
  
 
 
 
         
 
 
 

 1

 

 
 
 
 
 
 
ISSUE 1: The Emergency Nutrition Portfolio, March 2007 
 
 
 

 
 
 
Child with Kwashiokor eating locally produced 
 RUTF, Malawi 
 
 
 
 
 
INSIDE THIS ISSUE
Introduction _________________________  1 
Program updates ______________________  3 
Part 1: CTC in emergency settings_________  3 
Part 2: Applications of the CTC model _____ 10 
Part 3: Infant Feeding in Emergencies______ 15 

Technical updates _______________________ 17 
Part 1: Save the Children technical news _____ 17      
Part 2: External technical news ____________ 23 
References ____________________________ 24 

An introductory word

Emergency Health 
and Nutrition Forum

It is with great pleasure that I introduce 
the first issue of Save the Children's 
Emergency Health and Nutrition Forum. 
This publication will provide updates on 
country level emergency health and 
nutrition activities, head office initiatives, 
and developments in the state of the art. 
The forum is intended to keep Save the 
Children staff apprised of developments 
within the emergency health and 
nutrition portfolio, and serve as a vehicle 
for exchange. This issue focuses 
exclusively on our emergency nutrition 
work - the next issue will focus on 
emergency health. 
 
Save the Children’s emergency portfolio 
has expanded dramatically over the past 7 
years – our work in emergency nutrition 
has been an area of particular progress. 
Since 2001, we have grown from a 
periodic player in the sector to a viable 
presence in the global emergency 
nutrition community. Our work in 
Community Therapeutic Care (CTC) and 
emergency assessment, has contributed 
to the improvement of international 

 

protocols and standards, and our 
portfolio of direct emergency 
operations continues to expand. In 
Darfur, Sudan alone we are currently 
providing direct assistance to more than 
400,000 people a day. 
 
As we move into our Fiscal Year 2008-12 
strategic plan, Save the Children has re-
iterated its commitment to being a global 
leader in emergency programming. Our 
work in emergency nutrition will be a 
cornerstone of our global efforts in this 
regard.  
 
The following pages will give you some 
insight into our evolving emergency 
nutrition portfolio. I hope that the 
publication will provide a forum for cross 
functional and cross country exchange 
and learning.   
 
Enjoy, 
 
Rudy Von Bernuth, Vice President, 
Children in Emergencies and Crisis 



Addressing acute malnutrition in emergencies:  
Community-based Therapeutic Care 
 
Until recently, the management of severe acute 
malnutrition during emergencies was typically addressed 
through the establishment of temporary Therapeutic 
Feeding Centers (TFC). The development of specially 
formulated therapeutic milks (F-75 and F-100) and 
improved treatment protocols in the early nineties 
contributed to a dramatic drop in case specific mortality 
for severely malnourished children – rates fell from 80 
percent to under 10 percent. Although the quality of care 
improved dramatically, the accessibility of TFC services 
was generally low and treatment in these facilities was quite 
costly.  
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Figure 1: Save the Children USA’s community-based acute 
malnutrition programs 
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The development of a Ready-to-Use Therapeutic Food 
(RUTF) at the end of the nineties was ground breaking - it 
enabled programmers to decentralize the management of 
severe acute malnutrition - bringing services closer to the 
communities. Using RUTF and adapted treatment 
protocols, it became possible to treat 80 percent of 
severely malnourished children in outpatient care, and to 
reduce the length of stay for those in need of inpatient care 
to one week. This revised treatment approach, developed 
by Valid International, became known as Community-
based Therapeutic Care (CTC). CTC has been rigorously 
field tested over the past five years, and is now widely 
recognized as the standard for care in emergency contexts. 
Save the Children’s programs in Ethiopia in 2003-4 
contributed to the evidence base of the CTC approachi. 
 
The CTC model provides a framework for an integrated 
public health response to acute malnutrition and addresses 
the limitations of center-based care by increasing treatment 
coverage and improving community participation and 
mobilization. The approach includes four general 
components:  

 
1) Inpatient “Stabilization Care” (SC) for severely 

malnourished children with complications,  
2) “Outpatient therapeutic care” (OTP) for severely 

malnourished children without complications,  
3) “Supplementary feeding program” (SFP) for 

moderately malnourished children, and  
4) Community mobilization.  
 
The cost per year of life gained is estimated at US$ 12–13i 
and can be further reduced with local RUTF production. 
The CTC approach is accepted as an effective intervention 
among NGO and UN partners and is currently being 
implemented in at least 10 countries in emergency 
settings2,3.  
 
Increased recognition of the high prevalence of acute 
malnutrition in non-emergency settings has led many to 
ask whether we need to more effectively address this 
burden in development settings. Several organizations, 
including Save the Children, have begun looking at the 
feasibility of addressing acute malnutrition more effectively 
in development contexts. These pilot programs are based 
around community-based therapeutic care principles but 
are referred to as Community-based Management of Acute 
Malnutrition (CMAM).  
 

 

Addressing severe acute malnutrition 
Worldwide there are approximately 13 million children 
suffering from severe acute malnutrition (i.e. severe wasting 
and oedematous malnutrition), and estimates are expected to 
climb to approximately 20 million when the new WHO 
growth standards are applied (See page 22 for further detail). 
In 2006, two publications in the Lancet highlighted the global 
burden of acute malnutrition and emphasized that it is not just 
a by-product of conflict or famine4. In fact, two-thirds of the 
world’s wasted children live in India, Pakistan and Bangladesh. 
Rates of wasting do not automatically decline with political 
and economic growth - India and Brazil both have good 
economic growth but rates of wasting remain high. Moreover, 
in sub-Saharan Africa a high proportion of severely 
malnourished children admitted for care are HIV positive. 
While development programs have traditionally focused on 
preventing malnutrition and must continue to do so, high 
rates of acute malnutrition and improved treatment protocols 
are demanding that we re-examine our efforts to address the 
needs of acutely malnourished children. Our neglect to do so 
may contribute to considerable numbers of avoidable deaths. 

                                                 
i A  public health measure which is less than US$150 cost per 
year life gained was described  by the World Bank as highly cost-
effective 
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Nutrition in Emergencies, Save the Children USA programs 
 
Save the Children’s emergency nutrition portfolio includes 
emergency assessments, the management of acute 
malnutrition and micronutrient deficiencies, and infant and 
young child feeding. A brief overview of the current 
programs and technical highlights are presented in this 
newsletter. 
 
To date, our emergency nutrition activity has been focused 
largely on community-based interventions to treat acute 
malnutrition. Our largest efforts have been concentrated in 
Ethiopia, Sudan, and Malawi. So far, Save the Children has 
provided treatment to more than 24,000 children with 
severe acute malnutrition (see table 1).  

Moreover, the knowledge and skills acquired in our 
emergency programs have formed the basis for pilot 
programs in development settings. Save the Children 
currently has Community-based Management of Acute 
Malnutrition (CMAM) pilot programs in Bangladesh and 
Pakistan, and will soon start programs in Mozambique and 
Haiti. These programs will play an important role in 
developing an international evidence base regarding the 
feasibility of more effectively addressing acute malnutrition 
in development settings. A geographical overview of Save 
the Children USA’s acute malnutrition programs and pilot 
projects is presented in Figure 1. 

 
Country Reporting period Number of 

months 
Status of programs Target 

population 
Number of 
SAM cases 

SNNPRS, Ethiopia 
(inpatient care only) 

April 03-May 04 13 months Transitioned to CTC 1,600,000 4,453 

SNNPRS, Ethiopia  
 

Sept 03-Dec 06 29 months Hand over March 07  1,300,000 14,671 

Somali Region, Ethiopia June-Dec 06 12 months Hand over June 07 
 

126,000 424 

West Darfur, Sudan 
 

Sept 04- Dec 06 12 months Ongoing 95,000 895 

Mangochi, Malawi Jan-Dec 06 12 months Hand over Dec 06, 
support till Sept 07 

800,000 2,977 

Dedza Malawi Jan-Dec 06 12 months Hand over Dec 06  
 

630,000 735 

Total  
 

   3,251,000 24,155 

 
Table 1: Overview of Save the Children USA’s emergency nutrition programs for severe acute malnutrition (2003-2006). 
 

Program Updates 
 
PART 1: CTC in emergency settings 
 
CTC in SNNPRSii, Ethiopia 
By Hailu Tesfaye and Habtamu Tabor 
 
Background 
In 2003, Save the Children and other partners, with 
support from USAID/OFDAiii responded to a large 
emergency caused by major drought and crop failures. In 
April 2003, Save the Children established 13 TFCs to 
address rapidly rising rates of malnutrition. In September 
of the same year, these TFCs were progressively  
 

                                                 

                                                

ii SNNPRS: Southern Nations Nationalities People Regional 
State 
iii USAID: United States Agency for International Development 
- OFDA: Office of US Foreign Disaster Assistance 

 
 
 
 
 
transitioned into more comprehensive CTC programs. 
Although the crisis subsided somewhat by mid July 2004,  
Save the children continued to program in three districts as 
absolute numbers of cases of acute malnutrition remained 
high – particularly during the hunger period.  From July 
2005 onwards the program expanded again to six districts 
(Konso, Lanfaro, Dalocha, Boricha, Shebedino and 
Hulla woredas), as the nutritional situation in SNNPRS 
deteriorated following drought and crop failure. The 
prevalence rates of Global Acute Malnutrition (WHZiv<-2 

 
iv WHZ: Weight-for-Height Z score 



and oedema) was 15.8 percent [12.7 – 19.6] v in Shebedino 
and still as high as 17.1 percent [14.8 – 19.7]  in April 2006 
in Hulla.  
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Figure 2: Trend in admissions, exits and number registered in 
SAMvi services, SNNPRS, (October 2005-December 2006) 
 
Program progress 
The CTC program targeted a total population of 1.3 
million in six districts during the 2005-2006 period - the 
largest CTC program in the country. Over 6,500 severely 
malnourished children were treated in 42 Outpatient 
Therapeutic Program (OTP) sites and seven stabilization 
centers integrated into existing health facilities. Figure 2 
shows the admission trend, which increased in April 2006 
following improved coverage and peaked in June 2006 
during the hunger period. As shown in figure 3, the 
treatment outcome was very successful, with a cure rate of 
90 percent, exceeding Sphere standards. Average weight 
gain and length of stay for severe acute malnutrition cases 
were also good and fell well within the Sphere standards - 
5.5g/kg/day and 44 days respectively.  
 
In November 2005, a coverage survey was conducted in 
Lanfaro district, based on the Centric Systematic Area 
Sampling (CSAS) method and identified a low coverage. 
As a result, the outreach program was strengthened and 
coverage surveys carried out later in Boricha and Konso 
Special, showed period coverage rates of severe acute 
malnutrition cases of 73.6 percent [64.9 to 82.2] and 51.1 
percent [44.3 to 57.9] respectively.  
 
Government and community capacity building 
To improve the government and community’s capacity to 
manage acute malnutrition, Save the Children trained 375 
health professionals in the management of severe 
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v Point estimates and 95 percent confidence intervals are 
represented in the document as 5.0 percent [3.0-7.0]. 
vi SAM: Severe Acute Malnutrition 

malnutrition, essential nutrition action, and health 
promotion, and over 300 community health agents and 
5,639 community volunteers in community screening and 
nutrition education. Each district was provided with a 
computer, printer and a motor bike to support supervisory 
and monitoring activities. To improve the water and 
sanitation facilities in the health centers, toilets, showers, 
kitchens and water harvesting systems were constructed in 
collaboration with the International Rescue Committee 
and Population Services International. Thousands of soap 
bars, water cups, buckets and jerry cans were distributed to 
all beneficiaries to promote hygienic behaviors. Links were 
created with primary health care services such as family 
planning, the expanded program of immunization, and 
malaria prevention and control, reaching more than 90,000 
beneficiaries and care takers. Save the Children also 
constructed and equipped a nutrition rehabilitation unit 
and training center at  Yirgalem Hospital, a district level 
referral facility. 

7% 2%
1%

90%

Cure rate

Mortality rate

Defaulter rate

Non response rate

 
Figure 3: Severe acute malnutrition treatment outcomes, SNNPRS 
(Oct 05-Dec 06)  
 
Exit strategy 
In September 2006, Save the Children began progressively 
handing the program over to the Ministry of Health. Save 
the Children staff were gradually reduced as the Ministry 
took on increasing responsibility for implementing and 
coordinating the program. Save the Children is leaving 
behind a stronger health system with integrated services 
for the management of severe malnutrition, communities 
more aware of malnutrition and a well established outreach 
service. Health facilities, however, remain under staffed 
and under equipped, with limited capacity to support the 
network of community health volunteers. In addition, the 
supply of RUTF, routine drugs and supplementary food 
remains inconsistent.  
 
Policy environment 
On a national level, Save the Children participated with the 
Ministry of Health and other partners in promoting, 
supporting, and developing national policies and guidelines 
to integrate community-based management of acute 
malnutrition into existing health facilities and participated 
in national coordination meetings and workshops. 
Currently the Ministry of Health with support from Valid 



International, is expanding the implementation of CTC 
and integrating it into primary health service facilities in 
three regions (SNNPRS, Addis Ababa and Oromia) and 
will soon start in Tigray and Amahara regions. Local 
production of RUTF began in 2005 and to date, there are 

five local producers active, with a combined production 
capacity of 165 metric Tons of RUTF per month. 
 
Contact: Hailu Tesfaye, hailutgz@yahoo.com.  

 
CTC in Somali Regional State, Ethiopia 
By Alem Greiling 
 
Background 
Following the 2005-2006 drought in the Somali National 
Regional State, a nutritional survey found global and severe 
acute malnutrition prevalence rates of 19.1 percent [15.4-
22.3] and 1.6 percent [0.6-2.5] respectively. A CTC 
program was initiated in May 2006 in two districts 
(woreda), Dollo Ado and Dollo Bay, targeting a 
population of 226,000.  
 
Program progress 
In May 2006, the program opened 11 OTP sites (nine in 
Dollo Ado and two in Dollo Bay) and one stabilization 
center in Dollo Ado health center. One OTP site was 
opened in a community in the absence of a health facility. 
Since people in these districts are agro-pastoralists and 
move seasonally for grazing, one mobile CTC team was 
established. The CTC program is currently run by two 
Save the Children staff, 21 Ministry of Health staff, 32 
community health agents and 442 community volunteers.  
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Figure 4: Trend in admissions, exits and number registered in SAM 
services, Somali region (June-December 2006) 

 
The 11 OTP sites cover 68 percent of all communities 
(Kebele) in the two districts (54 communities in total). 
From June 2006 to January 2007 (excluding September 
2006, when the data was not collected), the program 
treated 428 cases of severe acute malnutrition. As shown 
in figure 4, the case load increased substantially beginning 

in October 2006, from 116 admissions (admitted between 
June to August) to 399 (admitted between October and 
December). This was largely a result of improved 
community mobilization and outreach work by community 
volunteers, and consequently more children with severe 
acute malnutrition being identified and admitted to the 
program.  
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Figure 5: Severe acute malnutrition treatment outcomes, Somali 
region (June – December 2006) 
 
As shown in figure 5, all program performance indicators 
exceeded the Sphere standards. 91 percent of children with 
severe acute malnutrition admitted to the OTP were cured. 
The average weight gain for marasmic children ranged 
from 5.6 to 9g/kg/day and the average length of stay 
ranged from 26 to 51 days for marasmic and kwashiorkor 
cases. Three children died in October 2006 due to an 
outbreak of watery diarrhoea and 10 defaulted either 
because the parents moved away or because the heavy rain 
during the last month prevented them from reporting to 
the OTP. In October 2006, a supplementary feeding 
program (SFP) was added to treat moderately 
malnourished children and pregnant and lactating women, 
and linked up to Save the Children’s USAID-funded Safety 
Net Programvii in three pastoralist woredas – Dollo Ado, 
Dollo Bay and Filtu. The SFP has admitted 318 cases in 
total. Save the Children constructed water harvesting 
systems and showers in all health centers and installed a 
water pipeline in the stabilization center. Linkages with 

                                                 
vii The goal of the Safety Net Program (SNAP) is to strengthen 
pastoral livelihoods and reduce vulnerability to famine in the 
three woredas. 
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ongoing food security and livelihood programs have been 
emphasized.  
 
Government and community capacity building 
Two district health office staff, 17 health professionals, 32 
Community Health Agents and 442 community volunteers 
have been trained in community-based management of 
acute malnutrition. A total of 1,614 community members 
(80 percent female), who attended the screening sessions 
received health and nutrition education.  
 
Exit strategy 
Efforts to integrate the treatment of severe acute 
malnutrition into the existing health system will continue 
in the three districts, to ensure that Ministry of Health 
personnel have sufficient skills and knowledge. To sustain 
the outreach service, monthly meetings are held with 
community volunteers. The Ministry of Health, jointly 
with Save the Children, also conducts regular supervisory 
visits to OTP sites. Ensuring a regular supply of RUTF, 
blended supplementary food, vegetable oil and routine 
drugs is the main challenge.  
 
Policy environment 
The community-based program is set-up in a pastoralist 
society hence interesting lessons will be learned on best 

practice for the CTC model adapted to pastoralist 
societies. 
 

 
 

Child eating RUTF, Ethiopia 
 
Contact: Alem Greiling, agreiling@savechildren.org 

 
CTC in West Darfur, Sudan 
By Celestin Katumwa 
 
Background 
The ongoing civil strife in the Darfur Region has caused 
enormous disruption to peoples’ lives through the massive 
displacement of people and the destruction of basic 
services. The number of internally displaced persons in 
Sudan’s West Darfur State are estimated at 653,000. A 
multi-agency Mortality and Nutrition survey conducted in 
September 2006 found prevalence rates of global and 
severe acute malnutrition of 10.5 percent [8.1 - 13.0] and 
1.4 percent [0.6 - 2.3] respectively. This was a considerable 
improvement from the 2004 prevalence rates of global and 
severe acute malnutrition, which were 21.8 percent [18.2 - 
25.3] and 3.9 percent [2.3 - 5.6] respectively, but a 
deterioration from the 2005 rates of 6.2 percent [4.3 - 8.0] 
and 0.7 percent [0 - 1.5] respectively.  
 
The preliminary results from a nutrition survey conducted 
in February 2007 in Fu Baranga administrative unit 
showed prevalence rates of global and severe acute 
malnutrition of 7.9 percent [5.9 - 9.8] and 0.3 percent [0.1 - 
1.0] respectively, which reflect a relatively stable nutritional 
status in the population, which is likely to be due to 
adequate access to general food distributions. 
Micronutrient deficiencies are also a major public health 
problem in West Darfur, as in many parts of Sudan. 

Despite the emergency food and nutrition intervention led 
by the humanitarian community in collaboration with the 
Government of Sudan, the nutritional status of the 
population remains unpredictable, as underlying causes 
and aggravating factors of malnutrition can deteriorate at 
any time. 
 
Program progress 
In September 2004, with funding from OFDA, Save the 
Children initiated a CTC program to prevent excess 
mortality and morbidity associated with acute malnutrition 
for children under 5 years and pregnant and lactating 
mothers. The program is operating OTP sites and a 
Stabilization Center in five locations, Krinding camp 
(Geneina), and Furbaranga, Hajar Bagar, Gimeza 
Babiker and Umjukuti (Fur Baranga administrative unit) 
covering a population of 94,988. The CTC services in Sisi 
camp were integrated and handed over to Medair in 2005. 
Acute malnutrition services are linked or integrated with 
the health facilities set up by Save the Children. The field 
activities are led by 22 locally recruited and trained 
nutrition assistants and 42 community outreach workers. 
 
Since September 2004, 5,480 children under 5 years and 
613 pregnant and lactating mothers were treated for 
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moderate acute malnutrition and 895 children under 5 
years were treated for severe acute malnutrition. Figure 6 
shows the trend in admissions, exits and number registered 
between September 2004 and December 2006. Figure 7 
shows a cure rate of 68 percent - below the Sphere 
standard (>75 percent). The cure rate during the first 
quarter of 2007 improved to 83 percent. The average 
length of stay for Marasmus cases is 57 days and the 
average weight gain is 5.4g/kg/day, above the 
recommended 4g/kg/day (Sphere). The average length of 
stay in the supplementary feeding program is 80 days.  
 

 
 
Mothers and children gathering for health and nutrition education 
session, West Darfur Sudan  
 
The non response rate was 8 percent for severe acute and 
23 percent for moderate acute malnutrition cases. The 
non-response rate is mainly attributed to the sharing of 
food rations within the household, poor child care and 
feeding habits and a high burden of disease. The default 
rate of 17 percent contributes considerably to the low cure 
rate. Focus group discussions with mothers revealed the 
following reasons for defaulting: 
• During the harvest time many of the caregivers were 

active in the fields and could not come to the OTP. 
• Roads to the health facilities were often cut off due to 

insecurities hampering access. 
• Mothers with children that improved did not know 

why they should continue coming. 
 
As a consequence, in some areas mothers were given the 
option to attend sites every two weeks rather than on a 
weekly basis. Overall, the high number of security 
incidents has seriously hampered Save the Children’s work 

and hence the quality of the CTC program. 
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Figure 6: Trend in admissions, exits and number registered in SAM 
services, West Darfur (Sept 2004-Nov 2006) 
 
Government and community capacity building 
42 community outreach workers and 22 nutrition assistants 
have been trained to work with community groups and 
representatives to promote good health and nutrition 
behaviors, including demonstrations on how to correctly 
use the foods that are distributed. They identify 
malnutrition cases, and follow-up children that were 
discharged or have defaulted. These activities are essential 
to ensure that the most vulnerable people benefit from the 
program, those who have defaulted return to the program, 
and carers of children who have been discharged continue 
to be supported and monitored. 142 community health 
workers and 58 health educators were also trained on the 
causes of malnutrition and acute malnutrition protocols. 
Health and community workers play a key role in 
encouraging mothers to access primary health services. 
 
Figure 7: Severe acute malnutrition treatment outcomes, West 
Darfur (Sept 2004- Dec 2006) 
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Government, Save the Children, local partner agencies 
staff, and community members received training on how 
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to conduct mortality and nutrition surveys, including 
design, data collection, analysis, and reporting.  
 
Exit strategy 
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Save the Children will continue to operate in the six sites 
while training health staff to integrate management of 
severe acute malnutrition into the health services. 
OFDAviii funding will continue through December 2007. 
Due to the weak health system in West Darfur and 
of adequately trained local personnel, hand-over to the 
local authorities is inappropriate at this time, and will onl
be feasible when the political and security situation 
im
 

 
viii OFDA: Office of US Foreign Disaster Assistance 
 

Policy environment 
Save the Children participates in regional and national 
emergency nutrition coordination meetings and has 
assisted the government in adapting the CTC model to the 
Darfur context. 
 
Contact: Celestin Katumwa, bagunda@hotmail.com 

CTC in Mangochi and Dedza, Malawi
By Joseph Ulaya 

The CTC program started in Mangochi District in January 
2006 with ECHOi and Bill and Melinda Gates Foundation 
funding and in Dedza District in March 2006 with Save 
the Children Norway funding. 
 
Program progress 
The CTC program covers approximately 800,000 people 
living in Mangochi and one third of the 630,000 
people living in Dedza. It is implemented in all 35 
health facilities in Mangochi, covering the entire district 
and in 13 out of the 33 health facilities in Dedza. The 
program also covers three nutrition rehabilitation units in 
Mangochi. Between January and December 2006, the 
program admitted 2,977 severely malnourished children in 
Mangochi and 735 in Dedza.  
 
Figure 8 shows the trend in admissions, exits and number 
registered in the severe acute malnutrition program in 
Mangochi and Dedza  Districts and figure 9 outlines 
program performance indicators. Cure rates were low 
because default rates were high (22 percent in Mangochi 
and 14 percent in Dedza).  
 
Main reasons for defaulting: 
• The great distance which caregivers have to cover to 

get to the health facility (15-20 km) is a real 
disincentive to attending the OTP.  

• Once mothers see improvements in their child, they 
stop attending rather than sacrificing a day returning 
to the OTP.  

• The majority of the population still prefers traditional 
healers to the health facilities.  

• The outreach system was weak at community level 
and many children enrolled in the program were not 
attached to a village volunteer. 

• Both Dedza and Mangochi districts boarder with 
Mozambique, and many children crossed the border 
for treatment but could not be followed up in their 
communities.  

. 

Background 
In May 2005, the Malawi Vulnerability Assessment Commit
(MVAC), a government institution receiving technical and 
administrative support from Save the Children, predicted a 
shortfall in both the availability and accessibility of food i
subsequent months. It estimated that between 4.2 to 4.6 
million people in Malawi would be unable to meet their food 
needs. On October 15th 2005, the President of Malawi 
declared an emergency state. Anecdotal reports were ramp
about the severity of the food crisis. A national nutrition 
survey revealed prevalence rates of global and severe acute 
malnutrition of 7.1 percent and 2.1 percent respectively in 
Mangochi and 9.2

tee 

n 

ant 

 percent and 1.9 percent respectively in 
edza districts.  
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As a consequence community follow up was strengthened. 
To give caregivers more time between the visits, the OTP 
schedule was changed from weekly to once every two 
weeks, except for very sick children, who still have to 
report once a week. A large awareness campaign was 
organized by the District Health Office and traditional 
healers, executive village committees and birth attendants 
were given an orientation to the CTC services. 
 

69%

5%

22%

4%

Cure rate

Mortality rate

Defaulter rate

Non response rate

 
 
Figure 9: Severe acute malnutrition treatment outcomes, Mangochi 
district (Jan- Dec 06) 
 
Reasons for low weight gain: 
• Almost half the children were admitted on a low 

MUACix which takes a longer time to improve, unlike 
low Weight-for-Height cases. 

• Discharge cards indicated that 90 percent of children 
had some illness such as malaria, pneumonia, cough, 
diarrhea, severe anemia. 

• HIV infection, which is very high in Mangochi, has a 
similar effect.  

• Discussion with caregivers revealed that RUTF is 
shared among family members, despite strong 
recommendations to not share.  

• Missing an OTP visit delays weight gain since they 
miss one or two weeks of RUTF supplies. 

 
The death rates were below the Sphere standards: 5 
percent and 2 percent respectively for Mangochi and 
Dedza. The average weight gain and length of stay in the 
OTP were relatively poor: 3g/kg/day and 65.9 days and 
respectively. During the peak period of the emergency 
(January to May 2006), a supplementary feeding program 
was implemented in the 35 health centers in Mangochi and 
admitted 8,293 children under 5 and 3,506 pregnant 
women and lactating mothers. 
 
A coverage survey (CSAS method) conducted in April 
2006 found period coverage rates for severe and moderate 
acute malnutrition services of 58.5 percent [53.4 - 63.6] 
and 71.8 percent [63.2 -  82.4] respectively.  
The main reasons for low coverage was that the 
community referral system was based on MUAC criteria 
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ix MUAC: Mid Upper Arm Circumference 

while admission was based on weight-for-height criteria. 
As a consequence children were refused admission and 
mothers were less likely to return if their child deteriorated. 
As a result, new entry criteria were adapted. 
 
CTC also provides an opportunity to ensure that children 
are fully vaccinated and that other health problems are 
addressed. HIV/AIDS is the most challenging health 
problem: Caregivers for non cured cases are advised to go 
for Voluntary Counseling and Testing (VCT) . However, 
the uptake has been fairly poor mainly because of the long 
distance to VCT sites. Additionally, the district is able to 
provide Anti-Retroviral Therapy (ART) to very few 
individuals (1,172 adults and 50 children). In Mangochi, 
there are five ART clinics and only three of them provide 
ART to children. 
 
Government and community capacity building 
To enhance the district and community’s capacity to 
manage acute malnutrition, Save the Children has operated 
all activities through the existing government and private 
health system. 150 district health staff in Mangochi and 45 
in Dedza have been trained in the CTC approach. Another 
864 and 403 community growth monitoring and 
community health volunteers (in both districts) have been 
trained in active case finding of acute malnutrition and 
referred to health facilities. 1,106 Community Leaders have 
been sensitized about the program and oriented on how to 
assist volunteers and follow-up treated children.   
 
Exit strategy 
Save the Children began the hand over process to local 
authorities in December 2006. By March 2007, Save the 
Children staff was reduced to four technical staff, one data 
entry clerk and two drivers. A district CTC support team, 
with Save the Children and Ministry of Health staff is in 
place and meets monthly. Refresher trainings have been 
organized for all health workers in the district. A 
Memorandum of Understanding between Save the 
Children and the Ministry of Health will be developed to 
clearly define roles and responsibilities and time frames for 
critical activities. 
 
Remaining challenges for sustainability include lack of 
government vehicles for transporting RUTF, lack of 
nurses and medical assistants to carry out the medical 
assessments and lack of essential drugs to treat severe 
acute malnutrition. Strong commitment from the senior 
district management team to provide resources and 
supervision for the implementation of the CTC approach 
will be key to maintaining a quality program in the long 
term. Establishing strong linkages with home based care 
groups, having a clear program development plan at the 
onset with District Health Office involvement and a 
realistic timeframe for the support of specific program 
activities and standards, are crucial for successful hand-



over and long term sustainability in Mangochi and Dedza. 
Save the Children plans to maintain the support team until 
September 2007.  
 
Policy environment 
At a national level, there are two nutrition forums - the 
CTC Learning Forum and the Targeted Nutrition 
Program. The meetings are convened and chaired by high 
level officials from the Ministry of Health. The Ministry 
has facilitated the development of CTC guidelines, which 
are expected in April 2007 and has a policy in place for 
managing malnutrition in infants and young children for 
the period 2005-2010. The ministry will be directly 

implementing CTC in two districts without NGO support. 
District health offices were encouraged to include CTC 
activities in their district implementation plans for the 
2007-2008 fiscal year, including training of staff, and 
procurement of supplies. Local production of RUTF 
started in 2001 in Blantyre and there are currently at least 
two local producers in country. The Clinton Hunter 
foundation has offered to cover RUTF needs for the entire 
country in 2007 to boost the scaling up and local 
production.  
 
Contact: Joseph Ulaya, julaya@mw.savechildren.org 

 
PART 2:  Applications of the CTC Model 
 
Malawi: Nutrition intervention for chronically sick adults using RUTF in Mangochi, 
research with Valid International 
By Paluku Bahwere and Hedwig Deconinck 
 
Malawi is one of the countries most affected by 
HIV/AIDS. In 2003, the estimated prevalence in the 15-
49 years age group was 14 percent and Malawi’s life 
expectancy as a result has fallen from 54 years (before 
HIV/AIDS) to 39 years. The pandemic is reducing the 
productivity of the most active age group and killing 
parents and caregivers, leaving children orphaned or in the 
care of grand-parents and other family members. 
 
Background 
Malnutrition is frequently the first AIDS-defining 
condition and is associated with increased risk of death for 
both patients on ART and patients not yet on ART. The 
reason people with HIV/AIDS become malnourished is 
because they have increased nutritional requirements, 
which is compounded by reduced food intake, mal-
absorption and loss of nutrients. An increase in food 
insecurity due to a loss of income and working capacity 
and other factors, related to HIV/AIDS further 
exacerbates the situation. A panel of experts that evaluated 
the ART program outcomes in Malawi agreed that pre-
existing malnutrition played a key role in causing early 
mortality from HIV/AIDS and suggested early nutritional 
support as a potential intervention to reduce this early 
mortality.  
 
Program design 
In February 2006, Save the Children and Valid 
International started a research project to provide nutrition 
care to chronically sick adults in Mangochi as a follow-on 
to an earlier study conducted in Selima (Valid and Concern 
Worldwide). Using an adapted CTC framework, acutely 
malnourished individuals are identified and treated through 
home based care structures and community volunteers. All 

participants receive routine cotrimoxazole and a daily 
ration of 500g (2600 kcal) of locally produced RUTF. 
Participants are counseled and encouraged to go for VCT. 
Community workers and volunteers from more than 10 
community-based organizations have been trained in the 
diagnosis of acute malnutrition in adults and the provision 
of nutrition care using RUTF. 403 chronically sick adults 
have been admitted in the program. 
 

 
Woman carrying a ration of locally produced RUTF, Mangochi, 
Malawi 
 
Preliminary results from the pilot study (N: 64) shows that 
the proportion of those who refuse to eat the RUTF 
because of taste is very limited. The median weight gain 
after two weeks was 1.1 kg. After two months 67 percent 
were physically active. The program also had a substantial 
impact on uptake of HIV/AIDS services, which is still 
very low in Malawi where 83 percent of adults are still 
untested.6 Prior to admission, nine out of 220 or 4 percent 
of all chronically sick adults enrolled in the program had 

 10



been tested for HIV. After enrolment, 102 out of 220 (46 
percent) were tested, of which 98 (96 percent) tested 
positive. Likewise, three out of 220 (1.4 percent)  
chronically sick adults were on ART prior to admission, 
and currently 53 out of 220 (24 percent) are on ART. 
 
Program results 
This research will suggest that nutrition care to chronically 
sick people using CTC outpatient care with RUTF can 

prevent early mortality from HIV/AIDS and help 
chronically sick adults resume their productive life lives and 
continue to support their families. In addition, nutritional 
rehabilitation provides an opportunity to encourage 
chronically sick adults and their partners to access VCT 
services and start ART. 
 
Contact: Paluku Bahwere, Paluku@validinternational.org 

 
Pakistan: Community-based Nutrition Program in Allai Tehsil.  
By Mohibullah Wahdati 
 
Background 
The Allai valley is in an especially remote and rugged 
pocket of Pakistan’s Himalayan mountains and is one of 
the 10 least developed areas of Pakistan. In this highly 
conservative culture, women rarely venture outside the 
mud walls of their homes, and prior to the earthquake  
local communities did not permit the presence of any 
NGOs or development agencies. Within the first weeks 
following the devastating October 8th 2005 earthquake, 
Save the Children began providing relief, rehabilitation, 
and later development support to children and families in 
Batagram district. A multi-sectoral survey conducted by 
Save the Children in Allai Valley in March 2006 found 
rates of global and severe acute malnutrition in children 
under 5 years of 12.5 percent and 5.4 percent respectively. 
45 percent of the surveyed children were underweight and 
61 percent were stunted. Micronutrient deficiency is also a 
very serious problem in this region. 
 
Program design 
In January 2007, as the agency transitioned from relief to 
rehabilitation and development programming, a 
community-based nutrition program following the CTC 
model was initiated. The aim of the nutrition program is to 
decrease mortality and morbidity related to acute 
malnutrition and micronutrient deficiencies of children 
under 5 years and pregnant and lactating mothers. As soon 
as the community-based management of acute 
malnutrition has been set up and integrated into the 
existing health services, the program will concentrate on 
improving micronutrient intake.  
 
The Community-based nutrition program will cover the 
Allai sub-district (Tehsil) with a population of 175,000, 
including 28,000 children under the age of 5. Thirty health 
workers from 13 health facilities and 210 health and 
nutrition promoters will be trained in how to manage acute 
malnutrition.  Thirteen basic health units will be operating 
as outpatient care facilities for acutely malnourished 
children and serve as “nutrition hubs” housing 
community-wise nutritional surveillance data. Community 
health and nutrition promoters, hired from the local 

communities, will educate community members about the 
importance of maternal and child nutrition and the 
fundamentals of good caring and feeding practices. Village 
health committees supported by Save the Children will 
identify and prioritize community health and nutrition 
concerns, and suggest and implement change. The rural 
health center in Bana, Allai (currently managed with the 
support of Save the Children), will operate as a referral in-
patient facility for complicated cases of severe acute 
malnutrition.  
 
The program will be implemented in a phased manner, 
starting in a cluster of 60 villages, and integrated in the 
rural health center in Bana and two basic health units in 
Rashang and Bateela, which are more accessible than the 
rest of the sub-district. After three months of successful 
implementation in the first cluster, the remaining areas of 
the sub-district will be targeted - covering 120 villages and 
10 basic health units.  
 

 
A health facility post-earthquake impact in Allai Valley, Pakistan 
 
The community-based nutrition program will be closely 
linked with the established Save the Children livelihoods 
and school health and nutrition programs. The large 
community mobilization component will also serve the 
primary health care program that will soon be initiated by 
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Save the Children. The nutrition program is funded and 
supported through private funds. 
 
The CMAM guideline and strategy document adapted to 
the Pakistan context is available upon request. Hopefully 
the sharing of this document will encourage discussion and 

enhance learning and exchange between those interested 
and involved in CMAM. 
 
Contact: Mohibullah Wahdati, 
mwahdati@savechildren.org.pk 

 
Bangladesh: Community-based management of malnutrition, Pilot project in Barisal.  
By Ireen Chowdhury Akhter, Anuradha Harinarayan, SM Younus Ali and Sheikh Shahed Rahman 
 
Background 
The integrated food security program called “Jibon O 
Jibika”, which means life and livelihood, is implemented in 
three coastal districts of Barisal in collaboration with Helen 
Keller International, NGO Forum, and the Cyclone 
Preparedness Program of the Bangladesh Red Crescent 
Society, with funding from USAID Title II. A baseline 
survey conducted in July 2005 found that 25 percent [23.5 
to 27.5] of children under the age of 2 years were wasted. 
(<-2 Weight for Height)   
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Figure 10: Trend in admissions, exits and number registered in 
SAM services, Barisal (June to December 2006).  

Program design 
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In June 2006, a community-based nutrition program, called 
Community-based Management of Malnutrition (CMM), 
was developed to be implemented alongside an Integrated 
Management of Childhood Illness program which includes 
growth monitoring and promotion (GMP). The project 
began in 20 pilot sites, across 11 sub-districts (upazilas) in 
the districts of Barisal, Bhola and Patuakhali, covering a 
population of 863 children under the age of 2 years. It is 
estimated that 96 percent of children under the age of two 
are currently registered and attending the monthly GMP 
sessions. Community health volunteers identify severely 
malnourished children during the monthly GMP sessions. 
These children are then followed up with a weekly medical 
exam, RUTF, and intensive nutrition counseling. 
Vaccination status is updated but no antibiotic is provided. 

Weekly Nutrition Counseling is also provided to caregivers 
of children who are underweight (<-2 Z Weight for Age) 
to improve care seeking and feeding practices at home.  
 
Program results 
So far 48 out of 863 (5.6 percent) children under the age of 
2 years with uncomplicated severe acute malnutrition have 
been identified and admitted to the program. Figure 10 
shows the trend in admissions, exits and number registered 
in the severe acute malnutrition services between June and 
December 2006. By the end of January 2007 only 53 
percent of the children were cured, which is well below the 
Sphere standards (>75 percent) – see figure 12. 4 percent 
of the children did not respond to the treatment, that is, 
they did not improve sufficiently to be discharged. 
However, the program uses adapted exit protocols and is 
implemented in a developmental context - indicators are 
therefore not fully comparable with Sphere standards. 

42%

5% 0%

53%

Cured rate

Mortality rate

Defaulter rate

Non response rate

 

Figure 11: Severe acute malnutrition treatment outcomes among 
children <2years, Barisal(n=48) (June to December 2006) 

Follow-up of non responders provided some insight into 
possible reasons for non-response:   
• Frequent illness. No presumptive antibiotics were 

given to the children with severe acute malnutrition, 
which meant that underlying infections could have 
prevented children from responding effectively to 
the RUTF. 

• Mothers did not give enough time to feed the child 
and the consumption of RUTF was consequently 
poor.  

• The exit criteria were based on MUAC gain into the 
green zone (MUAC=>125mm),  which is longer 
time to achieve than expected. 

mailto:mwahdati@savechildren.org.pk


 
Government and community capacity building 
Basic training was provided to 20 community health 
volunteers and Save the Children staff on CTC with 
technical assistance from Valid International. To establish 
a referral system and appropriate management of severely 
malnourished children at sub-district, district and 
divisional level hospitals, Save the Children sponsored a 
training on “WHO standard guidelines for the 
management of severely acute malnourished children” for 
23 medical staff of each referral hospital (including nine 
Upazila Health Complexes, two Sadar Hospitals, one 
District and one Divisional hospital).  
 
Next steps 
The current pilot size is small and will be expanded to 
learn more about effectiveness and appropriateness of 
management of severe acute malnutrition in the 
Bangladesh context. Moreover, to improve treatment 
outcomes, presumptive antibiotic treatment of underlying 
infections for all severely malnourished children will be 
incorporated in the treatment protocol through the 
Community Case Management (CCM) intervention. Exit 
criteria of severe acute malnourished cases will be reviewed 
and adapted based on evidence and the treatment protocol 
for moderate acute malnutrition will be reviewed. A long 

term follow-up for severe and moderate underweight 
children in the program will also be established. 
 
As in Pakistan, a CMAM guideline and strategy document 
adapted to the Bangladeshi context, is available upon 
request and is a learning tool for country offices and staff 
involved in piloting CMAM programs. 
  
Contact: Ireen Chowdhury Akhter, 
ireen@savechildren.org 
 

 
 

A happy recovered child in Barisal 

 
Ethiopia: Management of severe malnourished orphans and vulnerable children with 
HIV/AIDS  
By Alem Greiling 
 
Background 
In February 2007, Save the Children began a new pilot 
project in collaboration with Intra Health International 
and with technical support from Valid International, to 
treat Orphans and Vulnerable Children (OVC) with severe 
acute malnutrition and HIV/AIDS, using the CTC 
approach. The project is being implemented in Addis 
Ababa and in Oromia region where Intra Health, Save the 
Children and their partners have OVC programs. In both 
locations, 16 health centers, each covering a population of 
about 30-40,000, were prioritized based on need.  
 
Program design 
Children who have severe acute malnutrition and show 
symptoms of HIV/AIDS are tested for HIV/AIDS and 
depending on their CD4 count, will be given ART. Since 
the start of the program, 60 children have been admitted 
for treatment. Children with moderate acute malnutrition 
are referred to the food distribution sites. Currently, 
children with complications are sent to one of the four 
overloaded government hospitals in Addis Ababa, where 
the care is likely to be poor. Once cured, OVCs will be 
referred to Save the Children’s High Risk Corridor 

Initiative program, which promotes long term and 
sustainable development activities.  
 
Government and community capacity building 
By working within the existing health facilities, the 
program is building the capacity of health facilities to 
provide services for the management of severe acute 
malnutrition through the provision of training, technical 
support and close supervision. The training on Integrated 
Management of Neonatal and Childhood Illnesses 
(IMNCI) and Pediatric HIV/AIDS, now includes the 
management of severe malnutrition. Community 
volunteers are also trained to identify and screen 
malnourished children and refer them to the health centers 
for treatment. So far, 52 health professionals from 10 
health centers and 201 community volunteers have been 
trained to immediately implement this approach in their 
respective health facilities. An assessment of the health 
facilities has been conducted to evaluate the capacity to 
admit children with complicated severe malnutrition. 
 

Contact: Alem Greiling, agreiling@savechildren.org.et
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Mozambique: Community-based management of severe acute malnutrition in 
development  
By Tina Lloren  
 
Background 
In Mozambique there is evidence of a growing problem of 
severe acute malnutrition. While overall rates of wasting on 
a national level have decreased to 4 percent7, the rates of 
severe acute malnutrition are high in regions where 
HIV/AIDS prevalence is high. The proportionally high 
rates of severe acute malnutrition compared to overall 
wasting rates may be attributed to increased numbers of 
pediatric AIDS and children affected by HIV/AIDS.  
 
Since 2003, the Government of Mozambique, in close 
collaboration with UNICEF, has introduced RUTF in 
seven pediatric day hospitals to treat severe acutely 
malnourished children with HIV. Medical staff have 
observed a dramatic improvement in the nutrition and 
health status of the children given RUTF, and the 
Government of Mozambique has established a monitoring 
system to augment the observations with rigorous data.  
 
In addition, the government is in the process of creating 
new national guidelines for the treatment of severe acute 
malnutrition that incorporates both facility-based 
(inpatient) and community-based (outpatient) protocols. In 
conjunction with the new guidelines, the Minister of 
Health has mandated the Nutrition Department to 

establish a nutrition rehabilitation program in all provinces 
of the country. The design will include community-based 
management of severe acute malnutrition and locally-
produced RUTF.  
 
Program design 
Save the Children and UNICEF are collaborating with 
Valid International to deliver technical assistance to the 
Government of Mozambique as they introduce the new 
protocols and a nutrition rehabilitation program 
nationwide. Nampula Province, where Save the Children 
has had significant programmatic presence for more than 
10 years, is slated to be a learning site for the national roll 
out. Save the Children plans to conduct operations 
research across a spectrum of HIV/AIDS, health, and 
food security programs in conjunction with the 
community-based nutrition rehabilitation program. The 
operations research will examine, for example, timely case 
identification, management, and follow-up of severe acute 
malnutrition, pediatric AIDS cases, and other childhood 
illnesses, including malaria, diarrhea, pneumonia and 
community-based newborn care. 
 
Contact: Tinal Lloren, tlloren@dc.savechildren.org 

 
Haiti: Integrating management of acute malnutrition into the community nutrition 
program, pilot project.  
By Darline Raphael and Paige Harrigan 
 
Background 
Initial reports from the 2006 Demographic and Health 
Survey for Haiti indicate that national rates of global and 
severe acute malnutrition have as much as doubled in the 
last five years to 9.1 percent and 2.2 percent respectively. 
Even though Haiti is not currently considered to be in an 
emergency, the levels of malnutrition point to a situation 
that requires immediate attention.  
 
The current treatment of severe malnutrition in Haiti, 
which follows standard WHO facility-based protocols, has 
a number of constraints: many families live far from health 
care facilities or cannot afford services; hospitals often run 
out of therapeutic milk and children can be hospitalized 
for a period of about 30 days, requiring caregivers to be 
away from the other children in the household for 
extended periods.  
 
Save the Children implements a food security program in 
the Artibonite and Central Plateau departments of the 
country, where the prevalence of acute malnutrition is 

among the highest in the country. Save the Children 
recently carried out a rapid survey of 703 children in the 
food security program impact area and found that 4.2 
percent of children had a MUAC under 110mm. Results 
from both of these studies highlight the need to address 
acute malnutrition. 
 
Program design 
In April 2007, Save the Children will initiate a pilot 
Community-based Management of Acute Malnutrition 
(CMAM) program within its existing USAID Title II 
funded Food Security program. This pilot will build upon 
lessons learned from other countries where Save the 
Children has adapted the CTC model to manage acute 
malnutrition. The learning will be further enhanced by 
working in partnership with other organizations in Haiti 
and pilot sites will extend to the Western department, to 
the mountainous commune of Léogane and into the 
greater Port-au-Prince metropolis, specifically the urban 
settings of Delmas and Pétionville.  
 



The CMAM pilot will be carried out under the support and 
guidance of the Director of Nutrition of the Ministry of 
Public Health and will integrate the treatment of severe 
acute malnutrition into existing community and facility 
health services. Children with SAM will be identified in the 
Growth Monitoring and Promotion sessions, where 
MUAC measurements and oedema screening will be 
introduced. Children with SAM will be referred to the 
health facilities for admission and treatment in inpatient or 
outpatient care. 
 
After recovery, the children will be integrated back into the 
existing community nutrition program. Save the Children 
will work through 11 health facilities and two hospitals. 
Ministry of Public Health staff and community health 

workers and volunteers will be trained in the CMAM 
protocols. 

 
The six-month pilot will begin in April 2007, followed by 
an external evaluation. A national-level workshop will be   
conducted with the Ministry of Health, UNICEF, and 
local and international NGO partners to share results and 
collaborate on taking community-based management of 
acute malnutrition to a larger scale in Haiti. Save the 
Children also plans to investigate opportunities to work 
with a local producer of RUTF for larger scale production 
at lower cost.  
  
Contact: Darline Raphael, draphael@savechildren.org, 
Paige Harrigan, pharrigan@savechildren.org 

 

PART 3: Infant and Young Child Feeding in Emergencies 
The Lebanon crisis 
By Ali Maclaine, Consultant 
 
Following the July 2006 conflict in Lebanon, over 900,000 
people or one quarter of the population were internally 
displaced. In the affected villages and in temporary shelters 
for the displaced people there was a lack of clean water, 
poor sanitation, lack of electricity, cooking gas and 
cooking facilities. Infant feeding practices in pre-conflict 
Lebanon showed an increased trend in mixed feeding with 
formula and a declined trend in exclusive breastfeeding. 
During the early humanitarian response, relief items 
distributed to the conflict affected communities included 
infant formulas and commercial infant complementary 
foods.  
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The assessment during the conflict and after the cessation 
of hostilities identified violations of the International Code 
of Marketing of Breast-Milk Substitutes and of the 
Operational Guidance for Emergency Relief Staff and 
Program Managers on Infant and Young Child Feeding in 
Emergencies. Local and international NGOs distributed 
infant formula, commercial baby foods, bottles and teats 
and dried milk powder. Formula milk was distributed 
regardless of the age of the infant and without ensuring 
access to safe preparation measures and long term needs 
(see case study). There were no systems or programs in 
place to protect, promote and support breastfeeding.  
 
A rapid purposive assessment of 20 mothers found that 
the conflict had negatively affected breastfeeding practices: 
five mothers stopped breastfeeding completely, and eight 
mothers started mixed feeding and/or reduced 
breastfeeding. The main reasons given were stress and lack 
of quality food reducing their breast milk. These reasons 
are actually myths but unless tackled, they reduce the 

mother’s belief in her ability to breastfeed, which in turn 
leads to a reduction in breastfeeding. 
 

 

Case study 
This baby pictured here is two and a half months 
old. After birth, her mother breastfed for 10 days 
but then gave up due to lack of breast milk, so she 
was on formula feeding before the conflict. While 
in a shelter for internally displaced people, the 
mother was given a tin of Fabimilk II (she should 
have received Fabimilk I according to the infant’s 
age). As she could read the language on the tin she 
didn’t give it to her baby. The tin had one month 
until the expiry date. In addition, the mother 
received a bottle and normal powdered milk. The 
baby had had diarrhoea in the past seven days and 
was unwell.  

 

mailto:draphael@savechildren.org
mailto:pharrigan@savechildren.org


During the acute phase of the emergency, Save the 
Children created breastfeeding corners and mother-to-
mother support systems to encourage lactating mothers to 
continue breastfeeding. Following the return of the 
displaced population to their place of origin, a Primary 
Health Care program was initiated, supporting five clinics 
of the Imam Sadr Foundation (local NGO). The infant 
feeding component of the program included:  
 
a) The promotion of exclusive breastfeeding through a 

distribution of breastfeeding promotion leaflets in 
coordination with the Lebanese Alliance for 
Breastfeeding Action  
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b) Capacity building of nurses on Infant Feeding in 
Emergencies 

c) The promotion of safe formula feeding and 
distribution of cups and hygiene kits 

d) Advocacy for the adoption of the Infant and Young 
Child Feeding policy at national level.  

 
In September 2006 the Lebanese Ministry of Public Health 
announced a joint statement with WHO, UNICEF and the 
Ministry of Social Affairs on the need for improved Infant 
and Young Child Feeding practice. 
 
The experience in Lebanon underlines the need for 
advocacy and awareness campaigns on the International 

Code of Marketing of Breastmilk Substitutes and the 
Operational Guidance amongst all partners involved in 
emergency response. The Code and Operational Guidance 
should be part of the orientation package for operational, 
logistic and technical staff that could be presented as an 
extension of the Infant Feeding in Emergencies section of 
the international Sphere Humanitarian Charter. From the 
onset of the crisis, there is a need to have an integrated 
strategy promoting and supporting breastfeeding, and at 
the same time addressing the needs of formula fed infants. 
 

 

International Code of Marketing of Breastmilk 
Substitutes and relevant WHA resolutions 

 
The International Code was adopted in 1981 by the World 
Health Assembly 5. The aim of this Code is to encourage 
safe and adequate nutrition for infants through the 
protection and promotion of breastfeeding practices, and 
ensuring the proper use of breastmilk substitutes, when 
these are necessary, on the basis of adequate information 
and through appropriate marketing and distribution.  The 
Code sets out the responsibilities of the manufacturers and 
distributors of breastmilk substitutes, health workers, 
national governments and concerned organizations in 
relation to the marketing of breastmilk substitutes, bottles 
and teats. 

 
Emergencies in Indonesia  
By Randa Wilkinson 
 
Save the Children Indonesia has been involved in two 
emergency nutrition interventions over the past 12 
months; one in response to the May 27th 2006 Earthquake 
in Yogyakarta, Central Java, and the other in response to 
the flooding in Jakarta during February 2007 which 
displaced over 400,000 people. 

Earthquake response, Yogyakarta  

A rapid assessment on infant feeding was conducted 
immediately following the earthquake and highlighted that 
mothers were converting to formula feeding due to lack of 
breastfeeding support and free distribution of infant 
formula. Many types of infant formula and complementary 
drinks and foods were donated by private companies, 
foreign governments and NGOs and distributed through 
community leaders and health workers. Numerous 
violations of the International Code of Marketing of 
Breastmilk Substitutes were documented.  

In the immediate aftermath of the crisis, Save the Children 
trained 800 school teachers in 100 schools as part of its 
Basic Education program. UNICEF-trained volunteer 
community health workers were deployed as lactation 

counselors to promote breastfeeding and support mothers 
with feeding problems. An infant and young child feeding 
nutrition program was later designed for infant and young 
child feeding for the protection, promotion and support of 
breast feeding.  

Flood Response, Jakarta 2007 

In collaboration with local partners, Save the Children set-
up decentralized community kitchens to provide food and 
drinking water to 4,300 displaced people in the worst 
affected areas of Jakarta. Nutrition interventions targeting 
children under 5 years of age included distributions of 
locally available foods based on recipes adapted for young 
children and health and nutrition promotion. Violations of 
the International Code were also identified during this 
crisis.  

Apparently there still is a long way to go in raising the 
awareness of the general public and relief workers about 
protecting and supporting breastfeeding, the dangers of 
breastmilk substitutes, and the adherence to the 
International Code: a photo in the Jakarta Post, on 
Wednesday, February 7th, 2007 shows Miss Indonesia 



handing out items to families affected by the flooding. The 
recipient is standing in muddy water up to his shins and 
the caption reads "HELPING HAND: Miss Indonesia 
hands over two boxes of infant formula and blankets to a 

flood victim in Jakarta". One has to wonder where the 
water will come from to reconstitute the formula, how the 
bottle and teat will be sterilized, and what will happen with 
the infant who received the formula milk gift thereafter. 
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Breast Milk versus Breast Milk Substitutes in emergency situations 
At any time the cliché ‘breast feeding is best’ is true and especially during emergencies when supporting and promoting 
breastfeeding should be an agency’s first-line response. Breast milk lack breast milk’s precise balance of nutrients, they are more 
difficult to digest, may be wrongly prepared, do not protect against illness and if contaminated may carry infection leading to 
higher mortality. Even in the best, most hygienic conditions, artificially-fed babies are five times more likely to suffer diarrhoeal 
diseases. In an emergency situation, even where bottle feeding is not normally associated with increased mortality, infant feeding 
methods can become an issue of life or death. Unsanitary, crowded conditions, a lack of safe water and a lack of facilities for 
sterilization for feeding bottles means that artificially fed infants have more than 20 times the chance of dying from diarrhea and 
other infectious diseases than those who are exclusively breastfed. Moreover, during an emergency, people may not be able to 
obtain enough formula to feed their baby adequately because they are cut off from markets or because of the cost. In practical 
terms, during an emergency it is vital to promote and support breastfeeding. When there is a need for the provision of breast milk 
substitutes they should be purchased following an assessment of need and then targeted only to those that need it, along with 
providing education and monitoring of the infants in accordance with the Operational Guidance on Infant and Young Child 
Feeding in Emergencies.   
 

Technical Updates 
 
PART 1: Save the Children technical news and publications 
  
CTC Working Group  
 
In early 2004, Save the Children technical advisors 
developed a working group to follow global developments 
in the treatment of acute malnutrition in emergencies, and 
explored the potential impact of those developments for 
Save the Children's broader health and nutrition portfolio. 
Working group members consisted of representatives from 
the Office of Health, the Hunger and Malnutrition Unit, 
and the Emergency and Protection Unit.  
 
Building upon agency experience with CTC in Ethiopia 
and Sudan, the working group co-hosted a large 
international conference with Concern Worldwide and the 
FANTA Project in March 2004. The conference convened 
representatives from governments, bilateral agencies, 
multilateral agencies and NGOs from across the world to 
explore the state of the art in treating acute malnutrition, 
and outline next steps in the global agenda8. For 
proceedings from the workshop, please see: 
www.ennonline.net/docs/CTCreport.pdf  

In late 2004, the group secured private initiative funding to 
support several pilot activities and to further mainstream 
developments in acute malnutrition within the agency - 
this funding has been used to support pilot activities in 
Malawi, Bangladesh, Mozambique and Haiti, including the 
development of this newsletter. Several publications are 
expected in the coming months and year. We are in the 
final year of funding, and hope to secure additional funds 
in the near future.  
 
Working group activities have slowed down over the past 
six months, but our agency’s position in the global 
dialogue on acute malnutrition and our portfolio of 
activities continues to grow. Moving forward over the 
coming year, particularly as we move into the new agency 
strategic plan, we hope to re-invigorate the working group 
and continue to explore this important agenda across 
departments.

Emergency Health and Nutrition 
Strategy  

On June 20 2006, Children in Emergencies and Crisis 
(CEC) and the Office of Health held a consultative meeting 
to establish consensus on priority programmatic  
areas of focus for Save the Children in emergency health 
and nutrition. 

The team discussed global trends in emergency health and 
nutrition and the main challenges and gaps during 
humanitarian responses, and reviewed in-house capacities 
and expertise. 

http://www.ennonline.net/docs/CTCreport.pdf
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The team discussed what Save the Children’s role and 
strategic priorities should be within the areas of child 
health, nutrition and reproductive health in emergency 
settings and what Save the Children will not do. A Public 
Health and Nutrition in Emergencies Strategy Paper was 

drafted based upon the outputs of the consultative 
meeting, and is being finalized. The final version will be 
shared and posted on Savenet as a component of the five 
year agency wide strategy.

 
Emergency Health and Nutrition Capacity Building  
 
As an essential component of global emergency 
preparedness, Save the Children is committed to building 
the capacity of technical staff in country offices in 
emergency health and nutrition. In collaboration with the 
Office of Health, CEC has designed a long-term capacity 
building plan designed to: 1) develop working knowledge 
and basic skills within the emergency health and nutrition 
technical areas identified in Save the Children's strategic 
emergency response framework; 2) support emergency 
response at the country and regional level; and 3) impart 

continued knowledge and skills development. During the 
first phase, three regional emergency health and nutrition 
training workshops, co-facilitated by the Centers for 
Disease Control, Atlanta will be organized. The five-day 
workshop will introduce participants to standard practice 
in public health and nutrition in emergencies, including 
emergency assessment and programming modalities. The 
first training will take place in Bangkok June 25-29, 2007 
for representatives from Asia and Mideast/Eurasia. 

 
Emergency Nutrition Toolkit 
 
An Emergency Nutrition toolkit has been developed for 
program managers and emergency nutritionists involved in 
assessing emergency nutrition situations and designing, 
implementing, monitoring and evaluating emergency 
nutrition programs. The purpose of this consolidated 
toolkit is to have essential information and documents at 
hand when responding to emergencies. The files include 
guidelines, position papers, generic templates or examples, 

training modules and essential reading. The toolkit will be 
further developed over time. It is expected that future 
versions will include Save the Children USA and Alliance 
emergency strategies and position papers, and Inter-
Agency Standing Committee Nutrition Cluster  tools to 
improve the overall impact of emergency nutrition 
interventions and hence the humanitarian response. The 
toolkit will be made available on CD-Rom and on Savenet 
in the near future. 

 
Defining Health Research Priorities on Malnutrition  
 
The World Health Organization Child and Adolescent 
Health and Development department and the Child Health 
and Nutrition Research Initiative have invited technical 
expert groups to define research priorities to help address 
the Millennium Development Goal  Four -  to reduce 
global child mortality by two thirds by 2015. Save the 
Children USA is a member of the expert group on 

malnutrition. Other expert groups focus on pneumonia, 
diarrhoea, preterm delivery, neonatal infections, birth 
asphyxia, malaria, measles, HIV/AIDS and injuries. The 
outcome of this exercise will be published in an 
international journal with papers on health research 
priorities for each of the 10 leading causes of child deaths 
globally. 

 
School Feeding Position Paper  
 
Save the Children UK and USA have developed a position 
paper on school feeding to clarify the evidence 
surrounding school feeding programs and provide 
guidance to country offices with regard to when school 
feeding may or may not be an appropriate intervention. 
The main rationale for school feeding today is to improve 
educational outcomes (food for education) by attracting 
pupils (especially girls and increasingly orphans and 
vulnerable children) to school and by increasing their 

attentiveness while at school, by reducing short term 
hunger. Research shows that school feeding has little 
impact on children’s growth and since it doesn’t target the 
younger most at risk children, it cannot be justified on 
nutritional grounds. Careful consideration is needed when 
deciding whether and how to implement a school feeding 
program in any context, but especially during emergencies 
where the usual programmatic constraints are likely to be 
exacerbated. After final approval, the paper will be 
circulated. 

 



Early supplementary feeding to prevent the development of kwashiorkor, research  
Fenn B, Deconinck H and Mason F 
 
The risk of dying once kwashiorkor has developed is very 
high. If early detection and supplementation of pre-
kwashiorkor cases is associated with a decrease in 
kwashiorkor incidence, this could have a significant impact 
on health care provision and prevent unnecessary deaths. 
The early detection of kwashiorkor remains the stumbling 
block.  

  
Child with Kwashiokor, Malawi 

 
A pre-study on precursor signs of Kwashiorkor was 
conducted in the Mangochi District in Malawi, where the 
incidence of oedematous malnutrition is high. The pre- 
study analyzed information available from the Mangochi 
CTC program and Malawi 2005 national survey data. The 
survey data indicated that the important risk factors for 
kwashiorkor, after adjusting for other child characteristics, 
are: having a MUAC less than 125mm (greater association 
with increasing severity), and having had diarrhoea in the 
past two weeks. Other known risk factors include: young 

age, previous confirmed kwashiorkor episode, having a 
sibling within one year of spacing, presence of three or 
more siblings under the age of five. The pre-study provides 
some information on increased risk for kwashiorkor but 
more research is needed. 
 
Based on a review of the international literature and the 
findings of the pre-study in Malawi, Save the Children 
USA and UK have developed a research protocol to 
determine whether early supplementary food given to 
children at risk of kwashiorkor can prevent the 
development of oedematous malnutrition. Imbedded in 
the intervention study is a longitudinal study on pre-cursor 
signs of kwashiorkor. The intervention study design is a 
cluster randomized trial (CRT) to be conducted in a 
district, where the rates of kwashiorkor are high. All health 
facilities with severe acute malnutrition services will be 
randomly assigned as intervention or control group. 
Children in both groups will receive the conventional 
treatment - nutrition education, micronutrient 
supplementation and vaccination updates, Voluntary 
Counseling and Testing and soap.  
 
The intervention group will receive in addition a 
supplementary food ration. The supplementary food ration 
will consist of a fortified blended food, pre-mixed with oil 
and sugar and a multiple micronutrient powder. From each 
cluster, children at risk of developing kwashiorkor will be 
recruited to enter the study. All children in both groups 
will be followed up during weekly visits to the health 
facility and will exit the study after six months. Incidence 
of oedema, weight change, MUAC gain, and incidence and 
length of illness will be compared between the two groups. 
Save the Children USA and UK will be identifying a 
research site and funding for this study. 

 
The promise of a community-based approach to managing severe malnutrition: A 
case study from Ethiopia  
Chaiken M, Deconinck H and Degefie T. Food and Nutrition Bulletin. 2006; 27 (2): 95-104; 
www.unu.edu/unupress/food/FNB_v27n2.pdf 
 
This paper assesses the effectiveness of the CTC strategy 
based on Save the Children’s experience in SNNPRS, 
Ethiopia in 2003-4. The article provides a historical 
background and rationale for CTC and a detailed 
description of the CTC program in SNNPRS. Monitoring 
data, nutritional and coverage surveys carried out during 
and after the emergency crisis, show that the majority of 
children admitted to the program were cured and 
discharged (88 percent), the program coverage was 
excellent (78 percent and 87 percent for outpatient and 
supplementary feeding programs respectively) and there 

was a marked trend toward the reduction of mortality 
among children under 5 years and in the prevalence rate of 
severe malnutrition. These results compare very favorably 
with the Sphere Project guidelines, which target rural 
coverage rates at more than 50 percent and cure rates at 
above 75 percent. The success of the CTC program was 
attributable in part to the technical expertise and 
appropriate aid that were directed to these communities. 
But it was also largely a result of the high level of local 
participation in the planning and implementation of the 
CTC program e.g. the network of outreach volunteers and 
the involvement of community leaders, which are reflected 
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in the high levels of participation and low levels of 
withdrawal from the  program (only 2.3 percent defaulted). 
The authors believe that wider implementation of 
community-based care has the potential to foster the 

transition from effective emergency to development 
programming, and that future application of CTC 
strategies should examine the feasibility of this goal at the 
planning stages. 

 
LQAS for rapid nutrition assessments in emergency settings: Results from a field 
validation in West Darfur, research  
Deitchler M, Deconinck H and Bergeron G. Submitted for publication 
 
The Lot Quality Assurance Sampling (LQAS) method for 
rapid nutrition assessments were field tested first in 
Ethiopia in June 2003 (FANTA Project, Catholic Relief 
Services and Ohio State University) and field validated in 
West Darfur, Sudan in September-October 2005  (FANTA 
Project and Save the Children), to determine if LQAS is an 
appropriate sampling method for emergency health and 
nutrition indicators.   
 
To respond to an emergency, it is essential to have reliable 
data about the health and nutrition status of the 
population within a short period of time. The multi-stage 
30x30 cluster survey is the method most commonly used 
to assess a population’s nutritional status during 
emergencies. Although it provides statistically reliable 
results, it takes time and is expensive. LQAS is an 
alternative sampling method which is increasingly being 
used in international health because it requires a much 
smaller sample size:  predicting dichotomous (yes/no) 
outcome uses binary distributed data rather than normally 

distributed data, which relies on a smaller sample size. 
LQAS can therefore save significant amount of time and 
money during the data collection.  
 
The field validation showed that the LQAS designs (33x6 
and 67x3 cluster surveys) are as reliable as the 30x30 
cluster survey in terms of point estimates and 95 percent 
Confidence Intervals for child and household level 
indicators, however not for indicators relating to mortality. 
LQAS methods also allow for hypothesis testing of global 
acute malnutrition prevalences at 10, 15, and 20 percent 
thresholds with a known amount of statistical error. The 
main benefit of the LQAS methodology is that it saves 
substantial time and resources, since it only requires a 
sample size of around 200 compared to 900 needed for the 
30x30 design. In conclusion, the LQAS design provides a 
reliable, timely and economical alternative for conducting 
nutrition surveys in emergency settings to estimate global 
acute malnutrition, however not to estimate mortality. 
Further information is available upon request. 

  

  
The LQAS team, Sudan 
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Inter-Agency Standing Committee Global Nutrition Cluster Working Group: Update  
 
As part of the United Nations reform, the Cluster 
approach was initiated by the Inter-Agency Standing 
Committee to strengthen humanitarian assistance. The 
Cluster Approach aims to improve the predictability, 
timeliness, and effectiveness of humanitarian response, and 
pave the way for recovery. It strengthens leadership, 
coordination and accountability in key sectors where gaps 
in humanitarian response have been identified. One of the 
10 gaps identified was Nutrition. The Global Nutrition 
Cluster Working Group was therefore launched in March 
2006 covering as well food security and livelihoods. The 
Cluster approach is initiated at the field level when a need 
is identified during an emergency response. The Cluster 
Approach is piloted in four countries (Democratic 
Republic of Congo, Uganda, Somalia and Liberia) and has 
been implemented in several emergencies e.g. Pakistan 
earthquake, Somalia drought, Mozambique flood. 
 
The Global Nutrition Cluster is headed by UNICEF 
(Coordinator, Bruce Cogill) and the working group is 
comprised of UN and NGO partners as well as civil 
societies and donors. The main activities of the working 

group have concentrated on identifying gaps in emergency 
nutrition response and addressing those, covering 
coordination, essential nutrition interventions, capacities in 
coordination and nutrition in emergencies, preparedness 
and response triggers, assessment, monitoring and 
surveillance, and emergency supplies.  Save the Children 
has been an active member in the sub-working groups for 
assessments and capacity building. The outputs to date 
include a multi-sectoral initial rapid assessment tool that is 
reviewed by other sectors and will be submitted to the 
Office for the Coordination of Humanitarian Affairs 
(OCHA) for final endorsement. Numerous research 
initiatives relating to emergency nutrition were reviewed 
and accepted by the sub working groups. Research on 
WHO 2006 growth standard interpretation for emergency 
nutrition interventions, benchmarking for decision making 
and others are ongoing. Updates will be made public and 
available on the website. The total package of essential 
tools will be consolidated in a Nutrition Cluster toolkit 
that will be made public and will feed into the Save the 
Children emergency nutrition toolkit. 
www.humanitarianinfo.org/iasc/content/cluster/nutrition 

 
Interagency review of emergency supplementary feeding programs, research 
 
Save the Children UK initiated an extensive retrospective 
study of over 80 blanket and targeted supplementary 
feeding programs implemented by 16 agencies, to review 
the impact and effectiveness of emergency supplementary 
feeding programs. The results of the study will be made 
available in May 2007, but preliminary results suggest the 
following:  
o Reporting systems were very deficient and action is 

needed to improve these systems; 
o Overall when using Sphere indicators to measure 

impact, 69 percent of the programs showed a recovery 
rate greater than 75 percent. However, when an 
indicator of non-responders, including transfers, was 
added, then only 39 percent of the programs showed a 
recovery rate greater than 75 percent.  

o Measuring impact at the population level was more 
difficult to assess. The global to severe acute 
malnutrition ratio however did not support the 
supplementary feeding programs’ objective of 
preventing the development of severe acute 
malnutrition.  

 
During the discussion of the preliminary findings it was 
suggested that a central repository of this data is necessary 
and that this initiative of reviewing efficiency of 

supplementary feeding programs should continue. Further 
recommendations will be made within the report to be 
disseminated in May 2007. Save the Children USA 
contributed both with financial and human resources to 
move this research agenda forward.  
 

 
 
Water source in West Darfur, Sudan
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Research on the relationship between MUAC and Weight-for-Height measurements 
of acute malnutrition, research 
 
Save the Children UK has initiated a research to review 
more than 600 anthropometric data sets from about 
500,000 children, to provide a better understanding of the 
relationship between MUAC and Weight-for-Height 
measurements of acute malnutrition and prevalence rates 
using the different indicators and populations (NCHS 
growth references versus WHO 2006 growth standards).  
This research will determine the extent to which MUAC 
and Weight-for-Height provide similar estimates of 
moderate and severe acute malnutrition, and if  the same 
children are identified as malnourished; if the relationship 

between MUAC and Weight-for-Height varies according 
to body shape; if the relationship between MUAC and 
crude mortality rate and Under five mortality rate varies in 
different surveys from different populations; and to assess 
the relation between Weight-for-Height in the 
WHO/NCHS reference and WHO 2006 standard 
populations. The findings of this research will improve the 
interpretation of anthropometric survey data and the 
choice of response. Preliminary results are expected in May 
2007. Save the Children USA contributed data for this 
study. 

 
Using the WHO 2006 growth standards in emergency nutrition, operational implications 
and recommendations 
 
The World Health Organization (WHO)’s 2006 growth 
standards (referred to here as the WHO standards) were 
released in April 2006 and are based on data from a multi-
center international study and reflect how children grow 
under optimal conditions. As such, they are designed as a 
standard rather than just a reference and can be used for 
individual diagnoses and international comparisons. WHO 
is advocating their adoption as a replacement for the 
currently used international growth reference, produced by 
the National Center for Health Statistics, Center for 
Disease Control and Prevention, and WHO in 1978 
(referred to as the NCHS reference).  
 
Authors Andrew Seal and Marc Kerac in an article 
published in the British Medical Journal Online8 
assess the implications of adopting the WHO 2006 
growth standards in combination with current 
diagnostic criteria in emergency and non-emergency 
child feeding and nutrition programs. Secondary data 
from three standardized nutrition surveys (n=2,555) 
collected in refugee camps in Algeria, Kenya and 
Bangladesh were re-analyzed using the NCHS reference 
and WHO 2006 standard anthropometric cut-offs.  
 
Important differences were observed in the weight for 
height cut-offs used for defining acute malnutrition. These 
vary according to a child’s height and according to whether 
z score or percentage of the median cut-offs are used (see 
figures). Thus if applied and used according to current 
practice in nutrition programs, the WHO standards will 
result in a higher measured prevalence of severe acute 
malnutrition during surveys, but paradoxically, a decrease 
in the admission of children to emergency feeding 
programs and earlier discharge of recovering patients. The 
expected impact on case fatality rates of applying the new 
standards in conjunction with the current diagnostic 
criteria is unknown. The authors conclude that a full 

assessment of the appropriate use of the new WHO 
standards in the diagnosis of acute malnutrition is urgently 
needed and that this should be completed before the 
standards are adopted by organizations that run nutrition 
programs targeting acute malnutrition.  
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Save the Children’s recommendations for using WHO 
standards in emergency nutrition and feeding 
programs are summarized as follows: 
(Also refer to HMU Technical Note No 1, updated version 
to be circulated soon) 
 
For Nutrition Surveys report results of anthropometric 
surveys using both the NCHS/WHO reference and the 
WHO standards. The extra analysis will facilitate 
communication with the widest range of audiences. This 
will enable us to compare prevalence rates with past survey 
results and will prepare the way for future interpretations. 
Moreover, it will provide valuable insights in levels of 
nutritional status expressed in terms of the new growth 
standards. In comparing results over time, be sure the project uses 
the same populations. In the likely event that a baseline or 
midterm survey was analyzed using the NCHS/WHO 
reference, it may be advisable to re-analyze that data using 
the WHO standards. For highlights on nutrition 

information in emergencies, see the updates on the 
Nutrition Information in Crisis Situations (NICS) website: 
www.unsystem.org/SCN/Publications/html/rnis.html. 
 Also kindly forward emergency assessment reports to 
scn@who.int. 

 
For nutrition intervention proposals, until further 
notice, use the reference prevalence rates for calculating 
estimates for enrolment to selective feeding programs until 
further understanding on implications of standard 
prevalences. 
 
For selective feeding program admission and 
discharge, abide by the use of reference cut offs until 
further studies on implications have been conducted. 
Increasingly, community-based selective feeding programs 
use MUAC as referral and admission criteria, hence the 
implications of change from reference to standard 
population cut-offs will be minimal. 

 
PART 2: External technical news and publications 
  
Preventing and controlling micronutrient deficiencies in populations affected by an 
emergency. Multiple vitamin and mineral supplements for pregnant and lactating 
women and for children aged 6 to 59 months.  
Joint statement by WHO, WFP and UNICEF 
 
UNICEF and the World Health Organization have 
developed two daily multiple micronutrient formulae, one 
for pregnant and lactating women and one for children 
aged from 6 to 59 months, which they recommend should 
be given in emergency settings: All pregnant and lactating 
women should be given one dose a day (equivalent to one 

Recommended Nutrient Intake) whether they receive 
fortified rations or not. Children aged 6-59 months should 
be given one dose a day when fortified rations are not given 
and two doses a week when fortified rations are given. 
www.who.int/nutrition/publications/WHO_WFP_UNIC
EFstatement.pdf 

Infant and Young Child Feeding in Emergencies, Operational guidance for emergency 
relief staff and programme managers, version 2.1 Feb 2007 
 
The aim of the documents is to provide concise practical 
but non-technical guidance on how to ensure appropriate 
infant and young child feeding in emergencies. The 
document assists with the practical application of 
international principles, standards, and guidelines on 
Feeding Infants and Young Children in Emergencies. It 
focuses on infants and young children under 2 years of age 
and their caregivers, recognizing their particular 
vulnerability in emergencies. This document was updated 
in February 2007. Twenty agencies have declared support 

to the Operational Guidance, version 2.1, including Save 
the Children. One change in version 2.1 relates to iron 
supplementation in malaria endemic areas. The 
Operational Guidance includes the recommendation that 
since iron supplementation can be harmful when a child 
has malaria, children in malaria endemic areas should first 
be tested and treated for malaria before receiving iron 
supplements.  
www.ennonline.net/ife/ops.html  

 
Nutrisurvey for SMART Emergency Nutrition Assessments, Software 
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The purpose of this software is to make nutrition 
assessments and mortality rate calculations in emergency 
situations as easy as possible. It contains all necessary 
calculations in one program. The software has different 
sheets for planning, training, data entry, results, and a 

report output, following the steps of a survey. The 
updated version includes the new WHO standard 
population for anthropometry. The website is developed 
in close collaboration with Dr R. Gross and Prof M. 
Golden for the SMART initiative. www.nutrisurvey.de/ 

http://www.unsystem.org/SCN/Publications/html/rnis.html
mailto:scn@who.int
http://www.who.int/nutrition/publications/WHO_WFP_UNICEFstatement.pdf
http://www.who.int/nutrition/publications/WHO_WFP_UNICEFstatement.pdf
http://www.ennonline.net/ife/ops.html


Community-based Therapeutic Care Training and Training Modules  
 
The CTC manual was published in September 2006. 
Training modules to accompany the CTC manual are 
currently being developed and will be in draft form by May 
2007. To support the roll-out of the CTC model in 
emergencies and development settings (CMAM), UNICEF 
and WHO have been updating the inpatient care training 
materials to include community-based outpatient care. 
WHO and UNICEF will update manuals and guidelines 

and integrate community-based outpatient care with the 
in-patient care protocols.  
 
The CTC manual is available on the websites of Valid 
International, Concern Worldwide and the FANTA 
Project, www.fantaproject.org. The CTC training materials 
will be posted on the same websites as soon as available.  

 
 

Issue 1 Editor: Hedwig Deconinck, Emergency Nutrition Advisor  
 

For further information or to join Save the Children’s  
emergency nutrition mailing list, please contact:  

Natalie Roschnik, Emergency Nutrition Documentation Specialist, nroschnik@savechildren.org or  
Toby Stillman, Health and Nutrition Advisor, tstillman@dc.savechildren.org  

 
 

 
Save the Children 
54 Wilton Road 

Westport, Connecticut 06880 
1-800-728-3843 
1-203-221-4000 

 

Save the Children is the leading independent organization creating lasting change for children in need in the United 
States and around the world. For more information, visit savethechildren.org. Save the Children USA is a member 

of the International Save the Children Alliance, a global network of 28 independent Save the Children organizations 
working to ensure the well-being and protection of children in more than 110 countries. 
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