe wasting (WH of < -3 SD NCHS/WHO
reference) or oedema or a Mid Upper Arm
Circumference (MUAC) of < 110cm

2.4 Cost of CTC programmes
The initial outlay in setting up a CTC programme will
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include:
• Recruitment and training
• Equipping and providing transport for mobile

teams
• Setting up decentralised logistics
• Interacting with and mobilising populations.
Once the above components of the programme are
in place, the ongoing costs are mainly on medicines
and RUTF. 

A CTC programme builds on current structures,
offering in-service training for health workers and
using established health facilities.  The capacity of a
CTC programme is not limited in the way that NRU

care is limited by the
number of beds and
other inpatient
facilities.  CTC does
benefit from
economies of scale;
where there is a
concentration of
need, the cost of
treating each SAM
child can be much
lower than keeping
that child for the full
duration of treatment
as an inpatient. The
greatest challenge in
terms of ongoing cost
is the purchase of

RUTF.

Figure 4: OTP and NRU cost in Nsanje district CTC
programme (2006)

Dr Steve Collins wrote in Nov. 2004: 
“Given the different aims, structure and timeframe
of CTC and TFC interventions, a comparison on a
purely cost-per-beneficiary basis is difficult and
largely inappropriate.  It is also important to include
hidden costs when estimating cost-effectiveness.
Humanitarian aid managers are often guilty of only

including the direct costs of their programmes in
their analysis of cost-effectiveness, and ignoring
other costs borne by the communities being helped.
Traditional TFC programmes incur substantial costs
for the families and communities of programme
beneficiaries which need to be included in any
comparative analysis of CTC and TFC approaches.
In the latter, mothers are removed from their
families for up to a month, in order to stay with their
children in the TFC.  Siblings of the malnourished
child are deprived of maternal care during this
period. Furthermore, the mother is unavailable to
work in the fields or participate in other income-
generating activities during this time.  All of this
imposes a significant opportunity cost on the family
and on the community – a cost that is largely
avoided in the CTC model”(Extract from “CTC  A new
paradigm for selective feeding in nutritional crises”.
Commissioned and published by the Humanitarian Practice
Network at ODI Nov 2004).

Looking forward to RUTF treatment (Kerac)

An outpatient at Moyo
House (Kerac)
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Contributors: Sylvester Kathumba, District
Nutritionist, Dowa; M Chiwamba, MCH
Coordinator, Mangochi

3.1  CTC in an Emergency Setting:
the Case of Mangochi (SC-US)

Support was given by SC-US, who helped the DHO
set up an emergency project, which began in
January 2006 in response to the emerging food
crisis in the district. Through timely intervention, it
aims to treat both malnourished children and also
highly vulnerable malnourished HIV-infected adults.
Specifically, it focuses on:
• increased access and coverage of services for the

treatment of acute malnutrition. The coverage was
increased from the previous provision through only
three NRUs, to 36 health facilities currently
offering CTC;

• increased capacity of the DHO in community
management of acute malnutrition. Training was
given to nurses, MAs and HSAs on supplementary
feeding programme (SFP) and OTP guidelines;

• improved quality of nutritional care and support
for HIV-infected adults.

The MoH nutritional survey had estimated the
following target population:
•  8,432 MAM children
• 1,700 severely malnourished children
•  300 chronically ill malnourished adults. 

Community mobilisation
A step-by-step approach to community mobilisation
was used. Firstly, the chiefs were sensitised, then
other local leaders. Growth monitoring volunteers

(GMVs) were identified as the community group best
placed to be trained in active case-finding, and so
they were able to complement the work done by
HSAs, using MUAC and oedema measurements. It
was important to maintain community mobilisation
through continued screening at community level,
with careful follow-up of beneficiaries.

Performance indicators
Success has been remarkable. With reduced length
of inpatient stay, the NRUs have been less congested
and therefore more effective in treating cases.  They
have been able to admit a total of 1,881 children
between 23 January and end-March. Meanwhile,
over one month (Jan–Feb 06) 1,350 children were
treated via the OTP. Thus, the performance of
Mangochi district is within the Sphere indicators; by
end-March, the cure rate was 76.3% and the death
rate 5%. The defaulter rate of 13.6% remains a
challenge and could be improved upon.  

Challenges
As would be expected, the project has faced
considerable challenges, not least the difficulty of
accessing more remote areas in heavy rains. SC-US
helped with vehicles, but transport costs are high.
The very low number of NRUs posed a major
challenge for accessing treatment for the most
critically ill children. At the peak of the hunger
season, therapeutic food may go astray.
Some food items were stolen by health centre staff,

and also it was noticed that RUTF was being shared
among family members. In order to address this,
each care-giver was given 8kg of gramil (a finely
ground and milled maize flour) and 4kg of beans at
the same time as the RUTF was given.

CTC for the chronically ill
The initiative to pilot RUTF among 300 chronically
ill/HIV-infected adults deserves comment. So far
there are 64 people registered. Selection for the
programme is based simply on a MUAC of <21cm,
with Body Mass Index (BMI) only being introduced
later in monitoring at the health facility. The pattern
is that adults become very sick and may seek

3. CTC in Emergency and Development Settings

Training extension workers in Balaka District (Linzie)

OTP distribution in progress (VALID)
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medical help before they know their status;
Counselling and Testing (CT) is offered and then
nutritional support. Research will be conducted on
the effectiveness of RUTF for these patients. Clinics
offering Anti-retro viral Therapy (ART) are not yet
fully established and linked with CTC in Mangochi.

Lessons learnt
The key lessons learnt in Mangochi are firstly that
effective community mobilisation is central to
increasing service accessibility for patients.
Secondly, GMV now know the benefits of catching
the moderately acutely malnourished cases early for
referral to SF. GMVs need to use simple guidelines,
and so admission to SFP is based on MUAC alone,
without measuring WH.

3.2 CTC in the Development
Context: the Case of Dowa &
Nkhotakota

The first CTC intervention in Malawi
When a national nutrition emergency was declared
in 2002, an appeal to the UN was made for
assistance, and the MoH gave permission to CWW
and VALID to come to assist. Dowa district was
identified as an area of desperate need, and the
CTC programme began there in 2002, with
Nkhotakota following in 2003. Initially, the DHMT
were only passively involved, as CWW took
responsibility for implementation, community
mobilisation and training of health staff, and it was
their mobile teams who delivered care to the
beneficiaries.
In Dowa, the MoH required all cases of SAM to
receive initial treatment at NRUs, but after about five
months, the NRUs became overloaded and the MoH
then adopted a policy of direct admission to OTP.

Increased coverage with more OTPs
The number of NRUs in Dowa district has been
increased from three to five, and the number of OTPs
currently stands at 19, with a corresponding marked
improvement in coverage.  Some ten months after
the start of the emergency operation, a comparison
was made between the coverage achieved in
Mchinji district, which at the time of the survey had
three NRUs and no OTPs, and that achieved in
Dowa through CTC. Methods used for assessing
coverage vary, but the figure of 73% coverage in
Dowa compared with 26–28% in Mchinji provides a
powerful indicator of success for CTC. 

Figure 5 : Comparison of coverage - Dowa and
Mchinji (2003)

The coverage in Nkhotakota is similarly much
improved, with four NRUs and 18 OTPs. Meanwhile,
in Lilongwe district CWW and UNICEF in
partnership have extended coverage; the eight
NRUs are now complemented by 27 OTPs. In
Nsanje, there are three NRUs with 12–14 OTPs
underway.

CTC Support Team
The programmes have since evolved in a
developmental way, with DHOs now responsible for
implementation. The core unit is the CTC Support
Team, comprising district health staff. The CTC
Support Team supervises operations; it began with
meetings every two weeks at the health centres to
review activities, and as ownership of the
programme has grown, these visits are now only
made monthly. A performance checklist for health
centres has been designed and every three months it
is used to identify the health centre with the most
outstanding performance; prizes are awarded to
motivate staff (best health centre MK2,500, and best
NRU MK2,500). The CTC Support Team meets
quarterly for review and planning. 

Community mobilisation
Existing community structures, as well as HSAs and
other health staff are continually used for
mobilisation. The first move is always to alert the
chiefs about the programme, telling them that
volunteers will be sought, and that health staff will
be coming into the village. HSAs continue with IEC,
seizing every opportunity at the OTP clinics.
Volunteer networks meet monthly, and the district
CTC Support Team meets with them quarterly;
volunteers are well trained and knowledgeable.
Mother-to-mother networks are effective in outreach;
each care-giver whose child has been treated is
asked to take responsibility for awareness-raising in
their village. Dowa district is fortunate in having
community nurses to assist with IEC at village level.
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Performance indicators
The CTC programmes in Dowa and Nkhotakota are
maintaining Sphere standards now, with the default
rate improved.  However, it remains a challenge to
follow up beneficiaries who have come from other
districts. 

The following figures show the success rates in Dowa
district:

Table 4: Performance of NRUs and OTP in Dowa –
2003-5

In order to monitor relapses, surveys were
conducted in Dowa on patients one and two years
after recovery, by HIV status. It was found that of
HIV-uninfected patients, only 14% relapsed, and of
HIV-infected children 25% relapsed; this mirrors
experience of CTC programmes in other countries
(Table 5).

Table 5: Comparison of performance of CTC in
Malawi with other countries 

Improved early detection of malnutrition
With its extended coverage, the Dowa experience
exemplifies CTC’s success in increasing early
detection of malnutrition. Case-finding is a
responsibility shared between community volunteers
and the health staff.  Diagnosis and treatment are
delivered by trained and qualified staff at the OTP
and NRU.  An OTP cannot open without the
presence of a MA or nurse; on occasion an HSA will
be faced with a possible case of SAM, and measures
have been taken to train HSAs in how to diagnose
and refer.

Early discharge from the NRU
The length of stay in the NRU is reduced from 42 to
about 7–12 days, with longer stays often attributed
to chronic illnesses associated with HIV/AIDS.

Ownership
Ownership of the programme has gradually
strengthened in the CHAM and district health
facilities, and whereas the communities at first saw
the programme as delivered by “outsiders”, now
the community completely accepts the approach,
with village heads fully in support.  The DHO staff
have built on their own capacity, and are more
ready to integrate with other programmes. 

Using linkages for IEC
Wherever IEC is going on, the CTC programme links
up with it, whether in food security or health.  When
CWW initiated its food security project in Dowa, it
deliberately targeted those families who had been
on the CTC programme. The uptake of Expanded
Programme of Immunisation (EPI) is enhanced
because each child is screened when they are
treated for malnutrition. In a similar way, links are
made with the Insecticide Treated Net (ITN) scheme
and water and sanitation programmes. Many CTC
volunteers are also engaged in other programmes,
e.g. MASAF, and so they tend to be people with
broad knowledge as well as IEC skills.  CTC is
exploited as a very good entry point for CT and
Prevention of Mother-to-Child Transmission (PMTCT).
Through IMCI, other medical complications are
picked up and referred for diagnosis and treatment.
Since there are so many instances of needy families
where the mother has died from HIV/AIDS, leaving
the family at risk of neglect, males as well as females
need to be targeted with IEC.

In future, more extension workers from other line
ministries will be oriented in CTC. The CTC Support
Team at district level takes every opportunity to
strengthen working relationships with other
stakeholders, in a constant effort to build up the
constituency of supporters of CTC. 

Human Resources capacity issues
General health staffing levels are poor, and there is
high turnover.  Besides, the motivation of volunteers
constantly needs boosting. The DHO lobbies
vigorously for more HSAs, and in an attempt to
attract MAs and nurses to leave the towns to come
to work with communities in rural areas, staff houses
are well maintained. Opportunities for collaboration
with other districts are sought, in the hope that they
will shortly set up their own CTC programmes. 

Scaling up CTC 
The process of institutionalisation continues in Dowa
and Nkhotakota, with logistics and financial issues
gradually being worked out. With the growth of
SWAp, there should be greater likelihood that
resources can be directed to treating SAM children,
especially in the times of peak need, as a priority for
the district.
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Contributors: Marko Kerac, VALID / College of
Medicine; additional comments from Dr Leopold
Buhendwa of MSF-Belgium

Moyo House is  Malawi’s biggest NRU, with a
rising annual admission rate of approximately 1,600
in 2005–6. The catchment area is both wide
(including rural areas that are not easily accessible)
and large (due to the densely populated Blantyre
urban area).

The admission pattern is highly seasonal with a peak
during the rainy/pre-harvest season between
December and April. In the mid 1990s, doctors at
QECH who had spent years working with fatality
rates of 30–35% tried various measures to improve
results. They raised the level of staffing to one nurse
for each three children; better care was provided
(individual clean bed with blanket and supervised
feeding every two hours); an experienced
paediatrician was made constantly available;

systemic infections were evaluated in the laboratory
and a relatively costly antibiotic (ceftriaxoze) was
administered. In consequence the fatality rate
decreased to about 25%, but it has not been
possible to lower this rate.The overall prevalence of
HIV is 40–50% of admissions throughout the year;
60% of marasmic patients are HIV-infected. 

The frustration of doctors in this NRU was increased
on discovering that children who had regained
weight and good health in hospital were often dying
after a while at home. The length of stay required in
the NRU was around 30–40 days and care-givers
are unwilling or unable to leave their homes to
devote a long period of time to one child. And so all
too often the central hospital receives cases very
late, and can therefore do little to improve on the
case fatality rate. There is an inpatient mortality rate
of around 20% for the complex malnutrition cases,
and a 26% mortality overall on follow-up. HIV
makes a significant contribution to these high
mortality rates.

4.1 Reviewing the use of RUTF in the
NRU 

There is increasing confidence in RUTF as an
alternative to F100 in Phase 2 treatment. Moyo has
been evolving this approach since May 2003. It
enables patients who are clinically stable to be
discharged home early to complete nutritional
rehabilitation as outpatients. This in turn makes it
possible for the NRU to treat many more children,
especially at peak periods. In Jan–Feb 2006 there
were over 250 admissions. Previously, with an
average 20-day stay before recovery, 150–200
beds would have been needed.  With RUTF and
reduced stays on the ward, Moyo House managed
a maximum of 90 inpatients.

4. Going Beyond NRUs with CTC 

Care-givers may have long and difficult journeys to reach the NRU (Blantyre Rural District) (Kerac)

Scenes of Blantyre’s sprawling peri-urban
settlements (Kerac)
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According to existing WHO ‘Ten Steps’/MoH
draft guidelines, routine care in NRUs follows a
three-stage approach to feeding:
Phase1: F75 130ml/kg/day
Transition phase: F100 130ml/kg/day
Phase 2: F100 ad libatum 200ml/kg/day
Patients are discharged at WH 85% of the median.
There are many potential disadvantages in this fully
inpatient-based care of SAM:

• High opportunity costs of attending an
NRU

When mothers and health centres know that the stay
in the NRU is likely to be long – at least 3 weeks –
then the opportunity cost of attending is high.
Consequently, mothers may stay at home longer,
until their children are sicker. This makes prognosis
worse and treatment more difficult if they do
eventually arrive at an NRU. Health centres, even if
identifying early/uncomplicated SAM may fail to
persuade mothers to attend an NRU. But without
CTC/outpatient feeds, these health centres may have
little to offer. 

• Increased risk of nosocomial infections 
Long stays result in overfilled wards with increased
likelihood of nosocomial infections. This is a
particular risk in malnourished children, all of whom,
irrespective of HIV status, are to a greater or lesser
degree immune compromised.  Respiratory diseases,
including TB, and diarrhoeal diseases, including
cholera, are a major concern.

Pressure on NRU staff
An overcrowded NRU results in poor staff/patient
ratios and makes it difficult to care adequately for
the sickest children. There is pressure both on
existing beds and on staff morale.

• Use of RUTF
Moyo protocols in 2003–6 initially stabilised

children according to standard WHO protocols and
in Phase 2 they were given F100 with Phase 2 milk.
However, rather than wait for a nutritional cure on
the ward, children were discharged early, with
RUTF, after a median 10 days inpatient stay. They
would then come back for outpatient follow-up every
two weeks. From April 2006, with increasing
experience, RUTF is being introduced at Transition
Phase, while the patient is still on the ward, replacing
F100 altogether. F75 milk rations are continued
throughout the stay as the fluid complement to the
RUTF. 

A disadvantage of the outpatient system is that some
patients fail to travel long distances to attend follow-
up. Mothers with children recovering from
kwashiorkor are more likely to default, and they are
especially at risk for lack of follow-up nutritional
support. Follow-up care and supplementary feeding
are best provided at local level, in OTP at health
centres. 

Various studies have demonstrated the effectiveness
of home-based therapy with RUTF for severe
malnutrition.

1. Home-based therapy with RUTF. (Manary,
Ndekha, Ashorn, Maleta, Briend – Arch Dis Child
2004)  This study took 282 HIV uninfected SAM
children under a year old. Three different
regimens were administered in Phase 2:

• RUTF 175 kcal/kg/day
• RUTF supp ~ 33% energy RDA
• CSB in excess

With the high-calorie RUTF, weight gain was
5.1g/kg/day (if WHZ < 3), weight gain was
7g/kg/day). 86% of patients in this group
achieved 0 Z-score within 42 days.

2. Home-based therapy with RUTF is of benefit to
malnourished, HIV-infected Malawian children
(Ndekha, Manary, Ashorn, Briend – Acta
Paediatrica 2005) 

This study took 93 HIV seropositive children under
a year old. No ARVs were given. The same three
regimens were administered. With the high-
calorie RUTF, weight gain was 3.2g/kg/day, and
75% reached 100% WH.  The median time in the
programme was 71 days. 

3. Home-based treatment of malnourished
Malawian children with locally produced or
imported ready-to-use food. (Sandige, Ndekha,
Briend, Ashorn, Manary – J Pediatr
Gastroenterol Nutr 2004) This study showed that
the outcomes for locally produced RUTF were as
good as those for imported RUTF (plumpynut). 

4. Comparison of home-based therapy with RUTF
with standard therapy in the treatment of

The average age on admission at Moyo House
was 24 months (2003-04 survey) (Kerac)
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malnourished Malawian children: a controlled,
clinical effectiveness trial (Ciliberto M, Sandige,
Ndekha, Ashorn, Briend, Ciliberto H, Manary –
Am J Clin Nutr 2005)

This research studied seven NRUs, using a
stepped-wedge design. Units using F100 to cure
were compared with units beginning to go over to
RUTF, moving protocols accordingly. Thus
standard MoH care was compared with early
discharge on to RUTF. The standard entry criteria
were used (WHZ <–3 SD); 1,178 children were
studied. 186 received standard care, and had a
median admission of 22 days; 347 were treated
for 11 days in the NRU and then discharged with
RUTF.
Results:

• Weight gain 1.4 x as fast in RUTF group
• Less fever cough or diarrhoea 
• Mortality no different
• Twice as likely to reach cure (95%CI 1.7–2.3)
• Inpatients twice as likely to relapse or die by 6-

month follow-up
• However, weight gain was low in all groups:

2g/kg/d standard, 3.5g/kg/d RUTF.

Unlike other studies that indicate a slower
recovery period in the community than in the
NRU, this study showed a significantly faster
recovery rate for RUTF and/+ early discharge,
with eight weeks’ follow-up. However, since
none of the children in this study grew well, it is
questionable whether it was a fair study.

5. Supplemental feeding with RUTF in Malawian
children at risk of malnutrition

(Patel, Sandige, Ndekha, Briend, Ashorn,
Manary,  J Health Popul Nutr 2005)

There have been no increases in deaths or other

adverse events with RUTF, and weight gain is
comparable. RUTF is clearly operationally
advantageous; it takes some pressure off staff on the
ward, since it is easier to prepare.  Locally produced
RUTF appears as good as imported plumpynut.
However, no ‘head to head’ randomised clinical
trials have been carried out to make a direct
comparison between the effectiveness of RUTF and
that of F100 in an NRU setting.

The following outstanding questions need answers:
• Given the cost factor, are other RUTFs equally

effective? What evidence will be needed to
establish the equivalence of alternative
therapeutic feeds?

• Can the protocols be further simplified?
• Are there certain patient groups that need the

traditional F100 because of complex malnutrition
and illness?

RUTF is being tried out at earlier stages; it is being
introduced with F75 at Transition as well as in Phase
2. However, it may not be appropriate for
malnutrition with complications. Alternatives to
groundnut-based RUTF are also being tested in the
unit.  

4.2 CTC Scaling-up process at Moyo
House

The authors of the operational research findings
updated and described by Dr Kerac are Kate
Sadler (VALID) and Prof Anne Nesbitt (College of
Medicine).  Support from World Food Programme
(WFP), UNICEF, Action Against Hunger (AAH),
Tambala Foods, Blantyre DHMT, Macdonald
Ndekha, St Louis Nutrition Project and VALID/CWW
was acknowledged. The study was carried out in
two phases–Phase 1 May–October 2003, and
Phase 2 Oct 2003–July 2004.

Background
Before 2003, Moyo House was run as a traditional
NRU with fully inpatient-based treatment for
malnourished children.  The goal of this operational
research project was to evaluate the effect of a
change to an outpatient system using RUTF for Phase
2/rehabilitation feeding.  This is a first and important
step in the evolution towards a CTC programme.

Aims of the research
This operational research study had the following
aims:
Through introducing RUTF and outpatient Phase 2
feeding, to:
1. improve ‘cure’  and reduce mortality
2. improve Phase 1/inpatient/stabilisation

(following on from regional WHO training in
April 2003)

3. improve Phase 2/outpatient care, using RUTF 
Moyo House – monitoring in-patient
weight gain (Kerac)
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4. evolve the NRU towards a district-wide CTC
framework (including integration with other
services: HIV, TB, palliative care)  

These aims were to be achieved with existing levels
of staffing and other resources. A key feature of the
research was the active follow-up of all defaulters
from the programme.  This was essential to get true,
unbiased outcome results.

Nutritional protocols
The therapeutic feeding strategy for inpatients
began traditionally with F75 at Phase 1 and F100 at
Transition. Patients began Phase 2 with F100 and
once stable they were discharged with RUTF, and
asked to return to the outpatient clinic every two
weeks for check-up and more supplies of RUTF, until
“cure” (WH 85% over two consecutive fortnightly
visits). 

Performance indicators
The admission profile shows an average age on
admission of 24 months (Table 6). 

Table 6: Admission profile at Moyo House by age
with outcomes

An analysis of the admission profile by different
types of malnutrition prompted the move towards
extending OTP. Of the 1,082 patients studied, 732
(68%) were suffering from kwashiorkor, 222 (21%)
were marasmic, and 111 (10%) were suffering from
marasmus and kwashiorkor combined.  The WH Z-
scores on admission and outcomes, by type of
malnutrition, are shown in the following table:

Table 7: Admission profile at Moyo House NRU
showing severity of malnutrition and type, with
outcomes

In-patient mortality rates fell. From 2002–3 to
2003–4 patients were discharged earlier. There
were no major disease outbreaks on the ward.
However, the overall mortality rate remained high,
at 26%. HIV was a significant factor behind this high
mortality, especially in marasmic patients.  The cure
rate was 57.7% overall. 

Figure 6: Outcomes of Moyo House NRU – overall
and by type of malnutrition

CTC and the HIV-infected child
HIV has a significant adverse effect on outcomes.
Death rate was high in the HIV+ group, many of the
infected children dying under the care of the
palliative care team, either on the ward or after
discharge home.  30% of the total 282 deaths were
at home – many of these were proven HIV+ve or
clinically suspected HIV+ve. Many deaths in the
‘ s tatus unknown’ group would also have been
attributable to HIV, since not all patients were tested.
Outcomes by HIV status are shown in the table
below:

Table 8: Moyo House NRU - outcomes by HIV status
For proven HIV–ve patients, cure was high and
death rate was only just above the recommended
Sphere standard of <10%.

The limiting factor for HIV testing was lack of test kits
and funding for testing. A separate but
contemporaneous study revealed high (90%)
acceptability for teating of SAM children – even at
a time when only cotrimoxazole antibiotic
prophylaxis was available for those found infected.  

Recently, testing for HIV has become routine in
Moyo House.  One reason is to reduce the stigma
which results from only some patients being selected
for testing.  Acceptability of testing remains high: it
gives good news to the care–givers of the HIV-
negative children, HIV+ve children can be referred
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to either the ARV clinic, or the cotrimoxazole clinic
while awaiting ARVs. Monitoring weight-gains in
response to outpatient feeding helps stage HIV and
proritise where on the ARV waiting list children
should be.  

Study of defaulters
Defaulters were defined as those failing to attend
two consecutive outpatient clinics. These patients
were followed up at home to assess outcomes. Those
who had died at home were classed as deaths. Of
the remaining 176 patients, 49% were successfully
located. There is no reason to suspect that the group
not found were any different from those found. Of
those found, 63 (73%) were well and had not
returned to follow-up for this reason. 13 (15%) were
found to be still unwell, and 10 (12%) had died more
than one month after discharge from the ward. 

Length of stay
Median length of stay in the Moyo programme was
a total of 37 days. This included approximately
eleven days inpatient stay. Deaths occurred at a
median of seven days.

Weight gain
Weight gains were, like outcomes, dependent on
HIV status and nutritional diagnosis:
Kwashiorkor ~ 4.8g/kg/day
Marasmus ~ 5.1g/kg/day
HIV-ve/recovered ~ 7.0g/kg/day

Summary
Operational experience from Moyo House shows
that integration of a stringent NRU stabilisation
phase within a broad home-based management
programme with locally made RUTF is an effective
and easily implemented alternative to traditional
inpatient feeding with milk.

Overall outcomes from the programme remain
suboptimal, but this is largely due to high HIV
prevalence. It is difficult to compare these overall

outcomes with pre-RUTF outcomes since previously
defaulters were not followed up as in this study. 

The locally made RUTF used in Moyo was shown to
be an acceptable food for malnourished children
both with and without HIV/AIDS. It is culturally
appropriate and popular with both patients and
staff. Thus, the evolution towards full district CTC
programming is fully supported by the tertiary
institutions. The next moves towards CTC involve
increased harmonisation with other district health
institutions, OTPs in health centres, and strong
linkages with SFP.
Moyo House can play a significant role in increasing
overall coverage by directing patients to both SFP
and OTP.

4.3 OTP Provision Scaling-up
Thyolo - MSF-Belgium

MSF–Belgium has worked for many years in Thyolo
district, and pioneered the use of ARVs there. A
pillar of MSF’s work in Thyolo has always been that
nutritional support is a vital part of care and support
for people living with HIV/AIDS. Their emphasis in
all programmes is on IEC to communities and
individual care-givers, and to encourage CT.

Situation analysis
With a current population of half a million people,
Thyolo has a SAM prevalence of 0.2% of the under-
fives, and so on average 230 children should be
treated every month. With very limited institutional
provision (three NRUs and one OTP) only 45% of
the SAM children were being reached; half of the
inpatients had come from over 10km away. 

Nutritional support for HIV/AIDS patients
In Thyolo there is a very high incidence of
HIV/AIDS; 25% of pregnant women test positive,
and around 40% of children in Thyolo District
Hospital’s NRU are HIV-infected. The provision of
ARVs is being scaled up and decentralised in order
to reach an estimated 10,000 people, including
young children. All children in the NRU and OTP are
tested for HIV, and CT is proposed to all care-givers.
As yet very few small children are put on Highly
Active Anti-retroviral Therapy (HAART), but the NRU
could be the entry-point, perhaps using growth
criteria, for those in urgent need of HAART.  The
scale-up of the nutritional programme, together with
other programmes like PMTCT and CBCC, and the
decentralisation of health services in Thyolo district,
will have a huge impact on the potential for reaching
the ambitious ARV scale-up plan.

Moyo House – care-givers ready for discharge
with RUTF (Kerac)
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Scaling-up OTP provision
The scale-up entailed setting up four more OTPs, two
at health centres and two in remote areas.
Operating once a week, they are supervised by a
mobile team of one nurse, one measurer, one
registrar and a driver.  The screening system has
been extended, as follows:

• Supplementary Feeding Centres – OTP and SFP
activities are held on the same day at the five
OTP sites

• Under-five clinics – all SAM children are
referred to the OTP or NRU

• Health centre Out-patient Departments (OPDs)
refer SAM children to OTP

• Patients discharged early from NRUs are
accepted

• Community home-based care workers refer all
children with red or orange MUAC to OTP.

The NRU and the OTP complement each other.
Criteria for admission to the OTP, or “ambulatory
programme”, and to the NRU follow the national
guidelines, as do the criteria for discharge. Further
requirements for transfer from NRU to OTP are as
follows:

• Presence of an OTP nearby
• Return of appetite
• Significant reduction or absence of oedema
• No need for intra-venous (IV) or intra mascular

(IM) treatment
• The care-giver accepts the transfer and has a

good understanding of what needs to be done
for the child.

Protocols
The protocols also follow the draft national
guidelines, with the slight difference that a higher
dose of amoxicillin (100mg/kg/day) is given in
Phase 1 as a routine antibiotic. The patient is
expected to stay a maximum of seven days in Phase
1, and receives only F75. If oedema is subsiding and
appetite has returned than the patient moves to
Transition Phase and changes to F100. In Phase 2,
F100 (200ml/kg/day) is given with twice-daily Likuni
Phala. The OTP is only for children in Phase 2, and
RUTF (plumpynut) is distributed once a week
(200kcal/kg/day).

It is preferred that all SAM children start treatment in
an NRU, for accurate diagnosis of type of
malnutrition and possible complications, in order to
check their HIV status, to stabilise their nutritional
status, and to enable them to start HAART when they
are eligible. It would not be possible for an OTP to
offer the kind of intensive care that a child with
complicated malnutrition, perhaps with kwashiorkor
++ or +++, needs.  

The effectiveness of the CTC programme depends
absolutely on IEC being given its required
importance. The benefits of the CTC approach in
reaching and treating many more malnourished
children are clear to see.
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What is RUTF?
RUTF, also known as Plumpynut or chiponde, is the
key to the success of CTC. It is a mixture of milk
powder, peanut butter, oil, vitamins and minerals
that is nutritionally equivalent to F100, the standard
formula recommended by WHO for Phase 2
treatment of severe malnutrition. 

The benefits of RUTF are:

• No cooking or preparation required
• Low water content prohibits growth of bacteria

even after contamination with dirty hands
• Can be stored at ambient temperature for

months without spoiling
• Has shown to be acceptable to children and

successfully used in international relief work.

How much does each child need?
One child’s needs may be 10–15kg for an average
of 42 days of treatment. For example if average
weight of a child on admission is 8.1kg, increasing

over time to 9kg. For programmatic purposes,
calculations are made based on 200kcal/kg/day. A
child taking 150 kcal/kg/day will need a total of
10kg, and a child taking 200 kcal/kg/day will need
a total of 15kg.

Local production
RUTF is produced locally in Malawi in three places:
Nambuma (Dowa district), Lilongwe and Blantyre.
The Blantyre production unit is run by PPB, a non-
profit Malawian NGO whose sole purpose is to
produce Plumpynut–chiponde for use in government
health centres and by NGOs.  PPB has a licensed
partnership with Nutriset, who pioneered RUTF in
France and have loaned machinery. Production
began May 2005 in Blantyre, with 200 tonnes/year
capacity, and it intends to scale up to 500
tonnes/year by July 2006. Quality control is
maintained. 

Home–based therapy
RUTF has proven success in improving recovery rates
of malnourished children on home-based therapy:
home-based therapy greatly increases the reach of
therapeutic programmes for malnourished children,
as outpatient clinics do not need to be based in a
NRU. It can also be given as supplementary feeding
to HIV-positive adults in order to reduce the
incidence and the debilitating effects of malnutrition.
Through the Global Fund, all 60 clinics offering free
ARV treatment are being supplied with imported
RUTF.  There is a growing demand.

Cost
WFP and UNICEF have donated such materials as
CMVs, milk powder and oil to PPB; USAID has
recently given large-scale production equipment,
which will soon be put to use. RUTF is sold to
organisations for local distribution at around
US$3.60 per kg, a figure that includes the raw
materials and manufacture. 

Challenges in scaling up production
Over the current peak season, PPB has been
producing a tonne a day, by working seven days a
week. In order for scale-up to proceed, various
challenges have to be overcome:
• Supplies of CMVs through UNICEF can take

time, as does the procurement of raw materials;
• Duty has to be paid on imported items. If this

duty could be waived, the cost of RUTF could go
down to US$3.20 per kg;

The complex interplay between demand,

5. Local Production of RUTF

Standard 260gm pot of RUTF, to be taken as
Mankhwala (medicine) (PPB)
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procurement of raw materials (when donations are
not available), payment and production means that
RUTF cannot always be supplied on demand.
Several weeks of advance notice are usually
required.

• Ground-nuts are seasonal and are almost
impossible to find in the off-season;

• Dried milk often has to be imported from RSA or
Zimbabwe, and importation and clearance of
imported goods takes time.

Organisations are constantly seeking cheaper ways
to obtain RUTF. Locally-produced RUTF is clearly
advantageous over the imported product; it is
cheaper, and the economic benefits can go to local
businesses, transporters and farmers. 

RUTF and outreach
One of the greatest challenges to CTC is outreach.
The cases of SAM can be in remote and inaccessible
places, making it not feasible to set up a programme
for a scattered and small number of children.
Nationwide coverage can only be achieved if RUTF
is incorporated within the EHP.  If RUTF were placed
on the Essential Drugs List, its availability would be
assured to SAM children wherever they are. 

Districts wanting to adopt CTC will clearly incur
expenses in the purchase of RUTF. An economic
analysis of the costs and savings of introducing RUTF
in all the districts is needed, bearing in mind that

cost-effectiveness is not all; the priority is to bring all
SAM children under CTC coverage. 

Alternative recipes
Alternatives to groundnut-based RUTF need
investigation, but caution must be exercised.
Experiments are being carried out with soya and
chickpeas, but it is not simply a matter of replacing
one ingredient with another.  Nutritional equivalents
must be found and palatability must be maintained.
Children have enjoyed chiponde, a groundnut-based
food, for generations, and nutritionists can explore
how it may be possible to regenerate it at the village
level, for use as a preventive measure. 

The question of what mothers add to their ch i ld’s
diet at age six months exercises nutritionists, who
may debate over the relative virtues of Likuni Phala,
nsima mixed with dried fish powder or various
recipes of enriched food in preventing malnutrition
from setting in. All these foods must help the child
aged between the ages of eighteen months to two
years to fight off and recover quickly from the
various infections that assail them.

Projections for scale-up
If RUTF is to be provided nationally, then the large
INGOs and the smaller local NGOs could support
RUTF production by contributing to staff training.
With the new equipment in use, it will be possible for
the three RUTF producers in Malawi to produce
1,000 metric tonnes of RUTF in a year.  It can be

PPB production unit in Blantyre
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estimated that there are around 70,000 SAM
children needing treatment each year.  PPB’s
current output is one metric tonne per day; VALID in
Lilongwe is producing two metric tonnes per day.
On average the full treatment a SAM child needs is
12kg; therefore 800–900 metric tonnes of RUTF
would be required in a year. And so it seems that the
capacity is there to cover the national needs of CTC
for SAM children, with the potential to scale up for
programmes for HIV-infected adults. The issue is one
of planning (e.g. for a five-year period) and
ensuring as far as possible the supply of the raw
materials. 

Commercial producers (e.g. Rab Processors) have
already shown that they can step in if the market for
RUTF increases. The existing NGO producers and
the MoH need to confer with them regarding clinical
trials and quality control. RUTF has a strict recipe
and is not designed for use as a supplementary
food; it is a treatment. It may be possible to follow
the pattern taken for tablets to treat malaria, which

the government has allowed to be sold in local
shops, but great caution needs to be used here,
since the clients are sick children and adults in need
of proper medical assessment. Furthermore, the
price of RUTF would need to fall to a very few
kwacha for a therapeutic dose in order for it to be
within the reach commercially of those most likely to
become malnourished.

PPB production unit in Blantyre
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Substantial external contributions over a further
period of time are required in order to build
on the progress already made in
strengthening the capacity of health systems to

deliver CTC. This investment can lead to a sustainable
service that is both more effective in its outreach and
treatment, and also helps ease the strain on health
facilities, with their limited technical capacity, staff
shortages and very high rates of admission,
especially at peak periods. 

The shift from dependence on support towards local
control and accountability is complex, since the
districts of Malawi are at different stages of
implementation. While there are highly active CTC
services delivered in areas of acute need, such as
Dowa or Machinga, the cases of SAM that are
scattered in diverse remote areas of the country
present a special challenge. Furthermore, those
cases of urban deprivation, especially in the
“hungry season”, that lead to severe nutritional
crises for certain families must be actively sought and
attended to.

6.1 Incorporation of CTC within
WHO Global Guidelines

There is now a wealth of documented experience on
CTC, in Malawi and in other countries. With its strong
adherence to public health principles, CTC has been
welcomed in Malawi as a complementary strategy,
following WHO guidelines. The NGO partners and
MoH staff have recognised the value of CTC and
pushed forward with it, in parallel with the current
WHO Guidelines on the Management of the Child
with Severe Malnutrition. 

WHO presents the following Guiding Principles of
CTC: 
1. Identification of SAM children in the community in

order to provide treatment
2. Management of SAM children in the community
3. Management of SAM children in the community in

the context of high HIV prevalence

Over time, WHO has become persuaded of the value
of CTC globally, and is now involved in making their
own technical contribution to scaling it up. They are
studying CTC strategies, gathering evidence and
convening such players as CWW in order to build a
joint advisory capacity. WHO staff at regional level
and from headquarters will be invited to participate
in the development of policy guidance in Malawi,
ensuring the connection with other child health
measures, namely IMCI, HIV/AIDs, immunisation
and malaria. 
In this way consultations at headquarters, regional
and at country level will be fed into the formulation
of the global guidelines. These guidelines will include
the following criteria for CTC:

• CBM offers a continuum of care.
The community health worker’s  role is in the early
identification of severe malnutrition; inpatient care
can be integrated with therapeutic care at community
level.  Early discharge is of benefit to the care-giver
with other family responsibilities, however the health
workers need to ascertain that the home
circumstances are capable of sustaining CTC; if the
home care circumstances are extremely poor, then
the child will not be discharged.
• Feeding the SAM child at community level 
Where access to appropriate local diet is limited and
no nutrient-dense local food is available, nutritional
treatment consists of a daily ration of 150–220
kilocalories per kg per day of RUTF. WHO calls for
the testing locally of family foods to which CMV
could be added, thus making a locally-produced
therapeutic diet.
• Current admission and referral criteria

should apply 
• Nutrition education is a fundamental

requirement of CBM
• Links to other services, especially HIV

programmes and IMCI, must be made clear
• Monitoring at community level 
Effective treatment should be based on a weight gain
of at least 5g/kg/day in SAM children. Records
should be kept on: case fatality rates, defaulting and
treatment failures, length of stay under treatment. 
• Interim National Guidelines on CTC
WHO declared their readiness to work together with
the partners to finalise the National Guidelines on
CTC that are at present in draft form, in harmony with
the global guidelines that are under development.

6.2 Integrating CTC into the Essential
Health Package

WHO recognises the critical importance of
incorporating CBM of SAM within the EHP.  All
components of CTC – in-patient care, out-patient
therapeutic care, and community mobilisation and
outreach – are to be integrated into the EHP, at
various levels. This measure has been approved in
Malawi. Effective primary health care needs
functioning systems at national level (clear health
policy and adoption of a strategy to address out-
patient treatment of severe malnutrition), district level
(district health services with appropriate capacity)
and community level. Decentralisation of health
services is not yet fully established in Malawi, and it
is of special concern that costs of CTC should be
integrated into community level planning in the
districts in a timely way, so that staff training and the
supply of commodities are planned for. 

Cost implications of integrating CTC into the
EHP
The districts adopting CTC for the first time, and
perhaps with little or no NGO support, need to be
assured that resources will be found through the
SWAp.  They should be aware that although the cost
per recovered child may be high, there are several

6. Strategies for Scaling-up CTC                            
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indirect benefits to the health system, such as the
capacity building of staff, the rehabilitation of health
structures and the improvement of linked services
such as EPI.

6.3     Partnerships
The MoH recognises the critical importance of strong
partnerships in the process of scaling-up CTC to the
districts. Decentralisation of health services and the
SWAp to health care provision form the framework
within which the process is taking place. The
challenge is to draw together the range of separate
but linked initiatives between various district health
authorities and NGOs, and gradually make each
CTC programme sustainable under district control.  A
challenge to the integration of some CTC
programmes is the short-term nature of donor
funding; capacity-building at district health service
and at community level is a gradual process which
will take many years to complete.

Linkages and coordination with other ministries at
district level are of crucial importance in community
mobilisation for the prevention and early detection of
SAM.  Key professionals at local level are usually few
in number and over-stretched, and so they need to be
persuaded of the ways in which links can be made
between CTC as a critically important health initiative
and other community initiatives. In particular, food
security initiatives must tie in with case treatment; this
has been a feature of CWW’s activities in Dowa
and Nkhotakota districts from the start. 

WHO
While not in a position to provide major funding,
WHO will join advocacy for CTC, supporting
resource mobilisation, and leading to the integration
of CTC into health policy and budgets. WHO
advocates with donors for the inclusion on the
Essential Drugs List of RUTF as the recommended
therapeutic food.

UNICEF–Accelerated Child Survival and
Development
UNICEF have declared that they are keen for CTC to
be part of this new programme instigated jointly by
UNICEF, WHO and the MoH.  Eight districts of
Malawi are taking the programme into their District
Implementation Plans (DIPs) this year, and it is
expected to roll out to all districts in 2007. UNICEF
wants all components of the CTC approach to be
included in the Accelerated Child Survival and
Development initiative.
UNICEF will continue to offer technical support and
to provide supplies for CTC in response to proposals
from the MoH, districts and NGO partners in all
districts implementing CTC.  

6.4 Support Services for CTC – CAS
and VALID

CAS
Scaling-up CTC will require additional resources,
including more staff; existing staff need more
training.  There needs to be more involvement of
more partners.  Protocols must be standardised;
proper monitoring and evaluation of the services

provided must be put in place, with performance
indicators that are agreed.   Quality control measures
should be applied and lessons learnt should be
properly documented.  

CAS can assist in all these areas. The CAS unit,
located in the CWW offices in Lilongwe, currently
comprises five staff.  CAS works in partnership with
the Ministry of Health and VALID, and draws on their
expertise.  CAS offers:

• Training support for health staff (MAs, nurses and
HSAs). This support has been given to MSH, Goal
and MSF-Belgium;

• Ongoing development of Guidelines, with partners
and through the CTC Steering Committee;

• Development of training materials, written in
English and to be translated into local languages;

• Research studies. CAS has identified areas for
study and will commission and fund them;

• Learning sessions.  CAS will bring implementers
and partners together in order to share
experiences, establish best practices and document
these;

• Documentation of evidence from different areas on
the successes and challenges of CTC. 

VALID
Established in 1999 VALID is a limited company
specialising in improving the quality and
accountability of humanitarian assistance. With a
wealth of experience of humanitarian relief
operations in Darfur, Ethiopia and North and South
Sudan, VALID staff use scientific methods; they have
evaluation expertise and draw upon extensive field
experience. VALID has particular expertise in
assessing specialised therapeutic feeding services for
severely malnourished children and adults. VALID
has worked in partnership with CWW, SC-UK, The
Centre for International Child Health, Oxford
Brookes University, and Tufts University Boston USA,
to develop CTC, with support from WHO, the
Canadian government and Torchbox. VALID offers
sustained assistance and advice to CWW, in initiating
projects in Malawi and sustaining them. Dr Paluku
Bahwere is a
VALID expert
working within
CWW Malawi,
and supporting
one of the three
local units
manu fac tu r ing
RUTF.

A satisfied out-patient (Kerac)
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As detailed in Ch 3, progress towards the
district authorities assuming responsibility
and control for CTC is most advanced in
Dowa district. Coverage has remained

high and CWW has gradually reduced their level of
support to the CTC programme in order to ensure
sustainability. Almost all case-finding and
mobilisation have been handed over to the
community and health authorities.

Since early 2005, Balaka, Salima and Mzimba have
been supported by MSH, with funding from USAID,
to roll out therapeutic feeding with a CTC approach.
The progress is steady and fast-moving.  Balaka
district is fully covered now; in February 2006 MSH
began to support two more districts in the southern
region - Mulanje and Chikwawa.

The experiences of the DHMT in Balaka serve to
enlighten DHOs who have not introduced CTC on
the requirements of the approach.

7.1 Case study: CTC Integration into
DHOs – Balaka

Set-up strategy
The Balaka CTC programme is demand-driven, in
line with the development approach. The strategy
for setting up the programme began with the NRUs.
A close study of their efficiency (orderliness, record-
keeping, drugs and equipment) was carried out;
staff performance was observed. Patient records
were analysed with the following indicators:

• Average length of stay
• Age of children (nearly all are aged 13–24

months, and most are aged 19–24 months)
• Outcomes by weight gain of each child
• Deaths, by cause
• Areas the children come from.

Partner support
Support was then enlisted from partners at all levels
– from community structures (such as local leaders,
Traditional Birth Attendants (TBAs), traditional
healers), district partners, and all staff in the district
health facilities. 

Referral and links with other health services
Mechanisms have been put in place for better
referral between community and health facilities. For
referral to improve, community based child care

groups (CBCC) and other community workers such
as Community Development Assistants (CDAs) need
food and nutrition IEC.  Community volunteers have
been engaged and trained in IEC, identification and
referral. Village Health Committees (VHCs) can be
set up to complement the work of the district health
staff.  A particular feature of the Balaka experience
is their chosen objective to integrate family planning
services with nutrition programmes; the majority of
caretakers are expectant women with at least one
other child. 

Links with food security programmes
When children are discharged from CTC, their
family is targeted with farm inputs.  Links with food
relief and food security initiatives could be improved
upon; the DHO advocates for more nutrition
education in the food security programmes. FAO has
made a link with MSH in order to promote backyard
vegetable gardens, food production and small
livestock rearing. 

Capacity-building
A predominant feature of MSH-supported projects is
the building of human resource capacity.  Balaka has
benefited from training of trainers in CTC protocols
and guidelines, with the long-term aim of passing on
the knowledge to other districts. Training and
sensitisation has been extended to all extension
workers, especially those from the Departments of
Agriculture & Irrigation and Gender, Child Welfare
& Community Services. 

Training materials
The training needs of HSAs and the staff working in
OTP clinics is ongoing. CAS can assist with ongoing
capacity-building, and proclaims their readiness to
come in with appropriate assistance.  The manuals
that are provided for CTC need to be written in local
languages as well as in English.  A training needs
analysis should be carried out to discover the
different levels at which training should be delivered,

7. CTC Integration: The Way Forward

Health staff monitoring progress and distributing
RUTF (PPB)
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in order that appropriate training courses are
designed, with some manuals produced in local
languages. As soon as the National Guidelines for
CTC have been finalised, they will be included in
pre-service training for health staff.

Constraints to scaling-up
With low staff numbers, efforts to build staff capacity
can have only limited effect. Weak follow-up
remains a challenge, and is especially important
since some care-givers discharge the patients from
the programme too early. (As in Dowa, cross-border
admissions are very difficult to follow up.) There are
so many children with malnutrition that is borderline
between moderate and severely acute that the
health facilities wish for more interventions to help
these children.

Harmonisation with partners
In Balaka there are several NGOs working in the
field of care for vulnerable children, and there is
need to harmonise different roles and protocols;
plans need to be made at district level to bring these
various local approaches in line with the Interim
National Guidelines. In order for the best initiatives
in CTC to be properly recognised and built on, they
need to be well-documented. The quality of
documentation should be a major concern.

District planning
The next stage is to build CTC into the new DIP. In
Balaka, certain elements of CTC are in the 2006 DIP,
i.e. capacity-building, supervision and monitoring.
At the upcoming Mid-term Review, procurement
activities will be included. CTC programmes can be
fully introduced into the next DIP cycle in mid-2007,
and will then also be included in the Area
Improvement Plans (AIPs).

Sustainability
Districts like Balaka are achieving success in
reaching and treating more SAM children, but they
are unsure of the sustainability of their work. Despite
signs of increasing prevalence of SAM, especially at
peak periods, there are no plans to increase the
number of NRUs in Balaka district, or indeed
elsewhere in the country.  Reliance on donor support
through direct technical assistance and a variety of
NGO initiatives always raises the issue of
sustainability. CTC does much to assist an over-
stretched health system, but the struggle for
resources will remain the biggest challenge.  Most
importantly, a guaranteed supply of RUTF is
necessary.  Donor support needs to be sought to
help this process, since large quantities will be
required.  

7.2 Planning for the Introduction of
CTC

The majority of districts in Malawi have no or little

CTC programming at present.  For many districts the
assistance and support of NGOs will not be
available.  The MoH recognises the powerful case
for implementing CTC in improving coverage in the
treatment of severe malnutrition, and modalities are
being investigated for its uptake in all the districts.
DHOs should be confident of introducing the CTC
approach, for the following reasons:

• Major partners (UNICEF, WHO, etc) give their
support

• There is a large knowledge base on this means of
treating SAM

• Protocols are in place
• The SWAp is in place
• Health facilities are already there, to be built on
• RUTF is locally available
• DHOs are ready to share experiences
• “ The time is right” - now that the peak hungry

season is over, health staff can look ahead.

Through the sharing of experiences between DHOs
with CTC and those without, the workshop helped to
give insight into the careful analysis and planning
that needs to precede the introduction of CTC. 

National Plan for Scaling-up CTC
The following guidelines could assist DHMTs with
their planning. It will become evident that a National
Plan for Scaling-up CTC would be very valuable to
DHMTs, to avoid unnecessary duplication of effort,
and to keep the districts updated on developments,
e.g. integrating CTC within IMCI. CTC is not intended
to be set up as a parallel programme; it should
always be built on to existing health services.

The following list of issues to be addressed could
form the basis for that plan.

1. Survey of nutritional status of the community and
analysis of the existing health care provision

2. Setting up well-defined referral systems;
standardising services

3. Establishing monitoring and evaluation and
follow-up systems

4. Integrating CTC within district health plans
5. Partnership development
6. Integration with other community and health

programmes
7. Resource mobilisation (RUTF, human resources,

transport, equipment and materials)
8. Capacity building for service providers,

communities and caregivers

1. Survey of nutritional status of the
community and analysis of the existing
health care provision

Refer to the MoH/UNICEF monthly nutrition survey
by district. Study the patient records kept at the
NRUs; analyse NRU efficiency and staff
performance (see above, Balaka). Compile the
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reasons that justify introducing CTC – limited
coverage of NRUs, local areas with chronic or
repeated hunger crises and with associated social
deprivation, etc.
It should be noted that all interventions should be
tailored to the local capacity to manage and respond
to the hunger situation in the worst affected
communities. Two areas with similar levels of SAM
might have to receive different responses. And so
proper analysis of the capacity of communities and
health facilities must be carried out at programme
planning stage for support to be appropriate and
effective. 

2. Setting up well-defined referral systems;
standardising services

Ensure that patients are referred to CTC through the
health services–integrate CTC within IMCI, Growth
Monitoring Programme (GMP), EPI. 
Refer care-givers of patients to other programmes –
family planning, CT for HIV/AIDS, SFP, food security
and/or farm inputs.
Apply the protocols and standardise services - where
NGOs may be operating small-scale CTC
programmes, obtain agreement to align them so that
the approach is consistent throughout the district. 

3. Establishing monitoring and evaluation and
follow-up systems

Documentation is of vital importance. Protocols lay
down requirements for M&E and for follow-up.  All
efforts are made for record-keeping to be kept to a
minimum, realistic and appropriate to the levels of
staff concerned. Where volunteers are engaged in
follow-up as well as active case-finding and IEC,
there is a special need not to over-burden them.

4. Integrating CTC within district health plans
It is of paramount importance that mechanisms
should be set up between the MoH and CHAM
institutions to ensure that all components of CTC
–medical consultations, in-patient care and drugs
–are cost-free to patients at all hospitals and clinics.

Although the DIPs for 2006 have already been
prepared, it will be possible at the time of the Mid-
term Review to begin to integrate CTC, in a small-
scale way. It is hoped that CTC programming will be
instituted nationwide in the 2007 DIPs.

5. Partnership development
The CTC programme has been developed through
sustained collaboration between MoH, WHO,
UNICEF and key NGOs. The success of the Directly
Observed Treatment Shortcourse (DOTS) approach
to diagnosis, care and treatment of TB is established;
CTC is also an outreach programme, and has similar
advantages in terms of increased access to treatment.
There is a flow of information from the communities
on the successes and lessons to be learnt, and

modifications to implementation strategies have been
made accordingly. 

Research studies
The research conducted by VALID and by the College
of Medicine serves to validate the move away from
the management of SAM only through in-patient
care. Nutritionists in Malawi share information and
ideas for future interventions with their regional and
international colleagues; this workshop was valuable
in giving the opportunity for information on various
aspects of the progress in scaling up CTC to be
exchanged.

Partners in implementing CTC
Key existing partners in implementing CTC include
WFP’s Targeted Nutrition Programme and SFP; line
ministries, especially Agriculture & Irrigation, and
Gender, Child Welfare & Community Services;
Malawi Vulnerability Assessment Committee
(MVAC); NGOs in the districts working in health and
food security.

Partners in HIV/AIDS care
The roll-out of ARVs with nutritional support for HIV-
infected adults in 60 health facilities across the
country will have an impact on the scale-up of CTC.
Closer partnerships could be developed with that
programme, partly because of the common need for
a large and sustained supply of RUTF. 

6. Integration with other community and health
programmes

It is of great importance for the success of CTC that
the community has a positive outlook on government
health services. Programme uptake is greatly
affected by attitudes in the community to the health
service providers; those initiating CTC have to build
public confidence. Most communities support
traditional healers as alternatives or supplements to
government health structures, and so CTC
implementers work in partnership with these
practitioners. Traditional healers are well-placed to

Community volunteers, Balaka district (Linzie)
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refer cases of severe malnutrition, and need to be
well-informed, supported and encouraged to do so.
Thus, in a successful CTC programme, traditional
healers are part of active screening, as is the wider
community – all should be aware of the signs of
malnutrition, and have trust that the OTP clinic or
hospital will be able to assist the children in need and
their carers.  Sustaining active case-finding and other
outreach work in the community is a key challenge.
Most key health contact points in the community have
been mentioned already in this report: under-five
clinics (community level IMCI); health points; VCT
clinics; CHAM clinics; GMP; EPI; CBCC; VHCs; HBC
programmes; traditional healers and TBAs. Teachers
and Primary Education Advisers (PEAs) at local
primary schools and Teacher Development Centres
(TDCs) need to be educated in the signs of
malnutrition, in order to pass on their knowledge to
children and parents, and to act as case-finders in the
community. Similarly, the Community Development
Assistants (CDAs) and volunteers running CBCC
programmes are valuable active case-finders. The
involvement and commitment of chiefs and other
local leaders are of particular importance in seeking
out cases of dire need and/or neglect, in pre-empting
such crises in families, and in raising community
awareness of health service provision, the location of
OTPs, etc.  Of particular importance to district
planners is the sensitisation and involvement of Area
Development Committees (ADCs).  

7. Resource mobilisation (RUTF, human
resources, transport, equipment and
materials)

CTC takes advantage of and builds on existing health
structures, as was shown in Ch 2, where NRU and
OTP expenditure in Nsanje district was presented.
That analysis showed that the cost per patient stood
at 174 Euros (about US$224), of which capital and
durable equipment cost 28 Euros (US$36), training
and local capacity-building cost 19 Euros (US$24)
and RUTF took by far the largest proportion of the
overall cost–70 Euros or US$90.

Local manufacture of RUTF
The cost of purchase of RUTF per recovered child is
high, as has also been shown in Ch 5.  Perhaps RUTF
can be produced on a commercial basis, with
potential benefits to the local economy.  The
prospects for buying larger quantities of locally-
grown groundnuts need to be investigated, as well as
the possibilities for stimulating increased groundnut
production. Farmers, partly through National Small
Farmers Association of Malawi (NASFAM), should
be linked with the current production units. Analysis
of the best locations for more local production units
needs to be undertaken, in terms of minimising
transport cost while ensuring quality. There would
need to be a national quality assurance programme,
with laboratories accredited to test and analyse the
product.

While these options are explored, there is a need for
international donors to consider long-term support
for RUTF. At the same time, possibilities for
subsidising certain ingredients should be further
explored. With CTC integrated into the EHP, and with
RUTF classified as a drug on the Essential Drugs List,
responsibility for storage and distribution would fall
to MoH, through its decentralised facilities.
Communities in a district wishing to initiate CTC
immediately, i.e. in advance of the DIP, may consider
applying to Malawi Social Action Fund (MASAF) for
funding.

8. Capacity building for service providers,
communities and care-givers

There is a need for Training Needs Analyses (TNAs)
to be carried out by district training teams and line
ministries, with the support of CAS. CAS has an
important role to play in conducting such analyses on
behalf of service providers.  Where possible, existing
training teams will be used. Once capacity gaps have
been identified, training can be designed and
delivered for different levels of literacy and
numeracy. Arrangements for the inclusion of CTC in
pre-service training courses are also being supported
by CAS.

Those wishing to mobilise local communities will need
a locally-sensitive approach. They will use in-house
expertise, with NGOs if applicable, and seek
answers to the following questions: 
- How will this best be done?
- Who will be targeted?
- How shall we reach them?
- What will be their level of involvement?
- How will we sustain their commitment?

Conclusion
As the CTC approach becomes institutionalised in the district health
system, it is expected that where CTC programmes are being
supported and supervised by NGOs, the role of the NGO
changes to that of mentor, i.e. the district health services will
request training and/or specific support as the need arises.  In this
way, the NGOs may be able to spread themselves more thinly
across the country, as mentors rather than project supervisors, thus
facilitating the scaling-up process. Some flexibility will be
necessary, as the prevalence of malnutrition and local capacity
vary.

Taking account of these conditionalities (prevalence of malnutrition
and local capacity to engage with CTC), it should be possible for
a district implementing CTC to achieve the 70% coverage of SAM
that exists in Dowa, largely using existing health service
infrastructure.  

Documentation of CTC is crucial to its integration in PHC. CTC
statistics, from OTPs as well as from NRUs, need to be
incorporated into national health care statistics, i.e. output
monitoring and HMIS. 

RUTF is the main cost in a CTC programme, and local production
must be expanded to match the scale-up and to increase
sustainability. If farmers are encouraged to supply ground-nuts (or
alternative, approved crops) as the basis for RUTF, the cost of
RUTF will be counterbalanced by the socio-economic benefits to
farmers and communities at large.
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ANNEX I : Agenda of the CTC Review Workshop

Date: 19 April 2006
Venue: Malawi Institute of Management, Lilongwe

Welcome and introductions – Catherine Mkangama, Chief Nutritionist, MoH
Opening comments – Shahnewaz Khan, Asst Country Director, CWW
Official remarks – Dr Matshidiso Moeti, Country Representative, WHO and 
Dr Dorothy Namate, Director of Health Technical Services, MoH  

History of CTC and CTC protocols – Dr. Paluku Bahwere, VALID

CTC Experience: Global impact, challenges, lessons learnt – Alice Nkoroi, CTC Manager for Lilongwe and
Nsanje, CWW

CTC experience in Dowa and Nkhotakota: Impact and challenges of the CTC experience – Sylvester
Kathumba, District Nutritionist, Dowa

CTC experience and protocols Moyo House, QECH, Blantyre – Dr Marko Kerac VALID/College of Medicine
and Dr James Bunn, Assistant Professor, College of Medicine

MSF-Belgium experience of CTC and HIV/AIDS - Dr Leopold Buhendwa, Programme Rep. Thyolo, MSF
Belgium

CTC Emergency experience: M Chiwamba, MCH Coordinator, Mangochi district

CTC experience: Support to district health management – Frank Linzie, Deputy DHO, Balaka district

Local Production of RUTF: Challenges and Sustainability of Project Peanut Butter – Carol Lin, Nutritionist,
College of Medicine, PPB

Guidance on policy – Dr Susan Kambale, Programme Officer WHO

CTC Roll-out – The way forward–Facilitator: Dr Eta Banda, CN specialist, MSH

Rolling-out CTC at district level (groupwork) followed by plenary discussion – Catherine Mkangama, Chief
Nutritionist, MoH

Closing Remarks – Aida Girma, Country Representative, UNICEF and Dr Matshidiso Moeti, Country
Representative, WHO
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ANNEX II: Acute Malnutrition Statistics

Acute malnutrition prevalences and figures among children between 6–59 months of age in Rural Malawi, based
on EPI 2006 population projection

These figures are based on WH and oedema results and do not include MUAC. Consequently, they may
underestimate the number of children eligible to NRU and SFP. Meanwhile children identified by MUAC and not
by SAM or MAM represent less than 2
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ANNEX III List of Participants

NAME POSITION ORGANISATION

Dr Dorothy Namate Director Health Technical Services MoH, Capital Hill
Catherine Mkangama Chief Nutritionist MoH, Capital Hill
Dr Matshidiso Moeti Country Representative WHO
Dr Susan Kambale Programme Officer WHO
Aida Girma Country Representative UNICEF
Stanley Chitekwe Head of Nutrition UNICEF
Theresa Banda Technical Specialist MoEducation, Lilongwe
Tapiwa Ngulube Principal Nutritionist MoH, Lilongwe
Janet Guta Nutritionist MoH, Lilongwe
Dr Mark Manary Doctor College of Medicine
Dr James Bunn Asst Professor College of Medicine
Dr Marko Kerac Registrar College of Medicine, VALID
Carol Lin Nutritionist Coll of Med, PPB
Dr Brian Bramson Physician UNC Project,  KCH
N Nutma Clinician NRU, KCH
L Mkutumula Principal Nursing Officer Paeds, KCH
Atusaye Mwalwanda Nutritionist CHAM
Dr M Mwale Programme Manager Adventist Hospital,  Blantyre
Paluku Bahwere CTC Advisor VALID
Issakha Diop CTC Advisor VALID
Shahnewaz Khan Asst Country Director CWW
Stanley Mwase Progamme Manager CWW
Alice Nkoroi CTC Manager, Lilongwe CWW Lilongwe 
Alice Gandiwa CAS Training Officer CWW
Ronald Chirwa CTC Advisor CWW
Jones Moyo CTC Advisor CWW Nkhotakota
Peter Agnew Area  Programme Manager–NKK CWW Nkhotakota
Leo Mugombo Outreach CWW Dowa
Yuwen Chipatala Outreach Supervisor, Lilongwe CWW Lilongwe
George Chasakala CAS, Project Officer CWW Lilongwe
Chris Mzembe Area Manager–Dowa CWW Lilongwe
Henry Mpang’ombe Outreach Support Officer CWW Lilongwe
Peter Killick Programme Officer CIDA
Dr Eta Banda CN Specialist MSH 
Magaret Khonje Nutritionist MSH
M Chiwamba MCH Coordinator Mangochi DHO
B Banda Nutrition Coordinator MSH Balaka
Dr Leopold Buhendwa Programme Rep,  Thyolo MSF - Belgium
N Magongwa Clinician, Thyolo MSF - Belgium
Cecile Salpeteur Nutrition Adviser SC-US, Mangochi
K Lockwood Programme Manager Catholic Relief Services
L Chapingasa Actg Project Manager GOAL
P Fergusson Researcher AAH
Laura Fernandez Gavira Programme Coordinator AAH
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NAME POSITION ORGANISATION

Charlotte Walford Nutritionist FHI
B Chibambo Program Manager CU, Dedza
Peter Jere Consultant CDM
Frank Linzie DDHO Balaka DHO
Mhango DHO Balaka
Dr Nkhoma DHO Blantyre
Fred Zainga Ag DHO Chikwawa DHO
SSJ Vinkhumbo DHO Chiradzulu DHO
T Munthali DHO Chitipa DH
C Simchimba CCO Chitipa DH
HC Chiumia DHO Dedza DHO
Violet Kamfonse Ag DHO Dowa
Sylvester Kathumba Nutritionist Dowa DHO
P Munthali DHO Karonga
HF Simeza CO Karonga
A Mbowe DHO Kasungu
Dr Maida DHO Lilongwe 
GA Kambwiri DHO Rep Liwonde DHO
Dr Mpunga DHO Machinga
Dr S Mzumara DHO Mchinji DHO
Dr F Chimbwandira DHO Mulanje DHO
Dr W Tamaona DHO Mwanza
Nduna Kapawe CCO Mwanza DH
P Jere Consultant Mzimba
ZIG Banda DDHO Mzimba DHO
Dr C Munthali DHO Nkhata Bay
DZ Makanjira DHO Nkhotakota
MM Semba DHO Nsanje DHO
Dr Ngoma DHO Ntcheu
B Chikuse DNO Ntcheu DHO
Albert Saka Nutritionist Ntchisi
Anosi Matatno DDHO Ntchisi DHO
H Nyasulu DHO Ntchisi
R Piringu DHO Phalombe DHO
B Chavinda DHO Rumphi DHO
E Kasela C Sup Salima DH
Dr A Alide DHO Thyolo
GZ Mwanda DHO Thyolo
E Mwangala Nurse / midwife Thyolo DH
Dr Deleza DHO Zomba
NN Saiti DDHO Zomba DHO
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