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Immediately after the 11 September 2001 World Trade
Center attacks, all available medical personnel rushed to their
hospitals with no planning and no reserve. In the event that
this had produced mass casualties (versus mass fatality), the
medical system would have collapsed completely from exhaus-
tion in 24-36 hours: during the early phase, many of the awake
and alerted personnel who responded had very little to do. This
disorganization and lack of efficiency possibly could have
increased the likelihood of illnesses, injuries, and deaths, due to
lack of resources during the later stages of response.

The authors propose assessing a medical response to a
disaster from the point of view of optimizing the overall
response (while potentially sub-optimizing various subsets
or specific aspects) with the end goal of reducing overall
mortality and morbidity, not merely during the first 24-48
hours, but throughout the entire response. This assessment
will be based on the use of various techniques, including
those associated with operations research, as well as those
methodologies used for analyzing and optimizing complex
processes, such as used by the Toyota Corporation's "Just in
Time" manufacturing philosophy.
Methods: Using such a "systems-approach model", a mind-
set adopted from the engineering and business worlds, the
disaster response can be thought of in terms of a system of
inputs (personnel, material, skill sets) and outputs (medical
services, delivery of milestones) that drive the medical
response. Published data of disasters from conventional to
biological attacks was charted, and hypothetical scenarios
on a time continuum was displayed using a Gannt chart.
Results: Intervals of time denoting the use of specific per-
sonnel, skill sets, and materiel are displayed, as well as
times rendering medical services and disaster "milestones",
or critical points in the response timeline such as arrival of
first medical team on scene.
Conclusion: The key benefit derived from this approach is
the ability to determine what skill sets and materiel are
needed during a response.
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Community-based Therapeutic Care in Ethiopia: A
Public Health Approach for the Treatment of Severe
Malnutrition
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Introduction: Previously, the treatment of severe malnutri-
tion during nutritional emergencies has focused on thera-
peutic feeding centers. Such centers often are costly, slow
to set up, reach only a small proportion of the affected pop-
ulation, and produce high costs for families. The aim of
this research is to assess the impact of a new public health
approach for the treatment of severe malnutrition.

The principles of community-based, therapeutic care
(CTC) are: (1) improved coverage and access to services
through decentralizing treatment sites and enabling home-

based treatment; (2) timely provision of services and early
identification of malnourished children; and (3) improved
local capacity to identify and manage acute malnutrition.
Hypothesis: During nutritional emergencies, a CTC strat-
egy can treat severely malnourished children effectively,
and quickly achieve high coverage.
Methods: The study was conducted in Northern Ethiopia
in 2003-2004. The design was a prospective cohort of all
children treated in the Concern Ethiopia CTC program.

The CTC program consists of: (1) mobilization and
outreach; (2) the Supplementary Feeding Program (SFP);
(3) the Outpatient Therapeutic Program (OTP); and (4)
the Stabilization Center (SC).

In mobilization and outreach, traditional structures and
mother-to-mother networks mobilized communities and
referred children to the program. Employed outreach
workers followed-up with children at home.

In the SFP, moderately malnourished children and
those discharged from the OTP received a ration of sup-
plementary food and routine medicines fortnightly.

In the OTP, severely malnourished children with
appetites and no medical complications were admitted for
outpatient treatment. Children attended one of 18 decen-
tralized distribution sites weekly. Sites were set up through
local health facilities. Children received a medical and
nutritional assessment, ready-to-use therapeutic food
(RUTF), standard routine medicines, and treatment for
any additional medical conditions.

In the SC, clinical and nutritional criteria (lack of
appetite and presence of medical complications) selected
children that required inpatient treatment. These children
were referred to the district hospital where treatment based
on standard World Health Organization protocols for
phase one management was provided until appetite
returned and complications treated.
Results: From January 2003-January 2004, 590 severely
malnourished children (<70% weight-for-height and/or
bilateral edema and/or Mid-Upper-Arm Circumference
< 11.0cm) were treated in the CTC program.

Of these, 74.5% were discharged recovered, 9.7%
defaulted, and 7.5% died. A further 8.3% were discharged
non-recovered to the SFP after four months in the OTP
without attaining discharge weight. In June 2003, coverage
was estimated using a stratified design, with strata defined
using the centric systematic area sampling approach and
active case finding. Coverage was estimated at 77.5% (95%
Confidence Interval 65.7-86.2).

All these results meet international Sphere standards for
therapeutic care.
Conclusion: The CTC performs well against international
standards for therapeutic care and can achieve high cover-
age of the target population with minimal disruption to
families.
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