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Executive Summary
Rationale and objectives of the meeting
In the East Asia and the Pacific Region (EAPR), despite economic growth and achievements in
health and nutrition indicators, maternal and child undernutrition rates and burden remain
extremely high. The annual estimated number of cases of severe wasting in EAPR countries is
over six million, but the indirect coverage of the treatment of Severe Acute Malnutrition (SAM) is
less than 2%. Prevention and management of acute malnutrition is therefore a large unfinished
agenda in this region.
As part of a broader effort by UNICEF and partners to raise awareness and promote commitment
to the issue, the “Regional Consultation on Prevention and Treatment of Severe Acute Malnutrition
in East Asia and the Pacific” was held in Bangkok, Thailand, on June 24-26, 2015. The meeting was
organised by the UNICEF East Asia and Pacific Regional Office (EAPRO). Participants included
government representatives, UNICEF staff from headquarters, regional offices and EAPRO country
offices, staff from other United Nations (UN) agencies such as the World Food Programme (WFP)
and the World Health Organization (WHO), Non Governmental Organisations (NGOs), such as Save
the Children, Action Against Hunger (ACF-UK) and Alive & Thrive (Vietnam), Institute de Recherche
pour le Développement (IRD), academia (University of Louvain) and donors.
The objectives of the consultation were to:
(1) discuss the latest evidence on nutrition-specific and nutrition-sensitive delivery platforms and
models for the prevention and treatment of acute malnutrition, with a special focus on SAM;
(2) examine the strengths and challenges of the currently implemented approaches in the
region, with a focus on SAM management;
(3) identify the importance of acute malnutrition within the larger nutrition operating
environment, and the integration into national systems and existing coordination
mechanisms at country level.
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Results
Global evidence and directions: Despite the increased political commitment and a more
unified international nutrition community, SAM is still under-emphasised by both donors and
countries. This is particularly the case in EAPR. If left untreated, SAM in early childhood can lead to
dire short-term consequences, such as a 12-fold increased risk of dying1, 2 or higher likelihood of
contracting infectious diseases. Children with wasting are also more likely to become stunted. It
can also affect various developmental processes that may predispose affected children to chronic
disease later in life and cause cognitive deficits. Consequently, more efforts need to go into the
prevention of SAM, and if not prevented, SAM needs to be treated as any other disease. Treating
SAM is not only the right of every wasted child, but it is also critical for national development.
Integrated Management of Acute Malnutrition (IMAM), which in this document has been
considered equivalent to Community-based Management of Acute Malnutrition (CMAM), has
been shown to be the most effective and preferable approach to manage acute malnutrition.
IMAM should be fully embedded within health systems. IMAM has four components: inpatient
care of SAM, outpatient management of SAM, management of Moderate Acute Malnutrition
(MAM) and community mobilisation. Those components are linked to health systems delivery
platforms. However, such platforms are different in each country. This implies that each country
will implement a context-specific variation of IMAM. Community-based platforms are not yet
widely used in the context of IMAM in this region and require special attention.
The IMAM approach is based on principles of access and coverage. Emphasis should therefore
be placed on the expansion and quality of the programme; on progressive integration in the
health system, including education, training and supervision of human resources; on universal
availability, quality and safety of the therapeutic products through registration as medical
products, incorporation in the essential medicines lists and inclusion in health budgets, as well as
through standardised supply chain management; and on better information systems.
Prevention of acute malnutrition: In addition, better linkages between prevention and
management programmes for acute malnutrition should be established. It will require addressing,
directly or indirectly, the two main immediate causes of malnutrition through high quality
Infant and Young Child Feeding (IYCF) counselling programmes and disease prevention and
treatment programmes. While treatment strategies for SAM are well established, further evidence
is still needed for prevention of acute malnutrition and management strategies for MAM in
development settings, especially in infants younger than 6 months.
Nutrition-sensitive interventions and programmes in WASH, health, agriculture, social safety
nets, early childhood development and education have enormous potential to enhance the
scale and effectiveness of nutrition specific-interventions. Moreover, targeted agricultural and
social protection programmes can have a large role in resilience and in mitigation of potentially
negative effects of global changes and man- made environmental changes. In addition, they also
have a role in supporting livelihoods, food security, diet quality, and women’s empowerment, and
in reaching with high coverage nutritionally at-risk households and individuals.
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Wasting and stunting: Acute malnutrition is linked to an increased risk for stunting. The current
low level of coverage for the management of SAM is likely to be limiting the optimal linear
growth of millions of children in this region. Evidence does not support the separation of wasting
and stunting into acute and chronic conditions or humanitarian and development contexts as
both can occur over a number of months in an individual child and are found in any context.
SAM management should also be considered in the agenda for stunting reduction. Indeed, all
forms of undernutrition should be addressed with one package of interventions. Using the same
frameworks and strategies for prevention and treatment of stunting and acute malnutrition
would avoid duplication of efforts that might lead to increased budgets or unnecessary funding
gaps, among other negative consequences, but as mentioned above, further articulation and
refinement is needed of the specific programmatic strategies for prevention of acute wasting
adapted to different contexts - development, fragile, and emergency.
Global recommendations: Acute malnutrition is included as a disease in the WHO International
Classification of Disease (ICD-10, 2015), and the definitions will be updated and made clearer in
ICD-11, due to be issued in 2018. In addition, in 2013 WHO updated the guidelines for treatment
of SAM, by including recommendations in the following priority areas: 1) admission/ discharge
criteria, 2) where to manage children with SAM and oedema, 3) use of antibiotics, 4) vitamin A
supplementation, 5) therapeutic feeding approaches, 6) fluid management with and without
shock, 7) management of HIV and 8) identifying and managing infants less than 6 months of age.
WHO is now updating the manual on the management of SAM and the WHO Training Course on
SAM, and has developed a recommended drug list.
Regional overview: The coverage of the treatment of SAM is very low (less than 2% in the
nine countries with treatment programmes which reported in 2014) due to policies, protocols,
programmes and systems not being in place, limited investment from both governments and
partners, and in some cases a low level of awareness and commitment to the issue. Many of
the countries are at initial stages of IMAM programmes. National IMAM protocols are mostly
incomplete, outdated (several national guidelines have not yet incorporated the 2013 WHO
guidelines) or, while updated, are not yet approved. Often SAM management services are
delivered in high-risk areas in emergency contexts, and some then cease when the emergency
is over. In addition, some pilot programmes have started and been discontinued or never scaled
up. Four countries are now in process of scaling up. Nowhere is IMAM fully integrated within the
health system. Up to now, only a few countries from the East Asia and Pacific region have reported
governmental contribution to funding supplies. Only one country has incorporated Ready-to-Use
Therapeutic Foods (RUTFs) on the essential medicines list and some others have reported having
an indicator in Health Management Information Systems (HMIS) for SAM. The country data also
revealed many gaps, and countries were encouraged to pursue efforts to address these gaps over
the coming year.
In some countries, there has been a tendency to consider SAM an emergency issue, but the vast
majority of children affected with SAM actually live in non-emergency settings. There is a great
need therefore for SAM treatment to be prioritized in the development context. At the same time,
when emergencies occur, this should also be seen as an opportunity to expand and strengthen
SAM treatment. Governments should take the lead in coordinating efforts and bring humanitarian
and development sectors together to provide better assistance that can build the resilience of
vulnerable communities and systems to shocks, and use emergency programmes as an entry
point for longer term sustainable programmes and systems.
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Since IMAM should ideally be integrated within the health system, it is crucial to focus on the
building blocks of the health system and consider IMAM through a health systems strengthening
lens. During the meeting, the six key building blocks of the health system were explained and the
specificities of IMAM within each were discussed in detail. The outcomes are summarised here:
1- Governance, coordination, advocacy and policy: Health governance includes health policy
formulation, legislation, advocacy, coordination and accountability among all stakeholders.
In order to obtain political will, domestic political leadership is essential. Also, coordination
among stakeholders and sectors is essential to agree on and harmonize guidance, policies,
approaches and financial support mechanisms. Lastly, advocacy efforts need to be carried
out to ensure adequate implementation and accountability, integration of IMAM protocols
into existing national policies, increase in governmental budget allocation for IMAM and
incorporation of IMAM into other sectorial policies, such as food security or development
policies. In some countries advocacy for increased external funding may also be needed as an
interim measure to catalyse government investment.
2- Financing and costing of IMAM: Financing of the various ingredients of IMAM might not
often come from the same resource allocation and purchasing mechanism. Therefore, several
entry points need to be identified in existing policy and budget processes. It is essential
nonetheless that each government progressively integrates the various ingredients for SAM
management into financing systems. Moreover, it is advisable to include IMAM in an essential
health package. Advocacy efforts to integrate IMAM into the financing system are essential
as the financing process is mainly a political process. As part of this process, there is a need to
create consensus-building spaces at the political level, build partnerships, generate evidence
including sound costing estimates, prepare valid statements regarding the rationale for the
costs involved in managing SAM and communicate strategically.
3- Service delivery: In order to design and plan SAM treatment services at scale, some key
steps need to be followed: estimate the yearly burden (incidence) and distribution of SAM,
identify stakeholders, carry out assessments that feed into planning scale up and bottleneck
analysis of service delivery, develop a plan for scaling-up IMAM and develop an information
management system, a monitoring plan and a performance review process. A number
of minimum requirements for IMAM service delivery are considered essential, including
decentralised care, with access for poor and difficult to reach populations, a basic package of
health services that offer patient-centred care, quality of care, community engagement, links
with other health and nutrition services, links with the private sector as well as link with other
community services. Lastly, a bottleneck analysis should be carried out and potential solutions
should be identified and implemented to address the bottlenecks.
4- Health workforce: For an IMAM programme to be delivered by an adequate and wellperforming health workforce, it is essential to ensure physical and social coverage of the
actors, including their presence in urban and rural populations, remote and difficult to
reach populations and population groups from different socio-economic backgrounds. This
workforce should have the appropriate competence and motivation. This last factor often
depends on satisfactory remuneration, work environment and systems support. In addition,
knowledge is a key factor in stimulating motivation among the workforce.
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5- Knowledge and information systems: Prior to deciding how to obtain the right information,
it is crucial to decide what information is needed to design, implement, monitor and/or
evaluate the IMAM programme. In order to run a high quality IMAM service, there is a need
for different types of information at different times. The information that we obtain should be
valuable to understand and address barriers to access. Ultimately, the information should be
useful to make decisions about how to overcome those barriers and improve the programme
as a whole. Information on IMAM implementation needs to be progressively incorporated
within health management information systems.
6- Infrastructure, equipment and supplies: At the global level, countries are confronted
with the problem that the products for IMAM (including RUTFs and therapeutic milks) are
considered or registered as food products and not medicines. Among other consequences,
in some countries the products cannot be reimbursed by the health insurance scheme
because they are not on the essential medicine list listed as medicines. WHO will be initiating
the process to include RUTF and the therapeutic milks in the WHO Model List of Essential
Medicines. This list compiles medicines, nutraceuticals and other health products that satisfy
the priority health care needs of a population. Countries are encouraged to advance national
processes for registration and listing of the products in their national medicine lists, given
the large burden of SAM cases in the region. With regard to the global regulatory status of
products used for SAM treatment, the next stage will be to facilitate better international
regulation. This will require the development of international standards (Codex) in addition to
the inclusion of these products on national essential medicines lists.
One of the measures to prevent or solve supply bottlenecks is to maintain the supply chain
through registration of RUTFs as an essential supply/commodity, utilisation of the forecasting
tool, improvement of programme target calculations, maintenance of minimum stock
levels, implementation of a contingency planning for emergencies as well as reductions in
access, improvement of systems to communicate stock levels and ordering and support of
appropriate stock management and storage conditions. In addition, local production of RUTFs
should be considered to solve bottlenecks. However, local RUTF manuacturing depends
heavily on the import of ingredients and suffers from the lack of infrastructure and a weak
legal framework. Misconceptions on local RUTF manufacturing, RUTF recipes and pricing are
widespread.
Other additional sessions of the consultation included information regarding UNICEF’s IMAM
bottleneck analysis process, local production of RUTFs, advocacy for SAM management, coverage
surveys, Mid Upper Arm Circumference (MUAC) and Weight For Height (WFH) and admission/
discharge criteria, development of IMAM protocols, strengthening of community engagement for
IMAM as well as implementation research needs and opportunities.
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Actions to be taken by countries in the East Asia
and the Pacific region
The meeting provided a platform for discussion on how severely malnourished children can
access timely and appropriate treatment at scale, through building on national systems and
strengthening national capacity and partnerships for both treatment and prevention. It provided
general steps for governments to integrate and institutionalise the treatment of SAM within the
health system. Country representatives shared many ideas and commitments with the rest of
participants. Furthermore, government and UNICEF representatives developed a framework of
action for the short (2015) and long term (2016) that included objectives, actions, partners and
necessary support. These frameworks can be found in this meeting report (section 4).
The key actions and recommendations identified during the meeting focused on the following:
1. Prevention: There is a need to address both treatment and prevention of acute malnutrition.
Prevention is the starting point, and more effort is needed to analyse the specific drivers of
persisting SAM and MAM cases in each context, and to tailor and document approaches. As
the first line of prevention, IYCF practices need to be improved, with a focus on improving
complementary feeding through increasing affordability and accessibility of nutritious
foods (incl. food that is locally available). Linkages with nutrition-sensitive interventions for
prevention need to be strengthened, as treatment alone will not address wasting. There is a
need to think beyond the nutrition silos.
2. MAM management approaches: There is a need to identify contextually appropriate
approaches to MAM and how they should be implemented, with a focus on IYCF and disease
prevention interventions for most development contexts. Context-specific distribution of
special nutritious foods and cash may also be needed.
3. Advocacy: Policy and advocacy components of SAM prevention and treatment need to be
systematically addressed, requiring the collection of various type of evidence, to work with
partners and build consensus. Key advocacy messages include repositioning SAM as a disease,
and explaining acute malnutrition as a contributing factor to stunting.
4. Protocols: There is a need to contextualise protocols, guidelines and frameworks, update
them with the latest evidence and turn them into approved policies. IMAM protocols need to
correctly reflect the 4 components of services (Inpatient, outpatient, community engagement,
and MAM management) and need to have both technical and operational components. IMAM
protocols need to be simplified, user-friendly and practical. There needs to be a vision for
scale-up, using a phased but integrated approach.
5. Scale up, institutionalisation and resilient services: There is a need to scale up services in
both humanitarian and development contexts, and to fully institutionalise IMAM into the
health service system. Also, there is a need to ensure high burden areas for SAM are targeted,
as well as high prevalence areas, aiming at building resilient services, especially in high risk
areas (e.g. emergency prone areas).
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6. Systems strengthening: There is a need to apply systems thinking to sustainably prevent
and manage SAM. Systems thinking is critical to achieve integration and effective coverage.
It looks at the whole system instead of a part (or a set of parts). It helps gain insights on
interactions, synergies and unintended effects that can be turned into benefits. It also helps
long-term and holistic planning, which is essential to promoting sustainability.
7. Information: Improving information systems and management is critical. It is important
to collect the right type and amount of information and to use it. The bottleneck analysis
approach can be used and adapted to improve the quality and coverage of services. All
countries are encouraged to aim towards a much more complete picture through their 2015
NutriDash database and it is hoped that the next report will show an acceleration of treatment
scale up.
8. Community mobilisation: Opportunities should be used to empower communities and
strengthen community systems, with a focus on optimising the use of existing platforms and
structures to integrate SAM prevention, screening and follow up. In the absence of existing
community-based structures and programmes in which IMAM could be integrated, service
delivery at health facility level still needs to be implemented.
9. Costs: Integration of the cost for management of acute malnutrition into different financial
systems at national and sub-national levels should be considered.
10. Products: High burden countries should look at local production of RUTF. A taskforce was
recommended to be created. Further support from UNICEF’s Supply Division will be provided.
SAM products need to be included in essential medicines lists. In addition, the supply chain
management needs to be improved.

Limitations
Many of the government representatives were technical staff and others who might not be able
to take political decisions. However, based on the discussions of the meeting, they can now carry
out advocacy activities to create an enabling environment for political decisions to be taken and
policies and guidelines to be prepared and endorsed. There is a need for this meeting report to
be shared with decision makers and advocacy to be pursued so that IMAM can be again at the
highest level on the political agenda.
This meeting report does not intend to give detailed information from all presentations, but aims
to summarise the key points. However, sufficient details have been included so that the report
can also be used as a technical resource in the region, given the current relatively low levels of
awareness and capacities in most countries.
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1-AN INTRODUCTION
TO INTEGRATED
MANAGEMENT OF ACUTE
MALNUTRITION (IMAM)
IMAM, the unfinished agenda
Despite the rapidly growing economies in the East Asia and Pacific Region (EAPR), there is still
a huge burden of Severe Acute Malnutrition (SAM). Out of 7 million wasted children under 5
in the region, 2.5 million are severely wasted at any single point (prevalent cases). Moreover,
there are around 6 million annual incident cases of severe wasting in the region. If left untreated,
acute malnutrition can lead to dire short-term consequences, such as the 12-fold increased risk
of dying or higher likelihood of contracting infectious diseases1, 2. In addition, other long-term
consequences are increased risk for stunting, possible later overweight and NCDs and impaired
cognitive development that will have a negative impact on these children and on their countries.
“After studying data more closely, it is very striking that in many countries of the region – including
in the big cities and even the upper middle-income countries - that we still have this large burden of
SAM. SAM is an under-emphasized topic. This is a big unfinished agenda of SAM. Let’s bring focus
and attention to this issue.”
Christiane Rudert, Regional Nutrition Advisor, UNICEF, EAPRO
Wasting requires intervention both for prevention and for treatment. When dealing with the
treatment of SAM, there is a need for both nutritional and general paediatric health care. SAM
needs to be treated as any other disease. Treating SAM is not only the right thing to do and it is
not only the right of every affected child: investing in treatment of SAM is also critical for national
development. However, only 2% of children with SAM receive treatment in the 11 countries with
treatment services in this region.
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Regional overview of SAM
There are around 6 million annual incident cases of wasting in EAPR. Wasting is above the
threshold of public health significance (>5%) in 11 countries in the region (see Fig. 1). Most of the
children with severe wasting live in non-emergency settings and many live in large cities.
Figure 1. Prevalence of wasting in children under 5 years of age in EAPR, 2015

Source: UNICEF 2015 database, based on national surveys.

With regard to SAM treatment, less than 2% of children with SAM were reported to be treated
in the 9 countries with treatment services in EAPR that reported in 2014 (see Table 1). This is due
to policies, protocols, programmes and systems not being in place, limited investment from
both governments and partners, and in some cases a low level of awareness and commitment
to the issue. Many of the countries are at initial stages of IMAM programmes. In some cases SAM
treatment services are implemented in high-risk areas in emergency contexts, and some then
cease when the emergency is over. In addition, some pilot programmes have been discontinued
or never scaled up.

2
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Table 1. Number of admissions, indirect coverage, defaulting and deaths of children under
five with SAM in 2014.
No

Country

Total
caseload

Admissions

% indirect national
treatment coverage

Defaulted

Died

1

Cambodia

89,682

2,334

2.6

150

13

2

DPRK

95,618

16,724

17.5

500

100

3

Indonesia*

2,993,830

23,627

0.8

4

Laos

31,041

181

0.6

75

3

5

Myanmar

221,700

8,687

3.9

994

52

6

Philippines

500,930

2,239

0.4

154

38

7

PNG*

20,431

4,029

19.7

8

Timor Leste

8057

3,870

48.0

290

3

9

Viet Nam

201,474

8,022

4.0

95

0

Total

4,162,763

69,713

1.7

Source: UNICEF NutriDash 2014. This table displays the number of admissions of SAM children under five years of age for 9 countries
in the East Asia and Pacific region which reported in 2014, as well as the percentage of annual burden, the number of defaulted cases,
and the number of deceased. *Indonesia and PNG reported for the meeting but not for NutriDash 2014. No information from Mongolia
or any of the PICs.

Table 2. Trend in admissions of children under five with SAM, 2011-2014
Country

2011

2012

2013

2014

Cambodia

1,333

1,936

1,520

2,334

DPRK

Unavailable

17,585

18,000

16,724

Indonesia*

Unavailable

Unavailable

Unavailable

23,627

Lao PDR

650

467

Myanmar

7,000

10,000

11,000

8,687

Papua New
Guinea*

Unavailable

998

Unavailable

4,029

Philippines

1,200

200

1,083

2,239

Timor-Leste

1,408

1,094

675

3,870

Vietnam

1,080

Unavailable

1,399

8,022

EAPR Totals

12,671

32,280

33,677

69,713

181

Source: UNICEF SAM Management Update 2011-2012 and NutriDash 2013 & 2014. NB Indonesia and PNG reported for the meeting but
not for NutriDash 2014.
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Four countries are now in the process of scaling up: while Timor Leste is one of the few countries
that has introduced IMAM in all districts, Cambodia, Democratic People’s Republic of Korea (DPRK)
and Viet Nam are scaling-up their pilot interventions. The Philippines, with its updated protocol
endorsed in October 2015, and Myanmar, with a near-final updated protocol, will also be scaling
up, with a focus on institutionalizing the treatment service. It is also important to note that most
countries have in-patient and out-patient management services, with some exceptions, such
as Mongolia and Solomon Islands, which have established only in-patient care, and Papua New
Guinea (PNG) and Cambodia, which started with inpatient care only and are just now beginning
to establish out-patient care.
Nowhere is IMAM fully integrated within the health system. Up to now, only a few countries
from EAPR have reported governmental contribution to funding supplies and only one country
(Myanmar) has incorporated IMAM in the pre-service curricula or the routine in-service training
agenda and only one of the countries (Myanmar) has incorporated incorporated RUTFs on
the essential medicines list and some others have reported having an indicator in the Health
Management Information Systems (HMIS) for SAM. The country data also revealed many gaps,
and countries were encouraged to pursue efforts to address these gaps over the coming year.
It is worrisome to note that upper middle-income countries without treatment programmes are
experiencing a high burden of wasting (for example, 2 million cases in China, 250,000 in Thailand
and 300,000 in Malaysia). In fact, the prevalence of SAM in Thailand is increasing mainly due to
poor Infant and Young Child Feeding (IYCF) practices. When planning implementation of services,
it is important to take into account both prevalence and burden of disease. Some large cities in
the region have a low prevalence but high burden of SAM; it is not just an issue of remote, rural
populations with high prevalence.
With regard to an enabling environment, all of the 10 countries with management of SAM
services do have SAM management protocols (see Table 3). Moreover, Myanmar, Vietnam, PNG,
the Philippines, DPRK and Vanuatu updated their protocols during 2014 and 2015, incorporating
the 2013 WHO guideline “Updates on the management of severe acute malnutrition in infants
and children” (this document will be later referred to as the “2013 WHO guidelines” in this
report). However, only two of these updated protocols has been officially endorsed so far – the
Philippines and DPRK. Up to now, a few countries have reported governmental contribution to
funding supplies and two countries (Cambodia and Timor Leste) have incorporated Ready-to-Use
Therapeutic Foods (RUTFs) to the essential medicines list.
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Table 3. Enabling environment for SAM management
Country

SAM in national
MCHN policy/
strategy

Cambodia

yes

DPRK

yes

Indonesia

yes

In MCHN
service
package

Laos

Medical school
with SAM
syllabus (%)

National
curricula
for SAM

National SAM SAM products
guidelines (year; in drugs list
update endorsed as medicine

no

no

2011

yes

yes

no

no

2014
(Endorsed)

no

yes

N/A

N/A

2011

no

no

no

no

2012

no

Mongolia

yes
(Not updated)

yes

no

no

2012

no

Myanmar

yes

yes

80%

yes

2015
(Not endorsed)

no

Philippines

yes

no

no

no

2015
(Endorsed)

no

PNG

yes

yes

minimal and
only input
late 2014

no

2014
(Pilot protocol)

no

Timor
Leste

yes

yes

no

no

2010

yes

Viet Nam

Yes

yes

no

no

2015
(Not endorsed)

In process
to shift from
food to
medicine

This table shows the number of countries that have a national MCHN policy or strategy that includes SAM Management in ten
countries of the East Asia and Pacific region. It also includes the number of countries that count with a MCHN service package, the
number of countries where medical schools include SAM in their syllabus and the number of countries that have a national curriculum
for SAM.

Country representatives noted during the meeting that there is a need for more funding in order
to develop and scale-up IMAM. It was suggested that countries should put SAM at the highest
level of the political agenda, in order to ensure governmental resources. In addition, more
advocacy needs to be carried out to obtain international funding and to funnel funds from the
emergency areas toward the development context with regard to SAM treatment.

“With less than 2% of children with SAM receiving treatment in this region, this problem is therefore
too great to be ignored. We still have a long way to go.”
Dolores Rio, UNICEF Headquarters
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Prevention and Management of Acute
Malnutrition
Globally, acute malnutrition has gained international attention since the United Nations (UN)
endorsement of Community-based Management of Acute Malnutrition (CMAM) in 2007. Since
then, increased attention has been given to service quality as well as the need to scale up
interventions.
The 2008 and 2013 Lancet Maternal and Nutrition Series highlighted the importance of adopting
multisectoral approaches, combining nutrition-specific (i.e. treatment of SAM, micronutrient
supplementation, food fortification, protection, promotion and support of exclusive
breastfeeding and complementary feeding, etc.) and nutrition-sensitive interventions (i.e. WASH,
women’s empowerment, agriculture, food systems, education, employment, social protection,
and safety nets) across the life cycle to improve nutritional status of the population. For a detailed
diagram, see Fig. 2.
In order to address all forms of undernutrition, an essential package of nutrition-specific and
nutrition-sensitive interventions needs to be implemented and scaled-up as a package. By
addressing both immediate and underlying determinants of malnutrition, a more holistic,
sustainable response will be provided to improve child nutrition. This will allow governments
to ensure a stronger enabling environment that helps mitigate and adapt to the new changing
environment (climate change, increased humanitarian crises, high and volatile food prices,
urbanization, population growth, nutrition transition, etc.).
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Figure 2. Framework for actions to achieve optimum foetal and child nutrition and
development

Source: Adapted from Lancet 2013 Nutrition Series. This illustration displays the framework for actions to achieve optimum foetal and
child nutrition and development. A list of nutrition- specific and nutrition-sensitive interventions are included, as well as a list of factors
that create an enabling environment.

Evidence-based studies have shown over the last years that IMAM is the most effective approach
to treat SAM and improve the nutritional status of children in the communities. There is a need
to establish and scale up IMAM using an approach that is embedded within existing systems
and serves to strengthen them. IMAM has four components: inpatient care of SAM, outpatient
management of SAM, management of Moderate Acute Malnutrition (MAM) and community
mobilisation (see Fig. 3). Those four components are linked to health system delivery platforms.

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

7

Figure 3. The components of IMAM

This figure illustrates the links between the four different components of IMAM, as well as the link with prevention
(source: Management of Severe Acute Malnutrition in children: Working towards results at scale. UNICEF Programme
Guidance Document. 2015)

However, each country has different health service delivery platforms and will therefore
implement a context-specific variation of IMAM (see Fig. 4) for link between IMAM interventions
and service delivery platforms. For instance, even if a country does not have a community delivery
platform or structures in place, it is important to implement IMAM at the health facility level.
Emphasis should also be placed on the quality of the programme, and not only on expansion.
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Figure 4. Levels of SAM treatment and service delivery platforms

This figure illustrates the relationship between the different levels of interventions that exist to treat acute malnutrition and the
different levels of service delivery platforms where the previously mentioned interventions should be integrated. While community
engagement and prevention of SAM cases are carried out mostly at the community level, screening may take place at both community
and facility level or facility level only. SAM and MAM cases without complications are usually treated as outpatients at the facility-based
primary health care level. Lastly, SAM cases with complications are usually treated at the secondary health care level as inpatients until
the complications resolve and then are transferred to the outpatient service.

Some country representatives noted during the meeting that their countries are not able to
immediately implement all components of IMAM, and that not all countries have community
based health and nutrition approaches or programmes. It was therefore suggested that countries
could choose a phased approach, implementing IMAM in several steps. A phased approach has
proved to be a successful way to drive scale-up while maintaining quality. Phasing should be
geographical (starting in one smaller, confined area) rather than starting with one or the other
component: providing inpatient treatment only severely reduces the potential for good coverage,
while providing outpatient management only reduces the chances of survival for the highest risk
patients who need inpatient care. Establishing the community-based screening and engagement
component for IMAM may not be warranted in all settings, especially those with good health
service coverage and low SAM prevalence and burden. However, opportunities to use existing
community-based platforms, networks and programmes should be maximized where they exist,
as experience has shown that community engagement can improve coverage and compliance.
Interventions to address prevention of acute malnutrition are also considered crucial. They
require addressing, directly or indirectly, the two immediate causes of malnutrition: poor IYCF
and care practices, and illness. The implementation of a good-quality IYCF counseling service is
essential, with attention both to optimal breastfeeding practices and ensuring a diverse diet and/
or providing access to special nutritious foods. In addition, good quality and easily accessible
health care is very important and a non-negotiable component of an essential package of services
that need to be provided.
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A country representative mentioned that, given scarce resources, it is difficult to decide whether
prevention or treatment of SAM should be prioritised. Participants agreed that it is important to
make context-specific decisions based on both short-term and long-term strategies that can be
sustainable over time. Prevention is as important as treatment, since there is a need to reduce
the incidence of SAM cases. Given the highly elevated risk of dying, it is inappropriate to ignore
treatment.
“Low coverage in the region seems to be the result of two factors. First, low availability of IMAM
services: many of the countries with the highest burden have services on a modest scale that need
to be scaled up. Second, low accessibility: the number of cases using services that are available
seem to be proportionally low. We need to map barriers to access more fully and address them in
collaboration with communities.”
Saul Guerrero, ACF UK

Moving forward
In order to move forward and achieve global targets for SAM, a number of priorities should be
considered:
1) Address both treatment and prevention of acute malnutrition. As the first line of
prevention, improve IYCF practices, with a focus on improving complementary feeding
through increasing affordability and accessibility of nutritious foods (preferably food that
is locally available). Context-specific distribution of specialised nutritious foods3 and cash
may be needed. Establishing intersectoral linkages is also important, and using social
protection as a delivery platform is an example.
2) Increase advocacy to position malnutrition on the global agenda, including explaining
acute malnutrition as a contributing factor to stunting.
3) Reposition SAM as a disease and fully institutionalise its treatment through IMAM into the
health system.
4) Scale up services in both humanitarian and development contexts, and ensure nutrition
programmes target high burden areas for SAM.
5) Countries in EAPR need to prioritise updating and/or endorsing protocols and operational
guidelines. There is also a need to simplify SAM management programmes and protocols.
6) Gather better information and strengthen information systems and management.

3
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MAM Decision Tool. Available at: http://nutritioncluster.net/resources/mam-decision-tool-gnc-july-2014-english/ (last accessed
January 19, 2016)
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Relationship between wasting and stunting:
global and regional implications
Stunting and wasting are related nutritional problems that are very often addressed separately.
This division has been increased during the last years. While stunting has received more
recognition in the development agenda, wasting has been less emphasized by the SUN
movement and is instead more prominent in the emergency context. However, a technical
briefing paper regarding the relationship between stunting and wasting found that this division is
not justified4. Both wasting and stunting concurrently occur in many contexts and often coexist in
the same child. Both forms of undernutrition lead to a higher mortality risk (see box 1).
A significant portion of both stunting and wasting originates from foetal growth deficits due to
poor maternal nutrition and health5. Therefore, maternal health and nutrition interventions and
support for nutrition of adolescent girls may be equally important in prevention of both wasting
and stunting.
Box 1. Adjusted hazard ratios (using WHO 2006 standards as a reference)1:
Severe wasting: 11.6 times more likely to die (9.8-13.8)
Moderate wasting: 3.4 times more likely to die (2.9-4.0)
Severe stunting: 5.5 times more likely to die (4.6-6.5)
Moderate stunting: 2.3 times more likely to die (1.9-2.7)
Wasted & stunted: 12.3 times more likely to die (7.7-19.6)
BUT… more children are now surviving acute malnutrition, especially in stable development contexts

A key finding of the technical review is that the evidence suggests wasting contributes to
stunting. Therefore, management of SAM is a key component of any stunting reduction strategy,
improving long-term health and development as well as reducing mortality. The review
recommends the use of a joint wasting and stunting framework for linked services. Moreover,
this linkage between stunting and wasting further emphasises the need to address all forms of
undernutrition with one package of interventions.
A different study explored the long-term effects of SAM (seven years post-discharge) on growth,
body composition and function, using a longitudinal cohort with sibling and community
controls6. Findings suggest that SAM in early childhood can affect various developmental
processes, predisposing these children to chronic disease later in life.
In conclusion, evidence does not support the separation of wasting and stunting into acute and
chronic conditions or humanitarian and development contexts, as both can occur over a number
of months in an individual child and are found in any context. It also supports the principle that
management of wasting should be considered an integral aspect of a stunting reduction strategy.

4
5
6

Khara T, Dolan C (2014). Technical Briefing Paper: The relationship between wasting and stunting: policy, programming and
research implications. ENN. Available at: http://www.ennonline.net/waststuntreview2014 (Last accessed November 13, 2015)
Christian P, Lee SE, Donahue Angel M, et al (2013). Risk of childhood undernutrition related to small-for-gestational age and
preterm birth in low- and middle-income countries. International Journal of Epidemiology; 42(5):1340-1355. doi:10.1093/ije/
dyt109.
Lelijveld N, Seal A, Wells J, Heyderman R, Nyirenda M, Kerac M (2015). Long-term effects of acute malnutrition on growth
and body composition in Malawian children. Conference paper. Conference: Arch Dis Child; 100:Suppl 3 A2-A3 doi:10.1136/
archdischild-2015-308599.5
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IMAM in the resilience agenda
UNICEF working definition of resilience:
“The ability of children, households, communities, and systems to anticipate, manage, and
overcome shocks and cumulative stresses in ways which advance the rights of every child, with
special attention to the most vulnerable and disadvantaged children”
Different organizations have put forward definitions of resilience related to their particular
mandates.
From UNICEF’s perspective, a Nutrition Resilience Model is explained by the following two
concepts: 1) Nutrition resilience: good nutrition contributes to more resilient people, households
and communities, and 2) Resilience for nutrition: resilient people result in good nutrition.
Interventions that can influence these two concepts can be divided into three types (see Fig. 5):
Figure 5. Interventions that can influence nutrition resilience and resilience for nutrition.

Source: UNICEF.
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1. Foundational interventions: nutrition-specific and nutrition-sensitive programmes are used to
address undernutrition.
2. Reliability interventions: programme interventions to address nutrition deprivation develop a
risk-sensitive approach to absorb and adapt in response to shocks.
3. Emergency interventions: interventions that are used to address extraordinary shocks.
It is important to note that the impact of shocks on underlying causes of acute malnutrition may
vary with seasons or livelihood groups. Consequently, there is a need to better understand how
shocks will aggravate the underlying factors in order to better design new interventions. At the
same time, there is a need to assess the impact of shocks on programme determinants or health
systems’ functions. This information will be of great use when deciding the type of measures that
should be taken in order to mitigate the impact on health systems’ function.
WHO’s Regional Office for the Western Pacific (WPRO) has developed a draft document
named ‘Western Pacific Regional Framework for Action for Disaster Risk Management for Health’. It
recommends health sector actions for each of the four phases of the Disaster Risk Management
Cycle (DRMC), which correspond to prevention, preparedness, response and recovery. To achieve
sustainable outcomes and impact (see Fig. 6), the health sector needs to strengthen the health
system so that it is resilient, and it needs to reach out to other sectors to address the determinants
of health. For example, health facilities should be safe in design, with essential utilities and
services, located away from high impact areas. Weak health systems cannot be resilient.
One of the recommended actions for countries is to develop and revise relevant national health
policies across the four phases of the DRMC, ensuring nutrition as an essential package of health
services at different levels of care, and adopting a series of food and nutrition policies (e.g. a ban
on donations of breastmilk substitutes after emergencies and guidance on controlled distribution
and use of breastmilk substitutes). Another recommended action is to define or revise existing
health service packages for routine activities and for disaster response. For this, the provision of
routine health services needs to be strengthened and health service packages need to be revised,
including the management of SAM. Also, safer and better-prepared health facilities are needed to
withstand emergencies and to ensure an effective response.
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Figure 6: Foundations for resilient health systems

Source: WHO WPRO. This illustration shows the necessary foundations that can lead to resilient health systems, finally leading to
sustainable and equitable outcomes. It encompasses the six building blocks of health strengthening as well as elements crucial for
Universal Health Coverage (UHC) that will lead to more resilient health systems, such as quality, efficiency, accountability, equity and
resilience.

Of central concern is the lack of articulation in this region between the authorities that are in
charge of disaster and emergency preparedness and the relevant authorities and health actors
involved in the prevention and management of SAM. There is a need for both areas to coordinate
so that plans are designed and implemented in the onset of an emergency, ensuring that
programmes can be continued in complex situations.
Half of the top 20 countries most exposed to natural hazards (such as earthquakes, floods,
tsunamis and typhoons) are in EAPR. The landscape of risk is changing more rapidly than ever
before. Various pre-existing risks are more and more central to humanitarian crises as they can
make people more vulnerable and less capable to cope with shocks. The recurrent crises we
see around the world today are a direct result of these vulnerabilities. It is time to move to an
approach where humanitarian and development sectors work together to provide better aid that
can build the resilience of vulnerable communities and systems to shocks.
All UN agencies present in the meeting (UNICEF, WHO, WFP) emphasised the importance of
ensuring management of SAM in both emergency and development contexts, with IMAM services
made available throughout the year in fragile contexts that are prone to emergencies, as well as
in development contexts. In the past, many IMAM actions that were implemented in emergency
operations were immediately stopped once the emergency response was over. This approach
did not allow for sustainability of actions to deliver ongoing services to the children presenting
with SAM outside of the emergency phase, since capacities and services were not established.
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It also may contribute to the perception that SAM treatment is only an emergency response
intervention, not a routine intervention. Sustainable and risk-informed programmes and systems
are needed in order to perform at all times, be flexible and adapt to changing needs and demands
at times of emergencies. Once health systems are properly strengthened and IMAM programmes
are integrated in such systems, those programmes will be ready to deliver through times of
emergencies. This illustrates how health systems need to be resilient.
As an example of a country experience, the Philippines experienced typhoon Haiyan in 2013.
Prior to Haiyan, the country had set up cluster coordination models. In fact, several partners
were already there when the typhoon hit the country. At the onset of the emergency, different
partners provided response and adopted the cluster approach. After the emergency response,
the government decided it was necessary to improve preparedness. Preparedness is important
in order to ensure that a normal routine programme continues after the onset of the disaster.
As a consequence, the Philippines is now more resilient and is working on establishing IMAM
programmes that can be sustained in time, both in emergency and development contexts.
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WHO Guideline Development: Updating
Guidance on SAM
Children who are severely wasted need urgent medical and special nutritional care, while children
who are moderately wasted require increased intake of energy and essential nutrients and
treatment of any associated medical conditions.
Acute malnutrition will be included in the WHO International Classification of Disease (ICD11) due to be issued in 2018. WHO guidelines on the management of SAM were updated in
accordance with the WHO evidence-informed guideline development procedures and issued in
2013. A series of recommendations were updated in the following priority areas: 1) admission/
discharge criteria, 2) where to manage children with SAM and oedema, 3) use of antibiotics, 4)
vitamin A supplementation, 5) therapeutic feeding approaches, 6) fluid management with and
without shock, 7) management of HIV and 8) identifying and managing infants less than 6 months
of age. More detailed information on these revised recommendations can be found in Annex 3.
WHO is now updating the manual on the management of SAM and the WHO Training Course
on SAM, and has developed a recommended drug list. The Pocket Book for Hospital Care for
Children (2005) that includes a chapter on the management of SAM, was updated in 2014, in line
with the 2013 WHO’s SAM guidelines.
With regard to MAM, the interventions to address moderate wasting are treatment of infection,
breastfeeding promotion and support, counselling for families, optimal use of locally available
foods and when necessary, specialized nutritious foods. In addition, a number of guidelines and
tools have been published for MAM7, 8, 9.
Some of the challenges regarding interventions for acute malnutrition are related to the
adaptation of the guidelines to the context of each country, the implementation, the monitoring
and evaluation of impact of interventions and the need to evaluate process and use lessons
learned to update guidance. The e-library of Evidence for Nutrition Actions (eLENA) can be a
useful tool10. It was agreed that, even if the evidence is global, the use of evidence is always local.
As a good example, the Philippines just updated its guidelines and they used global evidence to
develop country-specific guidelines (see more details in Section 3).

7

WHO (2012). Technical note: supplementary foods for the management of moderate acute malnutrition in infants
and children 6–59 months of age. Geneva; World Health Organization. Available at: http://apps.who.int/iris/
bitstream/10665/75836/1/9789241504423_eng.pdf?ua=1&ua=1 (Last accessed November 19, 2015)
8 WHO (2013). Essential Nutrition Actions: Improving maternal, newborn, infant and young child health and nutrition. Geneva,
World Health Organization. Available at: http://apps.who.int/iris/bitstream/10665/84409/1/9789241505550_eng.pdf (last accessed
January 12, 2016)
9 WHO/UNICEF/WFP (2014). Global nutrition targets 2025: wasting policy brief (WHO/NMH/NHD/14.8). Geneva: World Health
Organization. Available at: http://apps.who.int/iris/bitstream/10665/149023/1/WHO_NMH_NHD_14.8_eng.pdf?ua=1 (Last
accessed December 11, 2015).
10 eLENA. Available at: http://www.who.int/elena/about/en/ (last accessed January 19, 2016)
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At the global level, countries are confronted with the problem that RUTFs are registered or
perceived as food products and not medicines. Among other consequences, in some countries
RUTFs cannot be reimbursed by the health insurance because they are not on the list of essential
medicines. WHO will be initiating the process to include RUTF and the therapeutic milks in the
WHO Model List of Essential Medicines. This list compiles medicines, nutraceuticals and other
health products that satisfy the priority health care needs of a population. This will facilitate the
registration and financing of these supplies by the Ministries of Health of each country. However,
experts recommend that each country should advance national processes to include them on
national medicines lists, even before they are included in the global “essential medicine” list, since
this is an urgent matter. It was noted that Cambodia and Timor Leste had already included SAM
management products as “medicines” in their essential medicines lists.
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2- INTEGRATING
IMAM WITHIN HEALTH
SYSTEMS
This chapter will describe considerations for integrating IMAM within the six key building blocks
of a health system (see Fig. 7).

Leadership and
Governance
Health workforce

Health financing
Infrastructure,
equipment and
supplies
Knowledge and
information
system

Service delivery
(individual and population-level
services)

Figure 7. The six health system building blocks

In order to ensure optimum integration of IMAM within each country’s particular health system,
it is crucial to strengthen the health system itself. The process of integrating IMAM into these
building blocks should be positioned within existing health systems’ strengthening efforts and
should serve as an opportunity for overall strengthening of the system.
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The linkage between the health system building blocks and the integration of the prevention and
management of acute malnutrition that leads to improved health and nutrition status is shown
below in Fig. 8:
Figure 8: Theory of change for improved health outcome that sets goals, objectives and
results for IMAM, including also the necessary processes and resources.

Overview of health system strengthening for
integration of IMAM
Since SAM is a disease and a primary cause of death, it needs to be addressed through various
actions that occur within the health system and deal with improvement and maintenance of
health and nutrition. It is therefore crucial to take a health system approach for IMAM.
Each given system, such as the health system, has specific boundaries in which changes and
interactions occur. Systems overlap and therefore multisectoral approaches are needed. In
addition, the health system has different action levels and delivery platforms. Levels and
therefore perspectives are classified from the national, to the sub-national, district, health facility,
community, household and individual level.
As mentioned above, the health system is composed of health system functions that are grouped
into six building blocks or domains. The multiple relationships and interactions amongst the
system functions and domains make it a system. Once there is a change in one function or group
of functions (within or across building blocks), the system starts readjusting and adapting to the
new situation. The health system is therefore complex and dynamic; there is constant change.
Relations between functions are not one-to-one or linear, but interact in complex and often
unpredicted ways.
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“Systems thinking looks at the whole system instead of a part (or a set of parts). It helps you to gain
insights on interactions, synergies and unintended effects that you then can turn to your benefit. It
helps long-term thinking, which is essential to promoting sustainability of all kinds.”
Hedwig Deconinck, Public Health Researcher, University of Louvain, Belgium

Therefore, it is important to look at the system as a whole rather than as individual parts. This is
called “systems thinking”. Every intervention has an effect on the overall system and the overall
system has an effect on every intervention. Systems thinking helps to design and evaluate
interventions that improve health, equity and sustainability more successfully.
Health system interventions have three aims: 1) improving health, by increasing the average
health status and reducing health inequalities, 2) being responsive to the expectations and
perceived needs of health and wellbeing of the individual and population, and 3) assuring fairness
of financial contribution11. In order to improve an outcome, such as effective coverage for SAM,
health functions will need to be supported. By applying systems thinking, systems functions will
be strengthened more sustainably.
Integration of an intervention or a package of interventions into the health system is a process
that helps to reach equity and sustainability. In order to strengthen the health system, we need
to define the goals and objectives of change to achieve and design and evaluate interventions
accordingly. It may be that not all health functions need to be integrated, as some aspects can be
outsourced or supported as a part of the holistic systems strengthening frame.
The six building blocks for the health system are described below:

Building block 1: Governance, coordination,
advocacy and policy
Health governance is the careful and responsible management of the wellbeing of the
population. Governance for Universal Health Coverage (UHC) is a key priority for WHO and is
guiding the organization’s work on health systems strengthening12. UHC is the aspiration that
all people can obtain the health services they need, of good quality, without suffering financial
hardship when obtaining them13 (in line with the above shared triple aim of health system
strengthening). UHC provides a critical opportunity for the prevention and management of SAM
for all affected children, especially in this region of the world where there is a lack of sufficient
national funding allocated for IMAM. UHC is therefore essential to achieve the global mandate to
reduce and maintain acute malnutrition prevalence to less than 5%. When moving towards UHC,
three dimensions should be considered: population, services and direct costs (see Fig. 9)14.
11 Murray CJL and Frenk J (2000). A framework for assessing the performance of health systems. Bull World Health Organ.
2000;78(6):717-31. Available at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2560787/pdf/10916909.pdf (last accessed January
19, 2016)
12 WHO. Universal Health Coverage. Available at: http://www.who.int/universal_health_coverage/en/ (last accessed January 16, 2016)
13 WHO (2014). Health Systems Governance for Universal Health Coverage Action Plan. Geneva; Department of Health Systems
Governance and Financing, World Health Organization. Available at: http://www.who.int/universal_health_coverage/plan_actionhsgov_uhc.pdf?ua=1 (last accessed January 19, 2016)
14 WHO. Health Financing for Universal Coverage. Available at: http://www.who.int/health_financing/strategy/dimensions/en/ (last
accessed January 19, 2016)
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Figure 9: Dimensions of population covered, services and costs that need to be considered
when moving towards UHC

Source: WHO. This illustration shows the dimensions that need to be considered when moving towards universal coverage; 1)
Population: who is covered? 2) Services: which services are covered? and 3) Direct costs: proportion of the costs covered?

Countries in the region are also striving to ensure that a country’s health system is resilient,
efficient and of high quality, by considering elements such as quality, efficiency, accountability,
equity and resilience. Moreover, in order to achieve sustainable and equitable outcomes, the
health sector needs to strengthen its collaboration and reach out to other sectors to address the
determinants of health (multi-sectoral) and consider interactions within the health sector (multifunctional) at the various levels (multi-level).
Given the importance of governance and coordination in health system strengthening, the
different terms will be further clarified:
Governance is of overarching importance for a health system, since it is the “very essence
of a good government”. Health governance includes health policy formulation, regulation,
advocacy, coordination and making stakeholders accountable for their actions. For health
policy formulation, it is recommended to wait for the right policy change window; the climate
for change must be right for change to be effective. This is strongly related to the process of
obtaining political will and involves forward-thinking domestic political leadership.
Policies are written statements of commitments for action. Public policy is the total sum of
government actions, from signals of intent to the final outcomes, including the stages of
formulation, adoption, implementation, monitoring and evaluation. It is crucial to integrate
policies for IMAM within national policies, such as the multisectoral national nutrition plan,
MIYCN policies, essential health packages, nutrition in emergencies policies or social protection
policies. The Global database on the Implementation of Nutrition Action (GINA) includes policies
and interventions related to the essential nutrition actions, including the management of SAM.
Intervention programmes, such as IMAM, can be recorded as separate actions or as linked to
national plans.
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Coordination among stakeholders and sectors is essential to agree on guidance, policies,
approaches and financial support and regulation mechanisms. In order to facilitate coordination,
stakeholder mapping needs to be carried out at national and sub-national levels (regional, district,
community levels), due to the decentralised nature of management of SAM.
It is also fundamental that all stakeholders are aware of the magnitude of the problem. Advocacy
efforts and accountability systems also need to be carried out to ensure quality implementation
and integration of IMAM policies into national policies, increase in governmental and
international budget allocation for IMAM and incorporation of IMAM into other sectorial policies,
such as food security or development policies.

Building Block 2: Financing & Costing of
IMAM
There are three basic functions of health financing: 1) to raise revenues to provide an Essential
Health Package (EHP) and financial protection against catastrophic medical expenses in an
equitable, efficient, and sustainable manner, 2) to manage these revenues to pool health risks
equitably and efficiently and 3) to ensure the purchase of health services in ways that are
technically efficient. National health service systems are characterised by three main features:
their funding comes primarily from general revenues (and in some countries a portion from
bilateral and global health donors and initiatives), they provide medical coverage to the whole
population and they usually deliver health care through a network of public providers.
“Costing” is the process of estimating costs and needs to be part of the strategic planning and
budgeting process for national and subnational policies and plans. This process should be
carried out for all IMAM interventions. It is important to note however, that financing of the
various ingredients of IMAM might not often come from the same resource allocation and
purchasing mechanism. Therefore, several entry points need to be identified in existing policy
and budget processes (see Fig. 10). It is essential nonetheless that each government progressively
integrates the various ingredients for SAM prevention and management into financing systems.
Multisectoral and multidisciplinary work, including engagement with health economists, is
crucial to attain this goal. Moreover, it is advisable to include IMAM in a EHP. EHPs are means to
concentrate scarce resources on interventions that provide the best value for money, according to
the epidemiological picture of the country and decentralised context. An EHP consists of different
sets of limited number of cost-effective interventions depending on the country and its context.
The EHP must also be politically feasible.
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Figure 10: Possible entry points in existing policy and budget processes for costing of IMAM.

Advocacy efforts to integrate IMAM into the financing system are essential for access and
sustainability. The financing process is mainly a political process. There is a need to create
consensus-building spaces at the political level, build partnerships, generate evidence, prepare
valid statements regarding the rationale for the high costs involved in managing SAM and
communicate strategically. IMAM might be more expensive than other interventions but it targets
some of the most vulnerable populations. Therefore, managing SAM in children is about national
development and ultimately about the right of every child to treatment and health care.
Elements that need to be considered for costing are: a target population, an estimate of the
current scale and coverage level, a clear definition of target scale and coverage, delivery
platforms or channels, estimated unit costs (including delivery), and estimated governance costs
for planning, management, system capacity building and information sharing. If the country is
moving towards UHC, a decision will need to be taken regarding the possibility of extending the
current pooled funds to non-covered funds. In addition, reduction of cost-sharing and fees should
be considered. This constitutes systems thinking of health financing. When planning a costing
exercise, a number of points should be considered, such as the type of costs that will be included
in the exercise (inclusion/exclusion of existing expenditures), the method for costs calculation
or the possibility of applying a costing tool. A number of methods can be selected, such as the
programme unit cost method, the ingredients method or ad-hoc methods. In addition, a number
of costing tools can be used, such as the CMAM costing tool15 from FANTA-2 / FHI 360 and the
OneHealth tool16.
As an example, a costing exercise was presented regarding the integrated management of SAM
services in Viet Nam. This costing exercise was carried out by the Hanoi Medical University and
was commissioned by UNICEF and Alive & Thrive. The study design included the utilisation of
primary and secondary data, as well as a literature review and expert’s opinions. Their costing
approach considered a number of activity-based costing ingredients. In order to quantify costs,
it was considered that SAM patients with no complications would receive outpatient treatment,
consisting of 136 units of RUTF and two home visits. Patients with complications would receive
inpatient treatment and subsequently outpatient treatment. Inpatient treatment would include
15 USAID. FANTA. CMAM costing tool. Available at: http://www.fantaproject.org/tools/cmam-costing-tool
16 http://www.avenirhealth.org/software-onehealth (last accessed January 19, 2016)
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the treatment with therapeutic milks (12 units of F75 and four units of F100). As a result, it was
estimated that the cost for treating uncomplicated SAM would be US$56.43, while a complicated
SAM case would cost US$65.62. These costs would be additional to the existing expenditures from
the health sector in Viet Nam (that covers the other activities in the management of SAM, such as
detecting, diagnosing, monitoring, IEC and counselling, tracing of defaulters).

Building Block 3: Service Delivery
A service delivery platform for IMAM, as previously described in Figure 3, is composed of: 1)
secondary health care, where around 10% of children affected with complicated SAM are cared
for through inpatient management until stabilisation, 2) facility-based primary health care, where
children are diagnosed and referred in case needed, and receive outpatient care until end of
treatment, and 3) community-based primary health care, for screening, referral, follow up and
outreach.
In order to design and plan SAM management services at scale, some key steps need to be
followed:
Step 1: estimate the yearly burden (caseload based on incidence) and distribution of SAM
(national and decentralised planning level)
Step 2: identify health actors that should be involved (national and decentralised level)
Step 3: carry out assessments that feed into planning scale up and bottleneck analysis of service
delivery
Step 4: develop a costed action plan for scaling-up IMAM
Step 5: develop an information management system, a monitoring plan and a performance
review process
With regard to step 3, it is recommended to undertake assessments before the SAM management
service is initiated. These assessments will feed into planning scale-up and bottleneck analysis of
service delivery. Assessments can include health system functions’ capacities and performance,
community capacities, local understanding of SAM and/or potential linkages with various other
services, groups, etc. With regard to step 4, one lesson learned from scaling-up efforts is that the
quality of SAM management services and service (contact) coverage are closely linked. Also, good
adherence to protocols and a well-implemented community component have been shown to
lead to high treatment coverage. Last, but not least, experience shows that a rapid scale-up in
many districts and facilities is often carried out at the expense of quality and sustainability.
A number of minimum requirements for IMAM service delivery are considered essential, such
as decentralised care, with access for poor and difficult to reach populations, a basic package
of health services that offer patient-centred care, quality of care, community engagement, links
with other health and nutrition services, links with the private sector as well as links with other
community services. Although full integration of SAM management in health service deliveries
is desirable, there are varying degrees and phases of integration of service delivery among
countries. Factors that favour equitable and effective coverage of SAM management have been
identified, shown in the box below:
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Box 2. Factors that favour equitable and effective coverage of SAM management
•

Treatment is available locally/within easy access, at all times

•

Treatment is available in the same place and time as other health and nutrition services

•

Referral mechanisms between different components of services function well

•

Staff are well-trained and skilled and provide quality “client service”

•

Good standard of treatment

•

Good community support for service

•

Good supplies of medicines and RUTFs

•

Well-functioning supervision, information management and performance monitoring/
feedback system

•

Knowledge about acute malnutrition (health & community workers, caregivers)

•

Awareness that treatment is available and what it entails

•

Caregivers take children to the health centre for treatment quickly when SAM is identified

•

Caregivers come back for follow up visits

•

Caregivers facing difficulties of funds or distance to access treatment receive support

•

Strong linkages between various services are in place

As part of the local planning process for integrating IMAM into the local health system, a
bottleneck analysis should be carried out in order to identify potential solutions for the
bottlenecks (more details in chapter 3). Lastly, a number of common causes of service delivery
bottlenecks have been pinpointed in the following main areas: planning, provision and access to
services, structures for detecting, diagnosing, treating and monitoring cases, managing supplies
and staffing, generating demand and ensuring quality care.

Building Block 4: Health Workforce
When considering health actors involved in IMAM, the health workforce should be analysed
with a wide lens, including all actors who are involved at the national, sub-national, district,
health facility and community levels. All actors play an important role and need to be mapped
(see Fig. 11).
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Figure 11: Health service delivery platforms, actors and SAM interventions

For an IMAM service to have an adequate and ‘well-performing’ health workforce, it is essential
to ensure physical and social coverage of the actors, including their presence in urban and rural
populations, remote and difficult to reach populations and population groups from different
social backgrounds. This workforce should have the appropriate competence and motivation. This
last factor often depends on satisfactory remuneration, work environment and systems support.
Motivation is key for achieving good health system performance, adopting new techniques and
changing behaviours. On the other hand, knowledge is a key factor in stimulating motivation
among the workforce. Therefore, it is important to make knowledge management systems
and peer-networks available for all health actors, such as the global CMAM Forum17 and similar
national fora.

Building Block 5: Nutrition Information and
Quality Assurance
Nutrition information is only helpful if it is clear why it is needed and how it will be used.
Therefore, prior to deciding how to get the right information, it is crucial to decide what
information is needed in order to design, implement, monitor and/or evaluate the IMAM services.
A common mistake is to request information that is not necessary. On the other hand, a major
gap in IMAM services in the region is the lack of the critical information on the coverage and
performance of the services.
17 CMAM Forum (2014). Technical support and information initiatives on acute malnutrition. Available at: http://www.cmamforum.
org/Pool/Resources/Technical-support-and-info-sharing-acute-maln-March-2014.pdf (last accessed January 19, 2016)
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In order to run a high quality IMAM service, there is a need for different types of information at
different times. It is also important to note that, since IMAM is integrated into health systems,
most of the data is about health systems as a whole, rather than SAM management services
individually. Most health information systems will not necessarily provide critical information
about SAM unless such information is requested.
The information that is obtained should be valuable to understand and address barriers to
access. Ultimately, the information should be useful to make decisions about how to overcome
those barriers and improve the IMAM as a whole. Also, it is important to put the information into
context in order to understand it properly.
Many challenges can be met when trying to obtain adequate information. However, these
challenges can be overcome by acknowledging them and accepting that, at the beginning,
not everything might be perfect. After all, it is preferable to obtain good data in non-perfect
conditions, than obtaining bad data or not obtaining data at all.

Building Block 6: Supply of Nutrition Products
Programme Guidance for IMAM supply management of commodities and logistics18
A number of bottlenecks have been identified with regard to supply and logistics management,
such as RUTF pipeline breaks (often due to insufficient buffer stocks, late reporting of requests
and poor forecasting), data problems regarding inconsistent and unreliable primary data or poor
planning, unpredictable funding and delays and challenges in setting up local production of
RUTF.
One of the measures to prevent or solve these bottlenecks is to maintain the supply chain
through: registration of RUTFs as a medicine or as an essential medical supply/commodity;
inclusion of SAM management products within the list of reimbursable items in health insurance
schemes; utilisation of the forecasting tool; improvement of treatment target calculations;
maintenance of minimum stock levels; implementation of a contingency planning for
emergencies as well as reductions in access; improvement of systems to communicate stock
levels and ordering and support of appropriate stock management. In addition, local production
of RUTFs should be considered to solve bottlenecks in particular in countries with large caseloads.
This could potentially create greater political commitment, local acceptance if adapted recipes
are used (as is the case in Vietnam), and could lead to the reduction of overall production costs,
making it more affordable. However, UNICEF can often purchase RUTFs internationally for a lower
cost than a local RUTF due to the volume. This can be due to insufficient demand, erratic demand
and complications in producing local RUTF (quality control measures are particularly costly, as
well as the purchase of good quality primary materials).

18 UNICEF (2015). Management of Severe Acute Malnutrition in Children: working towards results at scale. New York; UNICEF.
Available at: http://www.unicef.org/eapro/UNICEF_program_guidance_on_manangement_of_SAM_2015.pdf (last accessed
January 15, 2016)
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As already mentioned, in terms of medical and nutritional supplies, therapeutic milks (F-75 and
F-100) are provided to SAM patients with complications through inpatient care, while RUTFs
can be used at the household level and are provided as part of outpatient care for SAM patients
without complications. Despite RUTFs being currently peanut-based, there could be a need for
diversified recipes. Locally produced RUTFs made with local recipes and ingredients may lead to
better acceptance by the population and the government, higher coverage and, in some cases,
lower costs. Product information regarding inpatient and outpatient care of SAM can be found at
UNICEF’s website19. The website also includes a supply catalogue where different supplies for SAM
treatment can be purchased.
With regard to the regulatory status of products used for SAM treatment, the next stage will
be to facilitate better international regulation and infrastructure to build capacity in countries
for procurement. This will require the development of international standards (Codex) and the
inclusion of these products on essential medicines lists. This list would include F-75, F-100, RUTF
and ReSoMal, the oral rehydration solution for people suffering from SAM.
With regard to the development of a Codex standard for RUTFs, a Codex proposal was presented
at the Nutrition Committee in November 201420 and a new proposal has been sent to countries
for approval. This will assist with building a regulatory capacity within national governments, with
the establishment of international standards for RUTF and Ready-to-Use Supplementary Food
(RUSF) and with the resolution of disputes concerning food safety and consumer protection.
Recently, WFP, in collaboration with UNICEF, developed guidelines regarding the Supply
Chain Management of Specialised Nutritious Foods21. Several countries from EAPR have been
purchasing RUTFs since 2005. With regard to the supply system, WHO establishes that efficient
medicines supply systems are integrally linked to strong health care systems. In addition,
adequate human resources, sustainable financing, comprehensive information systems, and
coordinated healthcare partners and institutions are key components to ensure uninterrupted
availability and accessibility of essential medicines.
19 UNICEF. Supplies and Logistics Division. Available at: http://www.unicef.org/supply/ (last accessed January 19, 2016)
20 Codex proposal. Available at: ftp://ftp.fao.org/codex/meetings/CCNFSDU/CCNFSDU36/ (last accessed January 19, 2016)
21 WFP (2013). Managing the supply chain of specialized nutritious foods. Available at: http://documents.wfp.org/stellent/groups/
public/documents/manual_guide_proced/wfp259937.pdf (last accessed January 19, 2016)
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Many countries in EAPR experience hot weather all year round. Therefore, keeping RUTFs in
health centres in rural areas is sometimes challenging because the food products can start to
degrade before the indicated shelf life expires. For example, RUTF has a shelf life of 24 months
if stored in less than 30°C. If stored in higher temperatures than 30°C, the product will quickly
start to degrade and shelf life will be 12 months. In addition, once the package has been opened,
it should be consumed in one day. Lastly, it is recommended not to consume a RUTF after
expiration date, even if there is no risk for hazard.
With regard to new RUTF suppliers, interestingly it was indicated that increased competition of
suppliers on the market has not resulted in price reduction. In addition, local RUTF manufacturing
depends heavily on the import of ingredients and suffers from the lack of infrastructure and a
weak legal framework. Misconceptions on local RUTF manufacturing, RUTF recipes and pricing are
widespread. An equally significant aspect of RUTF supply chain is storage conditions, which are
often not respected, leading to frequent product deteriorations and losses.
Box 3: Case study: Vietnam’s experience with SAM treatment
IMAM was implemented for the first time in Viet Nam in 2009, with the support of UNICEF and
Valid International. In 2010, a consultative meeting was carried out to develop the National
IMAM Guidelines. That year, a locally produced RUTF (HEBI) was designed and developed. HEBI
complies with UNICEF standards and it is made of local ingredients, such as rice, sesame, mung
beans and soy beans. Acceptability for HEBI was assessed. Once HEBI effectiveness had also
been assessed, a pilot IMAM project was carried out in five hospitals and in one district (Dakha)
in 2011. The capacity of production of HEBI bar is 700 kg/week, while the capacity for HEBI
paste is 3000 kg/week. In 2013, IMAM was scaled-up in 12 provinces. Since 2014, the National
Institute of Nutrition (NIN) has managed and coordinated IMAM, including the monitoring and
evaluation of the programme. In addition, the National Guidelines for IMAM have already been
submitted for approval to the Ministry of Health.
Between 2000 and 2013, the prevalence of wasting has drastically decreased from 11.1%
to 6.6%. In total, 21,404 children have benefited from IMAM in Viet Nam. A number of
contributions for success have been identified, such as technical support from UNICEF and
WHO guidelines, the development of national and sub-national strategies and plans, budget
mobilisation, availability of manpower and monitoring of the programme.
In addition, a number of challenges were identified. First, the process of approval of IMAM
guidelines by the Ministry of Health has been tedious and is still not finalised. Second,
significant advocacy efforts have been made so IMAM can be covered by the health insurance,
but this hasn’t been achieved yet. Third, small-scale production of HEBI translates into high
costs. In addition, challenges have been found with regard to capacity and motivation of health
workers and with SAM case finding. Lastly, coordination between central and local levels is not
yet adequate.
With regard to finding the way forward, Viet Nam officials aim in the short term to advocate for
additional resources for scale-up of the programme, get IMAM guidelines approved, continue
enhancing targeted nutrition programme activities and address research needs. With regard
to the long-term, the government plans to integrate IMAM into national health and nutrition
programmes, advocate so that therapeutic foods are covered by the health insurance (which
is free for children under 6) and ensure capacity building for nutrition network, including
Monitoring and Evaluation.
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3- ADDITIONAL
INFORMATION ON
IMAM – BREAKOUT
SESSIONS
Local Production of RUTF
In order to set up a local production service of RUTFs, there needs to be a business case. In
addition, it is important to ensure there is a quality assurance system in place. Viet Nam is a good
example of a country that has successfully developed a local RUTF, which has been called “HEBI”.
UNICEF and the French Institute for Research and Development (IRD) provided technical support
for the establishment of a local production service and the Government of Viet Nam selected a
production unit that was linked to the University of Agriculture. Given the need for assistance with
general standards and procedures, UNICEF shared relevant specifications, conducted a general
manufacturing practices inspection and provided a series of recommendations. Based on such
recommendations, Viet Nam prepared a detailed plan for local market development in agreement
with UNICEF’s recommendations.
In addition to Viet Nam, Pakistan has also developed two locally produced food products. These
products have been called “Wawa Mum”, for the prevention of acute malnutrition in children from
6 to 23 months of age, and “Acha Mum”, for MAM treatment of children from 6 to 59 months of
age. These food products are currently widely used. It is important to note that the development
of these products greatly benefited from the presence of a very mature snack industry in the
country. As a result, it was easy for manufacturers to comply with all standardised requirements.
Besides these two successful examples, Indonesia also manifested interest during the meeting to
develop and produce a local product for treatment of SAM, and the Philippines also has a history
of local manufacture of nutritious products, available local capacity and large requirements.
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IMAM Bottleneck Analysis
The IMAM bottleneck analysis developed by UNICEF18 and previously mentioned in this report
aims to identify priority issues that need to be addressed within and across the six health system
building blocks. It aims to identify the strategies that need to be implemented to address
bottlenecks in order to increase coverage and quality of life-saving interventions for mothers and
children. This analysis can therefore give timely information for the planning and implementation
of new and existing IMAM programmes.
UNICEF’s conceptualisation of the determinants of coverage includes aspects of supply
(commodities, human resources and infrastructure), demand (care seeking, family practices,
financial barriers), and the enabling environment (social norms, policies, management and
finance). All these key determinants of coverage for IMAM function in highly inter-dependent
relationships (see Fig. 12). Through this analysis, the status of each determinant is assessed and
enabling factors are identified, as well as bottlenecks and barriers that hold back the optimal
functioning of the determinants. The bottleneck analysis addresses the following questions: 1)
types of problems and bottlenecks in the health system that prevent children from effectively
accessing quality care; and 2) specific aspects of each health system building block that need to
be strengthened. This type of assessment is conducted in a participatory way with representatives
from all stakeholder groups, including all government counterparts, and is firmly anchored in the
use of existing data.
Figure 12. Determinants of coverage of IMAM and their multiple interrelations with the six
health systems building blocks
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The IMAM bottleneck analysis involves a 7-step approach to design and monitor implementation
of quality services22. The seven steps are as follows:
1. Identify the most-deprived populations through an assessment of inequities.
2. Understand priority causes of mortality, morbidity and malnutrition in these deprived
populations.
3. Select the related evidence-based health interventions that can prevent or cure the main
causes of mortality, morbidity and malnutrition in deprived populations.
4. Understand the bottlenecks that constrain coverage of these priority interventions by
using local data.
5. Analyse the underlying causes of the bottlenecks. The aim of the causality analysis is to
find the real cause that ignited the chain of events leading to the under-performance.
6. Develop strategies and budgets that address these bottlenecks; when possible, project
costs and impacts to support comparisons of cost-effectiveness and disparity reduction.
7. Support decentralised implementation of strategies and monitor their impact on
bottlenecks.

Advocacy for IMAM
Advocacy is defined as ‘the pursuit of influencing outcomes, including public policy and resource
allocation decisions within political, economic, and social systems and institutions that directly affect
people’s lives’ 23. Advocacy strategies do not use a prescribed or clearly determined method, but
need to be based on a clear vision of the pathway to achieving change. They are developed based
on the particular circumstances and on the needs of the situation. Advocacy may involve working
against established or entrenched values, structures and customs. Consequently, it may need to
be independent of service providers and authorities.
In order to create an advocacy strategy, a number of steps need to be followed, which are
summarised in fig. 13:

22 These steps are not specific to IMAM but to nutrition as a whole, and even other sectors/programmes: The BNA for IMAM looks at
the particular determinants of this programme (linked to the building blocks or supply/demand/quality) and moves on from step 4.
23 Cohen D, de la Vega R, Watson G (2001). Advocacy for Social Justice: A global action and reflection guide. Oxfam Professional.
Kumarian Press.
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Figure 13. Steps for advocacy
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The advocacy wheel diagram for prevention and management of SAM (see Fig. 14) highlights
strategies that can be used as part of a comprehensive approach to advocacy24. The aim of the
advocacy efforts regarding prevention and management of SAM is to ensure all children with
SAM receive appropriate treatment and that ultimately there are no children with SAM.
Figure 14: Strategies that may be used as part of a comprehensive approach to advocate for
zero cases of children with SAM.

Source: adapted from: Advocacy Institute Western Australia/WPRO
24 Advocacy wheel. Advocacy Institute of Western Australia. See Advocacy in Action toolkit at: http://www.phaiwa.org.au (last
accessed January 19, 2016)
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In order to remind governments of global commitments, a number of tools have been
developed, such as the global targets tracking tool25. When carrying out advocacy strategies to
institutionalise and improve IMAM, there are a number of national-level entry points within the
health system than can be used, such as the Universal Health Coverage, the National Nutrition
Plan (multisectoral), MIYCN and IYCF policies or essential health packages and the possibility of
integrating IMAM in such packages.
Box 4: How prepare to advocate for ‘No child with SAM’:
•

Check your facts and maintain your credibility.

•

Plan for and promote small wins.

•

Have an advocacy path and be clear about your overall advocacy aim.

•

Get the timing right and use windows of opportunity.

•

Make issues local and relevant.

•

Create and maintain partnerships.

•

Accentuate the positive.

•

Be passionate and persistent.

•

Be prepared to compromise. Be open to alternative plans of action or compromises that,
although not ideal, may get you closer to your goals.

An example of an advocacy experience was shared regarding the inclusion of nutrition
examination, counselling and treatment services in the national health insurance scheme in
Viet Nam. Due to a number of factors, such as lack of consensus or lack of clarity with regard
to the selection of the right legal entry point, the Ministry of Health rejected the proposal to
include individual preventive health services or products into the law. On the other hand, a
report from consultations organised by the National Assembly concluded nutrition services and
therapeutic nutrition products needed to be addressed by the scheme. One of the lessons learned
from this process is that it is important to validate that partners have the same understanding
and expectations of the policy ask and entry points through consensus building. Moreover,
development partners (e.g. UN) need to communicate the same message in order not to
confuse stakeholders, maintain a trusted partnership and achieve agreed policy objectives.
One of the suggested next steps is to explore including the nutrition examination, counselling
and treatment services in related sub-laws for the National Health Insurance, backed up by the
recommendations of the National Assembly. Consolidating the SAM treatment system also would
appear to be a pertinent precursor, including an endorsed protocol and products registered as
medicines and included in the essential medicines list.
“Consensus building and having ‘one voice’ is critical for advocacy, as any dissension - particularly
amongst development partners - can derail the policy process.”
Roger Mathisen

25 WHO. Global nutrition targets tracking tool. Available at: http://www.who.int/nutrition/trackingtool/en/ (last accessed January 19,
2016)
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Coverage Surveys
IMAM was developed to ensure greater coverage. When planning interventions, it is important
to carefully consider coverage, since it affects the budget of such interventions and it affects the
nature of a programme. High coverage of IMAM is essential if needs are to be met. High cure rates
will not be enough to meet the needs if coverage is low.
Coverage surveys provide very useful information to improve coverage. Two well known direct
methods to obtain information about coverage are: 1) Semi-Quantitative Evaluation of Access and
Coverage (SQUEAC), designed for small areas, and 2) Simplified LQAS-based Evaluation of Access
& Coverage (SLEAC), designed for wide areas. The first method gives fairly reliable information
regarding quality of the programme and access. However, it can be time-consuming. SLEAC is
less precise but it does require less time and resources. It provides a spatial representation of
areas with high or low coverage of IMAM, including also information about barriers that explain
the reason why people do not access the treatment services. Both of these methods are generally
more reliable than indirect methods.
With regard to indirect methods, there is a formula that is shown below26. This method is quick
and affordable. However, since the prevalence or incidence of SAM is often calculated with old
data or with data that is extrapolated from old information systems, indirect estimations are often
very unreliable.
An incidence conversion factor has been calculated to estimate incidence from prevalence and
duration of illness, since incidence is unknown. To estimate the annual incidence or caseload (see
formula below), a simplified conversion (or correction) factor of 2.6 is used. This factor is based
on the assumption that the duration of the condition of SAM or MAM, if not treated, can last 7.5
months over a one year or 12-month period. For more information about this formula, see the
UNICEF Programme guidance on SAM18 and the CMAM Forum (http://www.cmamforum.org/Pool/
Resources/caseloadCMAM-May-2014.pdf). However, serious problems have been found related
to this indirect method of estimating incidence. For example, the estimate should take into
consideration confidence intervals of prevalence rate used. The search in the near future of better
direct methods of estimating incidence is merited.
Annual Burden = (prevalence + (prevalence x 1.6)) x U5 population (simplified as prevalence x 2.6)
Indirect method of estimating contact coverage:
Coverage = Number of SAM admitted into services / Number of estimated SAM cases in the
population
In summary, measuring coverage is ultimately about decreasing the gap (or increasing ‘needs
met’). Coverage estimates should be obtained whenever they are required to improve the
impact of IMAM. There is no need to obtain estimates continually. For example, in a three-year
intervention, a coverage survey might be most useful when carried out as part of a baseline study
at the beginning of the intervention and to measure performance on the third year (see Fig. 15).
On the other hand, the intervention would benefit from a bottleneck analysis between coverage
surveys, which would provide regular information to improve the program.
26 Note that this methodology is likely to be reviewed and updated during 2016.
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Figure 15. Type of surveys and analyses to be carried out over a three-year period

Mid Upper Arm Circumference and Weight for
Height, and Admission and Discharge Criteria
Mid Upper Arm Circumference (MUAC) and Weight for Height Z scores (WHZ) are the preferred
anthropometric indicators to assess acute malnutrition. MUAC has been shown to be better
than WHZ to identify high risk children in the community27, 28, 29. It has also been shown that a)
using both WHZ <-3 and MUAC less than 115 mm increases specificity but decreases sensitivity
to identify children at high risk of mortality and b) using both WHZ <-3 or MUAC less than 115
mm increases sensitivity but decreases specificity to identify children at high risk of mortality. It
has been therefore concluded that there is no advantage in IMAM services combining WHZ and
MUAC to identify high risk children, but use one or the other independently.
Data from a Cambodia study, as well as studies in other regions of the world, have shown that
MUAC and WHZ identify different SAM patient groups, indicating they are not at all equivalent30, 31.
The Cambodia study found that MUAC and WHZ had poor agreement for SAM (Kappa = 8.6%)31.
The study proposes that optimal screening of children with acute malnutrition will require a
change in WHO guidelines not to miss a probably large number of children at also increased risk
of dying. It is therefore suggested that MUAC should be used at a higher cut-off than 11.5 cm in
order to include in screening processes more children with a WHZ <-3 and consequently improve
child survival. The study also proposed that both indicators with current cut-offs should be used
independently at the health centre level. It is important to note however, that these changes
could potentially imply more work pressure on the health system, and may jeopardize quality of
care.

27 Grellety E, Krause LK, Shams E M, Porten K, Isanaka S (2015). Comparison of weight-for-height and mid-upper arm circumference
(MUAC) in a therapeutic feeding programme in South Sudan: is MUAC alone a sufficient criterion for admission of children at high
risk of mortality? Public Health Nutr. 2015 Mar 25:1-7
28 Goossens S, Bekele Y, Yun O, Harczi G, Ouannes M, Shepherd S (2012). Mid-upper arm circumference based nutrition
programming: evidence for a new approach in regions with high burden of acute malnutrition. PLoS One. 2012;7(11)
29 Briend A, Maire B, Fontaine O, Garenne M (2012). Mid-upper arm circumference and weight-for-height to identify high-risk
malnourished under-five children. Matern Child Nutr; 8(1):130-3
30 WHO/UNICEF (2009). WHO child growth standards and the identification of severe acute malnutrition in infants and children. A
joint statement by the World Health Organization and the United Nations Children’s Fund. Geneva: World Health Organization.
Available at: http://www.who.int/childgrowth/standards/Technical_report.pdf?ua=1 (Last accessed November 25, 2015)
31 Laillou A, Prak S, de Groot R, Whitney S, Conkle J, Horton L, Un SO, Dijkhuizen MA, Wieringa FT (2014). Optimal screening of
children with acute malnutrition requires a change in current WHO guidelines as MUAC and WHZ identify different patient groups.
PLoS One. 2014 Jul 1;9(7)
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Admission and discharge criteria
The discharge criteria from the 2013 WHO guidelines have been published and it has been
defined that percentage weight gain (15%) should no longer be used27. In addition, the same
criteria for admission should be used for discharged. The criteria for transferring children above
six months of age from inpatient care to outpatient care are that the patient should have regained
appetite and should be clinically well and alert. For children less than six months, there are
different discharge criteria: a) all medical complications including oedema are resolved, b) the
infant has good appetite and is clinically well and alert, c) weight gain on exclusive breastfeeding
or replacement feeding is more than 5g/kg/day for at least three consecutive days and
d) immunisations are checked and the mother or caregiver is linked with community-based
follow- up and support.
The criteria for concluding treatment of SAM in children older than six months of age are the
following: 1) the patient should have WHZ >-2 and no oedema for at least 2 weeks, or 2) MUAC
> 125 mm and no oedema for at least two weeks, and be clinically well and alert. The same
anthropometric indicator should be used for admission and discharge. It is crucial that discharged
SAM children have a good follow-up service to avoid relapse.
MUAC is dependent on age. Accordingly, MUAC 125 mm corresponds to:
ü MUAC-for-age < -3 z-score for males older than 33 months and females older than 44
months;
ü MUAC-for-age < -2 z-score for males at 6 months of age and females at 11 months. Female
children younger than 11 months could be kept longer.
These cut-off values are simple. MUAC correlates better than WFH with mortality. MUAC favours
the younger, stunted and female child. However, it must be remembered that a severely wasted
child, measured by WHZ, in general also faces a 12-fold increased risk of death and therefore
consideration also needs to be given to identifying and treating those children.

Developing SAM Management Protocols
Developing SAM Management Protocols: the Philippines Experience.
While the first IMAM pilot projects implemented in the Philippines took place in 2009, it was not
until 2011 that a draft of the IMAM protocol was finally presented for endorsement. However, this
draft was not validated nor endorsed by the Government. In 2014, following the release of the
2013 WHO guidelines and due to the compelling need to have updated and endorsed national
guidelines, an intense participatory and consultative process was initiated, involving all levels
of government and other relevant stakeholders. Between 2011 and 2013, the draft protocol was
still used for implementation purposes, both in emergency (typhoons Washi, Bopha and Haiyan,
ARMM conflict & Zamboanga siege, Bohol Earthquake) and development contexts (Davao City
and Bicol Region), leading to evidence building, which helped in evidence-based advocacy
for validation of the updated guidelines in 2014 and 2015. The major reason why the national
government could not endorse the protocol was that guidelines were only technical and lacked
the defined operational component. In addition, the process of guideline’s development was not
perceived to be consultative enough.
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The process was facilitated by UNICEF and led by Department of Health through the platform
of CMAM working group (WG), one of the four technical WGs created as part of typhoon Haiyan
response (see Fig. 16). At a very early stage in the process, the CMAM WG decided to have
separate development of MAM and SAM protocols. Each protocol development was led by two
separate agencies; WFP and Save the Children were involved in the development of the MAM
protocol while UNICEF led the development of the SAM protocol. UNICEF contracted Valid
International for the development of the technical and operational guidelines for SAM. CMAM WG
with all its member agencies, Department of Health and National nutrition council reviewed the
protocols at various stages of development. UNICEF played the role of facilitator and convener
in the process together with the role in reviewing and contextualising the guidelines developed
by Valid. The guidelines were validated by the National CMAM WG. Since the SAM consultation
in Bangkok, final administrative approval from the Secretary of Health was received in October
2015. IMAM has been designated as PIMAM (Philippines Integrated Management of Acute
Malnutrition).
Figure 16: This illustration shows the steps taken to update and finalise the SAM
management protocol in the Philippines.

Consensus building was one of the main challenges found during the development process of
the SAM management protocol. Consensus was difficult to achieve even with regard to the need
to update the protocol. In addition, the integration of MAM and SAM protocols was a challenge
that was due to the separate development of the two protocols. Lastly, it was difficult to obtain
consensus with regard to key reporting indicators for SAM and MAM, since there was no reporting
and monitoring system for SAM in the country.
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A number of lessons were learnt after the process of development of a CMAM protocol in the
Philippines and are shown in box 5.
Box 5. Lessons learnt from the CMAM protocol development process.
1. Updating and developing national guidelines is a critical step in building consensus and
agreeing to give support for SAM management among actors.
2. The process of protocol development should be participatory and consultative (involving
both national and sub national levels) in order to ensure ownership.
3. For the Government to endorse the SAM Management protocols and plan scale-up, it is
important to include both technical and operational components.
4. International standards and protocols need to be subjected to consultation, adapted to
country realities and contextualised, in order to improve acceptance and ownership.
5. The development of practical and user-friendly protocols is critical. Clarity for end users of
the protocol should be ensured.
6. Simplified tools and job aids are critical components of the protocols. Protocols should
undergo consensus and testing at sub-national and national levels.
7. IMAM protocols and operational guidelines should address all four components of the
approach, such as the inclusion of MAM management protocols from the very beginning.
8. Protocols should be developed for both emergency and non-emergency contexts (for both
SAM and MAM).
9. The Department of Health chairing the national CMAM WG and leading the protocol
development process improved ownership, which is critical for validation and
endorsement.

MAM Protocol International Guidance and
Main Practices:
Key points for integration of MAM protocols with SAM
management protocols
In 2012, WHO published the technical note ‘Supplementary foods for the management of
moderate acute malnutrition in infants and children 6–59 months of age’32, which summarises the
nutrient composition for supplementary foods that are specially designed for the management
of children with MAM. However, it is important to note that the technical note did not include
some of the specialised nutritious foods developed since 2009, such as SuperCereal +, also known
as CSB++, or other RUSFs. With regard to the utilisation of specialised nutritious foods, different
options should be explored and researched, including the development of locally produced
specialised foods.
32 WHO (2012). Technical note: supplementary foods for the management of moderate acute malnutrition in infants

and children 6–59 months of age. Geneva; World Health Organization. Available at: http://apps.who.int/iris/
bitstream/10665/75836/1/9789241504423_eng.pdf?ua=1&ua=1 (Last accessed November 19, 2015)
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For children between 6 and 59 months of age, the admission criteria should be WHZ between
-3 and -2 or MUAC equal or above than 11.5 or less than 12.5 cm. The discharge criteria should
be WFZ >-2 for 2 consecutive visits or MUAC ≥ 12.5 cm for 2 consecutive visits. The nutritional
treatment should practically be from 400 to 800 Kcal per day per person. Specialised nutritious
foods available in the market include PlumpySup, eeZeeRUSF, Acha Mum or Super Cereal Plus. In
addition, MAM children should receive vitamin A supplementation, deworming drugs, measles
vaccination as well as iron and folic acid supplementation.
The Sphere Project handbook33 recommends using some key performance indicators for
interventions involving children between 6 and 59 months of age, which are coverage, cured,
defaulted and death. Coverage should be >50% in rural areas, >70% in urban areas and >90% in
a camp situation. The proportion of cured children should be more than 75%. The proportion of
defaulted should be less than 15% and the proportion of death children should be less than 3%.
However, these indicators have been developed in emergency contexts. Therefore, there is a need
to update Sphere standards for development contexts.
For pregnant and lactating women, the admission criteria should be a MUAC of less than 21 cm
and the discharge criteria should be a MUAC equal or more than 21 cm. The nutritional treatment
should practically consist of 400 - 1000 Kcal per day per person. One of the specialised nutritious
foods currently used is Super Cereal, which includes corn or wheat and soya. In addition, pregnant
and lactating women should receive iron and folic acid supplementation.
Management of MAM is a rather complicated intervention technically. One of the main problems
encountered when implementing MAM protocols is that, at the individual level, it is difficult
to identify individuals with MAM, since there might be no visual signs. In addition, compliance
to feeding recommendations might be low, due to the difficulty of preparation, sharing with
other siblings or other pregnant and lactating women or due to caregiver’s excessive workload.
Implementation problems encountered at the health facilities deal with excessive workload
(the number of MAM cases is considerably higher than the number of SAM cases), supplies
of specialised nutritious foods, high budgets, follow-up of MAM cases, referral and linkages
between SAM and MAM treatment and reporting. Given the complexity of treating MAM cases, it
is recommended that great importance be given to prevention strategies, which will reduce the
incidence of MAM.
Since many countries are in the process of developing or updating the guidelines for MAM, a few
suggestions for protocol development can be given:
1. Develop IMAM protocol with all 4 components (inpatient care of SAM, outpatient
management of SAM, management of MAM and community mobilisation). Even if later
not all components are implemented, depending on the context. For example, if coverage
is low and resources are scarce, it might be more effective to emphasise prevention
strategies rather than treatment.

33 Sphere Project handbook (2011). Available at: http://www.sphereproject.org/handbook/ (last accessed January 19, 2016)
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2. Ensure that different options for food supplementation are clearly defined in the
protocols, such as the use of different types of locally available foods and different types
of specialised nutritious foods. It often occurs that some types of feeding options are not
included in national protocols and are later needed, which usually requires a process of
updating and endorsing again the protocol. It is therefore recommended to include a big
range of options of food products in the primary guidelines, even if the government is not
planning to use some of them in the short term.
3. Include a clear linkage with prevention, especially regarding IYCF practices and other
causes of acute malnutrition (e.g. WASH, health, other sectors).

Group discussion on key bottlenecks and
solutions/good practices in developing SAM
management protocols: Sharing other country
experiences
Many national protocols do not reflect WHO’s guidelines. However, several countries have started
updating their national protocols according to WHO’s 2013 guidelines. For example, Viet Nam
already updated them (even if not endorsed yet), Myanmar has almost finished updating their
protocols, and the Philippines updated guidelines were endorsed in October 2015. However,
even if guidelines are not updated, implementation of interventions should be continued and
scale-scale-up of treatment should be encouraged. In many cases selected updates may already
be incorporated into clinical and operational practices even while the overall national protocol is
still under review. Some of these updates may contribute significantly to saving lives and improve
outcomes.
It is recommended that countries use international guidelines as much as possible to create their
own protocols. It was also mentioned that it would be important that the same consultant(s)
supports the writing of the different protocols in the region, in order to ensure harmonisation. In
fact, some regions (UNICEF’s West and Central Africa region for example) have already developed
standardised protocols. It was concluded that this region could benefit from a similar approach.
Adoption of international-standard protocols within national systems and policies in countries is
the primary objective, however.
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Strengthening Community Engagement
for Management and Prevention of Acute
Malnutrition
Community engagement is necessary because a large number of SAM cases do not access
treatment services yet. A study by Rogers et al.34 identified that the estimated coverage achieved
by services treating SAM in 139 services from 21 different countries was only 38.3%. The most
frequently reported barriers to access were lack of awareness of malnutrition, lack of awareness of
the service, high opportunity costs, inter-programme interface problems and previous rejection
(see Fig. 17).
Figure 17. Primary barriers to access reported by caregivers of non-covered SAM cases
Stigma
Carer sick
Poor delivery of service
RUTF stock breaks
Distance from home to CMAM site
Previous rejection
Inter-programme interface problems
High opportunity costs
Lack of awareness of programme
Lack of awareness of malnutrition
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Community engagement is necessary because it helps make services accessible. In order to
engage communities at scale, it is crucial that health systems reach out to communities through
different approaches depending on the context (see Fig. 18). Contributions from community
engagement can vary from active case finding to raising awareness about acute malnutrition.
Community sensitisation can be helpful for raising awareness about actual detection of SAM
cases, but also about what SAM is. Knowledge of SAM can be useful for prevention.

34 Rogers E, Myatt M, Woodhead S, Guerrero S, Alvarez JL (2015). Coverage of Community-Based Management of Severe Acute
Malnutrition Programmes in Twenty-One Countries, 2012-2013. PLoS ONE 10(6): e0128666. Available at: http://journals.plos.org/
plosone/article?id=10.1371/journal.pone.0128666 (last accessed January 19, 2016)
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Figure 18. How health systems reach out to communities and their specific contributions to
SAM.

In case there are no community systems or structures in place, different alternatives can
be selected to mobilise the community. For example, patients and health facility users are
community members that every programme underutilises. The users themselves (patients,
parents of patients, caregivers) are key in spreading positive or negative messages, depending
on their experience in the health centre. Word of mouth from people who have experienced the
health service can be more powerful than many other sensitisation methods. In addition, other
governmental outreach processes can be used for this purpose, such as agriculture extension.
Opportunities should also be analysed regarding the establishment of partnerships with the
private sector to raise awareness about SAM. Penetration of the private sector throughout the
community can sometimes be even stronger than the public sector. In addition, traditional
health practitioners might also be helpful in this regard, even if they are sometimes considered
potentially counterproductive for other matters by the health facilities.
In order to engage communities at scale, it is important to focus on what is needed with regard to
awareness and action. Also, existing community engagement systems should be utilised, instead
of constantly creating additional community systems. Moreover, multiple entry points should be
used in order to ensure a larger engagement of the community. Lastly, it is recommended to think
beyond ‘formal’ systems and structures, since the solution might be found in other forms.
UNICEF’s Strategic Approach to Nutrition Programming in the East Asia and Pacific region
2014-201535 suggests that in countries and sub-national areas with high SAM prevalence and/
or burden, a full-fledged community component should be implemented, including active case
finding, follow-up and mobilisation, along with inpatient and outpatient management in health
facilities. However, in low prevalence areas, the establishment of the community component
may not be warranted and it is therefore recommended that management of SAM be fully
institutionalised in health facilities and other existing health system contacts.
35 UNICEF (2014). Approach to Nutrition Programming in the East Asia and Pacific Region 2014-2025. Bangkok: UNICEF. Available at:
http://www.unicef.org/eapro/12205_22043.html (last accessed September 24, 2015)
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As an example, Myanmar’s draft operational guideline suggests that there will be community
mobilisation activities in the different areas of the country. However, the type and the intensity
will vary depending on the programme that is being implemented in the health facilities of the
area. Community activities will be undertaken by health facility staff during their visits to villages.
Where existing, volunteers will also assist in the various activities. The cultural understanding
of the community will need to be assessed even in low prevalence or caseload areas. In
addition, sensitisation in low prevalence or low caseload areas is particularly essential because
management of SAM in the health facility will be a new service and key informants and the
population should be informed. Since prevalence is low in certain areas, active case finding will
be conducted at least biannually and also integrated into the existing activities, such as growth
monitoring screening activities or other health activities. It will also be important that home visits
are also planned for children not recovering as expected or any other reason requiring a follow-up
visit at home.
In conclusion, the core principles remain largely unchanged with regard to community
engagement in low prevalence settings. Raising awareness and engaging the community for
action is still considered important. However, the regularity and intensity of the community reachout will be different and even more emphasis will be put on IMAM integration in the national
health service. In addition, it is recommended that a larger amount of resources are invested
for community work, since many programmes often direct the majority of financial resources to
purchase of RUTFs.

Implementation Research Needs and
Opportunities
A number of research methods can be used to answer a research question. Example of methods
ranked from low to high evidence of effectiveness are: meta-analyses, experimental research,
quasi-experimental research, correlation and regression analyses, descriptive quantitative
analyses and descriptive qualitative analyses. When planning to carry out a research study, it is
important to identify the research question (what will the research try to achieve? why will it be
done? to whom will it be useful? how will it be useful? how will it add to the existing knowledge
base?) and the purpose of the research. Once they have been identified, then the design and the
research method can be selected. With regard to treatment of SAM, research could be carried out
with regard to three different types of interventions: SAM-specific interventions that improve SAM
performance, SAM-specific interventions that improve case management in general and system
or sector interventions that improve case management of SAM and other.
The purpose of the research can be different depending whether it is for biomedical or clinical
purposes, cost-effectiveness, operational purposes, to improve health policies or health systems,
etc. In this chapter, more focus will be given to implementation research36, 37. Implementation
research can give timely information regarding how to deliver interventions effectively in diverse
settings and within the wide range of existing health systems. Often, implementation issues
arise as a result of contextual factors that were not considered. It is therefore crucial to improve
our understanding of real-world factors and how they impact implementation. In addition,
36 Peters DH, Adam T, Alonge O, Akua I, Tran N (2013). Implementation research: what it is and how to do it. Research Methods &
Reporting. BMJ 2013;347:f6753. Available at: http://www.bmj.com/content/347/bmj.f6753.full.pdf+html (last accessed January 19,
2016)
37 Peters D, Tran N, Adam T (2013). Implementation Research in Health: A Practical Guide. Alliance for Health Policy and Systems
Research, World Health Organization. Available at: http://who.int/alliance-hpsr/alliancehpsr_irpguide.pdf (last accessed January
19, 2016)
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implementation research can be used to support and promote the successful application of
interventions that have been demonstrated to be effective.
Implementation research focuses on the strategies needed to deliver or implement new
interventions (implementation strategies) and uses a framework for conceptualising and
measuring implementation outcomes. Some of these outcome variables could be acceptability,
adoption, appropriateness, feasibility, reliability, implementation cost, coverage or sustainability.
One of the methods that can be used for implementation research is a quality improvement
study. See Fig. 19 for examples of quality improvement tools that can be used in Plan-Do-Study
Act (PDSA) studies37. These type of studies usually involve a set of structured, cyclical processes
based on a PDSA cycle. The PDSA cycle allows for the application of scientific methods on a
continuous basis to formulate a hypothesis or plan to improve quality, implement the plan,
analyse and interpret the results and plan for what to do next.
Figure 19. Examples of quality improvement tools for PSDA studies.

Source: WHO, 2013
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A recent publication by Menon et al. 38 noted that it is now recognised that the impact of
evidence-based interventions is limited by the lack of evidence on the best operational strategies
for scaling up nutrition interventions. The article proposes a framework and a literature analysis to
frame and highlight the crucial importance of research on the delivery and utilisation of nutrition
interventions. However, this framework is quite general for nutrition in general and not so
specific for the case of CMAM. Furthermore, it was identified that a Grading of Recommendations,
Assessment, Development and Evaluation (GRADE) review of published literature39 has been
successful in identifying key questions from SAM management interventions. Finally, a summary
of identified research topics for management of acute malnutrition can be found at the CMAM
forum40.
In summary, the importance of carrying out research studies to improve IMAM interventions was
stressed, as well as the need to collaborate with good institutions that are capable of carrying out
adequate research studies, and the importance of designing and implementing a good service
from the onset. The relevance of investing resources for monitoring and evaluation was also
emphasised.

38 Menon P, Covic NM, Harrigan PB, Horton SE, Kazi NM, Lamstein S, Neufeld L, Oakley E and Pelletier D (2014). Strengthening
implementation and utilization of nutrition interventions through research: a framework and research agenda. Annals of the New
York Academy of Sciences, 1332: 39–59. doi: 10.1111/nyas.12447
39 Kerac M, Trehan I, Weisz A, Agapova S and Manary M (2012). Admission and discharge criteria for the management of severe acute
malnutrition in infants aged under 6 months. WHO. Available at: http://www.who.int/nutrition/publications/guidelines/updates_
management_SAM_infantandchildren_review8.pdf (last accessed January 19, 2016)
40 CMAM Forum. Summary of research questions for Acute Malnutrition. Available at: http://www.cmamforum.org/Pool/Resources/
Summary-of-Research-Questions-for-Acute-Malnutrition-CMAM-Forum-Dec-2014.xlsx (last accessed December 5, 2015)
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4- PROPOSED ACTIONS
BY COUNTRIES
Country representatives identified key objectives for SAM integration in the health system, related
to the 6 building blocks and beyond as applicable. Key actions for 2015 and 2016 were proposed
by each country.
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Table 4: Areas of action for country delegations (summary)
Country

Year

Cambodia

2015

2016

52

Timeframe
Objective 1: Generate evidence for the government for more investment for the treatment of wasting
Implement mass screening in 3 provinces where
UNICEF, MOH and provincial
SAM is above 5% according to 2014 CDHS.
health department (PHD)
Re-analyse DHS data (2010 and 2014) to show
UNICEF
the prevalence of SAM children within stunted
children (advocacy purposes to increase interest
in SAM programme)
Assess the efficiency of out-patient service in
UNICEF and National Nutrition
Cambodia (with 106 health centres)
Programme (NNP)
Advocate to include RUTF in essential drug list
NNP
Upgrade actual web-based monitoring tools to a UNICEF and consultant
more friendly user tools
Objective 2: Start to update the IMAM guidelines according to international recommendations and local
findings
Create working group with main NGOs and MOH UNICEF, NNP, URC, Plan, Save
the Children, and any other
Start drafting job aids and practical guidelines
consultant
NGOS
Present first draft to national technical working
consultant
group
Objective 3: Finalise the IMAM guidelines and endorsement of the protocol by the Ministry of Health by 2016
Finalise the guidelines and job aids with
UNICEF, NNP, URC, Plan, Save
consultant
innovative screening methodology at community the Children, and any other
and health centre level
NGOS
Develop specific guidelines for SAM and MAM
WFP, UNICEF, NNP
consultant
management during emergency
Strengthen districts capacity of hospital and
NNP with any other national
funding
health centres to screen and treat outpatient and and international partners
inpatient for severe acute malnutrition
Scale –up SAM treatment as recommended by
funding
the National Fast Track Road Map for Improving
Nutrition 2014-2020
Objective 4: Increase non-UNICEF funding to scale –up IMAM services
Seek additional funds from government and
UNICEF, NNP, CARD
international partners to support treatment drugs
for SAM children
Seek support from decentralisation mechanism
UNICEF, CARD
(commune council and budget) to participate in
community screening and funds for transport to
health facilities
Objective 5: Test alternative local recipes for RUTF for government local or regional procurement
Support implementation of the different efficacy IRD, FiA, NNP, UNICEF
funding
studies
Identify producers (international or neighbour
Expertise from
companies) to produce newly develop branded
supply division
RUTF
Objective 6: Support MOH on analysing SAM achievements
Gather, analyse and use disaggregated data
UNICEF, NNP, PHD
to identify barriers and bottlenecks to address
persistent health and nutritional status inequities
Provide semi-annual information to sub-national
authorities in collaboration with national
authorities
Continue supporting MOH on SAM reporting
(#cases, # follow up visits, # death, # of drop out)
Actions

Responsible
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Support needs

Country

Year

DPRK

2015

2016
and
beyond

Indonesia

20152016

2016

Timeframe
The main Objective 1: Integrate IYCF counselling services, MN supplements and CMAM (both inpatient and
outpatient) into the health service delivery package in 90 counties in the 4 drought-affected provinces.
1. Establishing 60 ‘New’ CMAM sites in 60
UNICEF and MOPH
Local TA/
counties’ hospitals in the drought-affected
consultancy to
counties in 4 provinces
facilitate the
training courses
2. Scaling-up IYCF counselling services to 90
counties’ hospitals in 90 counties in the 4 affected
provinces by the drought.
3. Increasing MNP coverage to 6-23 months
infants from 20% to 40% and MNT coverage to
PLW from 30% to 50%.
Objective 2: Strengthen performance of the operational 150 CMAM sites and further scale-up the integrated
package to reach the remaining 58 counties.
Rolling-out capacity development activities of
UNICEF and MOPH
Recruitment of
Jun-Oct’15
IYCF counselling, MNP/MNT supplementation
local consultant
and CMAM training courses to the targeted 90
counties.
Re-printing the IEC communication package
July’15
Provision of supportive supervision to the new
facilities
Ensuring quarterly flow of programme data
Rolling-out the capacity development activities
Mar-Jun’16
for the remaining 58 counties
Ensuring availability of programme supplies
Jun’15Oct’16
Ensuring availability of programme data (key
Dec’15indicators) on annual bases
Dec’16
Objective 1: Agree on CMAM as an approach for SAM
Expert Meeting (all stakeholders- Government,
MoH
Nutrition Experts, Academia, UN, Development
Partners, NGOs) to agree on the proposed
strategy
Establish task force consisting of different
stakeholders
Coordinate with other MoH’s directorates to
disseminate the proposed strategy to ensure that
they will support the programme
Objective 2: Initiate local production of RUTF
MoH
Expert meeting with National Research
Agency (Litbangkes) on RUTF based on WHO
recommendation
• Linkages of local recipes/product to treat SAMhow it is different from WHO recommendation
• What steps should be taken (another research?)
Establish working group under the task force to
plan the steps on local production of RUTF
Objective 3: Generate evidence, based on IMM- pilot in Kupang District NTT
MoH
CMAM implemented in 6 sub districts in Kupang
District
a. Baseline conducted in 2015 (April)
b. Training on IYCF (April-October)
c. Training on Inpatient Care (July)
d. Training CMAM (September)
e. Implementation (September - )
Objective 4: Develop guideline (IMAM- 4 components)
1. Develop interim guideline for CMAM project in
Kupang District
2. Review available guidelines for SAM treatment
(inpatient and outpatient) and MAM
3. Develop guideline (through task force)
Objective 5: Improve nutrition information system
Actions

Responsible

Support needs
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Country

Year

Lao PDR

20152016

2016

Timeframe
Objective 1: develop integrated and simplified Management of Acute Malnutrition guidelines and strategic
action plans
Form task force (TWG)
MoH (Nutrition Centre/DHHP)
Technical
support (through
Develop roadmap
MoH with technical support
consultant if
from UNICEF, WHO, WFP
available) and
Review of updated global SAM guidelines and
MoH, UNICEF, WHO
guidance (inputs
current Lao PDR SAM guidelines: identify gaps
to roadmap
Key informants interview in select province on
MoH, UNICEF, WHO
development,
inpatient and outpatient services
reviewing and
revising the
Develop updated IMAM guidelines and action
UNICEF consultant (from RO)?
plan
in consultation with WHO, WFP guidelines) from
RO
and MOH
Actions

Responsible

Consultation meetings to review and finalise
guidelines
Approve national guidelines
Develop updated training manual and tools for
IMAM
Finalise IMAM guidelines

MoH (Nutrition Centre/DHHP),
UNICEF, WHO, WFP
MoH
MoH with support from UNICEF,
WHO, WFP
MoH
Technical support
from UNICEF
UNICEF

Develop simplified training manuals and tools
Microplanning of training and communication
material needs
Production of training and communication
material needs
Forecast, costing, procurement and distribution of
equipment and supplies needs
Review pre-service curricula and include SAM in
preservice curricula
Refresher training for in-service in SRV, ATP, SEK
Monitoring and supportive supervision of
integrated services
Review and inclusion of acute malnutrition
indicators in HMIS
Review of acute malnutrition indicators through
HMIS
Advocacy for costing of SAM in national budget
Lao PDR included also these key objectives for
SAM integration in the health system:
• Enabling environment:
– Develop integrated and simplified SAM
guidelines and strategic action plans
– Policies to include fee waiver for children
under-5, pregnant and vulnerable populations
• Knowledge and information systems:
– Inclusion of key SAM indicators in HMIS
• Service delivery:
– Integrated package (inpatient and outpatient
care)
– Linking with other health and nutrition services
(e.g. MCH, IYCF)
• Health workforce capacity
– Review pre-service curriculum and include SAM
– In-service refresher training/training,
monitoring and supportive supervision
• Equipment and supplies:
– Forecast, costing, procurement and
management of equipment and supplies
• Resource mobilisation:
– Allocation of funds in national budget action
plans
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Support needs

Feb’16

UNICEF

MarApr’16
Apr’16

WHO

May’16

UNICEF
procurement
Technical support
from UNICEF, MoH
UNICEF(?), WHO (?)
UNICEF, WHO

MarMay’16
May-Jul’16
Jun-Jul’16
Jun-Dec’16

UNICEF, WHO, WFP FebMar’16
UNICEF, WHO
Jun-Dec’16
UNICEF, WHO

Jan-Oct

Country

Year

Mongolia

2015

2016

Myanmar

2015

2016

Timeframe
Objective 1: Improve policy/technical guidelines on SAM and MAM (integration with IMCI and other MCH
guidelines and protocols)
Update SAM inpatient protocol into IMAM
MoH
Technical support
management protocol
Develop locally available supplementary food
Technical support,
recipes for MAM protocol
sharing technical
documents/
samples
Integrate IMCI, IYCF and NiE guidelines in
accordance with updated protocol
Objective 2: Develop training curricula for approved IMAM
Establish working group on curricula
MoH
Dec’15
Pre-test draft curricula
Oct’15
Finalise and get approval of the curricula
Dec’15
Objective 3: Sustainable supplies/drugs and equipment for quality IMAM management
Advocacy to Human drug Committee of the MOH MoH
Jul’15
Objective 4: Involvement of other sectors to resolve underlying problems (Social protection)
Sensitisation meetings with other actors
Aug’15
Reflection of IMAM in related policies of other
Julysectors
Sep’15
Objective 1: Finalise the IMAM guidelines and endorse the protocol by the Ministry of Health by the end of
2015
Circulation of draft protocol to TWG members for NNC-UNICEF, UN/NGO,
Technical
final review
Paediatricians (TWG)
assistance from
Valid International,
technical agencies
Consensus meeting with the related stakeholders NNC-UNICEF, UN/NGO, (TWG)
finance
related government ministries
like MOH, MOA, MOSW, etc.
Submission of the final draft document to the
NNC
MOH for endorsement in Myanmar
Launching of IMAM guidelines at central level
NNC-UNICEF
finance
Objective 2: Implement IMAM services at selected pilot State/Regions to integrate IMAM services into existing
health system
Development of training package including
UNICEF-NNC, Valid
Technical
job aids for different target groups (facility,
International/expert assistance, assistance from
community, emergency)
TWG
valid or other
expert agency
Development of training plan for pilot sites
UNICEF-NNC, Valid
International/expert assistance
Conducting training at different levels (along the NNC (UNICEF)
Finance, materials
health structure)
Readiness for implementation at selection sites;
UNICEF, NNC
Finance, materials
supplies distribution, dispatch of other M&E
related forms
Objective 3: Implement and monitor IMAM services at piloted States/regions
Initiate implementation of IMAM in piloted area
Pilot S/R H&N team, NNC
finance
Q1
(UNICEF), local partners
Conduct supportive supervision and on-job
MOH (NNC, Medical Care)
finance
Q1-Q2
mentoring of implementation at field sites
Objective 4: Scale up IMAM services in remaining States/regions on phase by phase approach, at least all S/R
hospitals and District hospitals, together with community component by the end of 2016
Prepare timely arrival of required supplies to the
UNICEF (NNC)
Supply division,
Q1
S/R (procurement and distribution plan)
finance
Form IMAM coordination committee at State/
MOH and related ministries and
Q1
Regional level
actors/partners
Advocacy on IMAM integration approach at sub- NNC
Q1-Q2
national level (phase by phase)
Conduct training of IMAM at different levels in
S/R health dept., NNC (UNICEF) Finance, materials Q2-Q3
remaining area (phase by phase)
Initiate implementation of IMAM in remaining
S/R health dept., NNC (UNICEF), Finance, materials Q2-Q4
area (phase by phase)
other local partners
Conduct supportive supervision and on-job
NNC, UNICEF
Finance, materials Q3-Q4
mentoring of implementation at field sites
Actions

Responsible

Support needs
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Country

Year

Actions

Pacific
Islands

2015

Objective1: Review and strengthen ITP
Establish /Revitalise tech working group for IMAM MOH (and UNICEF & WHO)
to review guidelines and protocols and training
materials.

2016

Responsible

National rollout training for ITP

MOH (and UNICEF & WHO)

Establish/strengthen monitoring and reporting
for ITP
Objective 2: Introduce OTP
Technical assistance to guide OTP programming
– develop guidelines, protocols, training,
supervise implementation and set up monitoring
framework and reporting
Develop guidelines and protocols for OTP

MOH

MOH, UNICEF and WHO

Support needs

Timeframe

TA and funding.
- UNICEF & WHO,
other agencies
FAO, IFAD, Donors
TA, Funding
- UNICEF & WHO,
other agencies
FAO, IFAD, Donors
TA

Funding and
supplies

2015 2017

TA ( UNICEF and WHO) with
Funding and TA
Jan’16
MOH
Pilot in selected sites – implementation and
MOH, TA and tech. working
TA, Funding
March’16
monitoring and reporting (including supplies)
group
National rollout training and implementation
MOH
TA, Funding
2017->
Objective 3: Create awareness through advocacy for support to national programming and sustainability*
(*possibly focus on first 1000 days with several components including SAM )
Establish Pac. tech working group for nutrition
UNICEF, WHO and MOHs in
Coordination and
2016->
relevant Pac countries.
Funding
Create an advocacy strategy to support advocacy
at all levels of Government for child nutrition,
including IMAM
Implement advocacy strategy

The
Philippines

2015

2016

56

UNICEF WHO, and MOHs’ in
relevant Pac countries.

TA (Comms
Specialist),

2016->

MOH, UNICEF and WHO and
TA, Advocacy
2016->
partners
materials, Funding
Objective 1: Institutionalise PIMAM into basic health service packages for routine and emergency services
UNICEF, DOH and NNC
Convene CMAM WG one day consultation to
share learnings from regional discussions
PIMAM Protocols’ endorsement
DOH
Undertake bottleneck analysis in ongoing IMAM
UNICEF, DOH
UNICEF-RO:
services
Guidance in
planning
Meeting with FDA and NCPAM on inclusion of
DOH with support NNC and
RUTF in essential medicine or food list
UNICEF
Explore opportunities with private sector on local DOH with support NNC and
production of RUTF
UNICEF
Meeting with PhilHealth on development of
DOH with support NNC and
benefit package for SAM
UNICEF
Continue work on developing IMAM scale up
plans in priority provinces (2015-2016)
Objective 2: Scale up PIMAM services in priority provinces
Capacity building plans and implementation in
DOH, UNICEF and other
2016-2017
priority provinces
partners
Development of training modules for all levels of UNICEF, DOH and CMAM WG
2016
health facilities
Establish supply-chain systems for RUTF for
DOH with support from UNICEF
2016
starting PIMAM implementation
and NNC
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Country

Year

Actions

Papua New
Guinea

2015

Objective 1: Focus on coordination and wider
NDoH/
collaboration bringing as many stakeholders
Nutrition and UNICEF
as possible, initially, monthly (Bottleneck/Status
1: Leadership and governance; currently working
with NDoH and Paediatric society only, but not
other stakeholders)
Objective 2: Paediatric society to include at
Paediatric society
least one admission (MUAC) and outcome
indicators (D, C, T, AB, NC) (Bottleneck/Status 2:
Information systems; SAM indicators are missing)

External advocacy
so high level
managers can
buy-in and support
the coordination
process

Objective 3: Train other cadres (Other medical NDoH to organise with the
officers, Nurses, HEOs, CHWs) (Bottleneck/Status Paediatric society
3: Workforce and service delivery; low capacity
and low service points keeping coverage poor)

Funding from
UNICEF and other
stakeholders, but
most sustainable
advocacy for
centralised
provincial funding

Objective 4: There is a pledge for financing
commodities but not yet on capacity building.
The application has started for inclusion of
SAM commodities onto the pharmaceutical
list. (Bottleneck/Status 4: Workforce and service
delivery; low capacity and low service points
keeping coverage poor)
Objective 5: Bring on board local actors
especially non-state actors (Bottleneck/Status 5:
People and service demand; not yet started)
Objective 6: Continue the focus on
coordination and wider collaboration bringing
as many stakeholders as possible, however,
on a quarterly basis (Bottleneck/Status 6:
Leadership and governance; currently working
with NDoH and Paediatric society only, but not
other stakeholders)
Objective 7: Concretely, Paediatric society to
include at least one admission (MUAC) and
outcome indicators (D, C, T, AB, NC) within
Provincial level data collection and reporting.
NHIS to do as will the Paediatric society.
(Bottleneck/Status 7: Information systems; SAM
indicators are missing)

NDoH/ Nutrition backed up by
UNICEF

External advocacy
to elevate the
current nutrition
structure so the
funding ceiling gets
improved

NDoH and UNICEF

Improved
coordination and
governance

NDoH/
Nutrition and UNICEF

External advocacy
so high level
managers can
buy-in and support
the coordination
process

Paediatric society
NDoH/
Nutrition

Family Health
trained on CMAM,
working session with
the society’s core
groups to introduce
the idea that will
be presented to
the Monitoring and
Research Unit for
endorsement

NDoH to organise with the
Paediatric society and Family
Health

Decentralised
district funding,
with very strong
advocacy from
Provincial
Paediatricians and
the society, NDoH,
UNICEF and other
stakeholders

2016

Responsible

Objective 8: Scale up CMAM training through
Family Health structure. (Bottleneck/Status
8: Workforce and service delivery; low capacity
and low service points keeping coverage poor
coverage)

Support needs

More Paediatricians
trained on SAM to
know the new way
of doing things,
working session with
the society’s core
groups to introduce
the idea that will
be presented
to the CHAC for
endorsement

There is a pledge for financing commodities but
NDoH/ Nutrition backed up by
not yet on capacity building. The application has UNICEF
started for inclusion of SAM commodities onto the
pharmaceutical list (Supply chain and financing;
NDoH nutrition has a specific ceiling but also
SAM commodities lacking on pharmaceutical list
limiting the supply chain)

External advocacy
to elevate the
current nutrition
structure so the
funding ceiling gets
improved. Advocacy
for this will be long
term

Bring on board local actors especially non-state
actors (People and service demand; not yet
started)

Improved
coordination
and governance
among provincial
and district Family
Health structure

NDoH and UNICEF

Timeframe
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Country

Year

Actions

Responsible

Support needs

Timor-Leste

2015

Main Objective: Improve quality and access of nutrition services (IMAM programme)
Discuss the organization and preparation of IMAM MOH, INS
TA : UNICEF,
training
WHO,WFP
TA : UNICEF,
Update the IMAM training guideline and materials MOH, INS
WHO,WFP; EU
including linkages with IMCI guidelines

Timeframe
Jun 2015
Jul 2015

financial support
(nutrition integrated
project)

Viet Nam

2015

2016

58

UNICEF, WFP
Aug 2015
Conduct the IMAM training for the health workers MOH, INS
UNICEF,
Jun – Dec
Conduct the supportive supervision of the IMAM MOH, INS
2015
programme
MAM & SAM children are identified through
MOH
Jun – Dec
screening
2015
Procure Nutrition supplies and equipment for
UNICEF
UNICEF
Jul 2015
SAM treatment
Tracking and reporting on MAM & SAM indicators
(HMIS)
Objective 1: Make a best practical road map to get approval of the technical Guideline and next steps
Finalisation of the National Operation guideline
NIN/MSA
Regional WHO/
and its formal format ready for submission to the MSA
UNICEF
MOH (the technical part for MOH approval; and
Others (NIN/WHO/A&T)
the operational part for the programme approval) Others
NIN, Department of
Regional WHO/
Preparation working with different related
UNICEF
departments of the MOH and other to prepare for Health Legislation, MSA
a consultation meeting on IMAM cost and HI
MCH, FDA
DA, DPF
UNICEF
WHO
A&T
Conduct a consultation workshop with relevant
• Medical Service
Facilitation from
departments/ partners on a most practical
Administration (MSA)
UNICEF and WHO
approach for putting IMAM cost to be under HI
• NIN
• UNICEF
• A&T
• Other
Follow up the progress of development of the
NIN/MSA
health essential service package that integrate
Other (UNICEF/WHO)
IMAM for children under
Fundraising for to cover cost during transition
NIN/UNICEF/WHO/A&T
period.
Objective 2: Scale up IMAM further
Approval of technical and Operation guideline
MSA/NIN
Jun’16
Dissemination and training the approval
NIN
After
guidelines for scaling up
Jun’16
Maintaining and scaling up IMAM within the
NIN/UNICEF/AT Other
Government
2015-2016
health system
and more donor
funding

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

REFERENCES AND
RESOURCES
Atun R, de Jongh T, Secci F, Ohiri K, Adeyi O (2010). Integration of targeted health interventions
into health systems: A conceptual framework for analysis. Health Policy Plan; 25: 104-111.
Axelsson R, Axelsson SB (2006). Integration and collaboration in public health—a conceptual
framework. The international journal of health planning and management 21(1), 75-88.
Cane J, O’Connor D, Michie S (2012). Validation of the theoretical domains framework for use in
behaviour change and implementation research. Implement Science; 7.1: 37.
Claquin P (1989). Sustainability of EPI: Utopia or Sine Qua Non Condition of Child Survival.
Arlington: Resources for Child Health Project.
CMAM forum. Available at: www.cmamforum.org and its 2014 Update, available at: http://www.
cmamforum.org/Pool/Resources/CMAM-Forum-Update-Dec-2014.pdf
CMAM Forum. Technical support and information initiatives on acute malnutrition. 2014.
Available at: http://www.cmamforum.org/Pool/Resources/Technical-support-and-info-sharingacute-maln-March-2014.pdf.
Coverage monitoring network (CMN). Available at: www.coverage-monitoring.org/
de Savigny D, Adam T, eds. Systems thinking for health systems strengthening. Geneva: WHO;
2009.
Emergency Nutrition Network, which has many resources on SAM, MAM and other nutrition
issues, and publishes Field Exchange. Available at: http://www.ennonline.net/
EN-Net: A discussion group. Available at: www.en-net.org.uk/
Graham, Ian D, et al (2006). Lost in knowledge translation: time for a map? Journal of continuing
education in the health professions; 26.1: 13-24.

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

59

Health Systems 20/20 (2012). The Health system assessment approach: A how-to manual. Version
2.0. Available at : http://www.healthsystemassessment.org/health-system-assessment-approacha-how-to-manual/
Joint Learning Initiative (2004). Human resources for health: overcoming the crisis. Global Equity
Initiative. Available at: http://www.eldis.org/id21ext/insightshealth7art6.html
Lehmann, Uta, et al (2009). Task shifting: the answer to the human resources crisis in
Africa?.” Human Resources for Health;7.1: 49.
Lewis R, Rosen R, Goodwin N, Dixon J (2010). Where next for integrated care Organizations in the
English NHS. London: Nuffield Trust.
May C, Murray E, Finch T, Mair F, Treweek S, Ballini L, Macfarlane A and Rapley T (2010).
Normalisation Process Theory On-line Users’ Manual and Toolkit. Available at: http://www.
normalizationprocess.org
May CR. et al. Development of a theory of implementation and integration: Normalisation Process
Theory. Implement Science. 2009; 4.29: 29.
MUAC community website (Brixton Health) Available at: http://tng.brixtonhealth.com/node/164
Potter C, Brough R (2004). Systemic capacity building: a hierarchy of needs. Health policy and
planning;19(5): 336-345.
Sarriot E, Winch P, Ryan L, Bowie J, Kouletio M, Swedberg E, Pacqué M (2004). A methodological
approach and framework for sustainability assessment in NGO‐implemented primary health care
programmes. The International journal of health planning and management; 19(1), 23-41.
Scaling Up Nutrition. Resources on costing available at: http://scalingupnutrition.org/wpcontent/uploads/2015/06/Estimating-the-Cost-Presentation-for-Kenya-Meeting.pdf
Shaw S, Rosen R, Rumbold B (2011). What is integrated care. London: The Nuffield Trust.
UNICEF (2014). Programme Guidance Document: Management of Severe Acute Malnutrition in
Children: Working towards Results at Scale. Available at: http://www.unicef.org/eapro/UNICEF_
program_guidance_on_manangement_of_SAM_2015.pdf
UNICEF (2013). Nutrition Dashboard (NutriDash). Global report on the pilot year. New York,
UNICEF. Available at: http://www.sightandlife.org/fileadmin/data/News/2015/2_Feb/UNICEF_
Global_NutriDash_report_2013.pdf
UNICEF (2014). Approach to Nutrition Programming in the East Asia and Pacific region 2014-2025.
Vol. 1-3. Available at: http://www.unicef.org/eapro/12205_22043.html
US Agency for International Development (USAID) (1998). Sustainability of Development
Programs: A Compendium of Donor Experience. Washington: USAID
Walsh A, Mulambia C, Brugha R, Hanefeld J (2012). The problem is ours, it is not CRAIDS’.
Evaluating sustainability of Community Based Organizations for HIV/AIDS in a rural district in
Zambia. Glob Heal; 8: 40.

60

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

WHO (2007). Everybody’s business: Strengthening health systems to improve health outcomes.
WHO’s framework for action. Geneva, World Health Organization. Available at: http://www.who.
int/healthsystems/strategy/everybodys_business.pdf
WHO (2013). Guideline: Updates on the management of severe acute malnutrition in infants
and children. Geneva, World Health Organization. Available at: http://www.who.int/nutrition/
publications/guidelines/updates_management_SAM_infantandchildren/en/
WHO. Human resources for health tools and guidelines. Human resources for health planning.
Available at: http://www.who.int/hrh/tools/planning/en/
WHO (2008). Primary health care, now more than ever. Geneva, World Health Organization.
Available at: http://www.who.int/whr/2008/en/
WHO (2006). Quality of care. A process for making strategic choices in health systems. Geneva,
World Health Organization. Available at: http://www.who.int/management/quality/assurance/
QualityCare_B.Def.pdf
WHO (2008). Technical Brief No 1. Integrated health service. What and Why? Geneva, World Health
Organization. Available at: http://www.who.int/healthsystems/technical_brief_final.pdf
WHO (2008). Technical Brief No 3. Scaling up health services: Challenges and Choices. Geneva,
World Health Organization. Available at: http://www.who.int/healthsystems/topics/delivery/
technical_brief_scale-up_june12.pdf
WHO/UNICEF (2009). WHO child growth standards and the identification of severe acute
malnutrition in infants and children. A joint statement by the World Health Organization and the
United Nations Children’s Fund. Geneva: World Health Organization. Available at: http://www.
who.int/childgrowth/standards/Technical_report.pdf?ua=1
WHO (2000). World Health Report 2000. Health systems: Improving performance. Geneva: World
Health Organization. Available at: http://www.who.int/whr/2000/en/
WHO (2006). World Health Report 2006. Working together for health. Geneva: World Health
Organization. Available at: http://www.who.int/whr/2006/en/

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

61

PHOTO

62

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

ANNEXES
ANNEX 1

Agenda

ANNEX 2

List of Participants

ANNEX 3

WHO Updated recommendations for SAM management

ANNEX 4

Country posters

PREVENTION AND TREATMENT OF SEVERE ACUTE MALNUTRITION IN EAST ASIA AND THE PACIFIC
REPORT OF A REGIONAL CONSULTATION

63

ANNEX 1 – AGENDA
Time

Topic

Speaker/Facilitator

Brief session description

DAY 1

64

08.00-08.30

Registration

08.30-09.00

Welcome and Introduction

Christiane Rudert
(Regional Nutrition
Advisor UNICEF East
Asia Pacific Regional
Office)

09.00-09.30

Four components of IMAM and Global
MoUs

Dolores Rio
(Nutrition Specialist,
UNICEF HQ)

Overview of the IMAM programme
structure for participants who are
less familiar and overview of the
global MoUs for CMAM

09.30-10.15

Global direction of MAM and SAM
prevention and management,
overview of the Lancet Nutrition
Series 2013 update and the IMAM
forum synthesis of prevention of acute
malnutrition

Dolores Rio and
Katrien Ghoos
(Regional Nutrition
Advisor, WFP Asia
Regional Bureau)

Overview of the direction of
SAM and MAM and underlying
evidence

10.15-10.45

Morning coffee

10.45-11.30

Nutrition specific and sensitive
approaches for prevention of acute
malnutrition

Katrien Ghoos

Overview of nutrition specific and
sensitive approaches relevant to
MAM and SAM

11.30-12.00

The relationship between wasting
and stunting: global and regional
implications

Christiane Rudert

Overview of the wasting and
stunting evidence of shared
causes and effects

12.00-12.45

WHO 2013 update on the
management of SAM

Zita Weise Prinzo
(Technical Officer,
WHO HQ)

Major highlights from the 2013
update

12.45-13.45

Lunch

13.45-14.05

Regional overview of severe acute
malnutrition management and
prevention

Christiane Rudert

Overview of SAM burden and
coverage regionally, drawing from
the information submitted by COs
(NutriDash)

14.05-14.45

Country poster session

14.45-15.15

Overview of health systems
strengthening for integration of
severe acute malnutrition into national
systems

Hedwig Deconinck
(Public Health
Researcher,
University of
Louvain)

Broad overview of the modules
of health system strengthening/
building blocks

15.15-15.45

HSS1: Policy, advocacy, governance
and coordination

Katrin Engelhardt
(Technical Lead,
Nutrition, WHO
Regional Office for
the Western Pacific)

Policy, advocacy, governance
and coordination for SAM
management - theory and country
level examples

15.45-16.00

Coffee

16.00-16.30

Group work for HSS1

Katrin Engelhardt

16.30-17.15

HSS2: Financing and costing

Roger Mathisen
(Regional Technical
Specialist, Alive &
Thrive/ FHI 360,
Vietnam)

Finance and costing for SAM theory and country level examples
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Time

Topic

Speaker/Facilitator

Brief session description

8:30-9:00

Q&A panel and preview of Day 2

Jennifer Rosenzweig,
Nutrition consultant
(WFP, Regional
Bureau)

09.00-10.30

HSS3. Service delivery: structures
within health facilities, referral
systems, vision for achieving full
geographic access/scale

Christiane Rudert

Service delivery for SAM - theory
and country level examples

10.30-11.00

Poster session 2 and morning coffee

11.00-12.15

HSS4. Human Resources

Hedwig Deconinck

Management of HR for SAM theory and country level examples

12.15-13.15

Lunch

13.15-13.45

Acute malnutrition Quiz

13.45-15.00

HSS5. Nutrition Information and
quality assurance

15.00-15.30

Afternoon coffee

15.30-16.30

DAY 2

Interactive quiz
Saul Guerrero
(Director of
Operations, Action
Against Hunger
United Kingdom)

Developing a nutrition
information system to monitor
the effectiveness of Mgmt. of AM
intervention - theory and country
level examples

HSS6. Supplies

Alison Fleet
(Technical Specialist,
UNICEF Supply
Division) and Jan
Komrska (Contracts
Specialist, UNICEF
SD)

Supply management for SAM theory and country level examples

16.35-17.15

Vietnam’s Experience

Nam Phuong Huynh,
Senior Government
Officer, National
Institute of Nutrition,
Viet Nam. Nguyen
Dinh Quang Nutrition Officer,
UNICEF Viet Nam

Viet Nam focal point to describe
the process for developing the
IMAM programme

19.00-21.30

Social event
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Time

Topic

Speaker/Facilitator

Brief session description

08.30-09.00

Q&A panel and preview of Day 3

Dorothy Foote

09.00-09.45

Prevention and management of
acute malnutrition in a development
context– moving from emergency
programming to resilience

Dolores Rio, Katrien
Ghoos Katrin
Engelhardt

UNICEF’s resilience agenda;
CMAM and DRR; what is needed to
successfully move from emergency
programming to CMAM that
promotes resilience

1a: Local production of Ready to Use
Foods

Roger Mathisen,
Alison Fleet and Nam
Phuong

Exploration of the process of local
development; key considerations;
VN example/experience

1b. CMAM Bottleneck analysis

Dolores Rio, Saul
Guerrero

Rationale and ‘how to’ conduct
a CMAM bottleneck analysis and
country level examples

DAY 3

BREAKOUT SESSIONS
09.50-10.30

10.30-10.45

Morning coffee

10.45-11.30

2a: Advocacy for SAM management

Katrin Engelhardt
(WHO), Roger
Mathisen

How to strengthen advocacy
for SAM treatment in the health
services; country level examples

2b. Coverage surveys

Saul Guerrero (ACF
UK)

Overview of coverage surveys:
objective and key considerations

3a. Mid Upper Arm Circumference
and Weight for Height and admission/
discharge criteria

Franck Wieringa,
Senior Researcher
(IRD), Arnaud Laillou,
Nutrition Specialist
(UNICEF Cambodia)

Analysis of different screening
and admission criteria and the
implications for EAPR

3b. Developing SAM management
protocols

Aashima Garg
(UNICEF Philippines),
Christiane Rudert,
Katrien Ghoos

Exploration of the process of
developing protocols; good
examples.

4a: Strengthening community
engagement for management and
prevention of acute malnutrition

Saul Guerrero,
Christiane Rudert

Analysis of strengthening
community engagement;
successful country examples

4b: Implementation research needs
and opportunities

Hedwig Deconinck

Analysis of operational needs in
the region; ways to move forward

Dorothy Foote

Time for country level analysis and
planning

11.35-12.15

12.20-13.00
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13.00-14.00

Lunch

14.00-15.15

Country specific planning: plans
for next 6 and next 12 months,
responsibilities, technical support
needs

15.15 - 15.30

Afternoon coffee

15.15-16.15

World Café on challenges and
solutions

Jennifer Rosenzweig

16.20-16.45

Country key take-away from the
meeting and key commitments

11 countries:
Government
delegate

16.45-16.55

Synthesis of the consultation and next
steps

Christiane Rudert
and Dolores Rio

16.55-17.00

Final remarks and closing

Christiane Rudert
and Dolores Rio
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ANNEX 2- LIST OF PARTICIPANTS
No Country

Name

Designation

Agency

Email

1.

Belgium

Mrs. Hedwig
Deconinck

Public Health
Researcher

University of Louvain
(UCL), Belgium

Hedwig.deconinck@gmail.com

2.

Cambodia

Dr Arnaud Laillou

Nutrition Specialist

UNICEF Cambodia

alaillou@unicef.org

3.

Cambodia

Mr. Un Sam Oeurn

Nutrition Officer

UNICEF Cambodia

sun@unicef.org

4.

Cambodia

Dr Chan Sophal

Severe Nutrition
Programme

Ministry of Health

chansophal2007@yahoo.com

5.

Cambodia

Dr Prak
Sophonneary

Deputy Director of
National Maternal
and Child Health
Center

Ministry of Health

Sophonprak@gmail.com

6.

Cambodia

Dr Cheang
Chandarith

Nutrition Technical
Coordinator

University Research
Co.,LCC

cchandarith@urc-chs.com

7.

Cambodia

Dr Katherine
Krasovec

Chief of Party

University Research
Co.,LCC

kkrasovec@urc-chs.com

8.

Cambodia

Dr Frank Wieringa

Senior Researcher

Institute de Recherche
pour le Développement
(IRD)

franck.wieringa@ird.fr

9.

Denmark

Ms. Alison Fleet

Technical Specialist
(Nutrition)

UNCEF Supply Division

afleet@unicef.org

10. DPR Korea

Dr Wisam Hazem

Chief of Nutrition,
DPR Korea

UNICEF DPR Korea

whazem@unicef.org

11. France

Ms. Yara Sfeir

Nutrition & Health
Adviser Asia

Action Against Hunger
Action Contre la Faim

ysfeir@actioncontrelafaim.org

12. Indonesia

Ms. Sri Wahyuni
Sukotjo

Nutrition Specialist

UNICEF Indonesia

ssukotjo@unicef.org

13. Indonesia

Mr. R. Edi Setiawan

Head of Section
Standardisation,
Subdirectorate of
Underfive & PreSchool Health

Directorate of Child
Health, Ministry of
Health

drg.r.edi.s@gmail.com

14. Indonesia

Ir. Doddy Izwardy,
MA

Director of Nutrition

Directorate of Child
Health, Ministry of
Health

izwardydoddy@gmail.com

15. Indonesia

Ms. Arlin Kategu

Health and Nutrition
PM

ACF

nutpm-kupang@id.mission-acf.
org

16. Lao PDR

Ms. Uma
Palaniappan

Nutrition Specialist

UNICEF Lao PDR

upalaniappan@unicef.org

17. Lao PDR

Dr Khamseng
Philavong

Deputy Director

Centre of Nutrition
Ministry of Health, Lao
PDR

khamseng_p@hotmail.com

18. Lao PDR

Dr Phonesavanh
Keoanakhon

Head of Nutrition
Division

Mahosot Hospital,
Ministry of Health

donedougree@yahoo.com

19. Lao PDR

Dr Pavith
Khemmanith

Administrative Staff

Department of Planning pavithkhemanith@yahoo.com
and International
Cooperation,
Ministry of Health

20. Mongolia

Ms. Munkhjargal
Luvsanjamba

Nutrition Officer

UNICEF Mongolia

mluvsanjamba@unicef.org
tushigsuvd@yahoo.com

21. Mongolia

Mrs. Gantuya
Sengee

Officer in Charge for
Child Health Service

Ministry of Health and
Sports of Mongolia

sgantuyaa@yahoo.com
gantuya@mohs.gov.mn
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No Country

Name

Designation

Agency

Email

22. Mongolia

Mr. Ganzorig
Dorjdagva

Officer in Charge for
Nutrition and Food
Safety

Ministry of Health and
Sports of Mongolia

dganz_2000@yahoo.com
ganzorig@moph.gov.mn

23. Myanmar

Dr Po Po Myint

Health Officer
(Nutrition)

UNICEF Myanmar

pmyint@unicef.org

24. Myanmar

Dr Htin Lin

Deputy Director

National Nutrition
Center, Department of
Public Health

linngood@gmail.com

25. Myanmar

Dr Mya Sandar
Thein

Consultant
Paediatrician

Yangon Children
Hospital

myasandarthein@gmail.com

26. Myanmar

Ms. Ilaria Schibba

Nutrition Consultant

WFP Myanmar

ilaria.schibba@wfp.org

27. Pacific Island Ms. Seini Kurusiga
Countries

Nutrition Specialist

UNICEF (Pacific MCO)

skurusiga@unicef.org

28. Pacific Island Ms. Rosemary Kafa
Countries

National Nutrition
Coordinator

Solomon Islands
Ministry of Health and
Medical Services

rkafa@moh.gov.sb
tirzahkafa@gmail.com

29. Pacific Island Ms. Louisa Leah
Countries
Tokon

Nutrition Coordinator Ministry of Health

louisatokon@gmail.com
ltokon@vanuatu.gov.vu

30. Pacific Island Ms. Suafai SalimaCountries
Seuseu

Principal Dietitian

National Health Service

suafais@nhs.gov.ws

31. Pacific Island Mr. Samu Silatolu
Countries

Paediatric Registrar
(Medical Officer)

Ministry of Health

ssilatolu@gmail.com

32. Papua New
Guinea

Mr. Pierre Signe

Chief, Young
Child Survival and
Development

UNICEF Papua New
Guinea

spierre@unicef.org

33. Papua New
Guinea

Dr Beryl Vetuna

Deputy Chief
Paediatrician

Nonga Provincial
Hospital

nvetuna@gmail.com

34. Papua New
Guinea

Ms. Eileen Dogimab Nutrition & Dietetics
Adviser

National Department of
Health

eileen_dogimab@health.gov.pg

35. Papua New
Guinea

Dr Hanifa
Namusoke

Consultant, Nutrition

UNICEF Papua New
Guinea

n6471277@gmail.com

36. Pakistan

Mr. Tahir Nawaz

Programme Officer

United Nations World
tahir.nawaz@wfp.org
Food Programme (WFP),
Pakistan

37. Philippines

Dr Aashima Garg

Nutrition Specialist

UNICEF Philippines

agarg@unicef.org

38. Philippines

Dr Rosalie P. Paje

Medical Officer V

Department of Health

Rosaliepaje231@yahoo.com

39. Philippines

Ms. Dianne Kristine
Cornejo

Nutrition Officer III,
Nutrition Policy and
Planning Division

National Nutrition
Council - Philippines

Diannecornejo30@gmail.com

40. WHO

Ms. Katrin
Engelhardt

Technical Lead,
Nutrition

WHO/ WPRO

engelhardtk@wpro.who.int

41. Timor-Leste

Ms. Epifania
Deolinda Marques

Nutrition Officer

Ministry of Health

epifania.marques@gmail.com

42. Timor-Leste

Ms. Teresinha de
FMP Soares

Nutrition Officer

UNICEF Timor-Leste

tsoares@unicef.org

43. Timor-Leste

Mr. Raphael Ikama

Nutrition Programme World Food Programme Raphael.ikama@wfp.org
Consultant
(WFP), Timor-Leste

44. Thailand

Dr Pattanee
Winichagoon

Associate Professor

45. Thailand

Ms. Katrien Ghoos

Sr. Regional Nutrition World Food Programme katrien.ghoos@wfp.org
Advisor
(WFP), Regional Bureau
for Asia

Institute of Nutrition
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pattanee.win@mahidol.ac.th

No Country

Name

Designation

Agency

Email

46. Thailand

Mrs. Roselyn Mullo

Regional Nutrition
Coordinator

DG ECHO

roselyn.mullo@echofield.eu

47. Thailand

Ms. Clementina
Cantoni

Technical Assistant

DG ECHO

clementina.cantoni@echofield.
eu

48. Thailand

Ms. Lilly Schofield

Regional Nutrition
Advisor

Save the Children UK

l.schofield@savethechildren.org.
uk

49. Thailand

Ms. Nomindelger
Bayasgalanbat

Regional Nutrition
Officer

FAO Regional Office for
Asia and the Pacific

Nomindelger.Bayasgalanbat@
fao.org

50. Thailand

Ms. Jennifer
Rosenzweig

Nutrition Consultant

WFP, Regional Bureau
for Asia

jennifer.rosenzweig@wfp.org

51. Thailand

Dr Sunisa
Sathollanan

Malnutrition
Prevention and
Control Section,
Bureau of Nutrition

Department of Health,
sunisa.s@anamai.mail.go.th
Ministry of Public Health

52. Sri Lanka

Mr. Saman
Kalupahana

National Programme
Officer (Nutrition)

World Food Programme saman.kalupahana@wfp.org
(WFP)– Sri Lanka

53. WHO

Mrs. Zita Weise
Prinzo

Technical Officer,
Department of
Nutrition for Health
and Development
(WHO)

World Health
Organization (WHO)

54. United
Kingdom

Mr. Saul Guerrero

Director of Operations Action Against Hunger
UK

s.guerrero@actionagainsthunger.
org.uk

55. U.S.A.

Ms. Dolores Rio

Nutrition Specialist

UNICEF NYHQ

drio@unicef.org

56. Viet Nam

Mr. Roger Mathisen

Regional Technical
Specialist

Alive & Thrive/ FHI 360

rmathisen@fhi360.org

57. Viet Nam

Mr. Nguyen Dinh
Quang

Nutrition Officer

UNICEF Viet Nam

ndquang@unicef.org

58. Viet Nam

Ms. Huynh Nam
Phuong

Senior Government
Officer

National Institute of
Nutrition, Ministry of
Health

hnphuong@gmail.com

59. Viet Nam

Mr. Vu Van Tan

Senior Government
Officer

National Institute of
Nutrition, Ministry of
Health

tan_pem@yahoo.com

60. Viet Nam

Ms. Le Kim Dung

Senior Government
Expert, MOH

Medical Service
lkdung1970@yahoo.com
Administration, Ministry
of Health

61. Viet Nam

Mr. Nguyen Van
Huan

Project Manager

Save the Children Viet
Nam

nguyenvan.huan@
savethechildren.org
vanhuanht@gmail.com

62. EAPRO

Ms. Christiane
Rudert

Regional Adviser,
Nutrition

UNICEF EAPRO

crudert@unicef.org

63. EAPRO

Ms. Dorothy Foote

Nutrition Specialist

UNICEF EAPRO

dfoote@unicef.org

64. EAPRO

Ms. Cecilia De
Bustos Almendros

Documentation
Consultant

UNICEF EAPRO

cdebustos@gmail.com

65. EAPRO

Ms. Megan Gayford

Consultant, Nutrition

UNICEF EAPRO

mgayford@unicef.org

66. EAPRO

Ms. Ratchaneekorn
Mekchai

Workshop Assistant

UNICEF EAPRO

kwanpastel@gmail.com

67. EAPRO

Ms. Baranee
Tongboonrawd

Research Assistant

UNICEF EAPRO

btongboonrawd@unicef.org

weiseprinzoz@who.int
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ANNEX 3: WHO Updated recommendations
for SAM management
Topics

Recommendations

Admission and
Discharge

•

Where to manage
children with
oedema

•

Use of antibiotics

Criteria for identifying children with SAM:
– MUAC less than 115 mm; or
– Bilateral pitting oedema; or
– Weight-for-height less than -3 z-scores
• Criteria for inpatient care:
– Medical complications; or
– Poor appetite; or
– Oedema +++
• Criteria for transferring children from inpatient to outpatient care
– Good appetite; and
– Clinically well and alert
• Criteria for ending treatment
– Weight-for-height > -2 z-scores and no oedema for at least 2 weeks; or
– MUAC > 125 mm and no oedema for at least 2 weeks.
Same anthropometric indicator be used for admission and discharge. Children
who have ended treatment should be periodically monitored to avoid relapse
Children with SAM who have severe bilateral oedema+++ should be admitted
to inpatient care.
Children with + or ++ bilateral pitting oedema but present with medical
complications or have no appetite should be admitted for inpatient care.

•
•
•
•

Vitamin A
supplementation

•
•
•

Therapeutic
feeding
approaches

70

•
•

Children with uncomplicated SAM who are managed as outpatients should be
given a course of oral antibiotic such as amoxicillin or another broad spectrum
antibiotic.
WHO endorses the principle that antimicrobials should only be given to patients
when infection is present. In the context of SAM, “uncomplicated” implies that
serious infection is not clinically manifest.
Research is urgently needed to examine outcomes in populations where wasting
predominates and HIV is less common.
Children with SAM should daily receive about 5,000 IU vitamin A either as an
integral part of therapeutic foods or as a supplement.
Children with SAM should be given a single high dose of vitamin A only if they
are given therapeutic foods that are not fortified with vitamin A, and no daily
supplements are given.
Children with eye signs or measles need to receive vitamin A treatment
Children with SAM who present with diarrhoea can be given a RUTF. In that
case they will not receive an ORS or zinc supplement.
Inpatient transition phase: Children who are stabilised, have appetite
and reduced oedema can transition from F-75 to RUTF over 1-3 days
(recommended energy intake is between 100 to 135 kcal/kg/day).
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Topics

Recommendations

Fluid
management
of children with
SAM

•
•
•

HIV and SAM

•

•
•

Identifying and
managing infants
< 6 months

•

•
•
•

•

Children with SAM who present dehydration without shock should be treated
as inpatients and are rehydrated slowly (5 – 10ml/kg/hour up to a maximum of
12 hours) – see the special fluid regimen and clinical monitoring
ReSoMal or half strength standard WHO low osmolarity ORS with added
potassium and glucose should be used in children with SAM with dehydration
without shock, unless the child has cholera or profuse watery diarrhoea.
Children with SAM and signs of shock or severe dehydration who cannot be
rehydrated orally or by nasogastric tube should be treated with intravenous
fluids. ) – see the special fluid regimen and clinical monitoring
Children with SAM who are HIV infected and who qualify for lifelong
antiretroviral therapy should receive cotrimoxazole prophylaxis immediately
and start ARV therapy as soon as possible (same doses as other children) and
monitored closely.
Managed with same therapeutic feeding approaches as for those who are not
HIV infected.
HIV-infected children in whom persistent diarrhoea does not resolve should be
investigated to exclude carbohydrate intolerance and infective causes that may
require different management.
Infants with SAM and the following complicating factors need admission:
– Medical complication – see IMCI danger signs, and ETAT;
– Recent weight loss or failure to gain weight;
– Ineffective feeding
– Bilateral pitting oedema
– Social or medical issue needing more detailed assessment
Same general medical care as older infants
Feeding approaches should prioritise establishing effective exclusive
breastfeeding including supplementary suckling approaches where feasible.
Feeding of infants with SAM:
– Expressed breastmilk;
– Commercial (generic) infant formula;
– F-75;
– Diluted F-100
Infants can leave inpatient care when:
– All medical complications including oedema are resolved; and
– The infant has good appetite, is clinically well and alert; and
– Weight gain on exclusive breastfeeding or replacement feeding is more than
5g/kg/day for at least 3 consecutive days; and
– Checked for immunisations, and mothers/caregivers are linked with
community-based follow- up and support.
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CMAM
Revised: 2011

ANNEX 4 – COUNTRY POSTERS
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Revised: 2014

“Expanding geographical coverage to increase access to CMAM services
from 15% to 60% (expanding services from 29 counties to 90/ 209 counties)”

Revised: 2011

“Pilot”
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Indirect Coverage Estimate

Geographic Coverage

Source: LSIS 2011 - 12

SAM / GAM Prevalence

Lao PDR

CMAM
Revised: 2012
530

871,900
31,737

Total number of discharges: Unavailable

Data
Unavailable

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)

SAM Programme Summary 2014

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

2011

All data sourced from relevent UNICEF country oﬃce

Reporting Systems

Integration in health services

“Limited service provision”

SAM management services
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Data
Unavailable

Indirect Coverage Estimate

Data
Unavailable

Geographic Coverage

Source: SISS 2013

SAM / GAM Prevalence

Mongolia

SAM
Unavailable

380,097
3,953

Total number of discharges: Unavailable

Data
Unavailable

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)

SAM Programme Summary 2014

2012

N/A

Admissions

N/A

N/A

N/A

N/A

N/A

N/A

N/A

All data sourced from relevent UNICEF country oﬃce

Reporting Systems

Integration in health services

“Limited service provision - inpatient only”

SAM management services
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Indirect Coverage Estimate

Geographic Coverage

Source: MICS 2010

SAM / GAM Prevalence

Myanmar

CMAM
Revised: 2015
8,390

5,553,297
3,953

Total number of discharges: 8,157

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)

SAM Programme Summary 2014

Admissions

N/A

N/A

N/A

N/A

N/A

N/A

$671,904

<10%

2008

All data sourced from relevent UNICEF country oﬃce

Reporting Systems

Integration in health services

“High risk areas”

SAM management services
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Indirect Coverage Estimate

Geographic Coverage

Source: HIES 2010

SAM / GAM Prevalence

SAM
Revised: 2014
4,029

986,713
169,320

Total number of discharges: Unavailable

Data
Unavailable

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Admission

Peadiatric
Society
MoH

Excel

Annually

N/A

N/A

N/A

$358,860

100%

(Supplies)

2014

All data sourced from relevent UNICEF country oﬃce
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“Pilot with intention of scaling up”

SAM management services
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Determinants of SAM coverage (Bottlenecks analysis)

Papua New Guinea
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Indirect Coverage Estimate

Geographic Coverage

Source: NNS 2013
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SAM
Revised: 2015
2,329

11,219,049
466,712

Total number of discharges: 1,512

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)

Philippines

Screening

MoH
UNICEF

Excel

Quarterly

N/A

N/A

N/A

$155,000

0%

2009

All data sourced from relevent UNICEF country oﬃce
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“High risk areas”

SAM management services
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Indirect Coverage Estimate

Data
Unavailable

Geographic Coverage

Source: FNS 2013 / HMIS 2014
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CMAM
Revised: 2010
3,678

192,340
9001

Total number of discharges: 771

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)

Timor Leste

N/A

MoH

Excel

Monthly

N/A

N/A

N/A

$132,463

0%

2010

All data sourced from relevent UNICEF country oﬃce

Reporting Systems

Integration in health services

“Nationwide (all districts)”

SAM management services
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Indirect Coverage Estimate

Geographic Coverage

Source: NNS 2013

SAM / GAM Prevalence

Viet Nam

IMAM
Revised: 2015
8022

7,100,000
221,520

Total number of discharges: 1,456

Programme discharge breakdown
All catagories are illustrated
as percentages of the total
number of discharged
participants. The ‘unknown’
catagory represents any
unaccounted for admissions
between speciﬁed number
of discharges and numbers
of speciﬁc classes of
discharge.

Burden is annual incidence, calculated as: national prevalence + (national prevalence x1.6)

Key Data

Determinants of SAM coverage are calculated in the following way: Supply: % of HF with no stockouts of RUTF in
the last year; Human Resources: % of HW trained on SAM management; Geographic access: % of HF oﬀering
SAM treatment; Utilization: % of children <5 with SAM admitted for SAM treatment (admissions / burden);
Continuity: % of children <5 with SAM who did not default (non-defaulters / burden); Quality: % of children <5 with
SAM cured (cured / burden). Note: ‘Supply’ and ‘Human Resources’ use data from 2013, as 2014 data was not
widely available.

Determinants of SAM coverage (Bottlenecks analysis)
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N/A

N/A

$45,000

N/A

2010

All data sourced from relevent UNICEF country oﬃce

Reporting Systems

Integration in health services

“On track to national scale up”

SAM management services
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Website: www.unicef.org/eapro
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