
A 10-point plan 
for tackling 

acute  malnutrition 
in under-fives 

An everyday emergency
MALNUTRITION:

ACUTE



april 2014 | Generation Nutrition campaign report | 2

A mother weighs 
her child at the 

medical clinic in 
Chanika, Tanzania. 

Courtesy of Daniel Hayduk/RESULTS UK.



Generation Nutrition campaign report | 3

Executive summary	 5

Introduction	 8
l The Generation Nutrition campaign	 9	

Part 1: The problem explained	 10
l What is acute malnutrition?	 10
l A spotlight on the causes	 12
l How widespread is the problem?	 13
l Top 20 high-burden countries	 14
l How many deaths does it cause each year?	 16

Part 2: What is holding up progress 	 18
and what can be done?
l Inadequate recognition of acute malnutrition as a leading
   cause of under-five deaths	 18
l Scaling up treatment of severe acute malnutrition	 18

A lack of integration	 20
Country case-study 1: Burkina Faso	 22
Health system strengthening	 23

l Donor funding	 23
Country case-study 2: Nepal	 24

l Community-based management of acute malnutrition (CMAM) 
    in SUN countries’ ‘costed plans’	 24
l The importance of a broad-based approach to prevention	 25
l Developing new approaches on moderate acute malnutrition	 27
l Improving UN agencies’ coordination	 27

Conclusions: A 10-point plan for tackling acute malnutrition in under-fives	 28

End notes 	 30

contents

Cover photo: 
21 year old Asha holds her 11 month daughter  

Sita, with her son Gaurav (3 years old) and  
mother-in-law in Bhardaha, Saptari, Nepal. 

Courtesy of Sanjit Das/RESULTS UK



Generation Nutrition campaign report | 4

About the Generation Nutrition campaign

The Generation Nutrition campaign brings together a diverse and growing group of civil society organisations 
who wish to see an end to child deaths from acute malnutrition. Generation Nutrition is a global campaign, 
calling on governments and the international community to take urgent action to prioritise the fight against 
acute malnutrition, and save the lives of millions of children under the age of five.

We believe that, with strong political will, our goal of a world free of child deaths from acute malnutrition 
can be achieved within a generation. A full list of coalition members is on our website: 
www.generation-nutrition.org
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52 million children under five in the world today – one in twelve children in this age group – are 
suffering from acute malnutrition. The majority of the children affected, over 90%, are found in 
South and Southeast Asia and sub-Saharan Africa. Contrary to popular belief, acute malnutrition 
(also known as wasting) does not only occur in humanitarian crises, it is most common in apparently 
stable settings, in countries like India, Kenya and Indonesia.

A child is acutely malnourished when his or her weight drops to such a low level that they are at risk 
of dying. The two immediate causes of the condition are a lack of food and illness. In most cases, 
these two factors combine to cause a rapid and significant loss of weight and - if things deteriorate 
and the child is not treated – death. Acute malnutrition is one of three main types of undernutrition 
which blights the lives of poor communities in low- and middle-income countries.

Acute malnutrition is a major public health concern. The most severe form of the condition directly 
causes the death of one million children under five every year. For various reasons, its contribution 
to child mortality is still not adequately recognised by governments. States will be unable to reduce 
under-five mortality rates in line with international commitments unless action is taken now to 
treat and prevent acute malnutrition.

Today, for the first time in history, we have the knowledge and the means to prevent and treat 
acute malnutrition, and save the lives of millions of children under five. A cost-effective, high-
impact approach to treatment has revolutionised the fight against acute malnutrition. The community-
based management of acute malnutrition (CMAM) has the potential to drastically reduce the number 
of deaths among children under five. Yet 90% of children suffering from severe acute malnutrition 
globally are currently unable to access the treatment they need. Countries with a high-burden of acute 
malnutrition are often those where availability of and access to effective treatment is the most limited.

In terms of prevention, the multi-sectoral efforts required in areas such as food security, gender 
equality, health, access to clean water and sanitation, and education are well known. Yet the numbers 
of children experiencing acute malnutrition fell by just 11% from 1990 to 2011.

International funding for ‘basic nutrition’ interventions meets just 1.4% of the need identified. For 
decades, acute malnutrition has been a particularly neglected issue even within the under-resourced 
sector of nutrition. Despite increasing commitments from international aid donors and Southern 
governments to tackle undernutrition overall, acute malnutrition is not yet firmly established on the 
global political agenda.

Until recently, acute malnutrition was seen primarily as a feature of humanitarian emergencies rather than 
as a development and public health priority. This is despite the long-term economic and human costs 
associated with the condition and the fact that most cases occur in non-emergency contexts.

Today, although services for acute malnutrition have begun to be integrated into 
national health systems, the majority of funding directed at acute malnutrition is 
channelled towards short-term humanitarian interventions. Even in countries 
where ‘costed’ national nutrition plans have been developed, the budgets 
allocated to the treatment of acute malnutrition are still too low to have the 
needed impact. The plight of 52 million children who suffer the effects of 
acute malnutrition each year – as well as the one million amongst them 
who tragically do not survive the condition – cannot be ignored. Acute 
malnutrition is an everyday emergency that requires urgent action.

It is time for the international community, national governments, civil society 
and others to take action on a problem we know how to solve. This report presents 
a 10-point plan for tackling the issue at both national and international levels. If we 
act now, we can end child deaths from acute malnutrition.

Executive Summary

children under five  
in the world today  
are suffering from  
acute malnutrition

52 
million
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Recognise acute malnutrition as a leading cause of child death.

Fully acknowledge that acute malnutrition is an ‘everyday  
emergency’ by including treatment and prevention in long-term 
health and development programmes.

Integrate the community-based management of acute malnutrition 
(CMAM) into child health services and increase coverage for the 
treatment of severe acute malnutrition.

Strengthen health systems to enable the long-term expansion  
and affordability of CMAM and other health interventions.

Donors to increase long-term funding for the prevention  
and community-based management of acute malnutrition and  
(in non-crisis situations) move away from short-term emergency  
funding mechanisms.

Establish national wasting targets to help focus efforts on  
tackling acute malnutrition.

Address acute malnutrition in the post-2015 development  
framework AS PART OF A BROADER GOAL ON NUTRITION OR FOOD  
AND NUTRITION SECURITY.

Support research on the relationship between wasting and stunting 
and also on the other long-term health effects of wasting.

Develop new ways to tackle moderate acute malnutrition.

Ensure that there is a coordinated strategy by UN agencies on  
acute malnutrition.

1
2

3

4
5

6
7

8
9

10

1o-point plan 
for tackling 
acute malnutrition 
in under-fives

We call on governments and other relevant stakeholders to:

See full version of 10-point plan on page 28
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1o-point plan 
for tackling 
acute malnutrition 
in under-fives

A mother leaves a health 
centre with her twins in 

Bogandé, Burkina Faso 
after collecting 

their therapeutic food. 
Courtesy of of Diane Moyer/ACF.
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Introduction

52 million children under five in the world are today facing a struggle between life 
and death due to a condition that is preventable.1 These 52 million – one in twelve children 
in this age group and mainly living in sub-Saharan Africa and developing regions of Asia - are 
afflicted by a condition that seems out of place in the twenty-first century: they are at risk of 
dying from a mix of hunger and disease that has caused them to develop acute malnutrition.

Acute malnutrition is one of the three main types of undernutrition affecting potentially 
all categories of the population but especially vulnerable groups such as children under-
five, pregnant and lactating women, and people living with a disease or chronic illness. 
Undernutrition is, of course, also shaped by socio-economic circumstances: it blights the 
poorest households most and is the biggest problem in low- and middle-income countries.

In recent years, donors, as well as developing countries with a high-burden of undernutrition, 
have started to pay more attention to the issue. The setting up of the international, multi-
stakeholder initiative known as Scaling Up Nutrition (SUN) in 20102; the approval by 
members of the World Health Organisation (WHO) in 2012 of a set of global nutrition 
targets; and the pledging of $4.15 billion for nutrition at 2013’s Nutrition for Growth high-
level event3 are all testament to the progress being made.

However, this progress now needs consolidating. The SUN Movement is still a relatively 
new phenomenon, despite some impressive results to date. Donors’ financial contributions 
to nutrition are still low compared to other international development sectors and the 
mainstreaming of nutrition goals into agriculture, health and social protection programmes – 
to name just a few – remains poorly developed.

Within this context of a relative lack of attention to undernutrition, acute malnutrition has 
been a particularly neglected subject in the past. It has been a marginilised issue in a too often 
marginilised sector. For a long time, acute malnutrition was largely seen by international aid 
agencies as something to tackle only in crisis settings. Amongst Western publics, the popular 
perception of acute malnutrition remains the image of the starving child during the Ethiopian 
famine of 1984-85. While food shortages caused by conflict and natural disasters remain an 
important trigger for acute malnutrition and must be dealt with, the majority of cases do not, 
in fact, occur in such settings. Many more cases are found in apparently stable settings, for 
example, in the villages, towns and cities of India, Kenya and Indonesia. Moreover, the causes 
of acute malnutrition go beyond a simple lack of food. The failure to fully take into account 
these factors has been a significant reason for the poor response to acute malnutrition in the 
past.

Over the course of the last 25 years, significant progress has been made in tackling child 
deaths from diseases such as HIV/AIDS, malaria and tuberculosis, yet global rates of acute 
malnutrition have fallen by just 11%.4 Child deaths from the condition remain alarmingly high, 
in large part due to extremely limited access to treatment: just one child in ten who suffers 
from the most severe form of acute malnutrition is currently able to access the treatment 
they urgently need.5

An everyday emergency
MALNUTRITION:
ACUTE
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The Generation Nutrition campaign

The Generation Nutrition campaign has been started by a diverse group of civil society organisations 
who wish to see this situation turned around.6 We are calling on governments to act to end the 
scandal of over one million children dying from acute malnutrition every year. We believe that, 
with sufficient political will and funding, this goal can be reached before 2035 – the target date 
set by UNICEF for all countries to achieve a low rate of under-five mortality.7 But the work must 
start now.

The three central aims of the campaign are:

For every child under five suffering from acute malnutrition to have access to 
appropriate and high-quality treatment

For prevention strategies to be enhanced in order to stop children developing acute 
malnutrition in the first place

For action on acute malnutrition to feature strongly in all major global and national 
initiatives to tackle poverty, including the post-2015 development framework.

All three of these areas will need to be addressed if child deaths from the condition are to be ended. 
With 2014 marking the 25th anniversary of governments signing the landmark UN Convention 
on the Rights of the Child, we are calling on states worldwide to renew the commitment they 
made in Article 24 of the Convention: To “recognize the right of the child to the enjoyment of the 
highest attainable standard of health” and “to combat disease and malnutrition”.

1
2
3

Global rates of 
acute malnutrition 
have fallen by just

in the last 25 years
11%

THREE WOMEN (ONE ON PAGE 8 AND  
TWO ON PAGE 9) and their children sit  

after taking their children to the 
 medical clinic in Chanika, Tanzania. 

Courtesy of Daniel Hayduk/RESULTS UK.
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What is acute malnutrition?

A child is acutely malnourished when his or her weight drops to such a low 
level that they are at risk of dying. There are two immediate causes of the condition. The 
first is when a child does not have enough to eat.8 The second is when a child develops an 
illness or infection. In most cases, these factors combine to cause a rapid and significant 
loss of weight and - if things deteriorate and the child is not treated – death.9 Another 
term for acute malnutrition is ‘wasting’, a word which perhaps better conveys what actually 
happens to a child with the condition: the body literally wastes away.

A child can be ‘moderately’ or ‘severely’ acutely malnourished.10 Severe acute malnutrition 
(SAM) carries the highest risk of death - nine times higher than for a healthy child. But a 
child with moderate acute malnutrition (MAM) also faces a three times greater risk of dying 
than a well-nourished child.11

The condition develops over a short period of time, usually in a matter of days or weeks, as a 
result of the ‘shocks’ to the body mentioned above. This is in contrast to chronic malnutrition 
or stunting, which develops over a longer time period.12 

Acute malnutrition is closely associated with infection and illness. In fact, a ‘vicious circle’ can 
be said to exist between the two. On the one hand, malnutrition weakens a child’s defences 
against infection; while on the other hand, infection reduces appetite and prevents the body’s 
normal absorption of food, hence worsening the malnutrition. Most deaths from acute 
malnutrition are linked to infections such as malaria, diarrhoea, pneumonia, tuberculosis (TB) 
and HIV/AIDS. This makes it essential to develop an integrated response to treating both 
acute malnutrition and these associated diseases. The benefits of jointly tackling TB and acute 
malnutrition are illustrated by Umali’s story from Malawi – see below.

Part 1
The problem 

explained

Umali (second from the right) 
was just over a year old when 
his mother died. He was still 
breastfeeding at the time. His 
next of kin struggled to find 
food for him and his older 
brother, and Umali quickly 
became very ill. He was then 
sent to his grandparents’ 
home in a village in Southern 
Malawi.  “I was shocked 
when I first saw Umali; he 
was so sick, unhealthy, and 
miserable. I didn’t think 
that he would live to see this 
day,” says his grandmother 
Margaret Saidi. “I couldn’t 

believe that nobody had 
tried to help this child who 
was obviously dying from 
malnutrition. I prayed for his 
survival.” Despite a fantastic 
appetite, Umali kept vomiting. 
Yet it was a persistent cough 
for over a month which led his 
grandmother to seek medical 
attention, by which time 
Umali was so sick he required 

advanced treatment and was 
sent to Balaka district hospital.

Due to evidence that 
malnourished children are 
particularly vulnerable to 
tuberculosis (TB), Target TB 
has established an integrated 
programme at Balaka hospital 
that ensures that each patient 
in the malnutrition rehabilitation  

unit is routinely screened 
for TB. So shortly after his 
admission, Umali had a chest 
X-ray and was diagnosed with 
TB. He immediately started 
receiving TB treatment and 
nutritional supplements and 
his health improved quickly. 
Now two years old, Umali is  
a healthy, happy little boy, 
with his life ahead of him.

Combining life-saving  
treatment for  

tuberculosis and 
acute malnutrition:  

Umali’s story ➜

Source: Target TB

Courtesy of Marlene Kaliko/Target TB
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What is acute malnutrition?

1 IN 12 CHILDREN GLOBALLY SUFFER FROM ACUTE  MALNUTRITION

WHAT DOES THIS MEAN FOR THE CHILD
Significant weight loss, weakened immune systems 

and a reduced ability to fight o� infections.

EPISODES OF 
ACUTE 
MALNUTRITION
INCREASE THE RISK OF 
STUNTED GROWTH 
AND DEVELOPMENT

DIRECTLY KILLS 
UP TO 1 MILLION 
CHILDREN PER YEAR

SEVERE ACUTE 
MALNUTRITION 

CHILDREN 
SUFFERING FROM 
MODERATE ACUTE 
MALNUTRITION 
ARE 3 TIMES 
MORE LIKELY TO DIE 
THAN HEALTHY CHILDREN 

IF THEY HAVE SEVERE ACUTE 
MALNUTRITION 
THEY ARE 9 TIMES 
MORE LIKELY TO DIE

CHILDREN ARE MORE 
LIKELY TO SUCCUMB TO 
INFECTIONS
MEANWHILE 
INFECTIONS
WORSEN THE SEVERITY 
OF THE MALNUTRITION

HIGHER
RISK OF
DEATH

CHILDREN MAY NOT 
GROW TO THEIR 
FULL POTENTIAL 
OR REACH THEIR OPTIMUM MENTAL DEVELOPMENT

what acute 
malnutrition 
means for a child o
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Yet acute malnutrition is not only a condition that kills. Even if a child receives the appropriate 
treatment and recovers, there may still be consequences in the long term for their overall 
health and developmental potential. These include an increased risk of stunted growth and the 
associated risk of impaired cognitive development; and also a greater chance of developing 
non-communicable diseases in adulthood, such as heart disease, anxiety and psychological 
disorders.13 This demonstrates that it is of utmost importance to invest not only in the 
treatment of acute malnutrition but also in its prevention.

A spotlight on the causes
Beyond the immediate causes of acute malnutrition, there are numerous ‘underlying’ and 
‘basic’ causes of the condition, which are described in in the flowchart below. It should be 
noted that these factors are common to all forms of undernutrition.

In most cases there is not one single cause of acute malnutrition but a combination of factors. 

MATERNAL & CHILD UNDERNUTRITION

INADEQUATE
DIETARY INTAKE DISEASE

HOUSEHOLD FOOD
INSECURITY

INADEQUATE CARE
& FEEDING PRACTICES

UNHEALTHY HOUSEHOLD 
ENVIRONMENT & INADEQUATE

HEALTH SERVICES

➜
➜

➜➜ ➜

➜ ➜➜ ➜
➜

➜

➜

➜

➜

➜

IMMEDIATE

UNDERLYING

BASIC

CAUSES

HOUSEHOLD ACCESS TO ADEQUATE QUANTITY & QUALITY OF RESOURCES: 
LAND, EDUCATION, EMPLOYMENT,  INCOME, TECHNOLOGY

INADEQUATE FINANCIAL, HUMAN, PHYSICAL & SOCIAL CAPITAL

SOCIOCULTURAL, ECONOMIC & POLITICAL CONTEXT

Source: Adapted from UNICEF, 1990.

the causes of 
maternal & child undernutrition o
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How widespread is the problem?
According to current UN and World Bank estimates, acute malnutrition affects 52 million 
children across the world, or one in twelve children in this age group.

However, it should be noted that this is a ‘prevalence’-based estimation, which fails to account 
for those children who develop acute malnutrition at another point in the year, when the 
survey is not being carried out. When ‘incidence’ is also factored in, the number of cases rises 
significantly.17 Recent UNICEF figures, which also consider incidence, suggest that the number 
of children suffering from severe acute malnutrition worldwide could be in the range of 25-35 
million, which is substantially higher than the 17 million estimated using the prevalence-only 
measure (Box 1 explains the difference between ‘incidence’ and ‘prevalence’).18

The vast majority of children suffering from acute malnutrition are found in the developing 
world. 90% of cases occur in sub-Saharan Africa (13 million or 9.4% of under-fives in that 
region) and South and Southeast Asia (28 million or 15% of under-fives, and 5 million or 10% 
of under-fives respectively).19 In the worst-affected countries, the national rates of wasting 
vary from 10% to 20% of the under-five population.

Prevalence measures the proportion or 
number of people suffering from a disease at a 
specific point in time. Incidence measures the 
number of new cases of a disease occurring 
over a given time period (typically one year).

BOX 1

For example, a 10-month old child may have experienced a reduction in food intake when his 
or her mother started the weaning process some months back and there was not an adequate 
supply of solid food to supplement the breast milk – perhaps because the transition occurred 
during the ‘hunger season’, when food was scarce. This then triggers a loss of weight and a 
deficiency of essential proteins and vitamins, making the child more vulnerable to contracting 
diarrhoeal infections. The diarrhoea in turn exacerbates the weight loss even more and a 
potentially life-threatening situation has developed. Different underlying and basic causes 
would have played a role in creating the conditions for the undernutrition to develop.

Stunting affects a larger proportion of the under-five population than acute malnutrition. 
However, in many cases the two conditions are present in the same communities and even in 
the same child.15 More research is needed to fully understand the causal relationship between 
the two, although existing evidence suggests that bouts of acute malnutrition can contribute 
to stunting.16 Having enhanced knowledge on this issue would enable policy-makers to design 
more effective prevention strategies for tackling both conditions.

of cases of children  
suffering from acute 
malnutrition occur in 
South and Southeast Asia 
& sub-Saharan Africa

9o%

A health volunteer takes a MUAC reading  
during a nutrition screening at the local health 

centre in Hanuman Nagar, Saptari, Nepal.
Courtesy of Sanjit Da/RESULTS UK.
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Top 2o high burden countries

Table 1: Top 20 high-burden countries for acute malnutrition

Rank	 Country	 Year	 % children under	 Number of wasted 
			   5 with wasting	children  under 5
			   (moderate or severe) 	 (moderate or severe)21

1	 India	 2005-06	 20	 24,823,482
2	 Pakistan	 2011	 14.8	 3,173,642
3	 Indonesia	 2010	 12.3	 3,084,062
4	 Nigeria	 2011	 10.2	 2,941,011
5	 Bangladesh	 2011	 15.7	 2,390,165
6	 China	 2010	 2.3	 1,968,317
7	 Ethiopia	 2010-11	 10.1	 1,410,087
8	 DRC	 2010	 8.5	 950,322
9	 Sudan	 2010	 16.4	 915,611
10	 Philippines	 2011	 7.3	 819,143
11	 Egypt	 2008	 7.9	 678,170
12	 Niger	 2012	 18	 638,603
13	 Kenya	 2009	 7	 462,891
14	 Yemen	 2011	 13	 438,426
15	 Afghanistan	 2004	 8.6	 411,094
16	 South Sudan	 2010	 22.7	 363,680
17	 Chad	 2010	 15.7	 359,839
18	 Iraq	 2011	 7.4	 352,020
19	 Myanmar	 2009	 7.9	 349,611
20	 Nepal	 2011	 11.2	 346,506

Source: calculation by authors based on UNICEF-WHO-World Bank Joint Dataset22

Table 1 sets out the top 20, ‘high-burden’ countries for acute malnutrition. The ranking has 
been calculated based on the number of under-fives affected in each country, although the 
rates are also included for reference.20

What conclusions can be drawn from these figures?

Asian countries dominate the top 20 table. They account for four out of the top five high-
burden countries. The number of children affected in India (25 million) is higher than 
all the other top 20 countries combined and represents almost half of the global total.

The worst-affected regions in Africa are West, Central and East Africa.

South Asia in particular has a very high number of cases. However, at present, 
this region also has a very low level of treatment coverage. It is here that coverage 
needs to be scaled up the most if global targets on reducing deaths from wasting 
or wasting rates are to be reached. In a number of South Asian countries, there has 
been a reluctance to date to introduce treatment approaches relying on ready-to-use 
therapeutic food (RUTF), despite the evidence of their effectiveness.

The table also highlights the fact that acute malnutrition does not only occur in emergency 
situations. Many of the top 20 high-burden countries are relatively stable countries, 
where widespread food crises and conflicts are fortunately rare. This is the case, for 
example, for India and Indonesia, where, in spite of their relative stability, rates of acute 
malnutrition are 20% and 12% respectively.23 This shows that acute malnutrition is in 
fact an ‘everyday emergency’, fuelled above all by poverty and inequality.

1

2
3

4
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SOUTH
ASIA

SUB-SAHARAN
AFRICA

SOUTHEAST

ASIA

REST OF THE
WORLD

EAST
ASIA

27.8
MILLION

3.7
MILLION

5.2
MILLION

13.2
MILLION

2
MILLION

There are 52 million 
acutely malnourished  
children in the world
where DO THEY LIVE? 

regions defined by MDG regional groupings

o
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How many deaths does  
acute malnutrition cause each year?

The UN estimates that around one million children under the age of five die every year from 
severe acute malnutrition (SAM).24

At present, it is not possible to provide more than estimates for the number of deaths from 
SAM. One of the reasons is that – in many countries and internationally - the systems 
for recording deaths related to severe acute malnutrition are either non-existent or 
underdeveloped. Moreover, deaths due to SAM are often recorded as deaths from infectious 
diseases such as malaria, pneumonia and TB, even though the death was actually caused by a 
combination of the two.

Moderate acute malnutrition does not directly cause deaths, but nevertheless is a significant 
contributing factor in a large number of preventable under-five deaths every year.

1 million
children under the 
age of five die every 
year from severe 
acute Malnutrition



A mother holds her child  
as they wait for him to be 

weighed at a health centre 
in Bogandé, Burkina Faso. 

Courtesy of Diane Moyer/ACF.
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Effective approaches exist today for treating and preventing acute malnutrition. 
So why do 52 million children in the world today continue to suffer from the condition and 
an estimated one million children die each year from its severest form? This question is the 
focus of the next part of the report.

More details of the specific challenges faced by two countries – Nepal and Burkina Faso – 
can be found in the country case studies on pages 22 and 24.

1.	Inadequate recognition of  
	 acute malnutrition as a leading 
	c ause of underfive deaths
Politically speaking, acute malnutrition tends to be invisible; until, that is, a crisis hits. 
Malnourished children usually come from poorer, marginalised families, who lack a strong voice 
in the political arena.25 This tendency is reinforced by the fact that rates of acute malnutrition 
are generally higher in rural areas, far from the main ‘seat of power’ in the capital city.

This relative neglect of the issue has been one of the reasons why levels of acute malnutrition 
have remained stubbornly high in recent decades: between 1990 and 2011 the global burden 
of acute malnutrition fell by just 11%, from 58 to 52 million.26 In sub-Saharan Africa, the 
numbers of acutely malnourished children under-five actually grew during this period from 
10 million to 13 million.

This picture contrasts starkly with recent progress in reducing deaths from diarrhoea, measles, 
respiratory infections and malaria.27 Action by states to combat these and other childhood 
diseases has been one of the main contributors to the 40% global decline in under-five deaths 
seen since 1990 (12 million in 1990 to 6.6 million in 2013).28

So, our argument is simple. If states wish to see further declines in child mortality, including 
the attainment of Millennium Development Goal (MDG) 4, they can no longer afford to 
ignore acute malnutrition, which directly kills one million children under five each year.

In 2012, member countries of the WHO voted at the World Health Assembly (WHA) to 
adopt a set of six global targets aimed at tackling undernutrition and obesity. One of the 
targets calls for a reduction in the global average rate of acute malnutrition to below 5% by 
2025. We believe it is essential that countries take steps now to introduce national policies, 
strategies and programmes that will enable them to meet this global wasting target.

A number of SUN countries have in fact already established their own national target 
on wasting, which is a positive trend. Donor governments, with the backing of the WHO 
Secretariat, should assist by giving financial and technical support to help countries to meet 
their various national targets on undernutrition, including those on wasting.

Another key opportunity to embed action to end child deaths from acute malnutrition in 
the global policy agenda is the successor framework to the Millennium Development Goals 
(MDGs). The post-2015 development framework should be an ambitious set of commitments 
by states to address the multiple causes of poverty and inequality that truly “leaves no-one 
behind”. Regarding the issue of undernutrition, there should be a standalone goal included on 
nutrition, or food and nutrition security. This goal should include a specific target on acute 
malnutrition that goes beyond the ambition of the current World Health Assembly target. It 
should commit states to a more significant reduction in the rates of acute malnutrition and set 
them on a clear path towards ending under-five deaths from the condition. Furthermore, the 
targets and indicators in other goal areas, such as health/universal health coverage, gender, 
water and sanitation, agriculture and food security, should be designed in a way that helps 
accelerate progress in tackling undernutrition.

Part 2
What is 

holding up 
progress 

 and what 
can be done?
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CMAM is a community-based 
strategy for diagnosing and 
treating both moderate and 
severe acute malnutrition.  
Here we focus on its benefits 
for SAM treatment.
Previously all children with 
SAM had to be treated in 
hospital. This severely limited 
the numbers of children who 
could receive treatment. Now, 
with the introduction of a 
community-based approach, 
many more children are being 
reached and helped. 
Children suffering from acute 
malnutrition can now be easily 
identified by a health worker 
using a tape to measure a child’s 
mid-upper arm circumference 
(MUAC). This MUAC tape uses 

a simple traffic light system to 
immediately alert the health 
worker to a child’s condition 
and the necessary course of 
action. Children found to be 
in the ‘red zone’ are severely 
acutely malnourished. The 
health worker refers these 
children to a local health clinic 
for assessment. Assuming there 
are no medical complications, 
the child is given a standard 
course of treatment by clinic 
staff comprising antibiotics (to 
ward off infection), vitamin 
A, deworming drugs and – if 
necessary - anti-malarial drugs. 
The child can then be treated 
at home by the parent or 
care-provider giving him or her 
ready-to-use therapeutic food 

(RUTF) to eat, which is supplied 
free-of-charge. (RUTF contains 
all the essential nutrients needed 
to ensure children recover from 
acute malnutrition.) During 
this phase the child only has 
to be taken once a week to the 

local clinic for a check-up. The 
average length of the treatment 
is just five to six weeks.  
Under the CMAM approach, 
only children who develop SAM  
with medical complications 
require hospitalisation.

SHOWING THE WAY FORWARD: 
Community-based Management 

of Acute Malnutrition
➜

2.	Sc aling up treatment 			    
	 of severe acute malnutrition
Significant progress has been made over the last decade in expanding the community-based 
approach for diagnosing and treating acute malnutrition known as CMAM (community-
based management of acute malnutrition). The main aspects of this approach are described 
in the box above. 

The community-based approach has revolutionised the way we can help children with acute 
malnutrition. Not only can far more children be reached but these children are much less 
likely to drop out of treatment as they undergo treatment primarily in their own home. The 
introduction of CMAM in developing countries has resulted in a typical cure rate for children 
suffering from SAM of 84%.29

A recent study published in The Lancet calculated the potential impact in terms of children’s 
lives saved of scaling up different ‘direct’ nutrition interventions (see page 26 for an explanation 
of ‘direct’ interventions). Out of the ten interventions assessed, CMAM was shown to have the 
greatest potential for saving lives: 435,000 lives saved per annum in the under-five age group.30

CMAM is also a cost-effective intervention. At $42 - $53 per ‘disability-adjusted life year’ 
(DALY) averted, the cost of treatment is similar to that of other comparable child survival 
interventions.31 (DALYs refer to the number of years of a life lost due to illness, disability or 
premature death.) The story of how the community-based approach to treatment helped 
Rougui Gueye in Senegal to recover from SAM is described on page 20.

The introduction  
of CMAM has  
resulted in a typical 
cure rate for  
children suffering 
from SAM of 84%

A COMMUNITY HEALTH WORKER 
TAKES THE MUAC READING OF  

A CHILD IN NORTHERN KENYA.
Courtesy of Saul Guerrero/ACF.
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Aminata Diallo works at the 
local health post in Ouro Sidi 
village in Senegal. Her job is to 
manage the drug stock. In her 
spare time, she also volunteers 
as a community health worker. 

This role involves checking 
(using a MUAC tape) which 
children in the villages near 
where she lives have acute 
malnutrition. She refers 
children with the condition 
to the health post for further 
assessment and treatment, in 
line with the national protocol 
for CMAM. (Treatment for 
SAM follows the approach 
described on page 19.) If a 
child has MAM, she ensures 
that supplies of fortified flour 
get delivered to the child’s 

home. Aminata is therefore 
at the frontline of the fight 
against acute malnutrition in 
her country.

In 2013 Aminata discovered 
that a girl called Rougui 
Gueye, living in Ouro Sidi, 
had become severely acutely 
malnourished. Rougui was 
immediately referred to the 
health post and – as her case 
had complications – on to 
the district health centre in 
Foumihara, where she received 
treatment. Fortunately, she 
made a full recovery and 
is now back at home with 
her family, enjoying life in 
much the same way as any 
other two year old. The SAM 
treatment programme in this 

district is being supported by 
Action Against Hunger, with 
the main focus on technical 
support and training for  
health staff.

The families in Rougui’s village 
depend mainly on arable 
farming for their food and 
income, with millet being the 
staple crop. During the hunger 
season (April to September), 
meals get restricted to just 
two per day. “We always 
have lunch though” was the 
surprisingly upbeat remark 
by one of the villagers. This 
lack of food, combined with a 
poor dietary diversity, is one 
of the main causes of acute 
malnutrition amongst children 
in the village.

Aminata & Rougui➜

Currently 60 countries around the world offer services for CMAM.32 By 2009, it was reported 
that 1 million children were being admitted into SAM treatment programmes worldwide. 
The number of children reached increased to 2 million in 2011, and to 2.7 million in 2012.33 
Despite this clear progress, today just 10% of children affected by SAM globally have access to 
treatment. Much more must be done to scale up treatment programmes to ensure that every 
child is able to access the care they urgently need to recover.

Why is the coverage for treatment so low? The answer has to do with the lack of integration 
of SAM treatment into existing health services. But it is also the result of the weak state 
of health services in the countries worst affected by acute malnutrition. We examine these 
issues in turn below.

2a. A lack of integration

In Part 1, we listed the 20 countries with the highest burden of acute malnutrition amongst 
under-fives. The following table examines the extent to which these countries have succeeded 
in including SAM treatment in the basic health package (also known as the essential health 
package).34 This is arguably the key measure of successful integration.

Source: Action Against Hunger

Community healthworker  
Aminata Diallo (right), with Rougui  
Gueye, now fully recovered, and 
her mother in Ouro Sidi, Senegal. 
Courtesy of Ben Hobbs.
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Table 2: Top 20 high-burden countries for acute malnutrition: 
extent of inclusion of SAM treatment in the basic health package

Source: UNICEF.35 N.b. Information in table is based 
on reports by governments in these countries.

Country 	 SAM treatment	 Country  	 SAM treatment
& rank 	included  fully, partially	 & rank	included  fully, partially
	 or not yet included in		  or not yet included in
	basic  health package? 		basic   health package?
	 (Or information not available)		  (Or information not available)

1. India 	 Partial 	 11. Egypt	 n/a
2. Pakistan 	 No 	 12. Niger 	 Full
3. Indonesia 	 Partial 	 13. Kenya 	 Full
4. Nigeria 	 Partial 	 14. Yemen 	 No
5. Bangladesh 	 No 	 5. Afghanistan 	 Full
6. China 	 n/a 	 16. South Sudan 	 Partial
7. Ethiopia 	 Full 	 17. Chad 	 Partial
8. DRC 	 Partial 	 18. Iraq 	 Partial
9. Sudan 	 Partial 	 19. Myanmar 	 No
10. Philippines 	 Partial 	 20. Nepal 	 Full

In summary, the information shows that:

Only five of the top 20 high-burden countries for wasting reported  
a full integration of SAM treatment into the basic health package  
(Ethiopia, Niger, Kenya, Afghanistan and Nepal).

Nine countries reported that integration is still only partial.

Four countries reported that there has been no integration  
(Pakistan, Bangladesh, Yemen and Myanmar).

There is therefore still considerable progress to be made in this key area of integration.

In some high-burden countries, especially those in Asia, the protocols for treating SAM via a 
community-based approach have yet to be approved by the government. So, CMAM integration 
there is still in its early stages. In the countries which have adopted a protocol, there are three 
areas where integration remains particularly weak – in addition to the aforementioned absence of 
CMAM from the basic health package. These are:

l	 The inclusion of RUTFs on the essential supplies list
l	 The development of national curricula for training health staff in the diagnosis and treatment 
	 of acute malnutrition
l	 The allocation of funds for SAM treatment in annual health sector plans.36 

The case study from Burkina Faso on page 22 describes some of the challenges faced when 
integrating CMAM into national health services.

As governments increase their focus on scaling up CMAM, there is much that can be learnt 
from programmes that exist already: both those run by NGOs and those – growing in number - 
operated by Ministries of Health. Many of the barriers to increasing coverage for the treatment 
of acute malnutrition within existing programmes are similar to those faced by other public health 
interventions.37 Some of the main ones are: a lack of awareness of the programme; a lack of 
awareness of undernutrition; a prohibitive distance and/or journey time to the health centre; high 
opportunity costs; and a previous rejection from the programme.38

1

2
3

                       ONLY      
OF THE TOP 20 

COUNTRIES HAVE 
FULLY INTEGRATED 

CMAM INTO THE 
BASIC HEALTH 

PACKAGE

5

A mother receives health  
and nutrition education  

at a UNICEF programme  
in Phom Lou, Cambodia. 

Courtesy of Nicholas Axelrod/Ruom. 
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In recent years Burkina Faso has faced a succession 
of food crises. One of the most serious took place 
in 2012. According to the Food Security Forecasting 
Committee, more than 54% of Burkinabé households 
engaged in farming will not be able to meet their food 
needs in 2014.

It is estimated that 60% of deaths among children under five in the 
country are attributable to malnutrition.39 In 2013, the Ministry of Health 
reported that 9% of under-fives were suffering from acute malnutrition 
and 32% from chronic malnutrition.40 In the same year, approximately 
417,000 children under five were acutely malnourished.41

In the Est region, one of the worst affected, rates of malnutrition are 
particularly high between April and June, when a family’s food resources 
are low.42 The principal causes of malnutrition are poor hygiene practices, 
inappropriate infant and young child feeding practices, insufficient access 
to clean drinking water, poor sanitation, household food insecurity, a lack 
of dietary diversity and high rates of childhood diseases.

Since 2007, Burkina Faso has made significant progress in promoting the 
Integrated Management of Acute Malnutrition (IMAM). For example, 
during this period it developed its first IMAM protocol. This protocol is 
currently in the process of being revised. However, the protocol has not 
been fully implemented by health staff, who still do not perceive the 
condition to be a health issue. This therefore affects the quality of the 
detection and treatment of acute malnutrition. Despite this, a major effort 
is now underway to scale up IMAM in the country. Moreover, therapeutic 
foods used in the treatment of acute malnutrition have been included in  
the list of medicines available at the Generic Drugs Purchasing Agency.

Despite the proactive stance of the Burkinabé government on this 
question, different barriers continue to prevent a high-quality roll-out of 
IMAM at the level of local health centres. Procedures

for diagnosing malnutrition and community screening are 
still not adequately developed.

In the Est region, the water is dirty in half of health 
centres and more than 70% of health centres have an unclean 

environment. Throughout the country, there is an insufficient 
number of health centres. The long distance to travel to a centre 
discourages mothers from taking their children there for care. This means 
people frequently have to rely on traditional healers.43 The health centres 
that do exist are often poorly equipped and are understaffed.44

The final barrier to the treatment of acute malnutrition - and to accessing 
health services in general - is the cost of healthcare. This cannot be 
afforded by families and it particularly affects poor households. 

Efforts to prevent undernutrition are guided by three national policies: 
the National Programme for the Rural Sector (2011), the National Social 
Protection Policy (2012) and the National Food and Nutrition Security 
Policy (currently under development).

At certain times of the year, the poorest households are forced to cut 
back on their daily food intake, which puts children aged 6-23 months 
at particular risk of becoming acutely malnourished. For this reason 
a number of NGOs have put in place seasonal nutrition ‘safety nets’ 
which include the distribution of enriched, locally-produced flour. These 
programmes are helping to protect at-risk children by ensuring they have 
enough food to eat and a balanced diet during this period.

Burkinabé civil society organisations have a key role to play in advocacy. 
They can help ensure that the revised IMAM protocol gets effectively 
implemented and that regular community screenings take place. They 
can advocate for the curricula of health personnel to be modified to fully 
integrate IMAM; and for the financial barriers preventing children under
five from accessing care to be removed.

CASE-STUDY 1:
burkina

faso

A group of women gather in 
Pama, Burkina Faso to discuss 
barriers to accessing health  

centres with a healthworker.
Courtesy of Diane Moyer/ACF.
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2b.Strengthening health systems
Treatment programmes will only ever be as effective as the system through which they 
are being delivered. Weak health systems in high-burden countries are currently a major 
constraint to expanding the treatment of severe acute malnutrition. The problems relate to 
both the quality and reach of state-provided healthcare, as well as its affordability.

The best way to address this is to ensure that, alongside efforts to integrate CMAM, there 
is an equally strong focus on health system strengthening overall. If health systems are not 
effectively strengthened, there is a risk that the introduction of new treatment programmes 
will overburden the system. The World Health Organisation has identified the following six 
‘building blocks’ for health system strengthening: service delivery, the health workforce, 
information systems, essential medicines and supplies, financing and governance.

User fees remain a major barrier preventing families from accessing healthcare in nearly all 
developing countries. The promotion of free access to primary health services should therefore 
go hand-in-hand with advocacy for greater integration and coverage of CMAM services.

Opportunities also need to be explored for aligning and combining CMAM with treatment of 
infectious diseases, such as malaria, TB, pneumonia, diarrhoea and HIV/AIDS, especially in 
view of the close relationship between wasting and infections. This is already happening in many 
contexts; however, a closer alignment of different health interventions would be beneficial. 
For example, CMAM could be linked to Integrated Community Case Management, which 
is the approach used for the diagnosis, treatment and prevention of malaria, pneumonia 
and diarrhoea at the community level.45 Such an alignment avoids the creation of parallel 
healthcare delivery structures and is thus more cost-effective. It also offers the potential to 
increase the number of children who are diagnosed and treated for each disease or condition.

3. Donor funding
Current international funding for nutrition falls far short of requirements. For example, from 
2009 to 2011, aid to the nutrition sector from all donors was equivalent to around 0.8% of 
overall Overseas Development Assistance (ODA), whilst ‘basic nutrition’ ODA amounted to 
a mere 1.4% of the identified need.46 At the Nutrition for Growth high-level event in June 
2013 donors pledged a total of $4.15 billion of additional funding for nutrition in the period up 
to 2020.47 However, even with this increased commitment the level of aid is well below the 
amount needed for the scale up of direct nutrition interventions in high-burden countries, 
estimated to be $9.6 billion per year (NB. this figure includes both ODA and developing 
countries’ own resources).48

As regards acute malnutrition, donor funding for CMAM programmes tends to be short-
term (typically six months) and generally comes from humanitarian aid budgets.49 This 
reflects the fact that donors still view the issue through an emergency lens, despite the fact 
that the majority of cases of acute malnutrition actually occur in stable situations. The short-
term nature of funding makes it difficult for developing country governments to develop, in 
conjunction with donors, long-term strategies for scaling up CMAM.50

Humanitarian funding will, of course, remain important as natural disasters and conflicts will 
continue to occur, but it should now be complemented by donors financing the treatment 
and prevention of acute malnutrition via their mainstream development budgets. For 
example, donors could start to fund the scaling up of CMAM through their aid to the health 
sector. They could also explore ways to build links between humanitarian and development 
funding streams because the distinction between emergency and stable situations is rarely 
straightforward. Some examples of different approaches that donors could take are described 
in Box 2.

BOX 2

Possible models for 
increasing & improving 
donor funding FOR  
acute malnutrition

In Nepal, a ‘basket fund’ is currently being 
set up to provide funds for the nutrition 
interventions included in the country’s 
multi-sectoral nutrition plan. Contributions 
will be made to it by both the Government 
and donors. This is a model that could be 
replicated in other countries (see Nepal case 
study on p 24).

Donors could fund CMAM ‘scale-up’ 
within their portfolio of (long-term) health 
programmes; or – if such a structure exists – 
they could fund it via ‘pooled’ health funds 
at the country level, which involve several 
different donors.

In Kenya, donors including DFID and 
ECHO have shifted to multi-year, more  
predictable funding to expand the inte-
grated management of acute malnutrition 
and have increased the emphasis on support 
to the Ministry of Health rather than the 
direct provision of services.

In Yemen DFID is giving a three-year 
nutrition grant to support action on acute 
malnutrition through a mixture of develop-
ment and humanitarian aid. It covers both 
the treatment of acute malnutrition and 
prevention of its underlying causes. This  
reflects the situation in Yemen as being one 
of a complex emergency, with both immedi-
ate and longer term nutrition needs.

Another innovation, although not  
specific to acute malnutrition, is the 
‘catalytic financing facility’ announced  
by DFID, UBS Optimus Foundation,  
and the Children’s Investment Fund 
Foundation (CIFF) at 2013’s Nutrition 
for Growth event. The objective of the  
facility is to establish new funding  
sources for nutrition. The additional  
funds will be used to accelerate the  
roll-out of high-impact, national 
nutrition programmes, including CMAM  
interventions, in high-burden countries.

l

l

l

l

l
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The lasting impact of a 10-year armed conflict, 
migration, displacement and political instability have 
all contributed to a challenging environment for tackling 
undernutrition in Nepal. Although rates of chronic 
malnutrition have come down over the last ten years - from 
57% to 41% - there has been no change in the national rates for acute 
malnutrition, which remain at 11%.52 In 2012 and 2013, only one in 
eight severely acutely malnourished children in the country received 
treatment.53

The causes of acute malnutrition in Nepal are numerous and vary 
according to the geographical, economic and social context. Food 
insecurity of some degree is experienced by over half of all households.54 
Nationally the most commonly cited cause of food insecurity is insecure 
and low incomes.55 In rural areas populations are particularly vulnerable 
to natural disasters such as floods, landslides and droughts. Heavy rains 
in the monsoon season pose a double threat. Not only do they damage 
crops but they also cause outbreaks of infectious water-borne diseases 
such as cholera and diarrhoea.

Other causes of acute malnutrition in Nepal are a lack of dietary 
diversity, poor hygiene and sanitation, HIV/AIDS, inadequate care 
practices, the disruption of basic social services due to the conflict, and 
a lack of adequately trained government personnel.

One of eight ‘early riser’ countries in the SUN Movement, the Government 
of Nepal has committed to taking action on undernutrition and has 
developed a comprehensive Multi-Sectoral Nutrition Plan (MSNP) to 

guide their national approach. The MSNP promotes a 
cross-governmental, integrated approach to managing 

undernutrition, involving action in a range of sectors to  
ensure long-term preventative and treatment strategies.56

The scale-up of CMAM forms part of the MSNP and trials of treatment 
through a community-based approach have been carried out in a number 
of districts with very high success rates.57 It is planned that by 2017, 35 
districts will be able to offer CMAM.58 Importantly, the MSNP advocates 
for management of both severe and moderate acute malnutrition to be 
fully integrated into health services. However, not enough resources 
are currently devoted to strengthening CMAM. This is impeding its full 
integration within the health system and the scaling up of treatment. 

The Government has recently established a national target to reduce 
the rate of acute malnutrition in under-fives to 5% by 2017. To reach 
this target, the Government, donors and civil society organisations in 
Nepal will need to recognise wasting as a major public health issue, raise 
it to the top of the political agenda and enhance their commitment and 
leadership on this question.

Although donors have recently increased the level of nutrition aid for 
Nepal59, there is still only limited funding available for the treatment of 
acute malnutrition. A ‘basket fund’ for the MSNP is being established 
which will receive funding from both the Government and its 
development partners. This is a key opportunity to ensure an increase 
in both the overall budget for tackling undernutrition and the funds 
available for the treatment (and prevention) of acute malnutrition.

CASE-STUDY 2:

NEPAL

4.	COMMUNITY-BASED MANAGEMENT  
	O F ACUTE MALNUTRITION (CMAM)  
	 in SUN countries’ ‘costed’ plans
Through the SUN Movement, many countries are being supported to develop ‘costed’ 
national nutrition plans. These plans are either an adapted version of an existing nutrition 
plan or the result of a new planning and costing exercise supported by donors and the 
SUN Secretariat. They are therefore a useful indicator of which areas are currently being 
prioritised by governments. An analysis of 13 SUN countries which have a high-burden of 
acute malnutrition and which provided information on spending plans reveals that the amount 
allocated each year to CMAM is on average $14.7 million (per country). However, when two 
higher spending countries are removed from the list (Kenya and Yemen), the average annual 
planned spend for the 11 remaining countries falls to just $3.9 million.51 So, there is clearly 
still a significant budgetary shortfall when it comes to CMAM. One of the reasons may be 
the fact that CMAM is still seen as an external, donor-funded activity or a purely emergency 
activity that will be funded by donors. There is therefore a need to ensure that – as the 
national plans get rolled out and fully funded – adequate funding is provided for CMAM from 
the government’s own domestic resources.

Caregivers gather to have their  
children checked during a nutrition  
screening in Inarwa in Saptari, Nepal.

Courtesy of Sanjit Das
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5.	T he importance of a broad-based 	  
	 approach to prevention
Brazil provides a positive example of what can be achieved by a coordinated, national drive to 
tackle the underlying causes of undernutrition. Social welfare programmes such as Bolsa Fa-
milia succeeded because they were explicitly multi-sectoral in nature, seeking to simultane-
ously improve children’s diets, their access to education and health services and the financial 
status of poor families. These have been combined with other aspects of the national Fome 
Zero (Zero Hunger) initiative that were focused on supporting smallholder agriculture.

Examples exist elsewhere of other successful prevention strategies, such as the Bangladeshi 
Government’s promotion of exclusive breastfeeding in the first six months of a child’s life. 
As a result of these efforts rates of exclusive breastfeeding in Bangladesh grew from 46% in 
1999-2000 to 64% in 2011.60

PRIMARY SCHOOL PUPIL
Shumina Hamisi drinks 

clean water from a well  
in Bagomoyo, Tanzania.
Courtesy of Daniel Hayduk/RESULTS UK.
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Nutrition-specific (or direct) interventions target the immediate causes of undernutrition: 
inadequate dietary intake and disease. Examples include: folic acid supplementation for preg-
nant mothers, multiple micronutrient supplementation for mothers, exclusive breastfeeding 
in the first six months of a child’s life, appropriate complementary feeding, vitamin A sup-
plementation for children aged 6 to 59 months, and the treatment of SAM. Strong evidence 
exists regarding the effectiveness of these interventions. The Lancet’s 2013 series on un-
dernutrition stated that scaling up a package of 10 nutrition-specific interventions to 90% 
coverage in 34 high-burden countries had the potential to reduce child mortality by 15%, 
stunting by 20% and severe acute malnutrition by 61%.61

Nutrition-sensitive (or indirect) interventions seek to address the basic and underlying 
causes of undernutrition. These interventions, in sectors such as agriculture, welfare and 
water and sanitation, are important complements to nutrition-specific interventions, which 
can only go so far in addressing the problem. For example, smallholder agriculture has the 
potential to contribute to better nutrition through measures such as home gardens, small-
scale livestock production, crop diversification, education and awareness-raising, and through 
empowering women farmers.62 Social protection programmes implemented at the appropri-
ate time of year have been shown to be effective nutrition-sensitive interventions.63 They 
can help to address seasonal food shortages and disease outbreaks, which are two important 
causes of ‘peaks’ in acute malnutrition cases at certain times of the year. Access to clean 
water and the provision of basic sanitation, associated with appropriate hygiene practice, are 
also core components of any prevention programme tackling acute malnutrition. WASH in-
terventions most likely to have a positive measurable impact on nutrition outcomes are those 
relating to improving water quality and hygiene facilities and practices.64

6.	De veloping new approaches 	
	 on moderate acute malnutrition
Progress in the treatment of moderate acute malnutrition (MAM) has not gathered the 
same momentum as that of SAM management. The standard way in which MAM is treated is 
through supplementary feeding programmes.65 However, these have not always been effec-
tive, with high drop-out rates. Many hold the view that these programmes are not sustainable 
as a national strategy for government and therefore should not be systematised within the 
CMAM approach; they should rather be implemented on a case-by-case basis, depending 
on the context, usually within a crisis situation. Alternative models, including the use of cash 
transfers, are being piloted successfully in many countries and deserve more support. In sta-
ble contexts, there is need to invest more in preventing MAM through improved nutrition-
sensitive programming in areas such as WASH and agriculture.

Although MAM does not pose as high a risk to life as SAM, the impact of not treating MAM on 
child survival is still significant. This is due to its contribution to deaths from infectious diseases 
and the large number of children affected – 35 million according to the joint UN and World 
Bank estimate. Moreover, every child with severe acute malnutrition at one time suffered from 
moderate acute malnutrition. Identifying and treating these children earlier to prevent deterio-
ration into a more life-threatening condition should therefore be a priority.

7. Improving UN agencies’ coordination
Currently, global leadership for efforts to treat moderate and severe acute malnutrition is 
split between three UN agencies: UNICEF is in the lead for outpatient SAM treatment; 
WHO for in-patient SAM treatment; and the World Food Programme (WFP) for MAM 
treatment. Although this should not in theory prevent a joined-up approach from being 
adopted, in practice it has reinforced the tendency for governments to develop separate 
treatment avenues for MAM and SAM (because each UN agency only gives advice, pro-
grammatic support and funding for its particular area).66 The artificial divide between MAM 
and SAM treatment must therefore be addressed. As a minimum, the UN agencies involved 
should agree on a joint strategy for tackling the condition in all its forms.

A woman works the land  
in Kaedi, Mauritania.

Courtesy of Francois le Noir /ACF.
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Governments cannot ignore a situation where 52 million children under 
the age of five are acutely malnourished. Countries have a moral and legal obligation – in 
the shape of the Convention on the Rights of the Child – to prevent children becoming 
malnourished in the first place and to take all the necessary steps to treat children who fall 
victim to this condition.

Based on the analysis contained in the report, we set out below a 10-point plan for tackling 
acute malnutrition. These steps would take us closer to achieving the goal of the Generation 
Nutrition campaign: to end under-five deaths from the condition. Our recommendations 
mainly target Northern donors and governments in high-burden countries. However, we 
believe they are also important for other all stakeholders working on nutrition (NGOs, other 
civil society organisations, the private sector, etc.).

Conclusions

1o-point plan 
for tackling 
acute malnutrition 
in under-fives

Recognise acute malnutrition as a leading cause of child death. 
25 years on from the signing of the UN Convention on the Rights of the Child, states should reaffirm the 
commitment they made in the text to enable every child to enjoy the “highest attainable standard of health” and “to 
combat disease and malnutrition”. Tackling acute malnutrition should be made a central part of ongoing government 
efforts to reduce child mortality.

Fully acknowledge that acute malnutrition is an ‘everyday emergency’ by including 
treatment and prevention in long-term health and development programmes. 
While acute malnutrition is generally associated with humanitarian crises and famines, most of the children suffering 
from acute malnutrition live in stable, development settings. Donors and governments in affected countries must 
ensure that from now on the prevention and treatment of acute malnutrition are also embedded in long-term 
health and development programmes and are adequately funded (see also point 5 below).

Integrate CMAM into child health services and increase coverage for the treatment  
of severe acute malnutrition. 
As a first step towards ensuring universal coverage, countries with high rates of acute malnutrition must ensure that the 
community-based management of acute malnutrition (CMAM) is properly integrated into national health services. To break 
the ‘vicious circle’ of acute malnutrition and infectious disease, greater efforts must be made to combine the diagnosis and 
treatment of acute malnutrition with interventions available for malaria, tuberculosis, diarrhoea and pneumonia.

Strengthen health systems to enable long-term expansion and affordability of CMAM 
and other health interventions.
Integrating CMAM into health care services needs to be accompanied by a strengthening of these services overall. National 
governments, with the support of the international community, should prioritise health system strengthening, with the 
aim of making services more affordable/free of charge, effective and widely available in different parts of the country.

Donors to increase long-term funding for the prevention and treatment of acute 
malnutrition and (in non-crisis situations) move away from short-term emergency 
funding mechanisms.
In the case of acute malnutrition, most external funding for CMAM continues to be in the form of humanitarian aid 
and there is little funding dedicated to prevention programmes targeting children under five. International donors 
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We call on governments and other relevant stakeholders to:
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The plight of 52 million children who suffer the effects of acute malnutrition each year – as 
well as the one million amongst them that tragically do not survive the severest form of the 
condition – must be addressed. Acute malnutrition is an everyday emergency that requires 
urgent action. It is time for the international community, national governments and civil 
society to take action on a problem we know how to solve. If we act now, we can end child 
deaths from acute malnutrition.

should scale up their funding for both the treatment and prevention of acute malnutrition through long-term funding 
mechanisms which support the implementation of SUN countries’ ‘costed’ national plans.

Establish national wasting targets to help focus efforts on tackling acute malnutrition.
In 2012, the World Health Organisation (WHO) agreed a global plan on nutrition which included a target for reducing the global 
rate of acute malnutrition to below 5% by 2025. Building on this, all high-burden countries should now establish national wasting 
targets, which would help focus domestic attention on this task and help ensure a joined-up effort across a range of sectors.

Address acute malnutrition in the post-2015 development framework.
A specific target on wasting should be included within the post-2015 development framework, as part of a broader goal on 
nutrition or food and nutrition security. The target should go beyond the ambition of the 2025 WHA target, committing 
states to a more significant reduction in the rates of acute malnutrition and setting them on a clear path towards ending 
under-five deaths from the condition. Furthermore, the targets and indicators in other goal areas should be designed in a 
way that helps accelerate progress in tackling undernutrition.

Support more research on the relationship between wasting and stunting and also  
on the other long-term health effects of wasting. 
We know that there is a causal link between wasting and stunting (for example bouts of acute malnutrition can contribute 
to stunting) but this area is still not fully understood by academia or development actors. Similarly, there has been little 
research conducted into the various effects in later life of an episode of acute malnutrition in childhood. Governments 
should therefore prioritise the funding of more research on these two themes. This would help in the design of more 
effective prevention programmes.

Develop new ways to tackle moderate acute malnutrition. 
It would probably be too costly to scale up supplementary feeding programmes to a national level and there are doubts 
about their effectiveness (they are probably best suited to crisis situations). Alternative models, including the use of  
cash-based approaches, are being piloted and should be supported. In general, there is a need to invest more in the 
prevention of MAM through cross-sectoral initiatives and improved nutrition-sensitive programming.

Ensure that there is a coordinated strategy by UN agencies on acute malnutrition.
At present three different UN agencies are involved in efforts to tackle acute malnutrition (UNICEF, WHO and World Food 
Programme). This has tended to reinforce a silo approach in relation to SAM and MAM at the national level. These barriers 
should be broken down, with the development of a coordinated strategy by UN agencies on the issue.
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Children in a health centre  
in Kaedi, Mauritiana.
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