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Welcome to the launch issue of Field
Exchange (no 21) for the fourth phase of the
ENN. The ENN office has now moved from
Dublin to Oxford in the UK and operates under
the company name Emergency Nutrition Net-
work. Marie McGrath has taken over company
secretary role as well as programme manager
responsibilities. The editorial team remains
unchanged and is ready to bring to you new
and valuable experiences from the field, as well
as latest research and evaluation findings, over
the next three years. 

Treatment of severely malnourished chil-
dren emerges as a central theme in this issue of
Field Exchange, with all four field articles
based on the subject. Claire de Menezes descri-
bes the process of strengthening the national
nutritional rehabilitation unit (NRU) system in
Malawi against the backdrop of a drought-
induced emergency. Attempts to improve pro-
tocols and train national staff across the
country faced many challenges, not least of all
a lack of human resources and incentives.
However, on balance the results were positive
and throw up constructive lessons for other
national programmes attempting to overhaul
their system of treating the severely malnouris-
hed. 

Two other field articles deal with experien-
ces of home based treatment (HBT) of the seve-
rely malnourished using RUTF. In Sierra Leone,
Adrienne Daudet and Carlos Navarro-Colo-
rado describe a study to examine beneficiary
and community perceptions of this relatively
new treatment strategy. The study compares
findings with those of a control group where
children attended a traditional centre-based
therapeutic feeding programme. The HBT
group appeared to fully embrace RUTF and the
home based protocols. Interestingly, the wider
community supported the caretaker mothers
by taking on many of her domestic and work
responsibilities so that she had time to care for
the child at home. Mark Manary and Heidi
Sandige describe another programme in
Malawi where home based treatment worked
well. In the 2002-2003 hungry season, seven
sites - including mission, rural, and district
NRUs - participated in the programme, transfe-
rring inpatients directly to the RUTF pro-
gramme for phase 2 home treatment. In addi-
tion, children were accepted directly from the
community without an inpatient therapy, pro-
vided that their condition was stable and they
were not anorexic. Overall, 80% of these chil-
dren reached a weight-for-height greater than
85%, with a mean time in the programme of 6
weeks. 

A fourth field article by Amador Gomez and
Elisa Dominguez of ACH, describes their expe-
riences of managing malaria in a therapeutic
feeding programme in Angola. The study exa-
mined the efficacy of their standard protocols
based on national standards and has led them
to change first line treatment, which they hope
will improve outcomes in their TFCs. Their
move towards artenisinin-based combination
treatment, and away from chloroquine and sul-
fadoxine-pyrimethamine, is in keeping with
recent international debate on effective malaria
treatment1 and shows how field practitioners
are keeping abreast of, and responding to, tech-
nical advances.

This issue also contains a summary of the
proceedings of the CTC meeting held in Dublin
earlier this year (see news section). The main
objectives of the meeting were to compare les-
sons learnt after 3 years of experience of CTC
and other HBTs of severe malnutrition, des-
cribe substantive differences between agencies
in protocols for non-centre based treatment of
severe malnutrition, and focus on gaps in our
knowledge of non-centre based treatment.

Impact assessment is another theme running
throughout Field Exchange 21. There is
currently a great deal of interest, particularly at
donor level, in how to determine the impact of
humanitarian interventions. This partly reflects
the increasing application of Results Based
Management in the public sector. At the
moment, there are a number of ongoing studies
funded by donor organisations looking into
methods for assessing intervention impact. 

In this issue of Field Exchange, the research
section carries a summary of a retrospective
mortality survey on demobilised soldiers and
their families in Angola. The data appear to
show failure of the food and nutrition humani-
tarian intervention, as mortality reached six
times normal levels. Another recent study in
the greater horn of Africa demonstrated the fai-
lure of humanitarian information systems,
using programme examples from Kenya, Ethio-
pia and Burundi. One component of these fai-
lures was the lack of impact evaluation data.
There is also a summary of a background paper
on market analysis prepared for the WFP tech-
nical expert consultation on Emergency Needs
Assessment held in Rome in 2003. The author
argues that market information analysis for
demonstrating the positive (or negative)
impacts of food-based interventions in emer-
gencies is critical, yet methods for analysing
such information are poorly developed.  

In spite of the apparent growing interest in,
and demand for, impact related information,
the bottom line is that impact assessment of
humanitarian interventions will, in most situa-
tions, remain equivocal. Without control
groups (and control groups cannot, in most
situations, be established for ethical reasons)
impact assessment can rarely rise above the
intuitive. Cause and effect cannot be proven
with scientific rigour. There are simply too
many confounding variables, e.g. seasonal
availability of foods, expanded remittances,
social adaptations, etc. The best that may be
hoped for is to combine information on process
indicators/service delivery and outcome varia-
bles, such as mortality and malnutrition, with
information on speed of change in outcome
variables in relation to onset of intervention. At
the same time, there would need to be careful
analysis of other non-intervention factors that
may have an impact on outcome measures. 

Finally, interest in impact assessment does
not just extend to humanitarian interventions.
In this issue we carry a report of a meeting on
HIV/AIDS and food security hosted by ACF
and Oxfam at the end of 2003. The report
shows that the growing interest and concern
over the impact of HIV/AIDS on food security
is mostly based on intuitive reasoning rather
than expansive empirical evidence. Yet, predic-
tions of ‘new variant famine’ are highly emo-
tive and potentially have enormous influence
in terms of resource allocation. Further evi-
dence for the impact on food security, at a time
when HIV prevalence in many parts of the
world is already high and rising, is therefore
critically needed. Such studies, particularly at
the macro-level, have yet to be carried out.

We hope that you enjoy this issue of Field
Exchange and look forward to your future con-
tributions whether in the form of field based
articles, evaluations, news, or letters.  

Jeremy Shoham

Any contributions, ideas or topics for future
issues of Field Exchange? Contact the editorial
team on email: marie@ennonline.net
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Table 1 Treatments and dosage used against malaria 

Treatment

chloroquine /eritromicine

sulfadoxine+pyrimethamine (fanisdar) 

quinine

chloroquine CHQ

QUI

FAN

CHQ/ERT

10mg/ kg

30mg/kg

25mg/kg

10mg/ kg 
- 50mg/kg

Dosage
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Field Article

By Amador Gomez and Elisa Dominguez

Acción Contra el Hambre
(ACH) has been working
in Angola for the past 10
years in the health, nutri-

tion, food security, and water and
sanitation sectors. The teams have
been implementing emergency
programmes, treating moderate
and severe malnutrition in thera-
peutic and supplementary feeding
centres. At the therapeutic feeding
centres (TFCs), malnourished chil-
dren usually receive a large combi-
nation of drugs following the syste-
matic medical protocol for associa-
ted diseases. Systematic treatment
for malaria is included, in accor-
dance with the Angolan national
protocol where chloroquine is the
treatment of choice. 

This approach concurs with the
view that  “malaria treatment
during nutritional rehabilitation of
famine victims should include
malaria prophylaxis and careful
surveillance.”3 4,However, the use
of mass drug administration and
presumptive treatment has a big
impact  on development of resis-
tance (see box). Furthermore, in our
TFCs we observed deterioration in
the programme outcome indicators
(% mortality,  weight gain, and

length of stay). Despite several eva-
luations of the procedures and qua-
lity of care, the indicators remained
sub-optimal. This led us to carry
out a preliminary study in two
TFCs in Angola, to evaluate the
efficacy of the Angolan national
protocol of treatment of malaria in
severe malnutrition. 

Methodology
The preliminary study was

carried out at the TFCs of Ganda
(Province of Benguela) and
Caconda (Province of Huila). The
TFC files from all patients aged bet-
ween 6 and 59 months with suspi-
cion of malaria were included in
the study and analysed. Since no
blood tests were done, it was not
possible to differentiate between
Plasmodium falciparum and other
species that are not involved in
resistance.

The period of study covered
TFC admissions during the months
of July, August and September
2003. Severely malnourished chil-
dren received medical and nutritio-
nal treatments following standard
protocols, using the specified drugs
and doses when malaria was sus-
pected (see table 1).

Malnutrition and malaria
Malnutrition is a significant cause of mortality and morbidity in
complex emergencies, and is associated with an increased risk of
a poor outcome from severe malaria. In turn, malaria is one of the
leading causes of death among children under five years, a leading
cause of low birth weight among infants, and contributes to high
maternal mortality. 

It has long been acknowledged that populations residing in mala-
rial areas generally live under conditions that lead to poor nutritio-
nal status. The groups at highest risk for the adverse effects of
malaria - children and pregnant women - are also most affected by
poor nutrition. Despite some areas of uncertainty regarding links
and interactions between malaria and severe malnutrition there is
growing evidence that malnutrition is an important risk factor for
increased clinical malaria attack and higher likelihood of malaria
mortality (and complications) in humans.1 

The WHO recognise that malaria will continue to be one of the
main problems of health in the coming years. This is not helped by
new drugs development constantly being overtaken by emerging
resistances, with a future risk of inefficiency of all treatment avai-
lable. Different factors are implicated in the increasing resistance.
First, the use of drugs in monotherapy in endemic areas. Since
many anti-malarial drugs are closely related chemically, develop-
ment of resistance to one can facilitate development of resistance
to others. Secondly, factors that undermine the immune system
(malnutrition, HIV) decrease the body’s capacity to clear the para-
site residuum after treatment, increasing the parasite’s survival
and thus facilitating development of resistance. Drug pressure in
endemic areas, i.e. the use of mass drug administration, and pre-
sumptive treatment (increasing the number of people treated
unnecessarily, with selective pressure on circulating parasites) fur-
ther facilitate resistance.

In countries where mono-therapy (e.g. chloroquine, sulphadoxine-
pyrimethamine) is used for first and second line of treatment, but
where the efficacy of these drugs has been compromised by resis-
tance, WHO/Roll Back Malaria recommended the use of drug com-
binations that include an artemisinin derivative2 . The use of a com-
bination therapy of drugs with low level of resistance is likely to be
effective in many settings, and can be used in the treatment of
both uncomplicated and severe malaria.

Malaria Treatment in
Severe Malnutrition in
Angola

Amador Gomez is Technical Director of Acción Contra el
Hambre (ACH). Previously he spent several years working
on nutrition and medical programmes in Angola, Somalia,
Guinea, Nicaragua and Colombia.

Elisa Domínguez is currently the Medical and Nutritional
Coordinator of ACH in Angola, and has worked with ACH
on nutrition and medical programmes in Liberia, Guinea
and Malí.

This field article outlines the results of a preliminary study carried out
by ACH in Angola, which showed poor response rates to standard TFC
protocols for managing malaria.

The work of Ganda and Caconda nutrition teams, managed by Montse
Escruela and Susana Santos, is gratefully acknowledged.

1 Anuraj H. Shankar AH (2000). Nutritional Modulation of Malaria Morbidity and Mortality.
The Journal of Infectious Diseases 2000;182 (Suppl 1):S37-53
2 Report of the WHO Technical Consultation, Antimalarial Drug Combination Therapy, 13-
17 November, 2001
3 Shankar, AH (2000). Nutritional modulation of malaria morbidity and mortality. The
Journal of Infectious Diseases, 2000; 182 (suppl 1) S37-53.
4 Olumese, PE (1997). Protein energy malnutrition and cerebral malaria in Nigerian chil-
dren. Journal of Tropical Pediatrics; 1997: Aug; 43, P. 217-9
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Registration at Ganda TFC

A family preparing food near the TFC



Ganda TFC
Eighty-one files were initially studied at

Ganda TFC, of which 80% corresponded to
children between 6 and 59 months old (see
figure 1). We decided to include only those
between 6 and 59 months in the study, since
the other age groups were not adequately
represented.

For the study group of 65 children aged bet-
ween 6 and 59 months, the standard protocol
was applied in 64 cases and chloroquine used
as the first choice of treatment. One case was
initially treated with fansidar without impro-
vement and subsequently required a quinine
perfusion.

Of the 64 cases treated with chloroquine, 62
failed to respond (97%), one case died (1.5%),
and one case was cured (1.5%).

Of the 63 cases that failed to respond to first-
line treatment (62 that failed to respond to
chloroquine and 1 treated initially with fansi-
dar, above), the majority (47 cases) were then
treated with fansidar, which had a 45% cure
rate (21 cases).

Of those 26 cases (55%) who did not respond
to fansidar, subsequent treatment involved: 

• quinine (20 cases). Of these, 13 were cured
(65%), three defaulted (15%), and four 
cases  failed. 

• chloroquine + eritromicine (6 cases). Of
these, two were cured (33%), and four who
failed to respond were treated with 
quinine  (50% cured). 

Fourteen cases who did not respond to initial
chloroquine treatment were treated with qui-
nine. Of these, the majority (10 cases, 71%)

were cured. The 4  cases (29%) that did not res-
pond were then treated with either a combi-
ned therapy of chloroquine and eritromicine
(1 case cured), fansidar (1 case cured), 1 case
re-treated with fansidar and then quinine,
cured, and 1 case defaulted.

The remaining two non-responders to first-
line chloroquine treatment received a combi-
nation therapy of chloroquine and erithromi-
cine and were cured.

Caconda TFC
Thirty-five files were initially studied at the

centre in Caconda. As in Ganda TFC, the majo-
rity (85%) comprised children between 6 and
59 months of age, and again, only this age
group was included in the study (see figure 2). 

For the 30 study children aged between 6 and
59 months, the standard protocol was applied
and chloroquine used as first choice treatment. 

Of the 30 cases treated with chloroquine, 18
failed to respond (60%), and 12 cases were
cured (40%).

Of the 18 cases that failed to respond to chlo-
roquine, two cases defaulted the TFC, and the
remaining 16 cases were treated with fansidar.
Of these, 10 were cured (63%) and 6 failed to
respond (37%). These six cases were then were
treated with quinine where 3 defaulted, 2 were
cured (67%), and 1 case failed (33%).  

Conclusions
In this preliminary study we observed that

most of the severely malnourished children
aged between 6 and 59 months old, who were
admitted at the TFCs of Ganda and Caconda,
did not adequately respond to chloroquine
treatment. While there was also a high degree
of failure using fansidar, especially at the

Ganda TFC, the profile of resistance differed
between the two sites, and fansidar had a gre-
ater efficacy in Caconda compared to Ganda
(63% versus 45% of patients cured). Treatment
used as the third choice, quinine, presented a
higher efficacy than chloroquine and fansidar
in both TFCs. However, the number of cases
treated in Caconda was too small to be repre-
sentative, and the side-effects of this therapy
(such as reducing appetite) need to be consi-
dered. 

Given our results and the issue of resis-
tance, we consider that combination therapy
of drugs with low levels of resistance should
be the first line of treatment for malaria. Since
the absorption and bioavailability of several
antimalarial drugs, including chloroquine and
quinine, can be significantly impaired in
patients with severe malnutrition,5 increasing
antimalarial drug bioavailability may reduce
the risk of treatment failure due to poor drug
absorption. Consequently, drugs with high
bioavailability, such as artemisinin-based
combinations, may be preferred. 

A combination therapy with artesunate
plus amodiaquine is now recommended by
ACH in Angola, and is being implemented in
both TFCs. A trial following this new treat-
ment protocol will allow us to see how the
management of severe malnutrition is influen-
ced by malaria treatment in the TFC setting.
Meanwhile, deeper study on malarial drug
resistance in the malnourished is indicated, to
detail more clearly the links between malaria
and malnutrition.

For further information, contact Amador
Gomez, Technical Director, Acción Contra el
Hambre, Caracas 6, 1º 28010 Madrid, Spain.
tel: +34 91 391 5300, fax:   +34 91 391 5301,
email: agomez@achesp.org
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Figure 2    Age groups initially studied in
Caconda TFC

Figure 1    Age groups initially studied in 
Ganda TFC

Field Article

5 Intestinal permeability-review,
http://www.ntmed.finers.edu.au/publications/inpress/kwa
shiorkor/chapter1.html
Walker O et al (1987). Single dose disposition of chloro-
quine in kwashiorkor and normal children – evidence for
decreased absorption in kwashiorkor. Br J Clin Pharmaco-
logy, 1987; 23: 467-72.
Salako L, Sowunmi A, Akinbami F (1989). Pharmacokine-
tics of quinine in African children suffering from kwashior-
kor. British J Clin Pharmacology. 1989; 28(2): 197-201.
Krishnaswamy K. Drug metabolism and pharmacokinetics
in malnourished children. Clinical Pharmcokinetics, 1989;
17 Suppl: 168-188.

Young child drinking therapeutic milk in Ganda TFCExamination in Ganda TFC

ACH, Angola, 2003ACH, Angola, 2003
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Research

Arecent study set out to assess the
impact of prolonged breast-feeding
on internally displaced children
during the first three months of the

war in Guinea-Bissau in 1998. Armed conflict
had erupted between government and rebel
soldiers in June of that year. The research was
conceived in order to determine the extent to
which breastfeeding status is a predictor of
child mortality during war. 

The study utilised routinely collected data
from the Bandim health project in the capital,
Bissau, during a three month period prior to
the war. Started in 1978, the Bandim project
covered 46,000 people in four sub-urban areas
of Bissau. As a result of heavy shelling, most
inhabitants covered by the health project took
refuge just 5-15 km outside Bissau where they
were living with friends and family. Virtually
all returned after the war ended in May 1999.
Data from the war cohort were compared with
two control cohorts of children whose breastfe-
eding status had been similarly assessed by the
surveillance system in the three months prior
to June 1996 and June 1997. As very few chil-
dren are weaned prior to 9 months of age (the
median age of weaning is 22 months), the
study assessed the risk of dying over a three
month period for both breastfed and weaned
children aged 9-20 months. 

Controlling for age, weaned children expe-
rienced a six-fold higher mortality during the

first three months of the war compared with
children still breastfeeding. In both control
cohorts from 1996 and 1997, weaned children
did not have higher mortality than the breas-
tfed children over a similar three month period
preceding the conflict. Mortality in weaned
children was five times higher during the first
three months of the conflict than in a similar
group of weaned children from early June 1996
and June 1997, whereas there was no signifi-
cant difference in mortality between breastfed
children during the conflict and the preceding
years. Controlling for other background fac-
tors, including living with mother, gender, eth-
nic group, mother’s schooling, and district did
not alter these differences. 

The elevated mortality in the war cohort
was most likely due to the higher infection
pressure when people lived in overcrowded
houses in the rural area, with less access to
care. Breastfeeding is known to protect against
diarrhoea and lower respiratory infections. The
study concluded that the protective effect of
breastfeeding against infections may be parti-
cularly important in emergencies and that con-
tinuing or recommencing breastfeeding should
be emphasised in emergency settings. 

1 Jacobsen. M et al (2003). Breastfeeding status as a pre-
dictor of mortality among refugee children in an emer-
gency situation in Guinea-Bissau. Tropical Medicine and
International Health, volume 8, no 11, pp 992-996  

Breastfeeding and Mortality in
Emergencies

Summary of published paper1

Between April and August 2002 in Angola,
as part of the post-ceasefire demobilisa-
tion, about 81,000 former members of
União Nacional para a Independência

Total de Angola  (UNITA) and 230,000 of their
family members assembled in 35 resettlement
camps country-wide. Medecins Sans Frontieres
(MSF) launched nutritional and health care pro-
grammes in several of these camps. They also
conducted a retrospective mortality survey. The
survey included all 11 camps of former UNITA
members in the four provinces of Bie, Cuando
Cubango, Huila and Malange. 

Using a cluster sampling design, 900 house-
holds were selected (approximating to 4500 peo-
ple). The recall period for assessing mortality
was from 21st of June 2001 to the survey date
(15th-31st August 2002). The survey found that
390 deaths occurred during this period, corres-
ponding to an average crude mortality rate of
1.5/10,000/day and an under five mortality rate

of 4.1/10,000/day. Monthly crude mortality rate
increased from 0.6/10,000/day in June/July
2001, to 2.3/10,000/day in March 2002. After
March 2002, mortality decreased but remained
higher than in 2001. Crude mortality between
21st June 2001 and arrival in the camps was
1.4/10,000/day, and for the period after arrival
was 1.9/10,000/day. 

Malnutrition, fever or malaria, and war or
violence were the three most frequently reported
causes of death. Children under 15 years were
disproportionately affected by malnutrition. War
or violence was the leading cause of death in
2001, but was supplanted by malnutrition in
2002. Proportionate mortality from malnutrition
rose steadily from 15% in June-September 2001,
to 33% in January–March 2002 and 39% in the
April-June 2002 period. 

Authors of the survey assert that these data
show how the nutritional emergency peaked bet-

ween January and June 2002, when hunger was
responsible for so many reported deaths. Fur-
thermore, the post-ceasefire data suggest that at
least for the first four months of demobilisation
in Angola, medical and nutritional assistance to
the former UNITA population was insufficient to
restore mortality to normal levels. Also, United
Nations appeals for Angola were vastly under-
funded, reflecting a general unwillingness on the
part of donor agencies to commit to relief pro-
grammes during this crisis. The authors con-
clude that minimum standards in emergency res-
ponse were not met, and caution that military
and political considerations must not come in the
way of effective and timely humanitarian access
to populations rendered isolated by conflicts. 

1 Grein T, Francesco Checchi F, Escribà JM, Abiy Tamrat, A,
Karunakara U, Stokes C, Brown V, Legros D (2003). Mor-
tality among displaced former UNITA members and their
families in Angola: a retrospective cluster survey. BMJ, vol
327, 20th September 2003

Mortality Amongst Displaced UNITA
Members in Angola
Summary of published paper1

Well nourished breastfeeding child with
mother
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Malnourished infant with mother
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Humanitarian
Information
Systems and
Emergencies

In countries that are both poor and exposed
to frequent episodes of debilitating drought
or chronic conflict, information needs tend
to differ from the straightforward, early war-

ning/commodity accounting models of informa-
tion systems that have proven reliable in past
emergencies. A recent paper describes the inter-
dependent components of a humanitarian infor-
mation system appropriate for this kind of com-
plex environment. It notes the analytical links
between the components, and the operational
links to programming and policy. By examining
a series of case studies from the Greater Horn
region, the paper demonstrates that systems lac-
king one or more of these components will fail to
provide adequate information – and thus incur
humanitarian costs. 

The paper identifies the essential components
of a Humanitarian Information System (HIS) as
the following;

• Baseline, vulnerability and poverty assesment
• Early warning (e.g. indicator trend analysis)
• Emergency needs assessment (e.g. nature and

dimensions of problem)
• Impact evaluation (e.g. is the intervention 

having desired results)
• Context monitoring  (e.g. what are possibilties 

or exit, recovery or transition for longer
term response)

• Programme evaluation and lessons learnt
(e.g. how can overall programme be 
improved).

Three case studies are presented to demons-
trate the humanitarian cost of incomplete infor-
mation systems. In the Ethiopia crisis of 1999-
2000, there was a lack of a pastoral Early War-
ning system, lack of adequate baseline data and
lack of institutional mechanisms for linking limi-
ted humanitarian information to response
mechanisms. 

In the Kenya situation between 1999-2002,
while there was good information predicting the
onset of the emergency, there was poor context
monitoring. Thus, little was done to identify

community priorities and opportunities for reco-
very. Also, there was little information on the
impact of the large amount of relief food distri-
buted. 

In the Burundi case (1996-2001), there was an
almost complete lack of early warning informa-
tion, while the baseline information was severely
constrained by the security situation. Unlike the
Ethiopian and Kenyan cases, most of the infor-
mation that was available was generated by
humanitarian agencies rather than government.

Empirical evidence on the costs and benefits
of improved information systems is difficult to
find. However, HIS can be very economical
investments. The World Bank (1995) estimates
that a good information system combined with
rapid response would save $40 million over 20
years in Kenya in livestock assets alone. Even a
small savings in the expense of poorly targeted
food aid in Kenya could generate enough cash to
run the system. 

The authors conclude that effective program-
ming in a state of chronic vulnerability or recu-
rrent humanitarian crises requires, in some form
or another, all the components or types of infor-
mation discussed. Few currently existing
systems include all these components. As a
result, programmes may be based on poor infor-
mation, or worse, on presumptions. The absence
of one or more of these components can lead to
serious mistakes in analysis and deficiencies in
programming, regardless of how well the other
components function. The authors finally con-
clude that the cost of operating humanitarian
information systems – particularly in some of the
chronically vulnerable areas of the Greater Horn
– is high, but the cost of not having information, or
having incomplete information, is higher still. 
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1 Maxwell, D and Watkins, B (2003). Humanitarian infor-
mation systems and emergencies in the Greater Horn of
Africa: logical components and logical linkages. March,
2003. Disasters, volume 27, no 1, pp 72-90

Summary of published paper1

Research

Mother with her child, Bujumbura Rural Province
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Beginning in August 1997, Indonesia
experienced a rapid deterioration in its
economic situation. Prices of food and
other basic necessities rose sharply

amidst a rapid increase in unemployment,
seriously eroding the purchasing power of large
segments of the population. Between 1997 and
1998, the Indonesian per capita Gross National
Product (GNP) declined by 41%, from US$1,089
to US$640. The value of the Rupiah in June 1998
was a mere one-sixth of its pre-crisis value (July
1997) and by July 1998, it was estimated that the
number of Indonesians living beneath the
poverty line had soared to about 40%. In order to
examine the impact of this crisis on food pat-
terns, a cross-sectional study on pregnant
women was conducted between 1996-8. The
study involved six 24 hour recalls of food intake
during the second trimester of pregnancy among
450 women in Purworejo district, Central Java,
Indonesia. 

The study showed that rice was a strongly
inferior good - meaning that when the price of
rice increased, the consumption of rice increased
and the consumption of animal food decreased.
In other words, when the price of rice went up,

1 Hartini, T et al (2003).  Food patterns during an econo-
mic crisis among pregnant women in Purworejo District,
Central Java, Indonesia. Food and Nutrition Bulletin, vol
24, no 3, pp 256-266.

Summary of published paper1

Food Intake in Pregnancy During
Indonesian Crisis

people cut down on animal food intake and used
that money to buy rice at a higher price. The
intake of nuts and pulses increased during the
crisis and this food group, particularly fermen-
ted soybeans or tempe, became the predominant
source of calcium and iron. The intake of vegeta-
bles increased during the crisis and were the
most important source of vitamin A, especially
spinach and cassava leaves. Intake of fruit decre-
ased, as it was more expensive. 

Food patterns differed among the various
subgroups of women. Rich women had a better
food intake pattern than the other groups and
were able to maintain a good diet during the cri-
sis. Rural poor women with access to rice fields
increased their intake of rice during the crisis,
while reducing their intake of other staple foods.
Rural poor, landless women increased their
intake of nuts and pulses during the crisis.
Urban poor women decreased their intakes of
most food groups during the crisis. Overall
during the crisis, the food patterns of women
appeared to become less varied, due to reduced
intakes of non-rice staples foods, animal food
and fruits. 

Women preparing traditional food in Indonesia
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population movements, settlements patterns and
accessibility, may also be layered. 

Mining poses serious problems in more than
65 countries. In Afghanistan, for instance, an esti-
mated 25% of agricultural land and 66% of gra-
zing land is mined. Identifying areas of fields
that can be clearly marked, fenced off or cleared
is an important use of GIS mapping, especially
when linked to land reclamation activities. High
resolution satellite imagery from the internet
(IKONOS, IRS)2 provides basic topological and
statistical data for an initial framework for
analysis. Key visual clues from satellite images
include linear ploughshare patterns across pat-
ches of terrain, trenches, artificial embankments
fencing (especially along borders), evidence of
military activity and seasonal variations in land
use. However, satellite imagery and remote sen-
sing tend to overestimate the extent of mined
areas. Alternative survey methods must then be
used to refine initial assessments. For studies on
a smaller or very local scale, photos from aerial
surveys are an alternative source. New technolo-
gies including radar and 3-D imaging for local
surveying are being tested and refined. Ground
surveys around the perimeter of the suspected
minefield can then clarify or correct the maps
compiled. 

When addressing food security in regions
where mines are a risk factor, a combination of
data can be digitised and compared, to coordi-
nate demining programmes with security plans.
If land use maps were applied to demining, the
darkly shaded patches would indicate minefield
areas of greater mine density. The lighter shaded
areas would therefore indicate the first choice for

land clearance, if the requirement were ease and
rapidity of response. If other data - for instance,
settlements, water sources and roads - were
added, the areas of choice would gradually
narrow to those locations where clearing mines
would have the greatest benefit in terms of
access to productive land. 

The multiplicity of auxiliary data sources and
the number of agencies working in the field
make coordination a key obstacle to the effective
use of GIS in food security and demining. Expe-
rience in Mozambique and Afghanistan has indi-
cated that much information derived from local
surveys is incomplete, inaccurate and not based
on compatible standards. In conflict regions, it is
also difficult to gain uniform access for thorough
and timely mapping. 

The article concludes that with adequate data
input, GIS can reveal relationships not easily dis-
cerned through other survey methods, such as
the link between the probability of crop failure
and a community’s risk of food shortage. Food
security and demining are both linked to issues
of land use, and are therefore ideal sectors for the
use of geographical information systems. Iden-
tifying land suitable for cultivation is one of the
principal benefits of applying GIS in demining
strategies. 

Research

According to a recent article in Humani-
tarian Exchange, geographic informa-
tion systems (GIS) are playing an
increasingly important role in food

security and demining programmes. GIS are
computer-generated maps, built up with layers
of information. The key components are land
use, infrastructure, and topography, on top of
which information on other features such as

1 Abott, K (2003). Geographic information systems in food
security and demining programmes. Humanitarian
Exchange, no 24, July 2003 pp 131-133
2 See http://www.infoterra-global.com/

It is often assumed in emergency needs assess-
ments that increased remittances as a response
to the crisis are beneficial to the recipient com-
munity. However, the paper below shows that
analysis may need to be more sophisticated in
determining who truly benefits from this source
of income. (Ed) 

Based largely on a review of evidence
from Zimbabwe, a recent study on remit-
tances shows that while money sent from
the ‘other side’ has a beneficial effect on

close kin, remittances can also undermine the
purchasing power of those households without
migrating members. This is partly a result of
asset price inflation and partly due to the infla-
tionary effects of parallel currency markets. The
situation for those excluded from benefiting
from foreign currency inputs is aggravated by
chronic scarcity in the availability of consumable
goods. 

In the current period of economic decline
since 1998, two new types of movement have
become socially and economically significant in
Zimbabwe. The first new pattern is a recent
rapid growth in international trans-continental
migration by the relatively privileged. The
second is an increase in localised flight or dis-

tress migration (to South Africa, Botswana and
Mozambique) associated with those farm wor-
kers who have lost livelihoods in the recent land
reform. According to the Central Statistics Office
Zimbabwe, over 539,000 Zimbabweans left the
country during 2001, compared to nearly 375,000
in 2000.

Since many citizens are unwilling to deposit
foreign exchange officially, economic manage-
ment by government becomes compromised.
Remittances, therefore, further widen the
exchange spread, thus contributing to inflation
and a requirement to raise interest rates. The
rural and urban poor are particularly vulnerable
since in a situation of inelastic supply for many
staple goods, it is only those with international
remittance monies who can afford increasing
parallel market prices. The poor must instead
rely on government fixed pricing schemes for
insuring the supply of staples. However, increa-
sing scarcity has spawned a parallel market even
in basic goods. This market failure prompts the
poor to seek concessional food from political
patrons, which for many has meant (re)joining
the ZANU-PF2 to increase their chances of state
subsidy. Thus, survival for the poorest has invol-
ved a reinvestment in political capital structures
which some would have otherwise avoided in a
‘freer’ choice environment. 

Impact of 
Remittances on
Vulnerability –
Experiences 
from Zimbabwe
Summary of published paper1

The author of the study argues that further
research is required to understand the costs, as
well as the benefits, of money sent home by
migrants, in terms of assessing the class and
social position of different groups of remittance
senders and receivers.

1  Bracking, S (2003). Sending money home: Are remittan-
ces always beneficial to those who stay behind? Journal of
International Development, volume 15, pp 633-644 
2 Zimbabwe African National Union Patriotic Front

GIS Links Food
Security and
Demining
Programmes
Summary of published paper1

Days are spend queing for scarce fuel

Vehicle bought with remittances - but no fuel to
go anywhere
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Research

Researchers from the Humanitarian Policy
Group (HPG) at the Overseas Develop-
ment Institute (ODI) recently undertook a
study looking at needs assessment and

decision-making in the humanitarian sector. The
methodology involved analysis of primary and
secondary literature, complemented by over 200
interviews with key informants in agencies and
donor bodies, at both field and headquarters
levels. These focused on five case studies - two
field studies conducted in November 2002 in sou-
thern Africa and South Sudan/Somalia, and three
desk studies on Afghanistan, Serbia, and a range
of recent rapid-onset natural disasters. The follo-
wing were included among the findings.

Analysis should be based on acute risk, unders-
tood as the product of actual or imminent threats
and vulnerabilities. The study found that stan-
dards and benchmarks were not consistently
applied and do not constitute a set of universal
benchmarks defining a common agenda. Even
where data were collected, standards were not
consistently applied, as demonstrated in a place
like southern Sudan where there is a tendency to
accept high levels of acute malnutrition as ‘nor-
mal.’

In many of the most serious humanitarian cri-
ses, there was a lack of crucial information availa-
ble to decision-makers. Formal assessments were
not the only, or most important, trigger for res-
ponse. Many programme decisions were based on
a ‘rolling’ review of programmes. Surveillance
systems that allow changes in the external envi-
ronment, including changes in key indicators, to
be monitored, are the essential complement to the
use of cross-sectional surveys. However, in sou-
thern Africa and elsewhere, too little attention was
given to surveillance. 

There were few examples where individual
assessments were undertaken according to an
agreed common strategy in an attempt to provide
a complete picture of relative need. Agencies ten-
ded to assess situations in relation to their own
programmes, making it hard to generalise from
results or to aggregate data. The benefits of joint
agency approaches to assessment – including con-
sistency of results and the countering of indivi-
dual agency biases – generally outweigh the
disadvantages, which can include a tendency to
cumbersome process, the danger of creating false
consensus, and the collection of data which
remains unanalysed and therefore useless. 

In the aftermath of rapid-onset disasters, there
is frequently an absence of adequate baseline data
against which to measure the impact of the disas-
ter. Uncertainty over population figures and
demographic information constitutes one of the
main barriers to accurate needs assessment. The
notion of the vulnerable group – typically based
on assumptions about socio-economic status - can
introduce artificial distinctions, which do not
necessarily reflect the real needs of a population.  

The study reached a number of conclusions
about the various food security assessment appro-
aches:

Needs
Assessment
and Decision
Making in
Emergencies

Summary of published report1

Astudy has recently been published on
nutritional risk factors for older refu-
gees. One rationale for the study
was, given that older people have

diminished ability to regain weight (without
extra nutritional support) after experiencing a
stressful situation, it is important to prevent
deterioration in their nutritional status in the
first place. 

The research took place between October
1995 and July 1996 in a Rwandan refugee camp
(Chabalisa 11) in the Karagwe district of Tanza-
nia. The camp was established in October 1994.
Based on HelpAge International’s camp regis-
ter, a random stratified sample of 1000 house-
holds was taken. An 85% response rate genera-
ted 826 subjects for analysis. An extensive,
structured questionnaire was developed with
questions addressing demography, history of
movements, socio-economic status, customary
physical activities and support. Frequency of
consumption of 13 food groups available to the
refugees was recorded in the questionnaire.
Twelve case studies, involving four or five
home visits and lasting several hours, were
conducted by a team of two interviewers who
had received special training. The same two
interviewers also conducted group interviews
to collect other qualitative information. 

Specific groups were formed with separate
sexes - very old (mean age 80 years), widows

, elderly labourers and home visitors. Discus-
sion topics included food availability during
the year, typical daily diets, firewood, the con-
cept of vulnerability, and waged labour by the
elderly. 

The study identified the following important
areas of nutritional risk for older refugees;
•  physical ability and mobility
•  income and access to land
•  appropriate food rations
•  meeting basic needs such as water, fuel, 

shelter
•  equal access to essential services (food dis-

tribution, health services, mills, feeding 
programmes)

•  psycho-social trauma.

A number of recommendations are made by
the study authors to reduce nutritional risk of
older refugees. These include awareness rai-
sing amongst refugees themselves and huma-
nitarian organisations, and risk assessment and
interventions to improve access to an adequate
and appropriate diet. In terms of assessment
and analysis, age and sex-segregated data
should be collected to provide a picture of the
nature and magnitude of the problems, as well
as for monitoring and evaluation purposes. In
an emergency situation, older refugees at risk
should be systematically identified as early as
possible. In addition to physical criteria, social,
economic and psychological criteria are useful. 

The study authors also recommend that in
order to strengthen social networks, effort
should be made to trace family members or
friends of lone older refugees. Involvement of
older refugees in community activities should
be encouraged by making use of their skills, for
example in productive activities, passing on
knowledge and looking after other elderly,
children, or anyone else in need. 

Special needs of vulnerable older people
should be recognised and, as much as possible,
be addressed in the family or community. If
special services for older people are desirable,
they should be integrated within general assis-
tance programmes to prevent isolation resul-
ting from visibly targeted interventions.

Nutritional Risk Factors 
in Older Refugees
Summary of published paper1

1 Pieterse, S and Ismail, S (2003). Nutritional risk fac-
tors for older refugees. Disasters, volume 27, no 1, pp
16-36. March 2003

This man is 85 years old, and lives with his
disabled wife, daughter, and her seven children
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This woman is a widow and has nine people in her household to help provide for
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Research

An issues paper on market analysis
and emergency needs assessment
was prepared as a background docu-
ment for the WFP Emergency Needs

Assessment (ENA) meeting, held in October
2003 in Rome (see news and views section).
The paper reviewed the role and methods of
market analysis in the ENA process. It begins
with the premise that if emergency interven-
tions are to pursue efficiency objectives with an
eye to minimising costs and collateral econo-
mic damage, then market analysis must be an
integral part of the process. However, market
analysis generally requires time-series data for
comparison, which, in turn, requires that mar-
ket information systems (MIS) have institutio-
nal stability and continuity. Thus, MIS may
collapse in a complex emergency and with it,
the options for sound price analysis. Feasibility
and data constraints in the early stages of chao-
tic and rapid onset emergencies do limit
options for market analysis. The options are
much greater for predictable or slow onset
emergencies. 

The paper sets out a number of challenges.
For example, in food security analysis, rough
estimates used for indicative resource planning
and mobilisation at the early stages of an emer-
gency, must reflect some expectations of future
price developments. Whatever approach is
used (e.g. time series price modelling or partial
equilibrium models), prediction of future out-
comes is a data hungry and error-prone busi-
ness. 

There are also issues around identifying the
role of markets in food insecurity. Famine and
prolonged local price hikes exist because mar-
kets fail, or are weak and poorly integrated.
Experienced field assessment teams can easily
identify markets that don’t work. It is easy
enough to speak to a few traders and consu-
mers, ask about flows from and to neighbou-
ring markets, and examine the marketing poli-
cies and structures. It is possible to establish a
few rules of thumb for assessing food markets.
For example, if the price of commodity X in a
deficit market A is more than 25 percent higher
than it is in the nearest surplus market B, allo-
wing for transport costs between markets, this
is an indication that the market is poorly inte-
grated. Problems arise when there is a need to
justify an intervention on the basis of quanti-
fiable and testable facts. Can a large-scale inter-
vention to subsidise trucking of food from B to
A, or to replace the market entirely, be justified
on this type of rule of thumb analysis, or is
there a need for a more reliable and transparent
method? 

A MIS can also provide critical information
for ENA adjustments during an intervention.
Price indices can show whether recovery has
taken place and some kind of normality has
been achieved. Food markets can also show
whether the food aid response is working. In
particular, the depressed market price and
large outflows of food aid commodities can be
indicative of faulty targeting or commodity
choice, while persistent price hikes for staple

commodities in a target area are likely indica-
tions of an inadequate response. However, the
problem once again is that simple rules of
thumb may be misleading. There are numerous
reasons for resale of food aid commodities,
including pressing demand for non-food com-
modities. Ideally, analysis of the market impact
of food aid would be based on a long time
series, stretching back to before programme
intervention. 

There are also issues around commercial
trade. During an intervention, market analysis
can serve to measure the desired and uninten-
ded consequences of food aid interventions.
The potential economic disincentives of food
aid to trade, production and labour are well
known. If economic efficiency is on the ENA
agenda, the likely impact of food aid must be
assessed. Well-timed distributions with careful
targeting increase demand, without necessarily
replacing commercial purchases. Getting the
right balance of local purchase, triangular
transactions and international imports can help
to ensure that producers are not discouraged.
Finally, sub-contracting transport, storage and
handling to the private trade can actually
strengthen trade. More can often be done to
increase the market sensitivity of interventions. 

The paper concludes with two main points.
First, a large number of analytical tools exist
which could fill the basic analytical require-
ments of market and price analysis for ENA.
These tools have been developed in data-abun-
dant research environments with the benefit of
large panel datasets. The challenge for develo-
ping robust and testable ENA tools is not the
lack of methods, but the lack of data, especially
in the chaotic circumstances that often
surround emergency operations. What is nee-
ded is a set of tools that fall somewhere bet-
ween the current reality (somewhat unfairly
characterised as ‘seat of the pants’ and rule of
thumb), and sophisticated data-hungry
models. 

Secondly, some element of prediction is
always needed for the initial ENA. As these
tools will always churn out errors, it is pro-
bably not worth investing too much in the
initial estimates. Rather, there is a need to find
ways of making errors more explicit in the first
estimates. Over time, the ENA must be refined
continuously, based on evolutions in the mar-
ket as new household food security, market
and utilisation data become available. From a
first rough estimate of need, it is possible to
refine the spatial and temporal accuracy of the
ENA and identify intervention modalities that
are sensitive to market conditions. As the infor-
mation base improves, it is important to ensure
that programme designs are flexible enough to
allow adjustment. 

For further information, contact Ben Watkins,
WFP, email: Ben.Watkins@wfp.org

1 Watkins, B (2003). Market Analysis and Emergency
Needs Assessment: A Review of the Issues. Background
paper for WFP technical group meeting on ENA issues in
Rome, 28th–30th October 2003.

Market Analysis and
Emergency Needs
Assessment
Summary of background technical paper1

Overall, food security assessments must pro-
vide a basis for determining a broader range of
intervention options than is currently the case. At
the very least, there should be a common mini-
mum data set for all agencies (raw data that all
agree to collect). Common principles and mini-
mum standards of emergency food needs assess-
ment are desirable. Optimal and adaptable means
of combining and coordinating nutrition and food
security assessments need to be developed.
Finally, assessments should distinguish more cle-
arly between situations where the primary ratio-
nale for food assistance is to save lives, and situa-
tions where the main rationale is to protect assets
or livelihoods. 

Overwhelmingly, needs assessments are con-
ducted by operational agencies, often in order to
substantiate a request for funding. This allows for
the close correlation of needs analysis with the
design and execution of responses, but raises
major questions about objectivity of analysis. It
also encourages supply-driven responses and
risks distorting the scale of the threat and the
importance of the proposed intervention. A wide
range of factors influence decisions about res-
ponse, some of which are extraneous to conside-
ration of need – notably the political interests of
donors and the marketing interests of agencies. 

There is a need for a simple basis of compari-
sons between humanitarian contexts. The study
opted for (on feasibility and cost grounds) an
approach based on consistent sector-based survei-
llance, including routine measurement of morta-
lity rates and prevalence of acute malnutrition. 

In theory, the consolidated appeal process
(CAP) provides the basis for coordinating and lin-
king decision-making of agencies and donors. In
practice, however, field level coordination mecha-
nisms tend to provide information about deci-
sions already taken or progress reports on existing
programmes. The CAP is not currently seen as an
effective prioritisation mechanism. The appeal is
constructed around agency projects (almost exclu-
sively UN) and so does not reflect a process of
issue-based or sectoral prioritisation between
agencies, based on joint assessment and analysis.
The way in which the appeal document is presen-
ted gives little sense of relative priorities. Donor’s
response to appeals reflects preferences for certain
forms of response over others, and for certain geo-
graphic areas over others. 

Although improvements in the CAP and Com-
mon Humanitarian Action Plan (CHAP) have
resulted in a stronger process of joint analysis, the
sense persists of a disconnection between the
analytical/strategic component and the related
portfolio of agency projects. Developing the role
of sectoral working groups would help to over-
come the perceived weaknesses of the process,
and strengthen its ability to establish priorities for
response. 

1 Darcy, J and Hofmann, C (2003). According to need?
Needs assessment and decision-making in the humanita-
rian sector. HPG report 15. September 2003. See online
at http://www.odi.org.uk/hpg/papers/hpgreport15.pdf

Sorghhum plant hit by drought

Rice bowls in rural market
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The review provides recommendations on
how the results of individual agency needs
assessment could be consolidated and analysed
by Country Teams as part of the formulation of
the CHAPs, according to a framework and pro-
cess which are consistent across all CAP coun-
tries. The report advocates for increased coordi-
nation and inter-agency cooperation in needs
assessment but does not enter into the subject of
individual assessment methodologies. Choice of
method has to remain with individual agencies

to be adapted to the information
specific to the various sectors.
Rather, it provides an assessment
framework that will bring greater
transparency to the entire process. 

Furthermore, the report does
not provide prescriptions for an
automatic translation of assess-
ment information into humanita-
rian needs. Country Teams may
decide to use the concepts descri-
bed in the review, and in particular
in the proposed rights-based
assessment framework, to judge
the severity of a humanitarian cri-
sis and to set priorities concerning
programming. 

For further information, contact
GIGnos: Piero Calvi-Parisetti,
email: calvip@gignos.ch, tel:
+41(0)78-8490669

Based in Geneva, GIGnos is a pri-
vate research institute working
with Governments, international
organisations and academia in the
areas of disaster reduction, prepa-

redness, response and rehabilitation. 
See online: http://www.gignos.ch/

For over a decade, the Consolidated Inter-
Agency Appeal Process (CAP) has provided the
framework for joint programming, common
prioritisation and joint resource mobilisation for
humanitarian assistance. However, a number of
serious concerns have been raised as to the abi-
lity of CAP to meet these objectives. For exam-
ple, needs assessments are not carried out on a
consistent basis, with the consequence that it is
often difficult to compare appeals and to ratio-
nalise allocations between them. Various efforts
have been deployed during the last
few years to make the CAP more
relevant and effective. For example,
a review of CAP in September 2001
resulted in a 19-point Action Plan
to improve the workings of the
CAP. More recently, UNICEF and
WHO commissioned a review,
which intends to initiate and facili-
tate inter-agency dialogue on the
consolidation of needs assessments
for use in the CAP. The review
commenced in May 2003 and some
of the findings are summarised
here. 

Practically all CAP appeals were
‘skimmed’ through, in search of
indications on how needs were
measured and expressed and how
they were linked to programmes.
Six appeals were examined in
depth (Angola, Burundi,
Chechnya, Democratic People’s
Republic of Korea, Somalia and
Uganda). During this process,
approximately 120 different assess-
ment guidelines were collated into
a database. 

An extraordinary finding of the review was
that in the 2003 CAP, no direct link could be
found between the needs of the population and
the programmes formulated to address them.
Needs were not identified or described per se.
They could be inferred from the operational

1 GIGnos (2003). An assessment matrix for the CAP. A
basis for improving inter-agency assessments. 29th Sep
2003 

Inter-Agency 
Appeals and 
Needs 
Assessments
Summary of published report1 

objectives stated in the various sectors of the
Common Humanitarian Action Plan (CHAP).
However, these objectives are supposed to take
into account factors other than needs, such as
vulnerabilities/capacities of the affected popula-
tion, the capacity of the implementing organisa-
tion and the prevailing political, social and eco-
nomic situation of the country. Information
about needs is therefore buried under layers of
‘noise’ coming from other sources of informa-
tion. The report authors state that the lack of a

systematic approach to needs assessments
should not come as a surprise. The Technical
Guidelines for the Consolidated Appeals do not
provide advice on needs assessment, nor do they
foresee a section in the CAP document dedicated
to needs assessments. 
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Children sleeping rough in Kitgum, Uganda

Children in Huichon County, Democratic
People´s Republic of Korea 
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Coverage is becoming an important indicator for monitoring and eva-
luating humanitarian interventions. Coverage indicators for selec-
tive feeding programmes were included in the SPHERE project's
humanitarian guidelines for the first time in 20032 . Current approa-

ches to estimating therapeutic feeding programme coverage rely on the use of
nutritional anthropometry surveys that commonly employ a two-stage clus-
ter sampling strategy. Such surveys will be familiar to many humanitarian
practitioners as 'thirty-by-thirty' surveys. Coverage is calculated either
directly using survey data or indirectly using survey data, programme enrol-
ment data, and population estimates. Both methods assume that coverage is
similar throughout the entire survey area and both can provide only a single
wide-area coverage estimate.

The two-stage cluster-sampling approach uses population proportional
sampling (PPS) in the first stage to select cluster locations and proximity sam-
pling in the second stage to select households and children. 

The PPS approach is unsatisfactory because:

The sample size available to estimate coverage at each cluster location is
likely to be only one or two cases.

These problems are not important if the assumption that coverage is simi-
lar throughout the entire survey area is true. Such as assumption is, however,
unlikely to be true of many centre-based programmes or during the start-up
phase of a programme, where coverage is likely to be better in the areas clo-
sest to feeding centres. If coverage is uneven, the ability to identify areas with
poor coverage is an essential first step towards improving program coverage
and, hence, program impact. Current methods do not provide this.

The method outlined here allows an estimation of coverage in the usual
way, but also allows identification of areas with poor coverage within a pro-
gramme area.

Coverage (%) =

Number of eligible children found 
attending the programme 

* 100 
Number of eligible children found

Direct method3 

11

1  Coverage method presented at CTC meeting in Dublin, 8-10th October, 2003. See this
issue for meeting summary. 
2  http://www.sphereproject.org/handbook/index.htm
3  A number of formulae are used for direct coverage estimation. The simplest and most
intuitive variant is shown here. 

Step 1 :  Find a Map
The first step in the new coverage estimation
method is to find a map of the program area. Try
to find a map showing the location of town and
villages. A map of 1:50,000 scale is ideal.

Step 2 :  Draw a grid
The next step is to draw a grid over the map. The
size of each square should be small enough for it
to be reasonable to assume that coverage will be
similar throughout the square. A square of 10km
by 10km will probably be small enough in most
circumstances.

Step 3 : Select the  squares to sample
Select the squares with about 50% or more of
their area inside the program area.

Step 4 : Select the  communities to sample
Select the community closest to the centre of each
square. If prevalence is low then you might need
to select more than one community from each
square. Select the communities closest to the cen-
tre of each square. Select the communities to be
sampled and the order in which they should be
sampled in advance of visiting the square.

Step 5 : Case-finding
When you visit a community find cases using an
active case-finding method. It is usually sufficient
to ask community health workers, traditional birth
attendants, traditional healers or other key infor-
mants to take you to see “children who are sick,
thin, or have swollen legs or feet” and then ask
mothers of confirmed cases to help you find more
cases. You could also use door-to-door screening.
It is important that the case-finding method that
you use finds all, or nearly all, cases in the sam-
pled communities. Each case is confirmed by appl-
ying the program's entry criteria (e.g. < 70% of
the median weight-for-height from the NCHS refe-
rence population and /or bilateral pitting oedema).
When you find a confirmed case you should then
find out whether that child is in the programme.
Remember to follow-up on children reported to be
in a therapeutic feeding centre or at a distribution
point on the day of the survey.

Step 6 : Record the data
You need only record the number of cases found
and the number of those that are in the program
for each sampled square.

Step 8 : Plot the data
Coverage data is plotted as a mesh map and as a
histogram. The length of the sides of the filled
squares on the mesh map reflects the level of
coverage found in each square (calculated in step 7).
The small open squares indicate quadrats (squa-
res of approximately equal area) with zero cove-
rage.You might find it helpful to mark the loca-
tion of feeding centres, distribution points, health
posts, and roads on the map. This will help
you interpret the results of the coverage survey.

Step 7 : Calculate coverage
Coverage is calculated as the number of cases that
you found that are in the program divided by the
number of cases that you found. You should calcu-
late this separately for each square as well as for
all of the squares together. You could use a weigh-
ted method to calculate the coverage for all of the
squares combined but this is not essential.

New Method for Estimating 
Programme Coverage

By Mark Myatt

Indirect method

Coverage (%) = 

Number of children attending the 
feeding programme        

* 100
Estimated prevalence of severe acute
undernutrition * estimated population

For further information on this method, contact Mark Myatt,
email: mark@brixtonhealth.com

sample size
number of clusters
prevalence (severe acute) 

=    900
=    30
=    5%

Assumptions: Survey results:

number of cases
found

number of cases
found per cluster

= 900 * 0.05 = 45

= 45/30 = 1.5

Research

Mark Myatt is a consultant epidemiologist and senior
research fellow at the Division of Epidemiology, Insti-
tute of Opthalmology, University College London. His
areas of expertise include infectious disease, nutrition,
and survey design.

This article gives an overview of the coverage estimation method developed for
the Community Therapeutic Care (CTC) Research Programme in Malawi1 .

The bulk of data are collected from the  most populous communities. This
may leave  areas of low population-density  (i.e. those areas  consisting of
communities likely to be distant from health facilities, feeding centres, and
distribution points) unrepresented in the sample. This may cause surveys
to evaluate coverage as being adequate even when coverage is poor or
non-existent in areas out side of urban centres.
There is no guarantee of an even spatial sampling. This is true even when
the population of the survey area is evenly distributed. Again, PPS will
usually leave some areas unrepresented in the sample.
It relies on population estimates which may be inaccurate in emergency
contexts, particularly if population displacement, migration, or high mor-
tality has occurred in the target population.

The proximity method is unlikely to return a representative sample at
the cluster level. It is  not possible to estimate coverage reliably for a
cluster without taking a representative sample from the cluster  location.
Even if a representative sample were taken at the cluster level, the within-
cluster sample size is too small to esti mate  coverage at the cluster level with
reasonable precision. For example:

•

•

•

•

•

The proximity sampling approach is unsatisfactory because:



In Malawi, like many poor countries, childhood malnutrition is
a chronic problem, such that thousands seek aid each year and
13% of all children under the age of five die of malnutri-
tion3.This has necessitated a national network of permanent

Nutritional Rehabilitation Units (NRUs) for therapeutic and sup-
plementary feeding programmes (TFPs/SFPs), which follow the
guidelines for inpatient treatment advised by the World Health
Organization4. In addition, each year, humanitarian agencies insti-
tute food distributions and supplementary feeding programmes.

The inpatient problem
Standard therapy for the severely malnourished consists of

inpatient feeding of therapeutic milk administered in two phases.
This approach has numerous limitations in a stable country where
malnutrition is chronic and geographically widespread. The the-
rapeutic milk (F-100, F-75, or a locally designed alternative) must
be prepared and given by trained staff many times daily, as it
requires hygienic mixing. The milk cannot be prepared in
advance, as it spoils easily. It cannot be sent home with mothers,
as the regimen is demanding of time and resources. The strategy
promotes overcrowding of immuno-compromised children in
hospitals, and the inevitable spread of nosocomial infections.
During the 2003 hungry season in Malawi, as many as 100 chil-
dren were together in the Queen Elizabeth Central Hospital NRU
at a time, with up to 12 deaths in a single week, and an overall
mortality rate of 28%.

Other serious constraints with standard therapy include the
expense of importing therapeutic milk, the need for accurate esti-
mation of the amount of milk to be used in advance to assure avai-
lability, the training of a large staff to administer the programme,
and the careful coordination required between the many NGOs
involved in NRU and SFP programmes so that children are appro-
priately referred at discharge. The typical outcomes of this stra-
tegy attest to its shortcomings - only 25% of those wasted children
treated in NRUs in Malawi reach 80% of weight for height stan-
dard, while 10% of those who have reached this goal go on to die,
and 20% to relapse to an NRU5. 

RUTF as an alternative
The peanut butter-based RUTF is an energy dense lipid paste

with a complete complement of micronutrients. It has been suc-
cessfully used as the primary foodstuff for an outpatient thera-
peutic phase 2 feeding. It has also been used in place of grain and
oil in SFP distributions for moderate to severely malnourished
children, to effect a more lasting recovery. It can be purchased as
the commercial product, Plumpy’nut (Nutriset, France), or it can
be made locally with importation of only the Complex Multi-Vita-
min (CMV) component, and used in a wide variety of locations.
Success with RUTF home-based therapy in Malawi suggests that
it may play an important role in treating malnutrition worldwide.
It resists bacterial contamination because of its low water content,
and it does not need to be cooked before it is consumed6. There-
fore, RUTF does not need to be administered in the supervised
environment of an NRU by trained staff.  

Home therapy as a solution
In Malawi, The St Louis Nutrition Project7 instituted a pro-

gramme whereby the mothers of malnourished children were
given a two-week supply of RUTF appropriate to the child’s
weight (175 kcal/kg/d and 5.3 g protein /kg/d), and asked to
attend follow up fortnightly until recovery. On follow-up, the
child’s growth was measured and a new supply of RUTF was

Home-Based Therapy 
With RUTF In Malawi
By Dr. Mark Manary and Heidi Sandige

Dr. Mark Manary is an Associate Professor of Pae-
diatrics at Washington University School of Medi-
cine and Lecturer at Malawi School of Medicine in
Blantyre, Malawi.  He has been involved in nutri-
tion and metabolism research in Malawi for the
past 9 years, and served as principal investigator
for the RUTF studies there.

Heidi Sandige is a medical student at Washington
University in St. Louis who spent the 2002-2003
year in Malawi on a Doris Duke Clinical Research
Fellowship. She worked as field manager of the
RUTF project, managing local production, and
initiating the rural RUTF clinics.

Thanks to Andre Briend, Per Ashorn, and MacDonald Ndeka who
co-authored the research papers1 on RUTF, Peter Fellows and Valid
International for RUTF testing, and the RUTF Chiponde staff in
Blantyre.

This article describes the positive experiences of the St Louis
Nutrition Project using Ready to Use Therapeutic Food (RUTF)
in Malawi, and how this approach was integrated into the exis-
ting national network for managing severe and moderate malnu-
trition2.
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1 At time of writing, two articles accepted/submitted for publication with detai-
led academic research findings on the first RUTF home therapy study and the
RUTF local production project.  
2 This publication was made possible through the support provided to the Food
and Nutrition Technical Assistance (FANTA) Project by the Office of Foreign
Disaster Assistance of the Bureau for Democracy, Conflict and Humanitarian
Assistance and the Office of Health, Infectious Diseases and Nutrition of the
Bureau for Global Health at the U.S. Agency for International Development,
under terms of Cooperative Agreement No. HRN-A-00-98-00046-00 awarded to
the Academy for Educational Development (AED).  The opinions expressed
herein are those of the authors and do not necessarily reflect the views of the
U.S. Agency for International Development.
3  Pelletier DL, Low JW, Johnson FC, et al (1994). Child anthropometry and mor-
tality in Malawi: testing for the effect modification by age and length of follow-
up and confounding socio-economic factors. J Nutr 1994;12 (10Suppl):2082S-
105S
4 WHO, 1999. Management of severe malnutrition: a manual for physicians and
other senior health workers. WHO, Geneva.
5 Brewster DR, Manary MJ, Graham SM. Case management of kwashiorkor: an
intervention project at seven nutrition rehabilitation centres in Malawi. Eur J
Clin Nutr 1997;51:139-47

Field Article

RUTF field worker explaining the screening process to waiting
mothers. Montfort Mission Health Centre, Nchalo, Malawi . 
March 2003

Graduate of RUTF programme with a happy mother, at
Namitambo District Health Clinic
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Programme enrolment and first tastes of
RUTF, at Namitambo Rural Health Clinic



given if the child had not completely recovered.
Children achieved remarkable recoveries in their
home environments, surrounded by their com-
munities rather than a ward of similarly ill chil-
dren. A very small cadre of local staff was able to
adequately instruct the mothers in the adminis-
tration of the RUTF and manage the follow-up
assessments.

In the 2000-2001 hungry season, home the-
rapy was instituted by the St Louis Project at the
large NRU of the Queen Elizabeth Central Hos-
pital in Blantyre, Malawi. RUTF replaced the
phase 2 inpatient treatment after the initial phase
one stabilisation. Used in this way, 85% of the
children receiving a full diet of RUTF reached
their 100% weight for height goal, within 2 to 12
weeks8. Crowding in the unit was decreased sig-
nificantly, so that the most severely ill children
received more attention in their inpatient treat-
ment phase.

During the 2001-2002 hungry season, similar
results were achieved in the same hospital using
a locally produced version of the RUTF. Eighty
per cent of all children treated with the locally
produced RUTF reached their 100% weight for
height growth goal, including 59% of HIV posi-
tive children and 95% of all HIV negative chil-
dren. Six months later, recovered children retur-
ned for a weight check. In the interval, they
received only their local diet, yet only 9% of chil-
dren had relapsed9. This indicates that the indi-
genous cereal/ legume diet can sustain normal
growth in well-nourished children.

In the 2002-2003 hungry season, encouraging
results were again achieved, on a much larger
scale in a wide variety of field sites.  Seven sites,
including mission, rural, and district NRUs, par-
ticipated in the home therapy programme,
acting as stabilisation centres to manage a very
small phase 1 group. Inpatients were directly
transferred to the home therapy programme for
phase 2 treatment. In addition, both severely and
moderately malnourished children were directly
admitted from the community without an inpa-
tient therapy, provided that their condition was
stable and they were not anorexic.  This elimina-
ted the need for supplementary feeding for the
targeted age group (10 months to 5 years) at
these seven sites. Again, 80% of these children
reached a weight-for-height over 85%, with a
mean time in the programme of 6 weeks10. In the
2002-2003 season, Concern Worldwide also
undertook therapeutic feeding with RUTF in
another district in Malawi.

Because of these consistently positive results,
the Malawi Ministry of Health currently advoca-
tes the use of RUTF phase 2 home therapy for the
treatment of moderate to severe malnutrition in
the Southern Region of Malawi. The World Food
Programme is able to donate oil, sugar, and milk
powder towards the local production of RUTF
and requests to them for SFP foodstuffs are gre-
atly decreased due to the success of this appro-
ach.

Logistics of RTUF production and distribution
In-country production of RUTF can simply

consist of a local team of workers producing
RUTF on a relatively small-scale. One to two
people can produce 15 kg of RUTF per half hour
with a mixer, a laboratory scale, and an assort-
ment of locally available plastic implements (see
recipe box). In Malawi, an independent food
technologist determined that the RUTF produ-
ced in this manner, even after contamination
with a child’s dirty hands, harboured no micro-
bial contamination and had aflatoxin levels
below the most stringent safety standards11. A
local company may also be identified and staff
trained to undertake the production of RUTF
according to specifications. In-country produc-
tion means that only the CMV component (1.6%
of the total product by weight) needs to be
imported. Whether peanut paste or completed
RUTF are purchased from local industries, the

6 Briend A. Highly nutrient-dense spreads: a new appro-
ach to delivering multiple micronutrients to high-risk
groups. Br J Nutr 2001;85 (Suppl2):S175-9.
7 The authors of this article, known collectively as the St.
Louis Nutrition Project, started and maintained this project
through the College of Medicine, University of Malawi.
8 Manary MJ, Ndekha MJ, Ashorn P, et al.  Home-based the-
rapy for severe malnutrition with ready-to-use food. Arch
of Dis Child accepted for publication.
9 Sandige H, Ndekha MJ, Briend A, Ashorn P, Manary MJ.
Locally produced and imported ready-to-use-food in the
home-based treatment of malnourished Malawian chidren.
Submitted for publication.
10 Ciliberto M, Sandige H, Manary MJ et al, as yet unpublis-
hed data from 2002-2003 study in Southern Malawi.  
11 Peter Fellows, Valid International, and Oxford Brooks
University: Results of Analysis of RUTF produced at Tam-
bala Food Products, Malawi, March 2003.

enterprise supports the local economy and
decreases shipping costs tremendously.

Management of care
Because home therapy with RUTF is essen-

tially an outpatient nutrition clinic, it can be
easily managed by a small team of local staff. A
very simple flowchart can be followed, through
which any screened child can be allocated into
one of three groups:  

Group 1 RUTF home therapy 

Group 2 Healthy, and not in need of SFP or
NRU/TFP treatment

Group 3     Too sick for home therapy (by clini
cal criteria – active infection process
or >2+ oedema). These children 
should be admitted to an NRU for 
stabilisation, then to home therapy 
when stable.

The criteria for admission can be tailored to
the local situation. Standard, portable nutrition
survey equipment can be used for measure-
ments, and the clinic need only operate a single
day per week. In Malawi, the St Louis Nutrition
Project staffed seven weekly clinics with three
full time nurses, a part-time nurse, a driver and
a single expatriate field worker. Because the pro-
tocol is so easy to follow, the Project has been lar-
gely handed over to local NRU staff. In a
country like Malawi with a shortage of trained
nurses, the reduction in rigorous inpatient work
in the NRU also means better care for the sickest
children.  

The average child remains in the programme
for 6 weeks (involving 3-4 follow up visits),
depending on the severity of malnutrition, and
consumes about 11 kg of RUTF in total. Depen-
ding on local peanut prices, staple donation, and
manufacturing costs, a complete recovery can be
achieved for about US$10 per child. Older chil-
dren easily feed themselves, with their hands or
fingers. RUTF is sweet and children like it. Pea-
nuts are a staple ingredient in Africa, and a cul-
turally accepted treatment. 

The RUTF home therapy model is easily
accepted in the local community.  Mothers no
longer have to navigate through multiple agen-
cies to determine the proper nutrition pro-
gramme for their child, and they are more likely
to bring a child in for treatment if they believe
the inpatient stay will be either short or non-
existent. The treatment requires no additional
gathering of firewood, cooking, or preparing
specialised meals for the child.  Instead, she can
give the ideal treatment – multiple small fee-
dings per day with adequate additional hydra-
tion – without compromising her ability to care
for her home or family.  Home therapy with
RUTF is emerging as an important, successful,
and easy to administer method for the treatment
of childhood malnutrition.  

Field Article

Marasmic child
receiving first
RUTF sample
Chikwawa 
District Health
Clinic, Malawi

Happy child eating RUTF, Domasi Rural Health
Clinic, Malawi. 

Child eating RUTF with fingers, Pirimiti Rural
Health Clinic, Malawi. April 2003.
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For further information on this article, contact
Mark  Manary email: manary@kids.wustl.edu, or 
Heidi Sandige, email: heidi@sandige.com
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Child eating RTUF with fingers,
Pirimiti Rural Health Clinic



Recipe box

Ingredients

•  30% milk powder
•  28% sugar (powdered if hand-mixing)
•  25% peanut paste (salt-free)
•  15% oil
•  1.6% vitamin mineral mix

(CMV, Nutriset)

Supplies

•  electronic laboratory scale 
(battery powered, to 0.01g accuracy)

•  40L planetary bakery mixer
(MacAdams S 401) 

•  large plastic drums for both mixing
and storage

•  smaller plastic buckets and scoops for
measuring

•  spoons, spatulas, andcleaning supplies

Method

1 . Combine oil and peanut paste in the
mixing bowl at 105 rpm until 
homogenous. A z-shaped kneader blade
minimises the amount of air impregnated into
the mixer.  
2 . Stir together sugar, milk powder, and
CMV in a dedicated plastic drum, and
then empty it into the electric mixing
bowl.  
3 . Mix at gear 1 (105rpm) for 6 minutes,
gear 2 (210rpm) for 6 minutes, and gear 3
(323rpm) for 6 minutes. The mixing
time ensures homogeneity and prevents 
separation during storage.  
4 . Empty the RUTF into a large plastic 
drum. 
5 . Later, pack RUTF as desired.

Notes

•  All implements should be washed
thoroughly after each production day,
but not during the production, to 
prevent accidental addition of water 
to the product. 

•  In Malawi, we utilize a recycling
system, in which mothers return the
275g plastic bottles with screw tops 
for cleaning and reuse. This reduces 
costs, but is also more environmen
tally friendly. The peanuts, peanut 
paste, or finished RUTF (depending on
method) must be tested to confirm
absent or minimal aflatoxin levels. In
Malawi, this was already a part 
of the peanut paste production process.

•  Volumetric containers can be 
designed or found for each ingred-
ient  (a plastic bucket that holds 
exactly 4.5kg of powdered sugar
when filled and levelled, etc.)so that
no scale is required. In this case, pro
duction staff need not be literate, 
simply careful and consistent.

•  If a local company does the produc-
tion, the recipe can be modified to use 
crystalline rather than powdered 
sugar. Roasted peanuts can be mixed
directly to the oil and dry ingredients,
and the RUTF extruded as completed 
paste.

Further information and suggestions
about production can be found on the
Nutriset web page 
(http://www.nutriset.fr), 
or directed to Mark Manary, email 
manary@kids.wustl.ed.
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Nutritional deficiency epidemics
are all highly predictable. Softwa-
res are now available to flag
nutrients missing in a ration,

making epidemic prediction easy. Indeed,
there is no excuse for being taken by surprise
by a deficiency disease epidemic.

The daily menus for refugees and displa-
ced people are remarkably similar throug-
hout the world. They receive a cereal staple
food, very often maize, beans and oil, which
are the cheapest source of energy, protein
and lipids available on the world market. 

A diet based on maize, beans and oil has
no vitamins A, C, B12, and a very low con-
tent of vitamin B2, folic acid, niacin, absorba-
ble zinc and iron. It is not physiologically
possible for refugees to live for long periods
of time on such a diet and compares unfa-
vourably with the nutrient content of most
pet foods (see table 1). Consequently, one of
the first things refugees do, if they can, is sell
part of their ration to buy foods containing

Towards the
Overdue 
Elimination
of Deficiency
Disease 
Epidemics
By André Briend

Andre Briend is a medical
doctor, working for the
Institut de Recherche
pour le Développement
(IRD), a French public
research institution with
a mandate to carry out
research for developing
countries. Until recently,
he was a consultant for
Nutriset, a commercial
company producing food
products for emergency
relief. 

Angular stomatitis seen in Myanmar refugee
living in camp in Coxs Bazar
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Ingredients for RUTF, Blantyre, Malawi

Mixer for local production of RUTF
(with student volunteer, Jennifer Gill)
Blantyre, Malawi
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The World Health Organisation’s (WHO)
report of a technical consultation on the
nutrient requirements for people living with
HIV//AIDS, carried out in March 2003, is
now available. 

HIV/AIDS interventions, current recom-
mendations, the scientific evidence base,
and outstanding research needs were consi-
dered by this meeting of WHO Technical
Advisory Group on Nutrition and
HIV/AIDS-1, and 20 experts from a variety
of disciplines and agencies. 
Nutritional recommendations are made in

general for people living with HIV/AIDS,
and specifically for the following target
groups: 
•    Pregnant and lactating HIV-infected 

women 
•   Adolescents and other adults living with 

HIV 
•    HIV-infected infants and children 
•    HIV-exposed infants and children born 

to HIV-positive mothers.

The report can be found at WHO's website,
http://www.who.int/nut/documents/hiva
ids_nut_require.pdf

WHO Technical Report on Nutrients 
and HIV/AIDS



the missing nutrients1. If
this is not possible, within
a few weeks they fall ill
with one of the many
deficiency diseases repor-
ted every year, including
pellagra, scurvy and beri-
beri2.

Blended flours as a
safety net, or not?

Following repeated,
and often large scale, epi-
demics of deficiency dise-
ases among refugees, the
decision was taken in the
early 1990s to add blen-
ded flours to the list of
foods systematically dis-
tributed to refugees. Forti-
fied with vitamins, the
introduction of blended
flours, such as Corn Soy
Blend (CSB) and Unimix,
has undoubtedly played a
role in the prevention of
massive deficiency epide-
mics. Yet, their choice was

based mainly on low cost and availability in food
aid circuits – they were never designed to pre-
vent nutritional deficiency epidemics. Hence,
they are poorly adapted for this purpose and
provide only a weak safety net. 

Blended flours typically contain (after coo-
king) 30 mg of vitamin C and 8 mg of niacin per
100g of flour3. When logistical conditions are dif-
ficult or air transport is needed, their low
nutrient density makes them an extremely poor
option to prevent deficiency disease epidemics.
For example, transport of one metric tonne of
CSB provides only 300 g of vitamin C and 80 g of
niacin, when a smaller quantity of a more
nutrient dense product could be used instead.
Not surprisingly, deficiency epidemics persist in
areas difficult to access for logistical reasons. 

The low quantity of vitamins in blended
flours also has cost implications. For example,
the cost of providing vitamin C using CSB, at
about 0.5 _ per kg, is 160 times higher than the
cost of the vitamin C in a chemical form4. Cost
differences are similar or even higher for other
vitamins. These ratios are quite unfavourable for
food aid programmes run on a tight budget, as is
usually the case.   

The practical implications are staggering. In
the spring of 2002, the Lancet reported a scurvy
outbreak in Northern Afghanistan 5. Although
predicted by many, including high level UN

nutritionists,  a scurvy outbreak still occurred
and people died. Why? Because the international
aid community failed to send the equivalent of
0.0001 _ of vitamin C per person per day to the
population at risk, despite several months of
advance notice. Even if the logistical and techno-
logical constraints increase the real cost by a fac-
tor of 10 or a 100, this cost remains incredibly
low. The lack of timely, adequate response
remains difficult to explain. Considering the
price of all nutrients involved in recent nutritio-
nal deficiency epidemics is incredibly low when
purchased in chemical form6, persistence of these
deficiencies epidemics IS unforgivable. 

The absurdity of the present situation leads to
a key questions. Why do NGOs, who so often
pride themselves on their advocacy campaigns,
remain silent about the situation? Even NGOs
who lobby for control of forgotten diseases in
poor countries seem to have forgotten nutritional
deficiency diseases. 

Necessary involvement of industrial partners
Some micronutrients, such as niacin, needed

to prevent pellagra, have a very unpleasant taste,
while others are toxic at high doses. For these
reasons, it is necessary to incorporate nutrients in
a chemical form into a food with a pleasant taste
but also a volume (or a taste) which prevents
over consumption. This approach is much more
successful than providing multi-vitamin tablets,
which are difficult to distribute and always
poorly accepted. These constraints imply that the
food industry must be involved in deficiency
disease prevention because only they have the
expertise needed to develop appropriate food
carriers with the optimal nutrient weight /cost
ratios. Technically, there are no apparent major
obstacles preventing the development by the
industry of highly fortified foods, with
nutrient/weight ratios 50 or even 100 times hig-
her than in CSB, and a favourable nutrient/cost
ratio. 

Consequences of the NGO’s medical culture
The need to involve the food industry in the

prevention of nutritional deficiency diseases
may be a major stumbling block in improving
the current refugee situation. Headquarters of
NGOs working in relief are usually staffed by
health professionals with a medical bias, who are
not used to consulting the food industry.
Arguably, nutritionists working in NGO or UN
agencies could have played a role to promote
food based prevention of deficiency diseases, but
being suspicious of the food industry has long
been part of their professional culture. This may
stem from previous dishonest attempts to pro-
mote breast milk substitutes by some well-
known companies.

Changing attitudes to prevent epidemics
A relationship between NGOs and the food

industry must evolve and a dialogue must start
if we want to eliminate the remaining deficiency
disease outbreaks. Minerals and vitamins can be
incorporated into a vast range of foods and there
are many choices available, ranging from vita-
min C in candies to the addition of iron to
salt.Tasks should be clearly defined for each
partner, relating to product development on the
industry side and evaluation for the NGOs. 

In conclusion, the current situation of conti-
nuing deficiency epidemics will change only if
NGOs recognise that their attitude must change.
A preventive approach should be adopted and
the alarm bell rung as soon as it is noted that the
level of any key nutrient is low in the ration used
to feed refugees. Blended flours have proved
unsuccessful in preventing deficiency disease. A
dialogue must begin with the food industry to
develop and field test alternative solutions.

For further information, contact André Briend,
email: brienda@cnam.fr 
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Refugee ration

mg

Folic acid

Comprises:

455

g

Wheat flour

Oil

0.131.44

mg

Vitamin B2 Vitamin B1

0

30

020

Sugar 5

0

0

Pet foods 455

400 1.28

0.16 0.05

009.6

mgmg

Niacin

40

39 2.0

0

52 44

17

8

1.6

0

0

1.07 1.62

0

0

22.5

Human requirements 1.1

79

mg

Vitamin C

0 6.8

0 0

0.08

0

0

0

0

200 700 14.8

Beans 0

0

0

1090

1.3 40

8.8

µg

IronVitamin A

µg

Food 

1 Reed BA, Habicht JP. Sales of food aid as sign of distress,
not excess. Lancet. 1998; 351: 128-30
2 Toole JM. Micronutrient deficiencies in refugees. Lancet
1992; 339: 1214-5
3 Report of a workshop on the improvement of the nutrition
of refugees and displaced people in Africa. Machakos,
Kenya, 5-7 December 1994. University of Nairobi.
4 Vitamin C bought in bulk costs about 10 euro per kg. If
one estimates daily requirements at 100 mg, or 10-4 kg,
these requirements represent a cost of 10-3 euro. The pre-
vention of scurvy requires much less vitamin C, about 10
mg per day, at a cost of 0.0001 euro .
5 Ahmad K. Scurvy outbreak in Afghanistan prompts food
aid concerns. Lancet. 2002; 359: 1044.
6 Similar calcuations to vitamin C, see footnote 4
7 Tomkins A, Henry CJK. Comparison of nutrient composition
of refugee ration and pet foods. Lancet 1992; 340: 367

Adapted from Tomkins and Henry, 1992 7.  Note: Vitamin C is not an essential nutrient for most animals, with the exception of guinea pigs and primates.

Pellagra seen in
patient attending
MSF-B clinic in
Kuito, Bie Province
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Table 1   Comparison of nutritional composition of a typical refugee ration (without addition of blended flour) with that of pet food 



severely malnourished children through   
existing health infrastructure.

• Community mobilisation. This component 
identifies traditional leaders, healers and 
other people within the community to maxi-
mise participation and engagement in the pro-
gramme, leading to increased impact. Later, 
the programme identifies community resour-
ces, and works with community to develop
other interventions, mother to mother mobi-
lisations and follow-up case finding, etc.

Evolution of CTC
It is envisaged that a CTC programme will origi-
nate as an OTP attached to an SFP. This set-up
may then evolve into a CTC. Initially, severely
malnourished children will receive RUTF, and
medicines will be administered following simple
protocols. At this early stage, the critical strategy
is to increase the impact of the programme by
maximising coverage. An OTP attached to SFP
can be established in days. This phase is follo-
wed by greater community mobilisation to incre-
ase the population’s engagement, and develop-
ment of stabilisation centres to improve indivi-
dual care for very sick and malnourished chil-
dren. The final phase in evolving to a ‘full’ CTC
programme will involve improved follow up
support to malnourished cases and active case
finding. Efforts will also be made to embed the
programme in food security and other sectoral
programmes such as water and sanitation and
health, as well as assisting in the development of
local production of RUTF where appropriate. 

New classification of malnutrition
The use of the CTC model of treatment of severe
malnutrition may lead to a change in how we
classify malnutrition, and a new classification
and treatment schedule was suggested by
Collins (see figure 1).

Notes on the classification: 
(i) When reviewing the meeting proceedings,
several participants pointed out that the classifi-
cation of malnutrition presented above does not
match the WHO-IMCI protocol2 . WHO-IMCI
does not have a protocol for the category of com-
plicated moderate malnutrition (<80% weight-
for-height). WHO-IMCI deals with children with
a serious infection (all need treatment, regardless
of their malnutrition status) and children with
'severe' malnutrition. 
WHO-IMCI takes the view that there is no need
to stabilise children with moderate malnutrition,
even if they have an infection. There is a need for
agencies to discuss this classification with WHO
further.

(ii) This classification does not take into account
the different grades of oedema. Some agencies
have treated children with grade I oedema (and
no other medical complications) as having
‘uncomplicated’ malnutrition and children with
grade II and III as having ‘complicated’ malnu-
trition. However, other agencies have also trea-
ted grade II oedema (and no other medical com-
plications) as ‘uncomplicated’. Further research
is needed on this topic.

Field presentations on CTC and community-
based feeding 
Presentations were made on eight programmes
(Malawi3, Ethiopia , north Sudan4, south Sudan,
Afghanistan 5, Niger , and two randomised clini-
cal trials (Senegal and Sierra Leone) employing
non-centre based feeding as part of a protocol to
treat severe malnutrition. There was considera-
ble variation in both the context of the program-
mes and the protocols applied. 

The protocols ranged from a compulsory stay in
a stabilisation centre or traditional therapeutic
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< 80% of median weight for height,
OR bilateral pitting oedema, 
OR MUAC <110mm
AND one of the following:
•  Anorexia
•  LRTI
•  High fever 
•  Severe dehydration
•  Severe anaemia        
•  Not alert

< 70% of median weight for
height, 
OR bilateral pitting oedema,
OR MUAC < 110 mm
AND:
•  Appetite
•  Clinically well
•  Alert 

70-80% of median weight for
height,
AND no oedema
OR MUAC 110-125mm
AND:
•  Appetite
•  Clinically well
•  Alert 

Community based Therapeutic Care (CTC)
Steve Collins from Valid International began the
meeting by describing a ‘typical’ CTC pro-
gramme and explained the underlying princi-
ples and strategies. 

The main principles of CTC are high coverage
and good access, timeliness, sectoral integration,
and capacity building.

A CTC programme comprised the following
elements:
•  Supplementary feeding programme (SFP) 
•  Stabilisation phase. This is the initial phase of 

treatment of severe malnutrition for children 
with complications. Here, life-threatening pro-
blems are identified and treated, specific defi-
ciencies are corrected, metabolic abnormalties
are reversed and Ready to Use Therapeutic
Foods (RUTF) introduced. This is an inpatient 
phase and takes place in a stabilisation centre 
(SC), which may be located in a hospital or clnic.

• Outpatient Therapeutic programme (OTP).
This  provides specialised ready to use foods 
(RUTF) and simple medical protocols to 

Community-Based
Approaches to
Managing Severe
Malnutrition 

News &Views

Day 1

Inpatient
IMCI/WHO
protocols 

Outpatient 
Therapeutic Care

Outpatient
Supplementary  feeding

Figure 1 
Suggested new classification 
of severe malnutrition

Complicated
malnutrition

Severe
uncomplicated
malnutrition

Moderate
uncomplicated

malnutrition

Acute malnutrition

One nutrition
worker’s solution
to childcare at a
busy feeding
distribution!

Father and child
collecting one
weeks supply of
Plumpy’nut

The objectives of the meeting were
• To compare lessons learnt after 3 years of 

experience of Community based1 Therapeutic 
Care (CTC).

• To describe substantive differences in protocol 
for noncentre based treatment of severe mal-
nutrition between agencies.

•  Focus on gaps in our knowledge of 
non- centre based treatment of severe malnu-

trition.
• Clear up misconceptions about CTC.

A three day meeting was held in Dublin hosted by Concern and Valid International between
8-10th of October, 2003 on community-based treatment1 of the severely malnourished. 
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feeding centre or hospital for all severely mal-
nourished children, to no inpatient care at all.
Most of the programmes, although not all, were
attached to an SFP. Coverage rates varied from
19% to 70%. Defaulter rates were also very varia-
ble. However, the programmes all had at least
two components in common.

First, when in-patient care was provided (either
in stabilisation centres, hospitals or traditional
TFCs) all programmes followed the WHO phase
I protocol, with a few minor modifications accor-
ding to national or agency protocols. Secondly, a
RUTF – normally Plumpy’nut, or a locally pro-
duced equivalent  - was provided during the
non-centre based feeding phase of the protocol.

Analysis of the presentations and discussion of
programme and clinical trial data found that
during home-based treatment of this category of
children:  
•   Mortality rates remained low (below SPHERE

standards in all of the programmes). 
•  Rates of weight gains were generally not a 

high as in standard TFCs, but this was not consi-
dered to be a critical problem because once 
children are at home the risk of
cross-infection is reduced.

•  RTUF was acceptable to all the beneficiaries,
though those who were most sick preferred
milk-based formula.

• HIV+ beneficiaries can also recover, although
their rates of weight gain were lower than 
other beneficiaries. 

There was general agreement in the meeting that
severely malnourished children with no medical
complications, no oedema and an appetite could
be safely treated for severe malnutrition in their
homes using a non-centre based approach in
phase II of the treatment of severe malnutrition.
However, severely malnourished children with
medical complications, or severe kwashiorkor
cases (oedema grade III) or children with no
appetite are best treated in an inpatient facility
following standard WHO protocols for phase I
until they have been stabilised.

Coverage was increased using a non-centre
based approach because beneficiaries had to tra-
vel less distance to obtain treatment, and the tre-
atment was less disruptive to their every-day
life. Also, the approach is more likely to employ
active case finding than traditional TFC models
where large distances preclude such activities. 

Based on the presentations there was no clear
agreement on whether an initial phase of inpa-
tient treatment was necessary in the treatment of
severe (very low weight for height - <-3 z-scores
or <70% median) and/or oedematous but
uncomplicated malnutrition. There was also no
agreement on the management of infants under
12 months, Presented protocols for this age-
group varied enormously, or those under 1 year
were excluded from the interventions described.

A number of points emerged in discussion follo-
wing the presentations:

Flexibility 
It was generally agreed that non-centre based
treatment was another ‘tool’ to add to the box of
implementation strategies to deal with severe
malnutrition.

Sustainability of CTC programmes
CTC programme experience is still limited so

that lessons regarding hand-over to the Ministry
of Health (MoH) are still being learnt.

Cost-effectiveness
Better information on costs for both TFCs and
CTC is required. This information is particularly
important for Governments and donors.

Sectoral integration 
The food security situation will affect non-centre
based programmes’ outcomes. Dependence on
an existing SFP for rapid start-up of a CTC or
home treatment programme raises questions
about use of these approaches in situations
where SFPs are absent. 

Breastfeeding 
There is no information to explain what will be
the impact on breastfeeding, of giving RUTFs to
infants and children who are currently being
breastfed. This subject needs further research.

Cultural and ethical considerations of CTC
and home based approaches
The introduction by Johan Pottier stressed the
importance, or primacy, of engagement with
communities. When there is a good engagement
with local communities, there is a better chance
of programmes achieving good impact and
results. 

Following this, presentations on the cultural and
ethical aspects of non-centre based treatment
were made on the basis of studies in Malawi and
Sierra Leone.

Use of anthropology to improve coverage of a
CTC programme in Malawi 

In the early stages of the Malawi CTC pro-
gramme, rates of admission into the programme
were lower than expected. Anthropological
work, using structured interview and observa-
tions, were undertaken over a three week period
to better understand the reasons for this. Two
main reasons emerged from the study.

Firstly, mothers were unhappy with both the
process and outcome of the project screening
phase. They communicated this discontent back
to other mothers who were therefore reluctant to
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attend the screenings. The discontent was
mainly due to:
• Over-crowding and long hours waiting in the

heat at the screenings.
•  Anxiety about transfers to stabilisation centres 

(mothers’ experience of stabilisation centres 
were influenced by earlier programmes 
which involved long stays in TFCs).

• The vast majority of people who had come to 
the screening were turned away. This was 
further complicated by the fact that routine
growth monitoring was on-going in the area 
and many  children who were low
weight-for-age (and diagnosed as malnouris-
hed by the MoH staff) but not low 
weight-for-height (and therefore not eligible 
for the CTC programme) had expected to 
enter the programme but were in fact not 
admitted.

Day 2

1 No standard nomenclature exists to describe this appro-
ach. Preferred nomenclature, which may or may not reflect
differences in programming, varies between practitioners
and researchers. Therefore the terms ‘community-based’,
‘home–based’, ‘non-centre based’ treatment or approaches
are used interchangeably in this summary, 
2 Management of the Child with a Serious Infection or
Severe Malnutrition: IMCI guidelines for care at the first-
referral level in developing countries (WHO/FCH/CAH/00.1)
3 See this issue of Field Exchange. Home-based therapy with
RTUF in Malawi. Field article. Dr. Mark Manary and Heidi Sandige
4 Field Exchange 16. OTP:An evaluation of a new SCUK venture
in N. Dafur, Sudan (2001). Evaluation. p26-27. August 2002
5 See Field Exchange 19. Ambulatory treatment of severe
malnutrition in Afghanistan. Field article. p14-15. July 2003.

Cooking demonstration by traditional
birth attendant, as part of OTP in Hulla

Ellen van der Velden, 2003

Valid International, 2003

Filming of community discussion with
outreach workers, Ethiopia

MoH staff working in the Outpatient
therapeutic programme

Famix distribution in EthiopiaPlumpy’nut group in OTP, Hulla, Ethiopia
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formulations (Jeya Henry) 

There are a number of issues around the local
production of RUTF. 
•   Peanuts are highly susceptible to myct xins,

and a fairly sophisticated technology is
required to test for mycotoxins.  

•   In African countries, allergies to peanuts
are relatively rare, but in other countries,
e.g. Latin America and Asia, rates of 
allergies may be higher. Moreover, there
are also issues of taboos around peanuts.

•   There is a large variation in linoleic acid con
tent in peanuts (13-43%). 

•   Milk powder still remains a relatively
expensive commodity. 

Hence there is a need to develop other formula-
tions of RUTF. Work is on-going at Oxford Broo-
kes University to develop alternative formula-
tions and good headway has been made in
achieving this.

Discussion about the RUTF presentations focu-
sed on a number of areas:

Cost-effectiveness for production at village
level.
Participants felt it would be useful to have a bre-
akdown of costs of different components of
RUTF production (ingredients/labour etc) to
assess whether or not it will be cost-effective to
produce at village level. 

Genetically modified (GM) foods.
GM foods are a big issue in Southern Africa, for
example in Zambia. When designing new
RUTFs there is a need to consider what products
to use and ensure that they are acceptable to the
community

The need to change the mineral mix used in pro-
duction of new RUTFs.
It was pointed out that calcium and phospho-
rous were left out in the design of the original
mineral and vitamin mix7 because they were con-
tained in the milk powder. There is a need for a
different vitamin/mineral mix if excluding milk
from a new RUTF.

The need to consider anti-nutrients in comple-
mentary infant foods.
An unpublished study measured anti-nutrients
in approximately 130 situations where comple-
mentary infant foods were used in relief opera-
tions. High levels of anti-nutrients were found in
many cases. However, anti-nutrients are not rou-
tinely tested in any relief programme. A need to
set up quality control measures for anti-
nutrients for infant feeding was identified,
which the Oxford Brookes group offered to look
into.

Working group meetings
Six working groups were asked to review and
vote on a series of proposals related to different
aspects of non-centre based treatment of severe
malnutrition8 . The idea behind this was to air
contentious issues, determine where there was
consensus, and produce a snapshot of the views
of participants on some of the more contentious
recommendations which have been put forward
as CTC programmes have developed. 

This process was difficult for a number of rea-
sons. Many participants attending the confe-
rence work for agencies, and agencies need to
discuss their strategies internally. Many indivi-
duals felt that they could not support a given
statement without discussion within their
agency first. The individuals who took part in
the conference have had very different experien-

Secondly, a rich variety of ideas existed in the
community related to causes of swelling and
wasting. These are not encompassed by transla-
tion of the term “malnutrition”. The community
believed in a strong moral element in causation
of ‘swelling’. Moreover, many ‘swollen’ children
probably were seeing a traditional practitioner
before visiting the MoH or CTC project for assis-
tance.
The anthropological work suggested several
ways to improve the situation. To begin with, the
principles of screening and what the programme
was actually looking for – thin and sick children
– should be more clearly explained directly to
the local leaders as well as the local growth
monitoring staff. These measures were taken so
that the local leaders were then able to pass on
the message to potential beneficiaries. In addi-
tion, women were given some compensation for
attending a screening even if their child was not
admitted. The project also needed to explain the
definition and causes of malnutrition, and refer
specifically to local names of diseases of wasting
and swelling. The project needed to try and
enroll traditional practitioners as allies as they
were probably seeing the malnourished children
first - if the project could encourage the traditio-
nal practitioners to send the children to the OTP,
it would increase coverage and access to treat-
ment. 

Anthropological studies looking at the acceptability of
non-centre based treatment compared to traditional
TFC models (Sierra Leone 6 and Malawi) 

The respective studies found that non-centre
based treatments had the following advantages
over traditional TFC approaches:
•  There was less disruption to home life.
• Carers are able to fulfil their social responsi-

bilities.
•  Improved access.
• Carers felt a sense of empowerment because

they were trusted to look after their own child
and could make their child better. 

•  Non-centre based programmes tap into the 
community ethos of looking after each other.

•  The need for a woman to make an important
decision about whether or not to treat one child
in a TFC and leave others behind has been 
reduced

•  CTC makes use of, and influences, existing
networks.
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Day 3

Discussions around these presentations raised a
number of issues. First, the appropriateness of
using local leaders to mobilise the community
for nutrition programmes. Malnutrition is often
associated with political and/or social exclusion.
If this is so, local leaders may not always be the
best people to help locate malnourished chil-
dren. 

The influence of social cohesion in communities
was another key topic of discussion. High rates
of severe malnutrition are often associated with,
or caused by, population displacement. Displa-
cement may lead to decreased social cohesion. It
was queried whether the CTC model works in
these circumstances. There was a recognised
need in the meeting for guidelines or a decision-
making tree to help planners assess most appro-
priate programme type for treatment of severe
malnutrition in any given context. 

Participants also considered what are the ethics
of piloting new programmes such as CTC, when
there are already reasonably efficacious models
to treat severe malnutrition (standard TFCs)?
International guidelines (Helsinki) give provi-
sion for this if efficacy improves, or cost decrea-
ses so that access will improve. CTC qualifies for
this. However it is important to balance the risk
of denying many people a new therapy against
the risk of undermining a treatment that works.

The afternoon session was led by a number of
presentations on Ready to Use Therapeutic
Foods (RUTF).

Summary of Plumpy’nut (Andre Briend)

Plumpy’nut is the name given to the spread
manufactured by Nutriset with almost identical
ingredients to F100. The only difference is a 33%
reduction in sodium and a reduction in sugar,
with increased maltodextrin and whey powder
(to ensure low osmolarity).

The advantages of Plumpy’nut are that:
•  It has a straightforward production tech nology.
•  It has a low surface area to volume ratio. 

This means a reduced exposure to oxygen 
and longer shelf life compared to high 
energy  milks.

• A spread can be eaten without water. Bacteria
need water to grow so that more bacteria 
grow in liquid F100 than in Plumpy’nut.

•  Its osmolarity is very low. Plumpy’nut has 
a slower gastric emptying time than F100. 

•  Tests in Tchad and Senegal have shown 
that Plumpy’nut is very well accepted.

Local Production of RUTF in Malawi and Ethio-
pia  (Peter Fellows)

Local production of RUTF has started in Malawi.
Generally, the RUTF supply has been satisfac-
tory after an initial settling down period, when
routine Quality Assurance (QA) detected an
increase in aflatoxin levels on one occasion. It
was agreed that the factory would undertake a
100% inspection of peanuts to prevent recu-
rrence. Also, there were some problems with the
Sales/Accounts Department with incorrect char-
ging and wrong quantities delivered. A future
aim is to link groundnut supplies to the Concern
Agricultural Extension programme.

Village level production has started in Nam-
buma. Set-up was very easy. However, the ingre-
dients are still all produced in Lilongwe. This
will be a problem for any village based produc-
tion because QA testing cannot be done at this
level. It will be necessary to determine whether
or not it is cheaper to produce the RUTF cen-
trally and then distribute it, or whether bringing
the ingredients to the village and making up the
product there is more cost-effective. 

Valid International is looking at production of
RUTF in Ethiopia. 

Development of alternative RUTF

Father & child at OTP in Ethiopia
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6   See this issue of Field Exchange. Socio-anthropological
aspects of home recovery from severe malnutrition.Field artcle
p24.



the community and ‘address risk higher up the
ladder’. However, if the programmes are only
linked to emergency SFP programmes, then this
benefit may be lost as guidelines for emergency
SFP only advise their establishment when high
levels of wasting are recorded.

HIV/AIDS and its relationship with severe
malnutrition
Several of the donors noted that the HIV/AIDS
epidemic will have important consequences in
terms of how severe malnutrition is treated in
the future. HIV/AIDS will result in more seve-
rely malnourished children and adults in places
which are not accustomed to deal with severe
malnutrition on a large scale.
UNICEF undertook an analysis looking at the
relationship between HIV/AIDS and malnutri-
tion in Southern Africa in March 2003 and
believe that a CTC model of treatment of severe
malnutrition has a clear role to play in areas with
a high prevalence of HIV/AIDS. 

Considerations for the future
From the final panel discussion on day 3, a num-
ber of general recommendations emerged on cer-
tain themes: 

Integration between CTC activities and MoH
programmes to treat malnutrition
There is a need for people working in CTC and
other home based programmes to be more sensi-
tive to the skills and abilities available in the
countries in which they work. Emergencies often
re-occur and governments with a strong MoH
will resent agencies that assume only they know
how to treat malnutrition. 

Choice between different types of programme to
treat severe malnutrition
It is important to give people the choice bet-
ween both non-centre based treatment and stan-
dard in-patient care because many people (such
as orphans) may be unable to go home and
receive treatment, or certain situations (such as
wars or insecure refugee camps) may make it
difficult to return home. Emergency situations,
however, often occur with limited lead in time
and organisations may be unable to scale up
complex programmes very quickly so it may be
difficult to provide individuals with choice in
reality.

Use of Plumpy’nut for people living with
HIV/AIDS
An unpublished study in Burundi found that
adult HIV+ women had the same rate of weight
gain and recovery weight as non-HIV patients in
a TFC.  HIV+ individuals can respond to this
type of treatment. Hence, there is a need to inte-
grate HIV+ individuals into these programmes.
It is also important to distinguish between reco-
very rates of people with HIV and those with
AIDS. The CTC model may be a useful entry
point into the community for HIV/AIDS pro-
grammes because the programme’s approach
results in very close contact with the community
relatively quickly. It may also be a useful way to
locate HIV/AIDS patients.

Operational research on non-centre based pro-
grammes
There is a need to identify the top 10 operational
research questions that have arisen around the
development of CTC programmes. This will cer-
tainly include the treatment protocols for infants
under 12 months and patients with oedema.
There is not enough interaction between NGOs
and academics around these topics (in the UK at
least).

Terminology and definitions of non-centre
based programmes to treat severe malnutrition
There is some confusion over the terminology
used in non-centre based treatment program-
mes. The CTC model has developed its own
nomenclature but this is not the same as that
used by agencies working on other home based
programmes (partly because the strategies are
not the same). UNICEF will take the lead on this,
working with the key agencies involved, over
the next few months. A report of the preliminary
discussions will be presented at the emergencies
working group at the next UN sub-committee on
nutrition (SCN) meeting in New York (March
2004).

There is also a need to define, and if possible
standardise, some of the programme outcomes
and measurements used by different agencies to
assess the impact of non-centre based treatment.
The Sphere definitions are useful for some, but
not all, impact measures. 

The wider implications of RUTFs
Evidence presented at this conference has shown
that children fed RUTFs have been able to
achieve rapid weight gain and can recover from
malnutrition. This finding has very wide impli-
cations for nutritional strategies in countries
which consistently record high levels of malnu-
trition.  For example, could RUTFs be used to
help children to recover from diarrhoea or mala-
ria? Is there a role for RUTFs as a transition food
in resource poor environments? Could it be use-
ful for mothers who are HIV+ and would like to
wean early? Can we expand its use to assist these
groups? Research on some of these questions is
ongoing in different areas. The problem with all
these ideas is that the RUTF will need to be much
cheaper than is currently the case.

A full copy of the proceedings can be obtained
from the ENN website, http://www.ennon-
line.net. Copies of the full presentations from the
workshop are available online at
http://www.fantaproject.org/ctc/works-
hop2003.shtml

7 CMV therapeutic
8 Group 1: Admission, discharge and referral criteria;
Group 2: Outpatient Medical protocols; Group 3: Nutritional
Products and Protocols; Group 4: Community involvement,
case finding, follow up and mobilisation; Group 5: Integra-
tion and Longer term issues; Group 6: Management of
infants under 6 months.
9 The statements that the groups were asked to comment
on, and/or the modified versions/feedback produced by
the working groups, could form the basis of a future
agenda for operational research on the treatment of
severe malnutrition in a non-centre based programme 

ces with non-centre based treatment of severe
malnutrition.

All the working groups were given different sta-
tements. As any individual could only be in one
working group, it was not possible for people to
vote on all the statements. This was particularly
problematic for the agencies from which only
one or two individuals attended the meeting. It
was also difficult for the reporters to accurately
gauge the amount of consensus and disagree-
ment for each statement within a working group,
and thus claim that any one statement had been
endorsed or even agreed by the group.

However, in spite of this difficult process and the
general level of dissatisfaction with the process,
each working group did make presentations to
the plenary indicating which statements were
accepted, rejected or modified9.

Donor presentations
The chairperson noted that donors’ interest in
the CTC / home based treatment model of
managing severe malnutrition was reflected by
the large number of both bilateral and multi-late-
ral donor agencies present at the meeting. The
development of CTC projects in the field has
been supported through operational research
grants from FANTA (Food and Nutrition Techni-
cal Assistance) and the Development Coopera-
tion of Ireland (DCI). The Office of US Foreign
Disaster Assistance (OFDA) and European Com-
mission Humanitarian Office (ECHO) have both
provided funding for the implementation of
CTC and home based projects. 

The speakers were all supportive of the develop-
ment of non-centre based feeding programmes
to treat severe malnutrition. They expressed the
hope that the approach could both improve the
flexibility of emergency responses to severe mal-
nutrition and increase coverage of current pro-
grammes. Several of the speakers stressed that
they did not see the future of therapeutic feeding
as either the TFC model or the CTC model. Ins-
tead, they viewed the development of home-
based approaches as a way to expand
choices/tools to alleviate malnutrition. The
choice of which tool to use will be context speci-
fic. 

Several other common themes emerged in the
donors’ presentations including funding/cost
issues, the emergency/development continuum,
treating malnutrition at an earlier stage, and the
relationship between HIV/AIDS and malnutri-
tion. 

Funding/cost issues
Most of  the US Agency for International Deve-
lopment’s (USAID) budget for nutrition pro-
grammes is tied to food aid through the PL480
legislation. This could be problematic if large-
scale Plumpy’nut programmes are implemented
because the legislation requires use of foods pro-
duced in the US. However, it may be possible to
get around this by using US manufacturers to
produce Plumpy’nut.

According to ECHO’s calculations, the food
costs for a CTC programme are in the same
range as the food costs for a TFC (approximately
25-28 euro/child/month). 

Treating malnutrition at an earlier stageA
potential benefit of CTC programmes is that they
offer the chance to treat malnutrition earlier in
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In 2002/03, the ENN undertook a pilot study
to look at the feasibility and appropriateness
of an initiative to support information sharing
and nutrition research in the emergency food

and nutrition sector . The main premise of the
study was that opportunities for conducting rese-
arch during implementation of emergency food
and nutrition interventions are not fully capitali-
sed upon and that there is a need to strengthen
links between academia and operational aid agen-
cies in order to support research capacity. Further
to the findings and recommendations of the
report, a small meeting was convened at Brookes
University, Oxford on 8th December, 2003 bet-
ween interested academics and NGO staff.

The objectives of the meeting were twofold.
First, to explore the opportunities, constraints and
practicalities of nutrition research in emergencies,
from planning to publishing, and secondly, to
identify the type of steps or activities that would
be necessary to strengthen nutritional research in
emergencies. 

The morning session comprised a series of pre-
sentations on practical examples of current rese-
arch/operational agency collaborations. Follo-
wing opening remarks by the sub-dean of Brookes
University, Marie McGrath outlined the key fin-
dings of the ENN pilot study.  The ENN pilot
study proved partly a catalyst for the develop-
ment of a framework for an academic-NGO part-
nership between Merlin and the University of
Aberdeen. This framework, entitled PREN (Part-
ners Research Emergency Nutrition), was descri-
bed in the next presentation by Linda Doull of
Merlin and Jane Knight, University of Aberdeen.
Both presenters identified transparency as a key
requirement on both sides for successful collabo-
ration. From the academic side, benefits so far
have included an iterative process that has set the
scene for developing a working framework that is
now being applied to other partnerships. From the
NGO side, real progress is being made towards
getting answers to field questions, and a greater
confidence in challenging standard norms.  

A collaborative project between Valid Interna-
tional and Brookes University was the subject of
the next presentation. Steve Collins of Valid Inter-
national flagged the breadth of expertise available
through academics as an immense resource,
impossible for any one agency to replicate in their
in-house research capacity. Factors on both NGO
and academic sides can prohibit collaboration,
however small, positive steps and strong, positive
feedback to the field will encourage progress. 

Outlining their work together developing
locally produced Ready to Use Foods (RUTF), Pro-
fessor Jeya Henry from Brookes University went
on to describe how well-defined research, field-
based questions and strong feedback links to field
operations through Valid International, allowed
the expertise and resources at Brookes to come up
with field-orientated answers. The unique struc-
ture of Valid International with established feed-
back mechanisms in the field, personal contact
between academics and field staff, and staff conti-
nuity were recognised as key factors in the success
of the collaboration.  

Developing the evidence base of emergency
nutrition was the topic of the next presentation by
Jane Knight of Aberdeen. Working with Merlin,
PREN are developing a framework to facilitate the
use of the large volume of so-called ‘grey litera-
ture’ in the field of operational emergency nutri-
tion. While there is no standard approach to cate-
gorising and dealing with grey literature, the team
are developing an objective and robust framework
for classifying, and thereby making accessible, this
type of invaluable field based material. 

The afternoon session began with three short
presentations on infant feeding in emergencies. As
well as demonstrating the extent and range of cut-
ting edge programming that goes on even in this
one subject area, the presentations highlighted the
need to get access to real-time technical/academic
support and advice in the field, the need for ope-
rational staff to get help with research design more
or less on demand, and the need to get findings
more widely published and in a format/state that
can influence and/or be incorporated into interna-
tional guidelines. Marie McGrath from ENN sha-
red the experiences of a core group of agencies
involved in developing training material on infant
feeding in emergencies. Jeremy Shoham outlined
work that MSF France are engaged in, in Malawi,
looking at the use of RUTF in HIV/AIDS infants
and children. Finally, Caroline Wilkinson of ACF
shared the agency’s work in developing the social
care sphere of the UNICEF framework for mana-
ging malnutrition, operational research they are
engaged in which is helping them achieve this,
and the constraints and issues they face in the
research process. 

In order to probe deeper into the issues, three
working groups were formed.

The NGO group were asked to identify a range
of cutting edge subject areas where research is cri-
tical to future development and programming. 

A long list was generated under the headings of
assessment, programming and monitoring. The
group recognised that this was by no means com-
prehensive, but even this list reflected how fertile
a ground the NGO world was for research oppor-
tunity.

Charged with how to get field based fin-
dings/research into the public domain, the media
dissemination group considered all forms of
media, from peer review journals, to radio and
newsletters, and considered the ease of dissemina-
tion versus impact for each media suggested. 

The academia group considered how to ‘get in
early’ with operational agencies to inform pro-
gramme design in such a way that findings meet
adequate research criteria. Much emphasis was
placed on the building of confidence to form a
research culture within the NGO from the top
down. Some practical suggestions included: 

•   Matching the priorities and needs of the NGO
with the proposed research.

•   Forming an ad hoc, virtual drop-in centre run
by academics for occasional research questions.

•   Providing assistance to translate field ques-
tions into research questions.

The meeting was closed by the ENN with sug-
gestions that some sort of ‘middle man’ is needed
to facilitate research opportunities in the food
and nutrition sector of emergencies. Activities
might include:

• initiating/coordinating development of part-
nerships between academics and NGOs

• acting as a source or generator of research 
needs, e.g. an infant feeding in emergencies 
research list

•  establishing a network of technical experts 
and academics to provide NGOs with advice
and potential partnerships

•  chasing grey literature, improving means of 
finding it, classifying it, and targeting it to 
policy and guideline makers quickly

•   providing a potential peer review mechanism 
•   providing access to a network of technical 

support for data analysis and write-up.

Further to this meeting, the ENN are now explo-
ring working closer with PREN at the University
of Aberdeen, with a view to realising stronger
links between academia and field practitioners.

For a copy of the full report of this meeting, or any
comment, email: marie@ennonline.net, or see
online at http://www.enonline.net

Nutrition research in
emergencies
Summary of meeting

The International Food Policy Research Ins-
titute (IFPRI), under the auspices of its
2020 Vision Initiative, will facilitate an
international conference in Kampala,

Uganda on April 1-3, 2004 in partnership with the
Government of Uganda and supported by H.E.
President Museveni, Chairman of the IFPRI 2020
International Advisory Council.

Participants representing perspectives and
experiences from all major disciplines and sectors
from all over Africa will be invited. They will span
all key stakeholder groups, including govern-
ment, parliament, NGOs and community-based
organisations, farmers, business and industry,
research, media, and donor institutions.

This conference will deliberate on how to bring
about change and action that will yield food and
nutrition security.  It will comprise three major
parts:

(i)   taking stock and responding to driving forces

(ii)  identifying technical, institutional, and  poli-
tical solutions for bringing about change and
action in priority areas of intervention

(iii) examining how key actors can be streng-
thened and partnerships between/among
them facilitated for influencing change and
catalysing action.

The programme is now available in English and
French, online at http://www.ifpri.org

For more information, contact Ms. Rajul Pandya-
Lorch, Head, 2020 Vision Initiative, IFPRI, email:
r.pandya-lorch@cgiar.org

Conference on
Assuring Food and
Nutrition Security in
Africa by 2020 
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Monitoring and iteration 
Taking a more dynamic and analytical appro-

ach to emergency programming, based on an
entitlements and livelihoods model, also has
implications for programme monitoring.  First,
the methodology for collecting information on
lives and livelihoods in an emergency assess-
ment is rapid (over days rather than weeks) and,
by its very nature, approximate. These ‘best
guesses’ or assumptions on the impact of exter-
nal influences and household livelihoods need to
be continually tested and refined. Programme
monitoring therefore needs to measure not just
process and impact indicators, but collect data to
validate and adjust the analysis model and hence
the programme itself.

Secondly, WFP should be committed to follow
up needs assessment surveys, some months into
a crisis, to validate the assumptions of the initial
assessment, to gain a greater depth and accuracy
of knowledge and to help adjust any program-
ming already undertaken.

Proceedings of the meeting and background
documents can be obtained from Wolfgang 
Herbinger at WFP, 
email: Wolfgang.Herbinger@wfp.org
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Atechnical meeting on Key Issues in
Emergency Needs Assessment (ENA)
held in Rome in October 2003, was the
third in a series of consultations aimed

at improving the quality and ensuring a mini-
mum standard for ENA, both within the World
Food Programme (WFP) and amongst the wider
humanitarian community.

Engaging key players in the humanitarian
community, this technical discussion aimed at
moving towards consensus on four key (but pre-
viously problematic) areas, with a view to outco-
mes being fed into draft WFP ENA guidelines
under preparation.

The key areas for discussion were:

•  identifying the need for food versus non-
food interventions to address food insecurity

•  chronic versus transitory food insecurity
•  the role of market analysis in ENA
•  sampling.

The meeting also reflected upon what pre-cri-
sis and baseline information should be systema-
tically collected in WFP operational areas, and
what critical data and information should be
included, as a minimum, in ENA reports.

The meeting was organised into four techni-
cal groups who, informed by ‘expert’ back-
ground documents1 , worked in parallel to
address the four thematic areas. A subsequent re-
division into two larger parallel working groups
reflected upon pre-crisis information and mini-
mum information requirements for ENA reports.
Six key crosscutting themes emerged during the
meeting.

Transparency and leadership in needs
assessment

At present, WFP, in common with many agen-
cies, often subsumes needs assessment data and
analysis into programming design and emer-
gency appeals. For host governments, local com-
munities and donors, it is difficult to establish
the link between an identified food crisis, its
quantification and the proposed relief action. 

The meeting was unanimous that WFP must
aim to produce a clear, separate, rational needs
assessment document which describes the pro-
blem being addressed, the model for analysis
being used, the nature and validity of the assess-
ment data being presented and hence, the quan-
tification of the ‘food gap’ and food insecurity in
the region in question. The needs assessment
must then propose a range of programming
options to address this food gap and insecurity,
which may be met by WFP or other agencies as
appropriate. 

Old models need to change!
The underlying models used for emergency

interventions are still essentially those of a social
welfare mentality and a food availability analy-

Technical meeting on Emergency
Needs Assessment

sis. This approach is no longer tenable and needs
to evolve quickly.

The interplay between food insecurity, aid
interventions and local markets is a reality.
Increasingly WFP will need to explore where it
can use market interventions in parallel to more
traditional aid interventions to reduce hunger. 

The proven validity of food entitlement the-
ory, and its elaboration in household food eco-
nomy and livelihood models, should now form
the basis of WFP’s detailed analysis of emer-
gency situations. Such an approach allows for a
deeper understanding of the effects of aid inter-
ventions, both in terms of saving lives and affec-
ting livelihoods. In line with WFPs new strategic
objectives2, it allows for a greater range of pro-
gramming options, and offers ways of monito-
ring an evolving emergency to better target aid.

Pre-crisis knowledge is critical
To really understand the dynamics of liveli-

hoods and markets, WFP must have an unders-
tanding of the state of people’s lives before the
crisis. Regular in-country collection and analysis
of food security and insecurity information will
be an increasing priority for WFP. Whether this
generates some pre-crisis acceptable norm, or
simply describes a baseline moment in time to
compare with, such information allows WFP to
better gauge the development of chronic and
transitory food insecurity, the impact of its inter-
ventions, and the potential longevity of its pro-
grammes.

Primary crisis data must get better
The reader of a WFP ENA report must feel

confidence in the validity of the data presented,
and how representative and consistent it is. The
logic of the data analysis must be apparent and
clearly relate to the food insecurity model being
used. The range of qualitative and quantitative
techniques used to gather data must be clear, as
must the sampling regimes used.

WFP has to go much further, particularly in
terms of the timeliness and representiveness of
the primary data it gathers, in an emergency
assessment. This inevitably will have implica-
tions for the skills needed within WFP country
teams, the skills they need to access and the cost
of needs assessment missions.

The bottom line is lives and livelihoods
WFP has a clear responsibility to lead and

facilitate needs assessments, which demonstrate
the available options for saving livelihoods. 

An approach, which looks to save both lives
and livelihoods, has implications for the longe-
vity of programming and for exit strategies.
Livelihood programming is far more open
ended that live-saving programming. WFP may,
therefore, find itself more commonly in the role
of the promoter of livelihood interventions
rather than the programmer.

1 Background documents will be available with the procee-
dings of the meeting.See contact details at end of the article.
2 Save lives in crisis situations (objective 1), and protect
livelihoods in crisis situations and enhance resilience to
shocks (objective 2).

Tree identified 
as Chakata 
famine fruit

J. Cosgrave, Zimbabwe, 2003

Dried up maize field
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Action Against Hunger (AAH) and
Oxfam GB hosted an inter-agency mee-
ting in London on Food security and
HIV/AIDS on December 1, World AIDS

Day. The aim of the meeting was to build consis-
tency and coherence in international non-govern-
mental organisation’s (INGOs) response to food
insecurity in HIV/AIDS affected areas. The objec-
tives were:

•  to share practical experiences of food security 
programmes aimed at HIV/AIDs affected 
communities

•  to share lessons learnt, innovative approaches, 
and planned programming or research 

•  to look at key theoretical documents and dis-
cuss how they are utilised by INGOs

•  to discuss specific challenges faced in pro-
gramming

•  to decide on the need for a HIV/Food Security
(FS) working group to be established to
co-ordinate information/activities.

Agency presentations
Paul Harvey from the Overseas Development

Institute (ODI) opened proceedings by presenting
key findings of a recent review1. Describing how
HIV/AIDS has an impact across the whole spec-
trum of livelihoods, not just food security, he
highlighted the need for greater clarity on the
type of interaction between HIV and livelihoods.
There are many examples of food security pro-
grammes geared towards HIV/AIDS affected
populations, e.g. new types of food for work acti-
vities, but these are mostly based on assumptions
that labour is a big constraint and that there is
community cohesiveness. However, there is little
monitoring and evaluation of these projects and
there are numerous issues around these approa-
ches, for example, an over-focus on agriculture
and food aid, and AIDS ‘exceptionalism’, i.e. AIDS
is assumed to be the only factor contributing to
food insecurity.  

Cathy Mears outlined the thinking and activi-
ties of the International Federation of the Red
Cross (IFRC) with regard to HIV/AIDS and food
security. Within the IFRC, food security has an
important role in the strategy to prevent
HIV/AIDS and also, as an integrated part of care
and treatment. The IFRC are implementing a pro-
gramme in Zimbabwe (set up in 1992), which aims
to prevent transmission, provide care and support
for people living with HIV/AIDS (PLWHA), and
undertake advocacy work2. The IFRC are also
piloting a food security project to support affected
households in Swaziland involving skill develop-
ment to generate new income generating activi-
ties. 

Cathy outlined a number of issues and cons-
traints to HIV community-based home care pro-
grammes which included the need for multi-sec-
toral programming and consideration of medium
and longer term vulnerability, difficulties monito-
ring programme impact, how to increase the

HIV/AIDS and
Food Security
Summary of meeting 

volunteer base, the need for more research on
appropriate diets, and the challenges of targeting
HIV/AIDS affected households where there is a
stigma.

Celia Petty from Save the Children UK (SC UK)
presented the agency’s newly adapted  approa-
ches to the assessment of the economic impact of
HIV/AIDS, which separate out the effects of other
shocks (such as climate, market liberalisation) at a
macro and household level. The SC UK approach
is based on Household Economy Analysis, invol-
ving detailed information from a representative
sample of households, and is being developed to
understand the way households can reallocate
labour in response to shock. The main challenge is
understanding how HIV has changed vulnerabi-
lity of households to other shocks. Work is
ongoing to determine what interventions will
reduce this altered vulnerability through targeted
assistance, and directing resources to sustain or
promote collective assistance and community
support roles  

Oxfam’s project in Malawi, presented by Laura
Phelps, is an integrated approach to improving
food security and protecting livelihoods in
Mulanje and Thjolo district, an area with a high
incidence of infected /affected households. Since
2001, the programme has concentrated on food aid
(mainly to protect livelihoods), and provision of
seeds and cuttings, fertiliser, vegetable seed, lives-
tock, and technical support. Programmes are ope-
rated through Village Development/ Relief Com-
mittees and the Ministry of Agriculture. The
modality of assistance has been both free and
through loans, using a short and medium term
approach. Extension support has included
manure making, crop diversification, intercrop-

ping, bank fixing, soil and water conservation, kit-
chen gardens and livestock production.

Successes have included a reduction in the
hunger gap reduced from 5 to 3 months, dietary
diversification, links between humanitarian and
development approaches, and flexibility of appro-
ach (e.g. did not demand repayment for seeds).
However, there was no evidence of activities being
translated into improved income. Furthermore,
although there were higher crop yields, there was
no evidence of a labour saving. Overall, the cost
per person was higher due to targeting of vulne-
rable households and strategic partnership deve-
lopment. Major challenges were targeting vulne-
rable households that were fluid in nature and
building the capacity of extension workers due to
absences and deaths. The Oxfam team learnt that
adolescents were often not interested in agricultu-
ral activities, but were more motivated by income
generating opportunities.

Oxfam also presented information on their Glo-
bal strategy (2002 – 2005), the Oxfam GB
HIV/AIDS workplace policy, and development of
a tool kit to assist in mainstreaming in Food Secu-
rity/Livelihoods (currently in draft).

Action Against Hunger’s (AAH) HIV-related
work in Malawi was presented by Rebecca
Brown, who described three profiles of HIV affec-
ted households in Malawi.

I.   A large population of healthy, HIV-affected 
people 

II.  A large population affected by premature 
death in the household

III. A small number of households caring for 
those with full blown AIDS

Strategies that could be considered for these
three groups include boosting income and liveli-
hoods, moving the focus of activities away from
agriculture so that households are more resilient
when individuals become ill. Labour saving and
sharing interventions, as well as free food aid,
home based care, medical intervention, and food
security support to families are included in their
programming. Strategies improving nutritional
status will hopefully delay the onset of full blown
AIDS. The types of intervention AAH have been
implementing include homestead local farming,
root crops as alternatives to maize (also vegetable
and pulses), alternative agricultural techniques to
improve yields without fertilizers, and provision
of small livestock to households with low labour
capacity.

In terms of targeting affected households, AAH
have considered ways of getting around stigmati-
sation. A pilot programme in Ntchishi district
used a food/labour ratio as a proxy indicator,
which effectively measures dependency ratio. In
this method, the age/gender profile of all house-
holds is assessed, leading to a theoretical daily
energy requirement for each household. The hou-
sehold labour capacity is also estimated (adult
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Child-headed households benefiting from a home based care project

Shelling maize
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male = 1, female = 0.8, young child capacity
rises from 12-20 years, whereas contribution
of elderly falls from 56-68 years). This allows
calculation of a food/labour ratio and assess-
ment of household vulnerability. AAH found
that high food/labour ratios occur frequently
in elderly-headed households, female-hea-
ded households and in households with
orphans. One weakness of this approach is
that it does not take into account wealth
groups and different livelihood groups, or
receipt of remittances. There is a need to
crosscheck this targeting methodology with
other, more traditional approaches.

Some of the recurrent problems that AAH
faces are stigmatisation and reluctance to dis-
cuss HIV at all levels, and an apparent lack of
successful programmes from which to learn.
AAH are currently developing research pro-
tocols with the Institute of Child Health, Lon-
don to look at the suitability of current thera-
peutic feeding protocols for HIV positive
children with severe malnutrition, are inves-
tigating alternative nutritional treatments for
children with HIV, e.g. lactose free products,
and are looking into the need for alternative
antibiotics. They are also working with the
Ministry of Health in Malawi to improve
quality of care and follow-up for HIV-affec-
ted individuals/households.

Summary of key issues raised
The afternoon session was devoted to a

plenary group discussion of the issues raised
in the presentations. Frances Mason from
Oxfam summarised the main points to
emerge from the presentations and the after-
noon discussion. 

•  Labour constraints, as a result of loss of
‘productive’ adults, is obviously a major fac-
tor that needs to be considered in program-
ming, but its importance in terms of impact
on household food insecurity is still unclear.

•   All presentations referred to the difficulty
of finding alternatives to agricultural activi-
ties. 

•  Targeting of households is a huge cha-
llenge for a variety of reasons: stigmatisation,
constant change in the composition of house-
holds, ‘broad-brushing’ of the characteristics
of HIV-affected households (e.g. female-hea-
ded, elderly / child-headed, hosting orphans,
etc.).

• How sustainable are the current pro-
gramme approaches? AIDS is obviously a
long-term issue and therefore, the program-
mes to address this should be long-term –

what local links are we making to ensure the
necessary sustainability of our program-
ming?

•  Most of the literature and debate focuses
on programming in sub-Saharan Africa –
there is also a need to consider programming
outside of Africa.

•  Are we just re-packaging ‘standard’ food
security programmes? There is a danger that
HIV could be an easy ‘sticker’ to justify inter-
vention and to attract donor interest.

•  All agencies need to consider issues of
HIV/AIDS in relation to their own staff,
ministry/partner staff, in terms of treat-
ment/prevention of HIV infection. There are
issues around implementation of program-
mes in high prevalence areas, where many
staff are infected, i.e. knowledge retention,
investment in training, etc. 

•   There is very little information available
on successes and failures of programmes.
There is an urgent need to determine the
effectiveness of programmes designed to
mitigate the impacts of HIV/AIDS on food
security. How do we monitor this? And what
do we monitor to measure the impact? What
indicators should be used?

The plenary agreed that there is a need for
a working group on HIV/AIDS and Food
Security, which should become part of the
UK HIV consortium. The consortium has
since been approached and is very keen to
host the working group (including hosting
meetings and a space on their website). The
working group’s broad remit would be to
consider how food security programmes
need adapting in relation to HIV/AIDS, and
to plan actions, research, and programming
accordingly. The group should encourage
field-based agencies/staff to contribute expe-
riences via media like Field Exchange.

If you are interested in joining the wor-
king group, contact Laura Phelps, email:
lphelps@oxfam.org.uk or Rebecca Brown,
email: r.brown@aahuk.org

23

1 Harvey, P. HIV/AIDS: What are the implications
for humanitarian action? A Literature Review (draft).
July 2003, ODI HPN. See HIV/AIDS, food security
and humanitarian action: a resource guide,
http://www.odi.org.uk/hpg/aidsresources.html
2 Field Exchange Issue 19, HIV/AIDS Home Based
Care in Zimbabwe, p4-6

Dear Editor

I would like to comment on the article in the
November issue of Field Exchange, concerning
the microfinance project in Rwanda .

Those involved in such projects would do
well to read the biography of Prof. Mohammad
Younus, the founder of microcredit schemes and
the Grameen bank. Professor Younus realised
that the population of the slums of Bangladesh
are mostly illiterate, and are unable to gain
access to an ordinary bank because of an inabi-
lity to fill in and read all the required documents.
Furthermore, they don't even have a proper
address to give to the bank. So I fail to see why
the issue of education should have any bearing
on the success or failure of micro-finance pro-
jects, like the one implemented in Rwanda. The
system was designed for people without educa-
tion. 

Professor Younus also understood that one of
the hurdles that the very poorest face, is that they
lack any collateral, so that a requirement for 20%
of the loan to be made from one's own savings
doesn’t make sense if one is trying to target the
very poorest. They haven't got savings, or any-
thing else, against which to raise cash.

In Younus's scheme, the group is not collecti-
vely responsible for repayment. The deal is that
no further loans can be given to that group
before the loan is repaid. This is fundamentally
different to someone else having to put up the
money in case of default. 

Younus went out to visit the beneficiaries of
the project with his students. They went all the
way to the Chittagong hills, where there had
been a low intensity guerrilla war going on ever
since independence. He observed that the vio-
lence had actually diminished partly as a result
of the loans, as the money gave people some
hope for the future without recourse to violence.
So I can't really see why the past violence of
Rwanda should be an issue.

Professor Younus was severely criticised, in
particular by western NGOs, for the interest
rates he set at 20% per annum. Yet in the Rwan-
dan project, the interest rate was set between 5-
10-% per month, which works out at between 60
and 120% per year!! This is not only illegal in the
western world, it is plain outrageous!!! People
may as well go to the moneylender, whom You-
nus had also identified as one of the reason why
people can't escape their cycle of debt. 

If the people of Rwanda don't trust NGOs, we
should perhaps seek an understanding of this in
terms of the recent history when hundreds of
NGOs of all descriptions flooded Rwanda. The
people of Rwanda may be illiterate and unedu-
cated, but they are not incapable of learning les-
sons of mistrust from hard experience. 

The non-repayment of loans may, in part, be
linked to the tradition that can be found in many
African societies; there is no such thing as a loan.
However, a gift may be given to someone which
can later be retrieved by the donor should he be
in need of it. Perhaps an anthropologist would
be useful to strengthen our understanding in this
area. Alternatively, and perhaps more simply, a
consultation with the scholars from the National
University of Rwanda in Butare, who have
plenty of knowledge, might furnish us with an
improved understanding of local values and cus-
toms so that future micro-finance projects are
more appropriately designed for the Rwandan
context.  

Yours
Elisabeth Nyffenegger, Geneva Foundation
Email: gf@iprolink.ch

Visit the website of the National University of
Rwanda, Butare at http://www.nur.ac.rw 
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Carer working in home based
care project

J.
 B

ee
sl

ey
, 

O
xf

am
 G

B
 M

al
aw

i,
 2

0
0
3

Home worker talking to home based care
group at communal garden
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Fieldwork took place in the TFC and in the
weekly food distribution structures, using partici-
pant observation, open and semi-open interviews
and focus groups. An important part of data
collection was done in nine villages with children
on treatment. More extensive anthropographical
work was done in two of the villages, including
overnight stays with the families. In these two
villages, the food system (from production to final
consumption), how the family implemented the
nutrition protocol, and the effects that this had on
the wider social group was studied through obser-
vation, focus groups and open interviews. 

Home based treatment of severe malnutrition:
a randomised clinical trial in Makeni, Sierra Leone

Action Contre la Faim completed a Randomi-
sed Clinical Trial in Makeni (Sierra Leone) in the
first half of 2003. The study compared TFC treat-
ment with an alternative treatment based on an
inpatient Phase I and recovery phase (Phase II) at
home. 

Patients that presented with no severe compli-
cations, severe oedema (+++) or chronic associa-
ted disease, were randomised to one of the two
treatments (50 patients in each group). The
mothers of the patients placed in the home treat-
ment group received health education and were
trained to undertake the treatment at home. On
arrival to Phase II, and once the appetite of the
child was well established, the children were sent
home. There, they received three meals a day of
RUTF (Plumpy’nut, produced by Nutriset) and
were followed up weekly in the closest SFC. 

Recovery rates were 90 % in the TFC group and
95 % in the group that completed treatment at
home (p = ns). Patients in the TFC had an average
weight gain of 13.4g/kg/day and those recove-
ring at home, 11.9 g/kg/day (p = ns). The study
concluded that, under appropriate circumstances
and with good management, treatment at home
can obtain the same recovery rates as classical TFC
treatment. 

Perception of RUTF
Most of the children liked the Plumpy’nut pro-

duct, ate it without difficulty and even played
with it during the meal. Only the seriously sick
children refused to eat it (confirming previous
field observations). All the caretakers tested the
product when giving it to the child and liked the
taste of it. The caretakers in both the TFC and
home treatment (HT) groups had the impression
that Plumpy’nut makes the children grow more
quickly than therapeutic milk (F100). This has not
been confirmed by the clinical trial results. 

The name that the field team gave to the pro-
duct, “makantl” - which means [groundnut] in
Temne language - was used by families, and only
if needed, qualified as “makantl uma opoto”
[groundnut of the white people], to avoid confu-
sion with the local groundnut paste. The fact that
the families have kept the name “makantl” indica-
tes that they have appropriated the product. In
response to whether they considered Plumpy’nut
to be a food or a drug, all responded that it was
BOTH – this suggests the messages of the nutri-
tion team were understood and accepted, and
may have played a large role in preventing sha-
ring of the product with other family members. 

Use of RUTF
Caretakers were advised to give the Plumpy’-

nut three times a day (at 8 a.m., 12 and 6 p.m.), and
to use a spoon, which was provided, to feed the
child. We found that they adapted the meal hours
to fit in with the family activities, and the manner
of feeding according to individual preference.
While some children held the spoon themselves,
others let the caretaker hold the spoon, and some
others preferred to eat in other ways. A prelimi-
nary phase of this study (not reported here) has
identified the quality of the mother to child rela-

Box 1
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The recent development of strategies that
allow rehabilitation of severely malnou-
rished individuals at home, are largely
thanks to the development of RUTF

(Ready to Use Therapeutic Foods), and the expe-
rience accumulated on TFCs (Therapeutic Feeding
Centres) and NRUs (Nutrition Rehabilitation
Units). It is widely assumed that this type of treat-
ment is more socially advantageous to families
and the community. However, the assumption has
never really been tested at field level. The social
implications of treating severely malnourished
children at household level need to be understood
in order to improve home-based strategies, ena-
bling us to adapt home-based strategies to each
intervention in the field and informing choices
between centre-based and home-based strategies
(with its different options and own adaptations).
We therefore decided to complement an ongoing
clinical trial of home-based rehabilitation of seve-
rely malnourished children in Makeni (see box 1)
with an anthropological evaluation.

The objectives of the study were to evaluate
both the day-to-day perception and acceptance by
families of the treatment protocol, and the wider
impact on the child’s social group. Together with
experiences from other settings, we also attemp-
ted to define socio-anthropological indicators to
guide choice between existing treatment strategies
for rehabilitation of severely malnourished chil-
dren.

The study took place over three months, based
in the Makeni area of the Northern Province in
Sierra Leone. The area is largely Temne (one of the
major ethnic groups of the country), and liveliho-
ods are essentially based on subsistence agricul-
ture.  Limitations of the study included a small
sample size (only 50 children were being treated
at home in the clinical trial), as well as the period
of the year for the fieldwork (which did not coin-
cide with either agricultural labour peaks or hun-
ger gaps).

Socio-Anthropological Aspects of
Home Recovery from Severe
Manutrition 
By Adrienne Daudet and Carlos Navarro-Colorado

Adrienne Daudet is an agronomist and has an
MA in anthropology. She has four years field
experience working with ACF. 

Carlos Navarro-Colorado is a medical doctor and
is a research officer at Action Contre la Faim.

We would like to thank the families in Makeni
that warmly received and hosted Adrienne
during her field work, the ACF field workers and
headquarters staff that supported this research,
Jane Cobbi, CNRS (Centre National de la
Recherche Scientifique) who has directed the
anthropological research, and Charlotte Dufour
for comments on the draft.

This article shares the experiences of a pro-
gramme-based field study1 in Makeni, Sierra
Leone, which looked at how home based rehabi-
litation of severe malnutrition was perceived,
and whether it was more acceptable and benefi-
cial than centre-based management in this con-
text.

Home based treatment of severe malnu-
trition: a randomised clinical trial in
Makeni, Sierra Leone

Action Contre la Faim completed a Randomised
Clinical Trial in Makeni (Sierra Leone) in the
first half of 2003. The study compared TFC tre-
atment with an alternative treatment based on
an inpatient Phase I and recovery phase
(Phase II) at home. 

Patients that presented with no severe compli-
cations, severe oedema (+++) or chronic
associated disease, were randomised to one of
the two treatments (50 patients in each
group). The mothers of the patients placed in
the home treatment group received health
education and were trained to undertake the
treatment at home. On arrival to Phase II, and
once the appetite of the child was well esta-
blished, the children were sent home. There,
they received three meals a day of RUTF
(Plumpy’nut, produced by Nutriset) and were
followed up weekly in the closest SFC. 

Recovery rates were 90 % in the TFC group
and 95 % in the group that completed treat-
ment at home (p = ns). Patients in the TFC had
an average weight gain of 13.4g/kg/day and
those recovering at home, 11.9 g/kg/day (p =
ns). The study concluded that, under appro-
priate circumstances and with good manage-
ment, treatment at home can obtain the same
recovery rates as classical TFC treatment. 

For further details of this trial, contact Carlos
Navarro-Colorado,email:
navarro_colorado@hotmail.com

Morlaï, cured at home, at last weekly visit. 
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Morlaï at Makeni TFC, starting phase II
and ready to continue at home.  

A.Daudet, ACF, Sierra Leone, May 2003

Field Article



tionship, caring practices and the psychological
health of the mother as some of the main causes of
malnutrition in this area of Sierre Leone. Cases we
encountered in this study (see case study)
demonstrate how improvement in maternal self-
esteem through this type of programme may help
prevent further episodes of malnutrition, as well
as strengthening the image of woman in the social
group. The flexibility of use allowed by the pro-
duct has been key in promoting the appropriation
of the treatment by the families. 

I

Impact on the social group
According to the caretakers interviewed, the

treatment had little negative impact on the house-
work, including care for the other children and
elderly relatives. The strong social networks in the
villages allowed others to take on some of the
caretakers’ domestic and work responsibilities,
allowing her to concentrate on the treatment of
the child. About half of the interviewed caretakers
chose to go to the field with the malnourished

A young mother - an unmarried school-
girl - was having difficulty treating her
malnourished daughter at home. The lit-
tle girl was losing weight, and the ACF
nurse was considering taking her back to
the TFC. The Plumpy’nut meal that was
eaten in the distribution centre under the
observation of the nurse took a long time
and much effort from the child (crying
and refusal to eat). The relationship bet-
ween mother and child was tense in this
setting. 
On return the following week, the child
had gained almost one kg, much to the
satisfaction of the caretaker and nurses.
The mother proudly showed the resear-
cher and nurses what she had changed at
home to obtain this improvement. At the
beginning of the meal, she washed the
hands and face of the child, and the plate.
She placed the plate in front of her daugh-
ter and put the Plumpy’nut paste onto
the plate. The child would eat directly
with her hands, playing with the paste,
and looking frequently at her mother. The
atmosphere of the meal was much more
confident, calm and jovial, and the whole
meal was eaten much more quickly. The
treatment in this specific case strengthe-
ned the self-esteem of the mother and the
mother-child relationship.

Case study

Caretaker feeding her infant Plumpy’nut
in Makeni TFC. 

A.Daudet, ACF, Sierra Leone, 2003

mework recently proposed by URD2 – namely the
context, the population benefiting from the pro-
gramme, and the agency implementing the pro-
gramme.

In terms of context, the area was secure, most
people were resettled, and there were no signifi-
cant food shortages in the area (at least in quantity,
if not always in quality). This partly explains why
there was no sharing of Plumpy’nut. In situations
of insecurity, there might be dangers of looting the
Plumpy’nut, or sharing with other family mem-
bers if the area was more food insecure. Further-
more, if the population had been displaced, it may
not have been possible to establish the social sup-
port mechanisms which contributed to the success
of the programme.

This study has shown how treatment at home
has a positive impact on both the psychological
health of the mother and the quality of the
mother-child relationship. This, in turn, positively
impacts on recovery. Treatment at home, and its
impact on the whole social group, may have a dif-
ferent outcome when the main cause of malnutri-
tion is related to food shortage, epidemic disease
or displacement. The results of this study may not
apply to these contexts. 

ACF has been present in Sierra Leone and in
the area for several years. The agency is well
known and trusted by the population (most
admissions to TFC are spontaneous). ACF has
good knowledge of the area, and has been wor-
king in nutrition, water and sanitation, and food
security with efficient logistics and skilled and
experienced personnel. ACF had chosen this area
for the trial precisely for these reasons.

Choices about the protocol were key to the suc-
cess of the strategy in Makeni. The fact that all
patients went through a stabilisation phase (Phase
I), where life threatening conditions and compli-
cations were treated before being sent home, con-
tributed to high recovery rates and good weight
gains. The health education and information
about specific treatments given to the caretakers
during the initial phases of treatment on the TFC,
as well as identification of an appropriate name
for the product, helped the appropriation of the
product and compliance with the protocols. Also,
the food system in the area includes groundnut
paste, which is very close in taste and appearance
to the Plumpy’nut. This undoubtedly increased
product acceptability. 

FAMILY LIFE AND
RHYTHMS

child, taking the Plumpy’nut and water with
them. The other half of the interviewed families
had chosen that the caretaker should not to go to
work on the farm, but stay at home until the child
had recovered. Therefore, home treatment can
affect agricultural production, though in different
ways than TFCs. The social group also benefited
from the presence of the woman in the household.
In one case, the caretaker was the only Traditional
Birth Attendant of her village. Had she needed to
stay in the TFC for 3 or more weeks, her services
would have been greatly missed. 

Treatment strategy and care practices
after treatment

Follow-up after end of treatment found that
families that participated in home treatment con-
tinued applying some of the practices that they
had adopted during the programme. These inclu-
ded feeding and washing the child in the mor-
nings (this was not always done during the peaks
of agricultural work) and spending more time
with the child (i.e. the child was taken with the
caretaker to the field). Our hypothesis is that
adoption of new practices was facilitated as the
family had been directly involved in the pro-
gramme. This contrasts with a situation where
health education messages given in a TFC are less
integrated in the family context.

We also found that treatment preference
depended on individual experience. Women who
had treated their children at home would again
choose home treatment, as they could continue to
fulfil their social obligations and felt that Plump-
y’nut is better for the malnourished child than the
F100. However, women that had TFC treatment
would not choose treatment at home. Despite
having contact with caretakers from home treat-
ment, they feared being alone in charge of the tre-
atment at home (without the help of nurses, etc.).
They also appreciated that they could rest in the
TFC.

These findings indicate that when the treat-
ment is completed at home, the mother becomes
the main healer of the child, reinforcing self-confi-
dence. In contrast, the TFC can undermine self-
confidence and self-esteem, by placing the
women in a passive role. Our observations also
suggest that the mother-to-mother education
component of the programme does not automati-
cally lead to acceptance of the new strategy by the
wider community. Indeed, if the experience of
some patients in home treatment was negative,
mother-to-mother feedback could jeopardise the
programme.

Discussion
At the individual level, results from the clinical

trial for the home-based treatment group are as
good as those obtained in TFCs (in terms of reco-
very rates and weight gains) (see box 1). In addi-
tion, the new strategy is well accepted by the
social group. Moreover, it seems that home treat-
ment can have a more positive impact on
mothers’ psychological health than the TFC, a fact
that may have important consequences beyond
the treatment of the malnourished child. 

Figure 1 summarises the key variables which
contributed to the success of home based rehabili-
tation of the severely malnourished in this study.
These variables could be taken into account when
deciding on the best strategy to implement in a
particular context (TFC, outpatient department,
treatment at home, etc.). A good knowledge of
these factors may be critical to help develop a
home treatment strategy that is best adapted to a
specific population. Each context is likely to pose
different challenges so it is vital to remain flexible
in applying any model. Such flexibility is key to
the success of home-based strategies.

Can these positive results be extrapolated to
other situations, and, is treatment at home the
best option in all contexts? In order to consider
this, we need to think especially about a number
of factors which applied in this study, using a fra-
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Figure 1   Aspects impacting on the results of
home  treatment in Sierra Leone, 2003

1 This research was presented at the CTC workshop held in
Dublin in October 2003, see summary this issue of Field
Exchange.
2 Groupe URD, "Practioners' Handbook - draft" for ALNAP's
Global Study on Participation by crisis-affected populations
in humanitarian action. London, Overseas Development
Institiute, 2003.
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Field Exchange interviewed Peter Walker
(Director), Helen Young (Director of the
public nutrition programme) and Sue
Lautze (Director of the livelihoods pro-

gramme) from the Feinstein International Famine
Centre, at Tufts University, USA. 

Peter, who only took over directorship of the
centre two years ago, explained how the early his-
tory of the famine centre was tied up with the
150th anniversary of the Irish famine (1840-6). The
original concept was to establish two centres of
learning on famine (one in Boston, which has a
large Irish immigrant population, and one at Cork
University in Ireland), partly as a tribute to the
victims of the famine. Tufts University along with
the Freidman School of Nutrition Science and
Policy offered to host the Boston centre. John
Hammock, who was head of Oxfam US at the
time, was asked to take on the director’s role and
do the initial institution building. The primary
aim of the centre, which was set up in January
1997, is to bridge the gap between practice and
theory/ practitioners and academics. Inherent in
the ethos of the centre is a moral commitment to
put findings into action. 

Peter explained how the centre has grown
from one person in 1997, to 21 in 2003, with an
annual budget of 3 million dollars. Staff are based
as far afield as Kabul, Nairobi, London and Bos-
ton. The centre’s work focuses on marginalised
communities who could easily descend into
famine conditions, e.g. pastoralists and those
living in highly vulnerable areas of the world, like
Afghanistan and Africa. 

Sue Lautze has been working in the centre
since the very beginning. Her main area of work
has been  ‘livelihoods in complex emergencies.’
She is currently working with Angela Raven
Roberts, Director of Academic and Training Pro-
grammes, on changing the livelihoods framework
and making it more appropriate to complex emer-
gencies. Sue recounted how John Hammock’s ori-
ginal conception was that the famine centre
would be involved in a lot of advocacy, and spend
much time with the ‘movers and shakers in Was-
hington.’ However, research has become a far
stronger component of the centre’s work than ori-
ginally envisaged. In Sue’s words, “it quickly out-
grew its original focus and started to attract peo-
ple at the top of their profession, especially those
with a livelihoods focus to their work.”    

Peter described how the work of the centre is
best conceptualised in terms of a ‘three legged
stool.’ The first leg is research and publications.
There is currently a wide span of research activi-
ties encompassing areas such as the relationship
between livelihoods programming and nutrition,
veterinary services, and structural aid (anatomy of
the aid business).  The second leg is academic edu-
cation. The famine centre aims to plough research
findings back into education and training. The
centre currently offers a one year Master of Arts
on Humanitarian Assistance (MAHA). This is tar-
geted at mid-career staff who have already got
‘their feet wet,’ i.e. have overseas experience. The
Masters students take eight courses, ranging from
emergency nutrition to human rights. The course

units are also made available to students enrolled
in the MSc on Food Policy and Nutrition at Tufts
Nutrition School, as well as the MA in Law and
Diplomacy. There is a commitment within the cen-
tre to take the degree in an appropriate form to
Africa (South Africa, Mozambique and Sudan).
However, as Peter, Sue and Helen independently
commented – “this is a slow process.” 

The final ‘leg of the stool’ is commitment to ins-
titutional change. As Peter stated, “without this, it
is like doing a marathon and giving up a mile
before the end”. Examples of this commitment can
be found in the centre’s veterinary work in east
Africa, where community veterinary systems
evolved into working with ministries to develop
educational curricula and government policies.
Another example can be seen in Afghanistan,
where the centre has seconded a nutritionist
(Annalies Borrel) “to be embedded in the Ministry
of Health.” Her work involves building up a
public nutrition department, including national
policies, applied research and training program-
mes.  

Helen Young became involved in the famine
centre in 1998. She joined to help develop the
public nutrition component of the centre’s work.
As Helen commented, “existing members were
not nutritionists and there was a need to develop
a nutrition component that linked with, and built
upon, other components of the centres work, e.g.
livelihoods, livelihood programming around
livestock, refugees, gender and children”. Tufts
held a workshop in 1999, which laid the ground-
work for ‘the public nutrition in emergencies’
work of the centre. This led to a special issue of the
Disasters journal, which laid out the centre’s fra-
mework for public nutrition activities “over and
above the academic programme.” 

Over the years, Helen has helped develop the
Masters programme, particularly the nutrition in
emergencies component. Annalies Borrel came on
board in 1999 as a guest lecturer, and became
senior food security and nutrition advisor –
employed by Tufts but seconded to UNICEF for
ten months of the year. Helen described how the
various strands of work (academic, research and

Feinstein International
Famine Centre

Interview by Jeremy Shoham

Tilling the land,Ethiopia, observed during Feinstein field trip.
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A couple of
friends, met
during field-
work in
Ethiopia.

Agency Profile
Most significantly, the society in Makeni

area has strong social networks including
mutual support, landlord systems, traditio-
nal chiefdoms, secret societies, etc. During
the rehabilitation phase, all the family and
close community members mobilised to pro-
vide care to the child, or allow the mother to
do so. However, it cannot be assumed that
such social support capacity would always
exist in an emergency affected area. Indeed,
social and community disruption is a major
characteristic in many disaster situations. 

There is a need for similar studies in dif-
ferent contexts, specifically in situations
where there is insecurity, displacement, lack
of social cohesion, lack of access to water or
food, etc.  Other factors not studied here will
also need to be considered, including cove-
rage of the programmes, cost effectiveness of
the intervention, and long-term impact on
nutrition and health.

Home-based strategies are new tools to be
added to the toolbox of potential interven-
tions that can be applied in a particular con-
text to address severe malnutrition. By shif-
ting the treatment location from a centre
(known and under control of the medico
nutritional team) to the society itself (mostly
unknown and definitely out of their control),
the nutritionist needs to adapt him/herself
to the local culture. Only a good understan-
ding of the beneficiary population and con-
text will allow us to choose the most appro-
priate strategy and tailor it to their particular
needs and characteristics. No strategy works
perfectly on its own in every context. The
challenge ahead consists of learning from
TFC and home based strategy experiences,
in order to deliver the best quality of treat-
ment in an appropriate, socially sensitive
and respectful way, to as many malnouris-
hed children as possible, in a variety of con-
texts. 

For further information, contact Adrienne
Daudet, 
email: adrienne.daudet@voila.fr
and Carlos Navarro-Colorado,
email: navarro_colorado@hotmail.com

Field Article

Child eating Plumpy’nut under mother’s
watchful eye during weekly visit to SFC
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Valid International has recently
published an evaluation of the
Disaster Emergency Committe-
e’s (DEC) Southern Africa Crisis

appeal that ran between July 2002 and
June 2003. The scope of the report is far
ranging although this summary focuses
on findings most related to the emergency
food and nutrition sector. The evaluation
consisted of interviews with agency HQ
staff in London, beneficiary assessments
in Zambia and Malawi, visits to Zim-
babwe, Malawi and Zambia and a desk
study of agencies’ own evaluations. Over
1,300 people were consulted, of whom
more than three hundred were key infor-
mants. 

The Southern Africa Crisis Appeal was
a new departure for the DEC. Here, for
the first time, was an appeal that was
intended to prevent a humanitarian crisis
rather than respond to one. This led to a
response that was a mixture of traditional
relief activities, together with activities
that were more akin to rehabilitation or
traditional development. The evaluation
team found a mixed picture.

On the positive side, there was pro-
bably more beneficiary participation in
this crisis than in similar crises in the past.
Furthermore, DEC agencies were impor-
tant actors in highlighting to the world
the difficulties faced by the region. Some
of the nutrition surveys and analysis
carried out by them, for instance, were
instrumental in raising awareness of the
impending crisis. Programme coverage
was generally good and co-ordination
mechanisms in the region worked well.
Agencies were also sensitive to the cultu-
ral norms of the communities with which
they worked and made efforts to support
local capacity.   

More critical appraisal included the
need for improvements in some of the
partnership arrangements that DEC agen-
cies have with local organisations. Fur-

thermore, DEC agencies did not always
have a deep enough understanding of the
communities in which they worked and
there were underestimations of the
importance of remittances or of coping
strategies. Also, agencies were sometimes
slow to scale up in response to the crisis
although this did not seem to have had
any serious adverse effect on programme
impact. Another criticism was that the
links between HIV/AIDS, coping strate-
gies and food security were not well
understood and further research was nee-
ded on these. 

Perhaps the biggest criticism was that
DEC agencies lacked a conceptual model
for dealing with the crisis. Thus the crisis
was overstated in terms of the threat of
famine, but at the same time the chronic
roots of the crisis were understated. While
internal agency analysis was often more
sophisticated and nuanced than the mes-
sage presented to the media, even this did
not capture the whole picture. The lack of
an appropriate conceptual model led to
some inappropriate responses. 

The evaluation contained a large num-
ber of recommendations. Amongst those
that directly related to nutrition and food
security were the following;

•  DEC member agencies should devote
some resources to investigating jointly the
links between HIV, coping strategies and
food security, at both the micro and macro
level.
•  The DEC agencies should, for nutritio-
nal surveys, present the 95% confidence
limits for prevalence first rather than the
sample prevalence.
•  DEC agencies should, when comparing
two nutritional surveys taken for the
same population at different times, indi-
cate the probability that surveys reflect a
change. 
•  DEC agencies should introduce the
general principle that food assistance pac-
kages are proportionate to family size. 

Evaluation

Summary of published report

publication, capacity building, training and technical assis-
tance) “all overlap like a Venn diagram”- academic work
involves supervising students, research and publications
involves writing text books, while capacity building involves
learning about how to effect institutional change. 

Helen is part funded by the Office of US Foreign Disaster
Assistance (OFDA), as part of the livelihoods initiative with
Sue Lautze and others. Recent work has included a review of
risk and vulnerability during the Ethiopian drought-related
emergency. The public nutrition programme is also involved
in capacity building within UNICEF (in collaboration with
CDC (Centres for Disease Control and Prevention) and
Columbia University), where three partner institutions have
established emergency related training in public health,
nutrition, water and environmental health. As well as setting
up and running four regional training courses, they have hel-
ped lay the foundation for longer-term strategies in UNICEF.
Her team are trying to institutionalise lessons and thinking at
a country level. For example, in Ethiopia, Helen has been
involved in conducting a participatory review of the UNICEF
emergency response, which, according to Helen “was very
brave, with openness and self-criticism based on trust
towards Famine Centre staff.”

Helen explained that since much of her salary comes from
organisations like UNICEF and OFDA, there are no rigid
requirements (like there are in UK universities, for example)
to produce a set number of publications every year. However,
the public nutrition programme does regularly publish in a
range of journals and there are demands to write text-books
and produce training material. Helen says that she was
initially attracted to the centre by the ‘NGO culture’ of the
place, i.e. emphasis on the practical challenges of programme
implementation, capacity building, and a participatory, as
well as multi-disciplinary, approach to problem solving. She
also feels that the work/life balance is good – the fact that she
is allowed to reside in the UK is a big plus. The famine centre
seem incredibly flexible in this regard – “they have a diaspora
in Nairobi, Kabul and the UK.”

As Director of the centre, fundraising is a large part of
Peter’s workload. Originally the centre’s main research fun-
ding came from institutions that supported research for kno-
wledge sake, i.e. curiosity rather than product driven. Hence
philanthropist foundations, like the Mellon Foundation, were
key funders. However, following the dot.com crash, many
foundations lost 25-30% of their equity, which led to big cut-
backs. Foundations became “more specific about what they
funded and humanitarian work was not a top priority.” The
Famine Centre, therefore, had to go the donor agency route to
get research funding, e.g. DfID/USAID. This meant the cen-
tre has had to walk more of a tightrope in terms of surviving
on both directed and un-earmarked funding. The trouble is
that lending by the donor agencies is becoming increasingly
impact driven, so that the centre has less autonomy to pursue
research that they wish to. 

Peter finished by sharing the challenges currently facing
the Famine Centre. First, they are faced with how to maintain
the teaching component of the centres work, as they receive
no funding for this. Management and communication are
also a big issue since staff are located in many different coun-
tries, and there is a heavy reliance on email. 

The centre must also work to maintain profile and
influence within the rest of the school - Famine Centre staff
travel extensively, which contributes to the perception of
‘outsiders’ that the centre is a separate entity.  His final cha-
llenge is how to maximise freedom for research, rather than
impact-driven projects.

Name..................
Address ..............

Telephone............
Fax......................
Internet site........
Year formed........
Director..............
Staff (global).......
Annual budget...

Feinstein International Famine Centre
Friedman School of Nutrition Science
and Policy, Tufts University, 
126 Curtis St. Medford,
MA 02155, USA
(617) 627-3423
(617) 627-3428
http://famine.tufts.edu/
January 1997
Peter Walker
21 
3 million dollars

Over 1300 people waiting for seed vouchers in Maboleni

Women work all day for a pot of beans Vegetable plot for aids orphans 
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(TNP), with national and district level meetings
held once a month. The TNP is a part of the
governments’ poverty reduction strategy and is
headed by the MoHP who take the lead role in
decision and policy making.

Training issues
The NRU training was a multi-organisational

effort with NGOs, supported by UNICEF, provi-
ding training, technical support and supplies
(including therapeutic milk, kitchen equipment
and essential drugs). Three demonstrations cen-
tres for the therapeutic feeding programme were
established to act as model NRUs for others to
observe and learn in a working environment. The
national guidelines were implemented by Action
against Hunger (AAH) in the chosen demonstra-
tion centres of central and southern Malawi, in
August/September 2002. The northern region
demonstration centre did not operate until further
AAH staff and funding were available, and began
operating later in February 2003. 

The original concept was for MoHP nurses to
receive on the job training in the demonstration
centres. In practice this did not happen, due to a
lack of trained MoHP staff actually at the demons-
tration centres. Also, the notion that demonstra-
tion centres would be used by NRU regional staff
for learning never really worked. Severe staff
shortages, low pay and lack of staff motivation
meant it was rarely possible for staff to leave their
place of work for training in another centre.
Added to this was the cost of including paid
incentives for any training and visits to other cen-
tres.   

As a result, the approach was changed, with
mobile nurses employed by AAH  travelling to
each selected NRU to do on-site theoretical and
practical training. The mobile team consisted of 4
nurses in the north, 6 in the central region and 8 in
the south. This new scheme led to a delay in acti-
vities, with initial training of the remaining NRUs
starting as late as November 2002, and into the
hungry season. Originally the plan had been to
train 35 core NRUs, identified by UNICEF and
WFP from all regions. It was not very clear why
certain centres had been chosen as core NRU and
others as second priority. As reassessments were
done, it became apparent that some busy units
were not included in the original list to be trained,
and there was pressure from the MoHP to train as
many centres as possible. As a result, many more
centres were trained than had originally been
planned, placing extra pressure on the resources
of the NGOs and UNICEF.

Sensitisation to the new guidelines, and intro-
duction of weight-for-height admission and dis-
charge criteria to supplementary feeding, was
conducted amongst District Health Officers and
Maternal Child Health coordinators. Trainers
were trained in supplementary feeding and they
were then to return to their districts for planning
and programme implementation. This training
proved to be not as successful as hoped, due to
lack of motivation and a culture of ‘incentive’ dri-
ven training. Some of those who were trained fai-
led to pass on their knowledge, subsequently clai-
ming that they could not train their staff without

Capacity
Building in
Times of
Emergency 
Experiences
From Malawi 

rate of severe malnutrition has remained unchan-
ged at 1.2% since 1990, but this is significantly
higher than other African regions. Seasonal peaks
of severe malnutrition occur from December to
April each year (the hungry season). Conse-
quently, prior to the 2002 emergency, there was
already a system in place to address severe mal-
nutrition, in the form of nutrition rehabilitation
units (NRU) and supplementary feeding centres.
Spread across the country, 92 NRUs were suppor-
ted by the government and the Christian Health
Association of Malawi (CHAM). 

Traditional admission criteria to the NRU (see
box 1) meant that many children who were only
moderately malnourished were admitted as inpa-
tients, with the result that the centres were often
overcrowded. Supplementary feeding employed
weight-for-age monitoring, with no specific
admission or discharge criteria. Accurate data
pre-2002 are difficult to obtain due to poor records
and reporting. However, an appraisal by WFP in
2002 highlighted that supplementary food distri-
butions were having no impact on rates of malnu-
trition, when using weight-for-age as a basis for
targeting. The appraisal recommended that
resources may be better utilised by targeting acute
malnutrition, based on weight-for-height criteria.   

Response to 2001/02 food crisis
With the food crisis of 2001/2002, the Govern-

ment of Malawi took steps to improve the care of
acute malnutrition by reviewing the national gui-
delines for moderate and severe malnutrition. A
task force, consisting of the Ministry of Health
and Population (MoHP),UN agencies and NGOs1,
was formed. Draft guidelines were issued based
on WHO protocols 2, for use in supplementary
feeding programmes and for therapeutic feeding
in the existing NRU (see box 2). During this high
level of early collaboration, the decision was
made to build upon the capacity of the existing
structures, using existing staff and facilities. It was
hoped that this would provide a sustainable
system with which to tackle the endemic levels of
severe malnutrition in Malawi and also streng-
then disaster preparedness should a repeat crisis
occur. All participating organisations working in
Nutrition in Malawi coordinated their activities
through the Targeted Nutrition Programme
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• Admission criteria to NRU: weight-for-age
• Therapeutic feeds based on dried skim- 

med milk, with sugar and oil added when
available

• Locally produced fortified maize flour, 
Likuni Phala, given 4-8 times per day,
depending on the centre

• Discharge criteria: resolution of medical 
problems and unspecified weight gain.

•  Admission criteria to NRU: weight-for- 
height < 70% of the median, or
MUAC < 11cm or presence of bilateral 
oedema. 

• Use of F75 and F100 therapeutic milks.
• F75 given in phase 1 progressing to F100

in transition phase, and larger volumes of
F100 plus iron in phase 2.

• Systematic medical treatment given to all   
admissions including antibiotics, vitaminA ,
folic acid and anti-malarial treatment. 

•  Albendazole and ferrous sulphate added 
in phase 2. 

• Discharge criteria: weight-for-height 
>85% and MUAC >12cm and no oedema 
for 10 days.

In this field article, Claire demonstrates how local
capacity building is possible in an emergency setting,
and describes the challenges and achievements of
addressing severe malnutrition in Malawi, from
AAH’s perspective.

Malawi is a landlocked country in Sou-
thern Africa, with a population of
over 11 million, of whom more than
60% are living below the poverty line.

The national HIV prevalence of 15% is likely an
underestimate - anonymous antenatal HIV testing
in 2001/2002 showed a prevalence range of 5-35%
in different regions across the country. Between
November 2001 and March 2002, severe food
shortages led to the declaration of an emergency
by the president in February 2002. Established
and newly arriving non-governmental organisa-
tions (NGOs) in Malawi set up support in the
fields of health and nutrition, addressing food
security, water and sanitation, supplementary and
therapeutic feeding in particular. From April to
June 2002, there was much activity to assess the
nutritional situation and to try to predict what
would happen during the coming hunger period.  

Background to nutrition in Malawi
Malnutrition is not a new problem in Malawi.

Supplementary and therapeutic feeding program-
mes originated back in 1972, supported then by
the World Food Programme (WFP) who are still
present in the country after 31 years. Low birth
weight is estimated at 10-20% of live births and
there is an approximately 49% rate of chronic mal-
nutrition (stunting), with a regional variation of
40-60% (District Health Survey 2000). Prior to the
food crisis, there was a 5.6% rate of global acute
malnutrition (wasting, excluding oedema). The

By Claire de Menezes

Claire de Menezes is a pae-
diatric nurse specialising in
infectious disease. Having
spent 16 months working in
Sudan with Action Contre la
Faim and one year in
Malawi with Action Against
Hunger, she is now stud-
ying public health at the
London School of Hygiene
and Tropical Medicine.

The contributions of Rebecca Brown, AAH,
Peter Hailey, UNICEF Malawi, and the AAH
Malawi team are appreciated. The initiative
and commitment of the MoHP, UN agencies
and NGOs in Malawi, and the ongoing work
of staff working in NRUs and SFPs across
Malawi is gratefully acknowledged.

Box 1 Traditional NRU feeding practices

Box 2 New NRU feeding protocols

Field Article

Young child attending Ndaula NRU
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comes in the treatment of severe malnutrition.
However, over 1,000 government and Christian
Health Association of Malawi staff have been trai-
ned in the theory and practice of the appropriate
care for severe acute malnutrition. This is a signi-
ficant achievement in less than one year.

Although staffing problems continue, there has
been a noticeable improvement in the knowledge
and motivation of many home craft workers.
Through constant follow up and advocacy, the
profile of the NRU is being raised and in some
centres, is now given equal status to the paediatric
wards. Many medical students have been trained
in the NRU as a part of their rotation and it is
hoped that this will instil a more positive attitude
towards the NRU that will continue after qualifi-
cation. 

The involvement of key members of the MoHP
has been crucial in the achievements so far.
Recently a workshop was held to plan the Nutri-
tion Strategy for Malawi for the next five years.
This demonstrated the continuing commitment to
address the problem of malnutrition in Malawi.
Amongst the discussions on therapeutic feeding
issues, it was recognised that further work is nee-
ded to address the special nutrition needs of those
infected with HIV/AIDS, and to devise alterna-
tive options to address the growing numbers of
chronically malnourished children under 5 years
in Malawi. The potential role of community based
therapeutic care was seen as key to Malawi, espe-
cially when considering the poor coverage of the
NRU and the social circumstances faced by so
many families in Malawi disabling them from
committing to inpatient care in an NRU.  

One of the key lessons highlighted by the expe-
rience in Malawi has been the feasibility of utili-
sing an emergency situation, where there are high
levels of severe wasting and donor support, to
strengthen indigenous NRU capacity in the lon-
ger-term. This has ultimately been possible due to
the constructive and strategic partnership bet-
ween the MoHP and donors. Sphere guidelines
recommend exit strategies that are rarely imple-
mented in practise. The fact that Malawi has pilo-
ted a service that may prove sustainable is a pro-
mising development for many other countries
facing similar situations.

For further details, contact Bertrand Ficinni,
Head of Mission, Action Against Hunger,Malawi,
email: aah@globemw.net, or Rebecca Brown,
Desk Coordinator and Food Security Advisor for
Malawi, AAH, London, email : r.brown@aahuk.org

malnourished if the husband is unfaithful. Conse-
quently, mothers turn first to traditional therapy,
delaying the appropriate treatment and perhaps
giving treatments that can do more harm in the
meantime. It is unfortunate in retrospect, that the
demonstration centres are all major referral units.
The rural NRUs generally show more acceptable
rates of cure and deaths. 

Numbers admitted have significantly reduced
in the NRUs in 2003, compared to those recorded
during the 2002 crisis. Apart from better access to
food, stricter admission criteria have also contri-
buted to the decline. However, this has been the
source of conflict in certain centres as under the
new guidelines, some children perceived to be in
need are being turned away as they do not fit the
new criteria. Although it has been emphasised
that therapeutic feeding is not the way to tackle
chronic malnutrition, the logic of feeding fewer
people when levels of chronic malnutrition are
rising makes little sense to many nutrition health
workers.

Whilst most centres have been happy to adopt
the new guidelines and the support offered,
others have been more reluctant - complaining of
extra workload, introduction of milks that are not
sustainable, and long periods of stay in the NRU
in order to meet discharge criteria. One of the gre-
atest challenges has simply been raising the pro-
file of the NRU. Often the NRU is placed in an
outbuilding away from the main health centre,
and the severely malnourished children are given
very low priority. The impression is that malnu-
trition is not really worthy of the medical officer’s
time and effort. It is possible that there is some
stigmatisation here as the severely malnourished
children have a high suspicion of HIV infection
and are also perceived to come from the poorest
social circumstances. In most NRUs, the staff in
charge are home craft workers, trained in domes-
tic skills such as nutrition and food preparation,
but with no medical background. It is often a
struggle to get clinical officers or medical person-
nel to attend the NRU patients on a regular basis.
The majority of the deaths occur soon after admis-
sion in phase 1.

Achievements
Over the period November 2002 to June 2003,

staff in 60 NRUs across Malawi were trained in
the use of the national guidelines, and received
the basic drugs and equipment needed to provide
an improved level of care to over 7000 severely
malnourished children. They are now practising
weight-for-height admission and discharge crite-
ria and a standardised treatment of severe acute
malnutrition based on the recommendations by
WHO. All participating NGOs give continuing
technical and practical support in the use of the
new protocols and this support is intended to con-
tinue through the next hunger season of
2003/2004. Lack of reliable statistics from pre-
vious years makes it impossible to determine if
the new national guidelines have improved out-

providing pay.  They argued that staff at health
centre level perceived it as unjust to attend trai-
ning with no incentive, especially when others
had been paid for being trained.

Introducing new protocols
With the new admission criteria, the use of

height in assessing children was a new concept
and a difficult one to introduce. The introduction
of the pre-packed milks and the systematic medi-
cal treatment proved controversial on the grounds
of sustainability and the changes that were made
were discussed and debated at length. 

Also around this time, Concern Worldwide in
collaboration with Valid International started a
pilot study on the use of Ready To Use Therapeu-
tic Food (RUTF) in community therapeutic care, in
the Dowa and Nkhotakota districts. The results of
this study to date are promising and the potential
for further pilots is being discussed.

Problems and constraints
One of the main constraints of working with

government structures has been the lack of
human resources. Efforts to recruit new staff have
not fared well, due to lack of educated manpower
and lack of pay. Those already employed in the
hospitals are de-motivated by low salaries and
overworked due to staff shortages. The numbers
of qualified staff available is dwindling, as nurses
leave for industrialised countries. There is also a
high level of sickness and absenteeism due to
caring for sick family members and attending
funerals. This is partly due to the HIV pandemic
and partly due to the high rates of morbidity in a
country with such widespread poverty. Imple-
menting new protocols with this level of staffing
is not ideal and compromises often have to be
made. Clinical observations are not conducted
adequately, reporting is poor and night feeds are
erratic in some centres (especially where staffing
is minimal or non-existent at night). Although the
Malawi National Guidelines are adapted from the
WHO guidelines, to be more practically applica-
ble to the Malawi NRU context, some of the
recommendations remain hard to implement in
this environment.

The demonstration centres (which are also
urban referral centres) have a higher death rate
than expected, even with the new protocols.
During the busiest months of November through
to March, death rates were between 30-40% in the
main referral centres in north, central and sou-
thern regions. This may be due to the fact that
complicated cases of malnutrition, many of which
are exacerbated by HIV, are referred to the urban
NRUs. In addition, these centres have poor levels
of staffing, lack of clinical support, higher staff
turnover, and are often over crowded in unhygie-
nic conditions. There is also the problem of late
presentation to the NRU. This is often due to a
widespread belief in Malawi that malnutrition is a
curse and not a condition to be treated medically.
The common belief is that the children become
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1 The main initiative and commitment came from members
of the MoHP. NGOs involved in the NRU capacity building
were Action Against Hunger (AAH), Concern Universal,
Save the Children UK, Concern Worldwide, MSF Luxem-
bourg, UNICEF and WFP.  Donor support came principally
from UNICEF, OFDA CIDA and ECHO.
2 World Health Organization, 1999. Management of severe
malnutrition: a manual for physicians and other senior
health workers. WHO, Geneva
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C de Menzes, Malawi, 2003Child and baby in tobacco field, Santhe
Marasmic child with facial sores, Lilongwe 
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Since leaving ENN, Fiona has been awarded a Primary Care
Fellowship from the Health Research Board, Ireland. This
will involve exploring mechanisms for community involve-
ment in primary health care in deprived areas of inner city
Dublin. It also involves registering for a PhD with the Royal
College of Surgeons, Dublin.
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The Emergency Nutrition Network (ENN)
grew out of a series of interagency meetings focusing on
food and nutritional aspects of emergencies. The meetings
were hosted by UNHCR and attended by a number of UN
agencies, NGOs, donors and academics. The Network is the
result of a shared commitment to improve knowledge, sti-
mulate learning and provide vital support and encourage-
ment to food and nutrition workers involved in emergen-
cies. The ENN officially began operations in November 1996
and has widespread support from UN agencies, NGOs, and
donor governments. The network aims to improve emer-
gency food and nutrition programme effectiveness by:

• providing a forum for the exchange of field level expe-
riences

• strengthening humanitarian agency institutional memory

• keeping field staff up to date with current research and
evaluation findings

• helping to identify subjects in the emergency food and
nutrition sector which need more research

The main output of the ENN is a quarterly newsletter, Field
Exchange, which is devoted primarily to publishing field
level articles and current research and evaluation findings
relevant to the emergency food and nutrition sector. 
The main target audience of the Newsletter are food and
nutrition workers involved in emergencies and those rese-
arching this area. The reporting and exchange of field level
experiences is central to ENN activities. 

The Team
Jeremy Shoham (Field Exchange tech-
nical editor) and Marie McGrath (Field
Exchange production/assistant editor)
are both ENN directors.

Rupert Gill is the new ENN administrator, based 
in Oxford. Rupert has worked previously in the
field with Merlin, ACF and Oxfam in log/admin 
and water/sanitation. 

Dan George is the new ENN finance assistant, working
part-time in Oxford. 

Deirdre Connell and Fiona O Reilly
will oversee the administrative 
handover from the ENN office in 
Dublin.

Royal Danish Ministry 
of Foreign Affairs

GENEVA FOUNDATION
to protect health in war

Editorial  team
Deirdre Handy
Marie McGrath
Jeremy Shoham

D e s i g n  
Orna O’Reilly/
Big Cheese Design.com

W e b s i t e
Jon Berkeley

Contributors for this issue
Peter Walker 
Helen Young
Sue Lautze
Mark Manary
Heidi Sandige
Claire de Menezes
Adrienne Daudet
Carlos Navarro-Colorado
Amador Gomez
Elisa Dominguez
Andre Briend
Elisabeth Nyffenegger
Mark Myatt

Thanks for the
photographs to:
Sarah Bracking
John Cosgrave
Helen Young
Mark Manary
Heidi Sandige
Claire de Menzes
Adrienne Daudet
Carlos Navarro-Colorado
Amador Gomez
Nicky Dent
IFPRI
Laura Phelps
Rebecca Brown
Isabelle Beauquesne
Marianne Jacobsen
Andy Seal
Gignos
T Hartini
Tanya Khara
Kate Sadler
Steve Collins
Rosa Rosetti
Lucy McCoy

On the cover
Holding the oxen while loading.
Gundura, Zimbabwe
John Cosgrave, 2003

The Emergency Nutrition Network is a company limited by
guarantee and not having a share capital.
Registered in England and Wales number: 4889844
Registered address: Unit 13, Standingford House, Cave
Street, Oxford, OX4 1BA, UK
ENN Directors: Jeremy Shoham, Marie McGrath

supported by:

31

HIV and food security meeting,
London, December 2003.

Julian Carrazon (ACH-Spain),
Grainnne Maloney (Oxfam),
Kate Ogden (ACF), 
Paul Harvey (ODI).

HIV and food security meeting,
London, December 2003.

Kate Ogden (ACF), Paul Harvey (ODI),
Karen Tibbo (DFID),

Celia Petty (Save the Children).






