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Professional Certificate in Nutrition in Humanitarian Aid

Management of Severe Acute Malnutrition

Severe Acute Malnutrition (SAM) is a life‑threatening condition characterized by a very low
weight‑for‑height ratio, a mid‑upper arm circumference (MUAC) below a critical threshold, or the presence
of nutritional edema. In humanitarian emergencies, SAM is often the most visible sign of food insecurity and
the breakdown of health services. Understanding the terminology associated with SAM is essential for
anyone working in nutrition programming, especially in crisis‑affected settings.

Mid‑Upper Arm Circumference (MUAC) is a rapid screening tool that measures the circumference of a
child’s upper arm, typically at the midpoint between the shoulder and elbow. A MUAC less than 11.5 cm
identifies a child as severely malnourished. For example, a 24‑month‑old girl with a MUAC of 10 cm would
be classified as having SAM and would be eligible for therapeutic feeding. MUAC is favored in field settings
because it requires only a simple measuring tape, minimal training, and can be performed in a matter of
seconds. However, challenges arise when health workers are unfamiliar with correct positioning, leading to
measurement error, or when cultural norms make arm exposure uncomfortable for caregivers.

Weight‑for‑Height Z‑Score (WHZ) is an anthropometric index that compares a child’s weight to the median
weight of a reference population of the same height. A WHZ below ‑3 signals SAM. This metric is more
precise than MUAC for children older than five years but requires accurate height measurement and a
calibrated scale, which may be difficult to maintain in remote camps. Moreover, calculating Z‑scores often
depends on electronic tools or reference tables that may not be readily available during acute response
phases.

Therapeutic Feeding refers to the provision of specially formulated, nutrient‑dense foods designed to meet
the high energy and micronutrient needs of children with SAM. The cornerstone of therapeutic feeding is
Ready‑to‑Use Therapeutic Food (RUTF), a paste made from peanuts, milk powder, oil, sugar, and a
vitamin‑mineral premix. RUTF can be consumed directly from the packet without water, reducing the risk of
contamination. For instance, a child with SAM may receive 200 kcal per kilogram of body weight per day of
RUTF, divided into 2–3 feedings. Practical challenges include ensuring a reliable supply chain, preventing
theft, and addressing allergies to peanuts in some populations.

Community‑Based Management of Acute Malnutrition (CMAM) is a framework that decentralizes SAM
treatment, allowing most children to be managed at home with outpatient therapeutic feeding while only
the most critical cases receive inpatient care. CMAM consists of four overlapping components: community
mobilization, outpatient treatment, inpatient care for complications, and targeted supplementary feeding
for moderate acute malnutrition. In practice, a CMAM program might train community health volunteers to
conduct MUAC screenings during routine house‑to‑house visits, refer children with SAM to a
“OTP” (outpatient therapeutic program), and provide caregivers with counseling on feeding practices.
Challenges include maintaining high coverage rates in insecure areas, ensuring that referral pathways
remain functional, and coordinating with other humanitarian actors to avoid duplication of services.
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Inpatient Care is reserved for children with SAM who present with medical complications such as severe
infections, severe dehydration, or metabolic disturbances. These children are admitted to a stabilization unit
where they receive intensive medical monitoring, intravenous fluids if needed, and therapeutic feeding
through nasogastric tubes or spoon‑feeding. An example of inpatient care is a child with SAM and
persistent diarrhea who receives a rehydration solution (e.g., low‑osmolarity oral rehydration salts)
combined with RUTF administered via a nasogastric tube. The main challenges in inpatient settings include
limited bed capacity, shortage of skilled staff, and the need for strict infection control measures, especially
in densely populated refugee camps.

Outpatient Care is the standard model for uncomplicated SAM cases. Children receive daily doses of RUTF,
regular health checks, and growth monitoring at a designated health post. For example, a child weighing
7 kg may be given 1400 kcal of RUTF per day, split into three servings, and be re‑examined every week to
assess weight gain. Key challenges include ensuring caregivers attend scheduled visits, managing stock‑outs
of RUTF, and providing consistent counseling on hygiene and feeding practices.

Referral Criteria define the clinical thresholds that trigger a shift from outpatient to inpatient management.
Typical criteria include the presence of edema, MUAC Rehydration is a critical component of SAM
management, as many children present with dehydration due to diarrhea or vomiting. The WHO
recommends a low‑osmolarity oral rehydration solution (ORS) for children with SAM, administered in small,
frequent sips to avoid fluid overload. In severe cases, intravenous rehydration with a balanced electrolyte
solution may be necessary. A practical example is the “rehydration protocol for SAM” which starts with
30 ml/kg of ORS over the first hour, followed by 70 ml/kg over the next four hours. Challenges include
differentiating between dehydration and edema, ensuring caregivers understand the importance of
continued feeding during rehydration, and maintaining a supply of appropriate ORS formulations.

Edema is the accumulation of fluid in the interstitial spaces, often manifesting as puffiness of the feet and
legs. In the context of SAM, edema is a hallmark of kwashiorkor, a protein‑deficiency disorder. The presence
of bilateral pitting edema classifies a child as having SAM, regardless of MUAC or WHZ. For example, a
30‑month‑old boy with a MUAC of 12 cm but with marked pedal edema would still be admitted for SAM
treatment. Edematous children are at higher risk of complications and typically require inpatient care.
Managing edema involves careful fluid balance, appropriate protein intake, and monitoring for heart failure,
all of which can be resource‑intensive in emergency settings.

Kwashiorkor and Marasmus represent two clinical phenotypes of SAM. Kwashiorkor is characterized by
edema, skin lesions, hair changes, and a relatively preserved weight‑for‑height ratio, while marasmus
involves severe wasting without edema. A child with a MUAC of 10 cm and no edema is likely marasmic,
whereas a child with a MUAC of 12 cm but with edema is likely kwashiorkor. Both conditions require
therapeutic feeding, but kwashiorkor may need higher protein provision and closer monitoring for
electrolyte imbalances. Distinguishing between the two is important for tailoring nutritional interventions
and anticipating potential complications.

Nutrient Density describes the concentration of calories and essential nutrients per unit weight of food.
RUTF has a high nutrient density, providing approximately 5–6 kcal per gram, which allows children to meet
their energy requirements without large food volumes. For example, a 100 g packet of RUTF may contain
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500 kcal, adequate protein, essential fatty acids, and a full complement of micronutrients. In contrast, staple
foods like rice or maize have lower nutrient density, requiring larger quantities to achieve the same caloric
intake, which can be problematic for children with reduced appetite or limited digestive capacity.

Micronutrient Supplementation is an integral part of SAM treatment, addressing deficiencies in vitamins
and minerals that exacerbate morbidity. Standard therapeutic protocols include a vitamin‑mineral premix
within RUTF, but additional supplementation may be needed for iron, zinc, or vitamin A, depending on local
deficiencies. For instance, a child with SAM and a confirmed vitamin A deficiency may receive a high‑dose
vitamin A capsule at admission. However, iron supplementation must be carefully timed because it can
aggravate infections; guidelines often recommend delaying iron until the child is clinically stable.
Implementing micronutrient strategies can be challenging due to limited diagnostic capacity and the risk of
over‑supplementation.

Recovery Rate measures the proportion of children who achieve discharge criteria—typically a
MUAC ≥ 12.5 cm, absence of edema, and a weight gain of at least 15 % of admission weight—within a
defined period. High recovery rates indicate program effectiveness, whereas low rates may signal gaps in
case management, supply chain issues, or contextual barriers such as insecurity. For example, a program
reporting a 78 % recovery rate within 8 weeks may be considered successful, but if the default rate exceeds
10 %, further investigation is needed. Monitoring recovery rates requires accurate data collection and
regular analysis.

Default Rate refers to the proportion of children who interrupt treatment before achieving discharge
criteria, often due to migration, caregiver fatigue, or loss of confidence in the program. A default rate above
10 % is generally viewed as problematic. For instance, a child who begins outpatient treatment but stops
attending the health post after two weeks because the family relocates to a new camp would be counted as
a default. Reducing defaults involves community engagement, flexible service delivery (e.g., mobile clinics),
and addressing barriers such as transportation costs or stigma.

Mortality Rate is the percentage of children with SAM who die during treatment, either in the community or
in an inpatient facility. While mortality is expected to be low in well‑functioning CMAM programs (often
Protocol in the context of SAM refers to the standardized set of procedures that guide assessment,
classification, treatment, and discharge of malnourished children. The WHO and UNICEF have published a
“Protocol for the Management of SAM” which is widely adapted by humanitarian agencies. Protocols ensure
consistency across different sites and facilitate training. However, strict adherence can be difficult when local
contexts demand adaptations, such as when cultural food preferences conflict with the taste of RUTF, or
when security constraints limit the frequency of follow‑up visits.

WHO Guidelines provide evidence‑based recommendations for the clinical and programmatic management
of SAM. They cover topics such as dosage calculations, management of complications, and monitoring
indicators. Humanitarian actors often align their national or agency‑specific manuals with WHO guidelines
to ensure best practices. Nonetheless, translating these guidelines into field‑ready tools—such as quick
reference cards or mobile apps—requires careful design to avoid misinterpretation.

UNICEF Standards complement WHO guidelines by emphasizing supply chain management, quality
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assurance of therapeutic foods, and the integration of nutrition with other sectors like water, sanitation, and
protection. UNICEF’s “Standard Operating Procedures for RUTF” outline requirements for storage
temperature, packaging integrity, and batch testing. Practically, a field logistics officer must verify that each
shipment of RUTF meets UNICEF’s specifications before distribution. Challenges include limited laboratory
capacity for testing, and the need to coordinate multiple donors with differing procurement policies.

Nutrition Surveillance is the ongoing systematic collection, analysis, and interpretation of nutrition data to
detect trends, outbreaks, or emerging hotspots of SAM. Surveillance often uses sentinel sites where MUAC
and WHZ are regularly measured. For example, a surveillance team may visit three health posts weekly,
record the number of new SAM cases, and plot the data on a dashboard. Timely surveillance enables rapid
response, but maintaining data quality, especially in insecure zones, can be demanding due to staff turnover
and limited connectivity.

Growth Monitoring involves tracking a child’s anthropometric measurements over time to assess nutritional
status and response to treatment. In SAM programs, growth monitoring is performed at each follow‑up
visit, with weight and MUAC recorded and plotted on growth charts. A child who gains 5 % of admission
weight within two weeks is considered to be on a good trajectory. However, accurate growth monitoring
relies on calibrated scales, consistent measurement techniques, and caregiver cooperation, all of which may
be compromised during humanitarian crises.

Anthropometry is the science of measuring the human body to assess nutritional status. Key
anthropometric tools for SAM include MUAC tapes, length boards, and digital scales. Training health
workers in proper anthropometric techniques reduces measurement error and improves case detection. For
instance, a community health worker who incorrectly positions the MUAC tape may overestimate a child’s
arm circumference, leading to missed cases. Regular refresher trainings and supervision are essential to
maintain high standards.

Dietary Diversity measures the number of different food groups consumed over a reference period,
reflecting the quality of the diet. While children with SAM receive therapeutic foods, caregivers are
encouraged to maintain dietary diversity for the rest of the household to prevent relapse. A household that
regularly consumes cereals, legumes, vegetables, fruits, and animal‑source foods scores higher on dietary
diversity indices. In many emergency settings, food aid may consist of staple grains, limiting diversity and
increasing the risk of micronutrient deficiencies.

Food Security denotes the condition in which all people, at all times, have physical, social, and economic
access to sufficient, safe, and nutritious food. Food insecurity is a primary driver of SAM in humanitarian
contexts. For example, a prolonged drought may reduce agricultural yields, leading families to sell livestock
for cash, thereby compromising both food quantity and quality. Nutrition programs must therefore
coordinate with food security interventions, such as cash‑for‑food or agricultural support, to address the
root causes of malnutrition.

Food Insecurity is the opposite state, characterized by uncertainty about future food availability, limited
food variety, and reduced dietary intake. In refugee camps, food insecurity can be exacerbated by market
disruptions, restricted movement, or the uneven distribution of aid. Monitoring food insecurity through
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tools like the Food Insecurity Experience Scale (FIES) helps program managers tailor nutrition responses.
However, collecting reliable data can be hindered by language barriers, fear of stigma, or the transient
nature of displaced populations.

Humanitarian Context refers to the overall environment in which emergencies occur, encompassing conflict,
natural disaster, displacement, and the presence of multiple actors. The complexity of humanitarian contexts
influences how SAM programs are designed and implemented. For instance, in a conflict‑affected region,
security checkpoints may limit the frequency of health post visits, requiring adaptation of service delivery
models. Understanding the political, cultural, and logistical dimensions of the context is crucial for effective
SAM management.

Logistics encompasses the planning, procurement, transport, storage, and distribution of supplies needed
for SAM treatment, including RUTF, medical kits, and anthropometric equipment. Efficient logistics ensure
that therapeutic foods reach the most vulnerable children without delay. A typical logistics chain may
involve sourcing RUTF from a manufacturer, shipping to a central warehouse, then trucking to regional
stores before final distribution to health posts. Bottlenecks can arise at customs, during transport over poor
roads, or due to inadequate warehousing capacity, leading to stock‑outs that jeopardize treatment
continuity.

Stock Management is the systematic process of monitoring inventory levels, forecasting demand, and
ordering supplies to avoid both shortages and overstocking. In SAM programs, stock management must
account for variable admission rates, seasonal fluctuations, and lead times for procurement. For example, a
health post that records an average of 30 new SAM cases per month may need to maintain a buffer stock of
at least 600 kcal of RUTF per child, plus additional safety stock for emergencies. Implementing electronic
stock‑tracking tools can improve accuracy but may be limited by lack of electricity or internet connectivity.

Cold Chain is a temperature‑controlled supply chain required for certain medical products, such as
antibiotics or vaccines, that may be co‑distributed with SAM interventions. While RUTF is shelf‑stable and
does not require refrigeration, other adjunct supplies (e.g., oral rehydration salts with temperature‑sensitive
components) might. Maintaining a functional cold chain in remote camps can be difficult due to unreliable
power sources, inadequate insulated containers, and high ambient temperatures. Failure to preserve the
cold chain can compromise product efficacy and safety.

Donor Reporting involves providing detailed, transparent accounts of how funds are used, the outcomes
achieved, and the challenges encountered. Humanitarian agencies must submit regular reports to donors,
often following specific templates that include indicators like number of children treated, recovery rate, and
cost per child. Accurate donor reporting builds trust and secures future funding, but it can be
time‑consuming, especially when data collection systems are weak or when staff lack reporting skills.

Ethical Considerations are central to SAM management, ensuring that interventions respect the dignity,
autonomy, and rights of affected populations. Informed consent, confidentiality, and equitable access are
key principles. For example, before enrolling a child in a therapeutic feeding program, health workers
should explain the treatment plan in the caregiver’s language and obtain verbal or written consent. Ethical
dilemmas may arise when resources are scarce, forcing prioritization decisions that could disadvantage
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certain groups.

Cultural Sensitivity requires that nutrition interventions align with local beliefs, food preferences, and social
norms. In some cultures, peanuts—a primary ingredient in RUTF—may be associated with taboo foods or
may trigger allergic reactions. Programs might need to introduce alternative formulations, such as
soy‑based therapeutic foods, while ensuring comparable nutrient profiles. Engaging community leaders and
conducting formative research can help adapt messages and products to local contexts, reducing resistance
and improving uptake.

Capacity Building focuses on strengthening the knowledge, skills, and systems of local partners, including
health ministries, NGOs, and community volunteers. Training modules on SAM case identification,
therapeutic feeding, and data management are essential components. For instance, a “train‑the‑trainer”
approach can empower a senior nurse to cascade knowledge to junior staff across multiple sites. Challenges
include high staff turnover, limited training resources, and competing priorities during emergencies.

Training of Community Health Workers (CHWs) is a cornerstone of CMAM, as CHWs often serve as the first
point of contact for malnourished children. Training covers MUAC measurement, identification of danger
signs, counseling on feeding practices, and referral procedures. A typical training session may last five days,
combining classroom instruction with hands‑on practice. Retention of skills can decline over time,
necessitating regular supervision, refresher courses, and performance incentives to maintain quality.

Screening Tools are instruments used to quickly identify children at risk of SAM. Besides MUAC, tools
include the “Community-Based Acute Malnutrition Screening (CAMS) card” and mobile applications that
automate Z‑score calculations. For example, a CHW equipped with a smartphone app can input a child’s
weight and height, and the app instantly flags the child as SAM positive if the WHZ is below ‑3. However,
reliance on digital tools can be limited by battery life, device durability, and data security concerns.

Case Definition provides the specific criteria used to classify a child as having SAM. The WHO definition
combines anthropometric thresholds (MUAC Admission Criteria delineate the conditions under which a child
is entered into the SAM treatment program. These criteria typically mirror the case definition but also
consider the child’s ability to ingest RUTF, absence of severe medical complications, and caregiver
willingness to comply with treatment. For instance, a child with MUAC = 11 cm, no edema, and a caregiver
who can attend weekly follow‑up visits would meet admission criteria for outpatient care. In some contexts,
children with moderate acute malnutrition (MAM) may be admitted to a “transitional” program to prevent
progression to SAM.

Discharge Criteria specify when a child has successfully completed treatment and can be released from
therapeutic feeding. Common criteria include MUAC ≥ 12.5 cm, absence of edema for at least two weeks,
and a weight gain of ≥ 15 % of admission weight. Additionally, caregivers should demonstrate knowledge of
appropriate feeding practices and have access to regular food sources. For example, a child who reaches a
MUAC of 13 cm, gains 18 % of his original weight, and whose mother can prepare a balanced household
diet would be discharged. Ensuring that discharge criteria are met without premature release is vital to
prevent relapse.
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Relapse occurs when a child who has been discharged from a SAM program regains a malnourished status,
often within weeks or months. Relapse rates can be high in settings where food insecurity persists or where
post‑discharge support is insufficient. For instance, a child discharged after meeting all criteria may return
with a MUAC of 11 cm due to seasonal food shortages. To mitigate relapse, programs may implement
“post‑discharge follow‑up” visits, provide supplementary feeding, or link families to social protection
schemes.

Follow‑Up visits after discharge are designed to monitor the child’s continued growth, reinforce feeding
messages, and detect early signs of relapse. A typical follow‑up schedule might include visits at two weeks,
one month, and three months post‑discharge. During each visit, health workers reassess MUAC, inquire
about dietary intake, and address any health concerns. Challenges include caregiver mobility, loss to
follow‑up due to migration, and limited resources to conduct home visits in remote areas.

Nutrition Education is a critical component of SAM programs, aiming to improve caregivers’ knowledge of
appropriate feeding practices, hygiene, and illness management. Education sessions may cover topics such
as the preparation of RUTF, the importance of exclusive breastfeeding for infants under six months, and safe
water handling. For example, a group session might demonstrate how to mix a small amount of RUTF with a
child’s usual porridge to increase acceptance. Effectiveness depends on culturally appropriate messaging,
interactive methods, and reinforcement over time.

Behavior Change Communication (BCC) employs strategic communication techniques to influence attitudes
and practices related to nutrition. BCC tools can include posters, radio spots, community drama, and
peer‑to‑peer counseling. In a refugee camp, a BCC campaign might feature a local mother sharing her
experience of successfully feeding her child RUTF while maintaining household meals. Measuring BCC
impact requires baseline surveys and periodic assessments, but attribution can be complex due to multiple
overlapping interventions.

Social Protection encompasses policies and programs that provide economic assistance to vulnerable
households, thereby reducing the risk of malnutrition. In the context of SAM, cash transfers, food vouchers,
or livestock distributions can complement therapeutic feeding by improving household food access. For
instance, a family receiving a monthly cash transfer may be able to purchase fresh fruits and vegetables,
supporting the child’s recovery and preventing relapse. Coordination between nutrition and social
protection sectors is essential to avoid duplication and ensure that benefits reach the intended recipients.

Cash Transfers are direct payments to households, often delivered via mobile money or vouchers, allowing
beneficiaries to purchase food according to their preferences. Cash transfers can be unconditional or linked
to specific nutrition outcomes, such as attending growth monitoring sessions. Evidence shows that cash
transfers can improve dietary diversity and reduce SAM incidence when combined with nutrition education.
However, challenges include ensuring market availability of nutritious foods, preventing inflation, and
safeguarding against misuse of funds.

Food Vouchers provide beneficiaries with coupons that can be exchanged for specific food items at
designated retailers. Vouchers can target nutrient‑dense foods such as pulses, fortified cereals, or dairy
products, aligning with SAM prevention goals. For example, a voucher program might allocate a monthly
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allowance for a family to purchase a kilogram of fortified wheat flour. Implementation requires robust
monitoring to verify that vouchers are redeemed for appropriate foods and to prevent fraud.

Monitoring and Evaluation (M&E) frameworks track program performance, assess outcomes, and inform
decision‑making. Key M&E components for SAM include routine data collection on admissions, discharges,
recovery, default, and mortality rates; periodic supervisory visits; and end‑line evaluations. An M&E plan
may outline specific indicators, data sources, frequency of collection, and responsible parties. In
humanitarian settings, rapid M&E tools such as “real‑time dashboards” can provide timely feedback, but
they demand reliable data transmission channels and trained personnel.

Impact Assessment evaluates the long‑term effects of SAM interventions on child health, nutritional status,
and broader development outcomes. Impact studies may employ quasi‑experimental designs, comparing
treated and untreated populations, or use longitudinal cohort tracking. For example, an impact assessment
might measure the prevalence of stunting among children who received SAM treatment two years earlier
versus those who did not. Conducting rigorous impact assessments in crisis environments is challenging
due to security constraints, population movement, and limited baseline data.

Data Collection is the systematic gathering of information required for monitoring, reporting, and analysis.
In SAM programs, data collection tools include registration forms, treatment cards, and electronic health
records. Accurate data capture hinges on proper training, supervision, and user‑friendly tools. A typical data
collection process may involve recording a child’s MUAC, weight, edema status, treatment dosage, and
follow‑up dates at each encounter. Errors can arise from illegible handwriting, inconsistent coding, or
missing fields, undermining data reliability.

Data Quality refers to the accuracy, completeness, timeliness, and consistency of collected information.
Quality assurance mechanisms such as double‑entry verification, routine data audits, and feedback loops
help maintain high data standards. For instance, a supervisor may review 10 % of treatment cards each
month, checking for discrepancies between recorded MUAC values and the child’s actual measurements. In
emergency contexts, rapid data turnover may compromise thorough quality checks, necessitating simplified
verification procedures.

Confidentiality ensures that personal information about children and families is protected from
unauthorized disclosure. Confidentiality is especially important when dealing with vulnerable populations
who may fear stigma or retaliation. Field staff must store treatment registers securely, limit access to
authorized personnel, and anonymize data before sharing with donors or partners. Breaches of
confidentiality can erode community trust and discourage participation in nutrition programs.

Informed Consent is the process by which caregivers voluntarily agree to their child’s participation in SAM
treatment after receiving clear information about the benefits, risks, and alternatives. Consent may be verbal
or written, depending on cultural norms and literacy levels. For example, a health worker might explain the
therapeutic feeding regimen, possible side effects, and the need for regular follow‑up, then ask the mother
to confirm her agreement. Obtaining informed consent respects autonomy and aligns with ethical
standards, but time pressures during acute emergencies can make thorough consent processes difficult.
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Rapid Response denotes the ability of nutrition teams to quickly mobilize resources, personnel, and supplies
to address emerging SAM outbreaks. Rapid response mechanisms often involve pre‑positioned emergency
kits containing RUTF, antibiotics, ORS, and anthropometric tools. When a surge in SAM cases is detected—
perhaps following a flood—teams can deploy within 48 hours to conduct mass screenings, set up temporary
treatment sites, and initiate therapeutic feeding. Maintaining readiness requires regular stock rotation,
training drills, and coordination with security and logistics partners.

Supply Chain Resilience is the capacity of the procurement and distribution system to withstand disruptions
such as conflict, natural disasters, or transport bottlenecks. Building resilience may involve diversifying
suppliers, establishing buffer stocks in multiple locations, and developing contingency transport plans (e.g.,
using air freight when roads are impassable). A resilient supply chain ensures that RUTF and essential
medicines remain available even when standard routes are blocked, thereby preventing treatment
interruptions.

Stakeholder Coordination brings together government agencies, NGOs, UN bodies, and local actors to align
efforts, share information, and avoid duplication. Coordination mechanisms often include sector-specific
coordination meetings, joint planning sessions, and shared databases. For SAM, coordination may involve
aligning case‑finding strategies, harmonizing admission criteria, and synchronizing supply deliveries.
Effective coordination reduces gaps in coverage, but it can be hampered by competition for funding,
differing organizational mandates, or language barriers.

Risk Management involves identifying, assessing, and mitigating potential threats to program
implementation. Risks in SAM management include security incidents that limit access to health posts,
supply chain failures, or outbreaks of infectious diseases that increase the number of complicated cases. A
risk register might list “road insecurity” as a high‑probability risk, with mitigation actions such as securing
convoy escorts or establishing satellite treatment sites. Regular risk reviews enable timely adjustments to
program plans.

Gender Considerations recognize that men, women, and children experience malnutrition and humanitarian
interventions differently. Women often serve as primary caregivers and may face barriers to accessing health
services due to cultural norms or workload. Programs should ensure that treatment sites are
gender‑sensitive, offering flexible hours, female staff, and privacy for breastfeeding mothers. Incorporating
gender analysis helps tailor communication, improve service uptake, and promote equitable outcomes.

Protection in the humanitarian sense refers to safeguarding individuals from violence, exploitation, and
abuse. Children with SAM are particularly vulnerable to neglect, child labor, or trafficking, especially when
families are under severe stress. Nutrition programs can integrate protection safeguards by training staff to
recognize signs of abuse, establishing referral pathways to child protection services, and creating safe
spaces within treatment sites. Balancing protection with nutrition objectives requires close collaboration
with protection agencies and adherence to confidentiality protocols.

Integration with Health Services ensures that SAM treatment is linked with broader primary health care,
immunization, and disease surveillance. For example, a child receiving RUTF may also be screened for
malaria, given deworming medication, and immunized against measles during the same visit. Integrated
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service delivery maximizes efficiency, reduces caregiver travel burdens, and improves overall health
outcomes. However, integration can strain health system capacity, especially when staff are already
overloaded with emergency response duties.

Referral Pathways outline the steps for moving children between different levels of care—community
screening, outpatient treatment, and inpatient stabilization. Clear pathways reduce delays and ensure that
children with complicated SAM receive the necessary medical attention. A well‑functioning referral pathway
might involve a community health worker identifying a child with edema, transporting the child to a
stabilization unit, and receiving feedback on the child’s status after discharge. Weak referral pathways, such
as lack of transport or unclear communication channels, can lead to increased mortality.

Quality Assurance processes verify that SAM services meet established standards for clinical care, safety,
and effectiveness. Quality assurance activities include supervisory visits, adherence checks to treatment
protocols, and review of adverse events. For instance, a quality assurance officer may observe a health
worker preparing RUTF, ensuring the correct dosage is measured and that the child is fed in a clean
environment. Continuous quality improvement cycles help address identified gaps and sustain high
performance.

Adverse Event Reporting captures any negative outcomes associated with SAM treatment, such as allergic
reactions to RUTF, medication side effects, or treatment failures. Prompt reporting enables timely corrective
actions and informs risk mitigation strategies. A health worker who observes a child developing a rash after
consuming RUTF should document the event, notify the medical supervisor, and, if necessary, discontinue
the product. Robust reporting systems require clear guidelines, training, and a non‑punitive culture that
encourages staff to report incidents.

Program Sustainability concerns the ability of SAM interventions to continue delivering benefits after
external funding or emergency phases end. Sustainability strategies may include strengthening national
supply chains, building local capacity for therapeutic food production, and integrating SAM services into
routine health system functions. For example, a country might develop a domestic RUTF manufacturing
facility, reducing reliance on imported products and creating local employment. Achieving sustainability
often demands long‑term planning, political commitment, and alignment with national health policies.

Evidence‑Based Practice emphasizes the use of the best available scientific research to guide SAM program
design and implementation. Continuous learning cycles, such as incorporating findings from recent clinical
trials on alternative therapeutic foods, help improve outcomes. Practitioners should stay informed through
guidelines updates, peer‑reviewed publications, and participation in technical working groups. Nevertheless,
translating evidence into practice can be hindered by contextual constraints, limited resources, or resistance
to change.

Innovation in SAM management includes the development of new therapeutic formulations, mobile health
(mHealth) tools for data capture, and novel delivery models such as “Family‑Centered Care.” For instance, an
mHealth application may allow caregivers to record daily RUTF consumption, automatically flagging missed
doses for health worker follow‑up. Innovations must be rigorously tested for safety, efficacy, and cultural
acceptability before scaling up. Piloting new approaches in a controlled environment can reveal unforeseen

Read online: https://learnuni.com/guides/4340667/management-of-
severe-acute-malnutrition

LearnUNI · 24 Jun 2026



G U I D E

challenges, such as battery life limitations or resistance from traditional healers.

Community Engagement fosters ownership, acceptance, and participation of local populations in SAM
programs. Engaging community leaders, religious figures, and women’s groups can enhance screening
coverage, improve adherence to therapeutic feeding, and reduce stigma. Practical engagement activities
might include community meetings to discuss the signs of malnutrition, demonstration of RUTF
preparation, and recognition of “nutrition champions” who support peers. Sustained engagement requires
consistent dialogue, responsiveness to community feedback, and respect for local decision‑making
structures.

Advocacy involves raising awareness among policymakers, donors, and the public about the importance of
addressing SAM and securing resources for nutrition interventions. Advocacy messages may highlight the
cost‑effectiveness of therapeutic feeding, the link between malnutrition and mortality, or the long‑term
benefits of early nutrition on cognitive development. Successful advocacy can lead to increased funding,
policy reforms, and integration of nutrition into broader humanitarian strategies. However, advocacy efforts
must be evidence‑driven and tailored to the interests of target audiences to achieve impact.

Monitoring Indicators are specific, measurable variables used to track program performance. Core
indicators for SAM include the number of children screened, the proportion of SAM cases admitted, the
recovery rate, the default rate, and the mortality rate. Additional indicators may assess supply chain
performance (e.g., stock‑out days), training coverage, and community awareness levels. Selecting
appropriate indicators ensures that monitoring efforts capture both health outcomes and operational
efficiency.

Data Disaggregation involves breaking down collected data by categories such as age, sex, geographic
location, or disability status. Disaggregated data reveal inequities and help target interventions to the most
vulnerable groups. For example, analyzing SAM admissions by district may uncover that children in remote
villages have higher default rates, prompting targeted outreach. Disaggregation also supports compliance
with donor reporting requirements that often demand gender‑specific results.

Feedback Mechanisms enable beneficiaries to share their experiences, concerns, and suggestions with
program staff. Feedback can be collected through suggestion boxes, hotlines, focus group discussions, or
community meetings. Incorporating feedback leads to service improvements, such as adjusting feeding
schedules to align with caregivers’ work routines. Establishing a responsive feedback loop also builds trust
and demonstrates respect for community voices.

Logistical Constraints are the practical limitations that affect program implementation, such as difficult
terrain, limited transport assets, or
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