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Community-based management of 

severe acute malnutrition

The challenges for programme and product and 

of keeping them together!

Tanya Khara, Nutrition section, UNICEF Headquarters
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Why do we treat SAM?

ÁñNearly 20 million children under five suffer 
from severe acute malnutritionò 
(WHO/UNICEF/SCN/WFP Joint Statement 2007)

Á This is an estimate at one point in time. 
Potentially 40 million every year.

ÁDepending on reporting mechanisms, 
classification of cause of death, and HIV 
status, estimates of deaths directly 
attributable to severe acute malnutrition 
have varied from 0·5 million to 2 million 
annually (Bhutta Z. Treating acute malnutrition where it 

matters. Lancet 2009).3



History of Community-based management 
of SAM

ÁResponse to challenges of centre-based care for 
the management of SAM. 

Á 1999 Ready-to use therapeutic food developed
Á 2000 1st community-based pilot programme in 

Ethiopia 
Á 2001-2005. Community-based approach 

developed and evidence collected from 21 
community-based programmes (Malawi, Ethiopia, 
Sudan & Niger)

Á 2005 Evidence from 25,000 children treated 
reviewed and approach endorsed by UN 
agencies. 

Á 2006 onwards Expansion and scale-up in 
countries with involvement of various agencies, 
NGOs and government. 
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5Source: Webb and Gross, Wasted time for wasted children, The Lancet April 8, 2006

Magnitude of óSevere Wastingô Around the 
World ïnot only in emergencies

Source: Webb and Gross, Wasted time for wasted children, The Lancet April 8, 2006



Community-based management of 
Severe Acute Malnutrition (SAM)
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Á A community-based approach to treating 
SAM
ÁMost children with SAM without medical 

complications can be treated as outpatients at 
accessible, decentralised sites using RUTF and 
simple medical protocols.

ÁChildren with SAM and medical complications are 
treated as inpatients with F75 and medical care.

ÁCommunity outreach for community involvement 
and early detection and referral of cases

Á Also known as community-based therapeutic 
care (CTC), ambulatory care, home-based 
care (HBC) for the management of SAM 
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Core Components of CMAM
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Principles of Community-based 
Management of SAM

1. Maximum access and coverage

2. Timeliness

3. Appropriate medical and nutrition care 

4. Care for as long as needed



1. Maximise access and coverage
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Bringing treatment to the local health 
facility and the home
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Ready -to use Therapeutic 
Food

Á Nutritionally equivalent to 
F100 milk (used for second 
phase of inpatient care). 

Á Very low water content 
(activity) so resists bacterial 
contamination ïi.e. is safe 
for disease vulnerable 
children.

Á Given as complete diet 
according to weight of child



Simple outpatient protocols for the 
majority of children

Initial:

Á Measurement, Medical check and appetite test (referral if required)

Á Vitamin A, Routine Antibiotic, De-worming, Measles vaccination, Anti 

malarial

Á 200Kcal/kg/d RUTF
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Á Orientation for carer on 

giving RUTF, antibiotic, 

basic hygiene & provision 

of other clinic services

Weekly visits to clinic:

Á Medical check & appetite 

test

Á Weight monitoring

Á 200Kcal/kg/day RUTF

Length of stay about 60 days



2. Timeliness: Catching malnutrition early

Inpatient 

care

SAM



Using simple tools: MUAC

ÁCommunity level identification essential for 
early presentation

Á Transparent & understandable measure

Á Facilitates work of community-based case-
finders 
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3. Appropriate medical and nutritional care
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Based on anthropometric assessment, medical 

assessment and appetite test by health worker.



4. Care for as long as needed

ÁMaking treatment accessible at low 
opportunity cost allows children to stay in 
programme until fully recovered (minimises 
defaulters)

Á Imperative to integrate all aspects of the 
service into the health system so that care is 
not provided only in an emergency

Á Link of community-based management of 
SAM with programmes to address moderate 
acute malnutrition and on prevention of 
malnutrition (e.g. infant feeding support)
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Progress and Challenges

Á Policy

Á Programming

Á Supplies and Logistics

Á Funding
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Policy level - Progress

ÁConsensus on need for the community-based 
approach (agencies, donors, NGOs) wherever 
inpatient care cannot reach the majority of 
children

Á Increased acceptance of MUAC for admission 
and for measurement during surveys to allow 
estimation of need.

Á 17 West Africa, 17 East Africa, 6 Asia and 2 
middle east and north Africa countries (total 
42 countries) finalized or drafted national 
guidelines including the community-based 
approach for management of SAM.  18



Policy level - Challenges

Á SAM not always recognised as problem (not 
identified in surveillance systems) - requires 
identification of the problem and advocacy.

ÁUncertainty on the global burden of SAM:

ÁCalculation of incidence (not measured in surveys and  
fluctuating prevalence) 

Á Lack of consensus on associated mortality especially in 
the Asia context. 

ÁGap in cost effectiveness data for advocacy

ÁReluctance on use of imported foods

ÁCriticism that treatment takes focus from 
prevention
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Programming - Progress (1)

Á Global guidelines and training resources available 
including incorporation of infant feeding orientation 
into trainings.

Á Collaboration on joint trainings WHO, UNICEF, 
UNHCR, FANTA and on support for planning and 
scaling up.

Á WHO inpatient training materials modified to reflect 
the community-based approach

Á Multi-country sharing of experience of trying to 
integrate and scale-up the approach (FANTA 2008) 
and good documentation of progress on reaching 
children with SAM in selected countries (e.g. Malawi, 
Ethiopia, Niger)
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Example of increased capacity to treat SAM

Treatment capacity 3500 in 2003, 18480 in 2006. 

In 2009 over a year 180,000 children were treated. 



Programming ïProgress (2)
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Procurement of RUTF and F100 (off shore)
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Programming challenges (1)

Á Capacity of health systems to take on treatment of 
SAM in terms of staffing, logistics, monitoring and 
supervision requires that a more holistic systems 
strengthening approach be taken

Á Focus on product rather than programme leading to 
poor quality implementation due insufficient 
attention to training and the above. 

Á Difficulties in evolving from a new treatment 
approach to one which forges links and reinforces 
wider preventative interventions

Á Integration of training in the approach into national 
and international health worker training curricula
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