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Foreword

In South Asia, more than 8 million under-five children are
dangerously thin, a condition known as severe wasting, while
63 million children are stunted, meaning they are too short
for their age. Wasted or stunted children fail to thrive and
are more likely to die because their immunity to infections
is weakened by a lack of nutrients. Many will not do well at
school, because the same nutrient deficiencies that cause
poor growth also impair brain development. As adults, stunted
children earn 20 percent less than their well-nourished peers,
impeding their escape from the poverty trap and costing
nations up to 11 percent of their gross national income.
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are vital to prevent and treat childhood illnesses that can
precipitate wasting and stunting.
However, prevention efforts sometimes fail and children
become severely wasted that urgent treatment is essential.
Severe wasting is highly prevalent across all of South Asia,
yet less than five percent of severely wasted children in the
region are receiving the care and treatment they urgently
need. It is a moral and economic imperative that we build
the capacity of every health and community system in South
Asia to deliver services at scale for the millions of severely
wasted children, alongside services to prevent malnutrition.
Community-based approaches are needed because they
bring services close to where families live and are less costly
to families and the health system.

The good news is that the immense human and development
costs of poor nutrition can be prevented. Efforts to prevent
stunting and wasting should focus on the first 1,000 days
between conception and the child’s second birthday as the
impact of poor nutrition on brain development in early life
is often irreversible. Adolescent girls, women and mothers
need vitamins and minerals for their own nutrition and for
the growing foetus when women enter pregnancy. New-born
babies need breastfeeding in the first crucial hour after birth
and to be exclusively breastfed for the next six months. Then
infants need sufficient and frequent amounts of a variety of
food groups, together with continued breastfeeding until
they are at least two years of age. Throughout this period,
good quality health care and hygiene and sanitation practices

The regional conference on Stop Stunting | No Time To
waste - Scaling up Care for Children with Severe Wasting in
South Asia was a land-mark event that for the first time
brought together countries from across South Asia to discuss
and agree on actions to scale-up the care and treatment of
severely wasted children. The Conference culminated in
the identification of ten key actions that provide the future
direction for all countries. We know what is needed to scaleup actions to address severe wasting and why – and there is
no time to waste.
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Executive Summary

The Regional Conference on Stop Stunting | No Time To Waste
- Scaling up Care for Children with Severe Wasting in South
Asia was convened by the South Asian Association for Regional
Cooperation (SAARC) and the UNICEF Regional Office for
South Asia (ROSA) from 16 to 18 May 2017 in Kathmandu,
Nepal, to discuss the care of severely wasted children in
South Asia. The Conference brought over 90 government
representatives, academics, UN partners and civil society
organizations from across South Asia together with regional
and global experts on nutrition to exchange experiences, i.e
regional analyses, expertise and experiences in addressing
wasting in the context of overall nutrition programming.
The specific objectives of the Conference were to:
• Position the care of children with severe wasting as an
essential component of evidence-based interventions to
support optimal nutrition and development in the first
years of life in South Asia.
• Celebrate positive developments, and share lessons and
best practices in the care of severely wasted children in the
region.
• Identify actions to accelerate improvements in the care of
severely wasted children at scale across the region, within
the context of ongoing multi-sectoral actions to improve
nutrition.
During the three-day Conference participants shared
country achievements in the care and treatment of severe
wasting across South Asia, as well as best practices and
lessons learned. Global policy and programme updates on the
care and treatment of severe wasting were shared, and key
pathways to accelerating scale-up were examined, drawing
from lessons learned in applying a health systems approach,
lessons learned from the scale-up of child health programmes
in the region, and the role of implementation research.
The Conference highlighted the need for countries across
South Asia to deliver programmes at scale to prevent wasting
and stunting in young children, and to treat children who
become severely wasted. Countries formulated action
plans to guide further policy and programming. In addition,
conference participants developed a set of 10 key actions to
accelerate progress in the care of severely wasted children.
With children’s survival, growth and development at stake,
as well with the economic prosperity of nations, it is essential
that countries across South Asia put these 10 key actions into
practice1:
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1. Wasting must be addressed with greater urgency across
all countries in South Asia.
• Wasting, particularly severe wasting, has serious
consequences for a child’s survival, growth and cognitive
development.
• In 2016, South Asia has the highest number of wasted
(>27 million) and severely wasted (9 million) children in the
world.
• Majority of South Asian countries are not on track to meet
the SDG target to maintain the prevalence of wasting
below 5 per cent by 2025.
• Less than 5 per cent of severely wasted children were
estimated to have received treatment in South Asia in
2015. Severe wasting is classified as a disease and require
urgent treatment.
• SAARC Regional Action Framework on Nutrition
recognizes the need of all countries in South Asia to invest
in sustainable nutrition actions to prevent and treat severe
wasting in children.
2. Wasting and stunting reduction should be addressed as
two interconnected priorities in all contexts.
• Wasting interrupts child growth and development, and
so the care of wasted children can contribute to stunting
reduction efforts.
• Wasting and stunting have common drivers and common
preventative actions in early life. However, nutritional
support for severely wasted children is fundamentally
different to nutrition interventions to address stunting.
• Both stunting and wasting should be addressed in all
contexts, whether development or humanitarian.
• Programmes to address wasting and stunting should
be responsive to the specific needs of stable and crisis
contexts.
3. Programmes should deliver essential nutrition actions to
prevent wasting and stunting, and to treat severe wasting
when preventive actions fail.
• Prevention is a priority because it averts the long-term
consequences of wasting and lowers the number of
children requiring treatment.
• But, for many children, preventive services are not reaching
and/or succeeding in protecting them from severe wasting.
• When children become severely wasted, they need urgent
access to care and treatment.

4. Health system actors have a primary role in delivering
actions to prevent wasting and stunting, together with
other sectors.
• Evidence on the drivers of wasting and stunting in South
Asia indicate that essential nutrition actions are needed at
scale to:
- Improve adolescent and women’s nutrition, including
pregnant women
- Improve breastfeeding and the quality of foods for
children in the first two years of life
- Improve household sanitation and hygiene practices
- Improve women’s access to education
- Address household poverty
• Multisector approach involving intensified integrated
actions by health, sanitation and hygiene, and social
protection sectors is required.
5. Community-based platforms are needed to identify and
refer wasted children as early as possible.
• Many wasted children are not identified or referred to a
health facility for treatment - severe wasting is easier to
treat if it is caught early.
• Civil society, community-based workers and volunteers can
play a role to play in raising awareness, and identifying and
referring children with wasting.
• Where possible, existing community platforms, workers
and volunteers should be used to screen and refer wasted
children.
• Screening of children for wasting should also be integrated
into health services at facility level (e.g. IMCI, EPI, and
Growth Monitoring).
6. Community-based care and treatment of wasting is
needed to maximize the number of children successfully
treated.
• Most children with severe wasting can be treated at home
with appropriate therapeutic foods and counselling.
• Community-based care is highly beneficial because it is less
costly to families and the health system, and allows more
children to be successfully treated.
• Continuum of care between treatment and preventive
services is essential to protect children from further
episodes of wasting when they complete treatment.
• Community-based programmes for the care and treatment
of wasting should scale-up with priority focus where the
need is greatest.

7. Inpatient care is essential for severely wasted children
with medical complications.
• Inpatient care is only essential for wasted children with
life-threatening medical complications (~10 per cent of all
severely wasted children)
• Once medical complications are stabilized, severely wasted
children should be referred to community-based services
to continue care and treatment.
8. Therapeutic foods should conform to WHO
specifications and can be produced in most countries.
• Countries with high numbers of severely wasted children
can consider the production of therapeutic foods to
improve accessibility, availability and affordability.
• Research on the acceptability, efficacy and effectiveness of
local therapeutic foods is encouraged, however it should
not delay the introduction and scale-up of communitybased programmes to care and treat severe wasting.
• Therapeutic foods can be included in essential medicine/
drug lists or in medical goods list
9. Policies and guidelines on the care and treatment of
severe wasting should align with latest WHO guidelines.
• While most countries have policies and guidelines on the
care and treatment of severe wasting, some do not fully
reflect WHO 2013 guidelines.
• The design of policies and guidelines should be evidencebased and aligned with WHO 2013 guidelines.
• Normative guidelines are based on evidence, which
provides an opportunity for countries to generate evidence
where changes to the guidelines may be indicated.
10. Quality programme data are essential to track progress
and inform scale-up of programmes.
In the context of country reporting on national and SDG
commitments to reduce wasting and stunting, countries
should:
• Set targets to scale-up programmes for the care and
treatment of severe wasting.
• Collect frequent data on the coverage, quality and equity of
services to track progress, identify programme constraints,
and inform the scale-up of programmes.
• Implementation research can help to understand barriers
and pathways to delivering services at scale.

The 10 key actions were endorsed, with minor changes, at the Sixth Meeting of the SAARC Health Ministers, in Colombo, Sri Lanka, on 29 July 2017 (see Annex 1)
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Introduction

Despite progress in reducing stunting, South Asia remains
the epicentre of the global child wasting and stunting crisis.
The region is home to half the world’s wasted children
(25 million) and severely wasted children (8 million), and
40 per cent of the world’s stunted children (63 million) 1.
The region also has the highest prevalence of wasted
children (15 per cent), severely wasted children (5 per
cent) and stunted children (36 per cent) in the world. These
considerable burden and prevalence levels have far reaching
consequences for child survival, growth and development
in South Asia. Poor nutrition in early life can result in lifelong negative consequences including poor cognition, lower
learning performance at school, and reduced earnings in
adulthood 2,3.
The Regional Action Framework on Nutrition of the South
Asian Association for Regional Cooperation (SAARC)4
provides guidance to the eight member countries of the
South Asian Association of Regional Cooperation on a
coherent approach to address common nutrition issues
across the region, with a special focus on improving nutrition

South Asian countries have endorsed the global targets
of Sustainable Development Goal (SDG) 2 to reduce the
number of stunted children by 40 per cent and maintain
the percentage of wasted children below 5 per cent by
2025. In-line with this ambition and the Regional Action
Framework for Nutrition of the South Asian Association
for Regional Cooperation (SAARC), there is recognition
and renewed impetus among stakeholders to increase the
political commitment and financial investments in actions
to improve maternal and child nutrition. Concerted efforts
are underway across the region to develop, resource and
implement multi-sector plans to address the multiple causes
of poor nutrition. However, progress in scaling up essential
nutrition actions is uneven both across and within countries
in the region.

Wasting

Stunting

Also known as acute malnutrition, wasting characterized
by a recent failure to gain adequate weight or from actual
weight loss. Causes include inadequate food intake,
diseases, or often a combination of these factors. It
is measured using the weight-for-height nutritional
index or mid-upper arm circumference. There are
diﬀerent levels of severity of wasting: moderate
wasting or moderate acute malnutrition (MAM), and
severe wasting or severe acute malnutrition (SAM).

Also known as chronic malnutrition, stunting is a
form of growth failure. Inadequate nutrition over long
periods of time (including poor maternal nutrition,
poor breastfeeding practices and poor complementary
feeding practices) and/or repeated infections can lead
to stunting. It is measured using the height-for-age
nutritional index.

The SAARC Regional Action Framework on Nutrition
recognizes that actions to prevent wasting, stunting and
other forms of malnutrition should always be a programme
priority. The Framework also recognizes that when
preventative actions fail and children become severely
wasted, it is essential that these children have access to
appropriate care and treatment. Severely wasted children
are up to eleven times more likely to die than well-nourished
children, and those who survive may go on to suffer poor
growth and stunting 5. Alarmingly, less than five per cent of
severely wasted children in South Asia receive treatment.
This unacceptably low coverage is adding to the burden
of mortality and morbidity in South Asia and is limiting the
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among children. It was developed jointly following the
recommendations of the Third Meeting of the SAARC Health
Ministers in 2006, and sets out a set of principles, overarching
approaches, and policy and programming areas of focus to
advance nutrition in the region.

•

Position the care of children with severe wasting as an
essential component of evidence-based interventions to
support optimal nutrition and development in the first
years of life in South Asia.

•

Celebrate positive developments, and share lessons and
best practices in the care of severely wasted children in the
region.

During the three-day Conference participants shared
country achievements in the care and treatment of severe
wasting across South Asia, as well as best practices and
lessons learned. Global policy and programme updates on the
care and treatment of severe wasting were shared, and key
pathways to accelerating scale-up were examined, drawing
from lessons learned in applying a health systems approach,
lessons learned from the scale-up of child health programmes
in the region, and the role of implementation research.

•

Identify actions to accelerate improvements in the care of
severely wasted children at scale across the region, within
the context of ongoing multi-sectoral actions to improve
nutrition.

This report is intended to provide a summary of key
highlights and proceedings of the two and half day’s
conference. The conference presentations are available at:
www.stopstunting.org.

The specific objectives of the Conference were to:

growth and development of millions of untreated children.
The Regional Conference on Stop Stunting | No Time To
waste - Scaling up Care for Children with Severe Wasting
in South Asia was convened by SAARC and the UNICEF
Regional Office for South Asia (ROSA) from 16 to 18 May
2017 in Kathmandu, Nepal, to discuss the care of severely
wasted children in South Asia. The Conference brought over
90 government representatives, academics, UN partners and
civil society organizations from across South Asia together
with regional and global experts on nutrition to exchange
regional analyses, expertise and experience on addressing
wasting in the context of overall nutrition programming.

STOP STUNTING: NO TIME TO WASTE CONFERENCE REPORT

STOP STUNTING: NO TIME TO WASTE CONFERENCE REPORT

9

Inaugural Session

The Inaugural Session set the stage for the Regional
Conference by framing childhood severe wasting as a critical
component of the maternal and child nutrition agenda in
South Asia. The session highlighted the high burden of
wasting and stunting in South Asia relative to other regions
of the world, and the implications for the survival, growth and
development of children. It cautioned that the gaps in the care
and treatment of severe wasting are considerable, and that
there is urgent need to accelerate action to meet global and
country targets on nutrition. In addition, greater policy and
programme convergence across multiple sectors is needed in
addressing the high burdens of both stunting and wasting in
young children in the region.

Opening ceremony
Opening remarks were given by the Regional Director of
UNICEF ROSA, Ms. Jean Gough, Mr. Amjad Hussain Sial,
Secretary General of SAARC and Mr. Gagan Kumar Thapa,
Honourable Minister of Health, Government of Nepal.
Ms. Jean Gough, the Regional Director of UNICEF ROSA,
noted in her welcoming remarks that the title of the
conference, Stop Stunting | No Time to Waste, signals the
urgency with which action must be taken to protect the
lives and futures of South Asia’s children. Stunting is holding
back 63 million children in the region from realising their
full potential, as well as holding back the development of
nations. Furthermore, 8 million children across the region
are severely wasted and more than 95 per cent of these
children are not receiving the care and treatment they need
to recover swiftly. The Regional Director noted that the first
priority should be to prevent children from becoming stunted
and wasted, but when these efforts fail and children become
severely wasted, it is essential that they receive treatment.
She explained that the conference will focus on how to reach
the most vulnerable children and their mother with services
that provide care and treatment for severe wasting, and the
crucial role of community-based approaches in bringing these
services close to where families live.
Mr. Amjad Hussain Sial, Secretary General of SAARC
highlighted that approximately 16 million children are
affected by severe wasting globally, and more than half of
these children reside in South Asia. He noted that this is a
matter of serious concern, and that urgent and collective
action is needed to ensure the next generation will reach
their potential. UNICEF and SAARC have enjoyed a fruitful
partnership since 1993 and their joint efforts are geared
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towards promoting the well-being of children, including
child health and nutrition. These joint commitments are
reflected in the South Asian Regional Action Framework for
Nutrition, adopted during the Eighteenth SAARC Summit
held in Kathmandu in 2014, which provides guidance to
member countries on a coherent approach to address
nutritional challenges. Since this framework was introduced,
concerted efforts have been made to reduce malnutrition in
the region. The Secretary General concluded that the aim of
this conference is to share experiences and learn from one
another, and to work collaboratively in order to achieve the
global target of reducing wasting to less than five percent.
Mr. Gagan Kumar Thapa, Honourable Minister of Health,
Government of Nepal, began by highlighting that Nepal
has made considerable progress in reducing stunting in the
last decade, however wasting remains a major concern.
Nepal was one of the first countries to join the Scaling Up
Nutrition (SUN) movement and has a constitution which
gives the government the responsibility to take action. He
noted that through these enabling factors, the Ministry of
Health is currently spearheading actions to address stunting
and wasting, within the context of a multi-sectoral approach.
The integrated management of acute malnutrition is a core
part of the national health system response to child wasting.
The Honourable Minister of Health noted that the focus on
nutrition is critical, given the impact on economic growth.
He stated that nutrition needs to be seen as a political issue:
improvements in nutrition hold the key for enabling the
country to graduate from a least developing country and that
there is need to convince the country’s leaders that improving
the nutrition situation is a political agenda.
KEYNOTE ADDRESS
Childhood wasting in South Asia – the imperative for a
transformation in thinking and approaches
Dr. Harriet Torlesse, Regional Advisor Nutrition for UNICEF
ROSA, provided the keynote address. Her presentation
explored the prevalence and burden of undernutrition in
South Asia, the implications of wasting and stunting on child
survival and development, and the urgent need for action at
scale in South Asia to prevent wasting and stunting and to
treat severe wasting.
According to global estimates, there are 63 million stunted
children, 25 million wasted children and 8 million severely
wasted in South Asia. In fact, the region accounts for 40 per
cent of the world’s stunted children, and around 50 per cent
of the world’s wasted and severely wasted children. The
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region also has the highest prevalence figures in the world:
one in three children are stunted, one in eight are wasted and
one in 20 are severely wasted.
In endorsing the nutrition targets of the SDGs, all countries
across South Asia have committed to reduce the number of
stunted children by 40 per cent and maintain the prevalence
of wasting below 5 per cent by 2025. Currently, only half of
countries are on course to meet the global target to reduce
the number of stunted children, and only Bhutan has a
prevalence of wasting that is below 5 per cent.
Stunting and wasting coexist in the same countries and
communities and can even coexist in the same children.
Evidence suggests that children who experience wasting may
go on to suffer poor growth and stunting because nutrients
are diverted from supporting growth to sustaining vital organ
functions. Thus, approaches to address wasting are a vital
component of efforts to reduce stunting.
Both stunting and wasting have similar impacts on children’s
ability to survive and thrive. First, they increase the risk of
dying, with the risks greatest for severe forms of wasting
and stunting, and when wasting and stunting coexist in the
same child. Second, both conditions are associated with brain
changes that can be detrimental to cognition and learning:
the cumulative effects of wasting and stunting across millions
of affected children impact on national income. 11 per cent
of GNP is lost every year in Asia and Africa. Wasting and
stunting are most common in early life – the period when
brain development is most rapid and also most vulnerable to
deprivations in nutrition.
Recent analysis suggests that stunting and wasting also
share several common causes in South Asia, including the
poor nutrition of adolescent girls and women before and
during pregnancy, the poor diets of young children, and
poor household sanitation. Given the huge burdens of
undernutrition in this region, and considerable costs of
these conditions to children, families and nations, the first
priority must be to prevent children from becoming wasted
and stunted by focusing on action to address these causes. A
set of 10 essential nutrition actions have been identified that
can protect children from poor nutrition. Actions are also
needed in other sectors such as agriculture and food security
(to make nutritious food more accessible), water, sanitation
and hygiene (to prevent disease), family planning (to reduce
fertility and space births), social protection (to reduce
financial barriers to nutritious diets and health care).
Because preventative actions often fail to reach children
and are not always effective, there must also be systems in
place to detect children who become severely wasted, and
to respond with appropriate care and treatment. But across
South Asia less than 5 per cent of severely wasted children
receive treatment.
In the past, the only option for children with severe wasting
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was admission to hospital for inpatient treatment, and in some
countries, inpatient treatment still remains the only option.
But inpatient treatment is expensive, and places high demands
on families – often families cannot afford the time or expense
to accompany their children during long periods of inpatient
care. Provided children have no medical complications, have
a good appetite and are aged 6 months and above, they can
be effectively treated at home through outpatient care at
community level. The community based management of
acute malnutrition (CMAM) approach is currently being
implemented in Afghanistan, Nepal and Pakistan, and can
transform the access to children to treatment, and vastly
increasing the numbers of children successfully treated.

Panel Discussion
At the end of the key note address, an expert panel moderated
by Phillipe Cori, UNICEF Regional Deputy Director for
South Asia, reflected upon the issues discussed in the keynote
speech.

economic imperative. At the global level, the European Union
is committed to reduce stunting by 7 million children by 2025
with an investment of Euros 3.5 billion over the period 201420. Five of the supported countries are in South Asia. She
highlighted that the Multi-Sectoral Nutrition Plan in Nepal is
regarded as a best practice. Ambassador Teerink concluded
by emphasising the need for contextually appropriate
responses to the nutrition problems that are informed by a
better understanding of cultural beliefs, gender disparities
and strengthened community involvement.

to potentially become a point of treatment delivery, reduces
health care costs to the government, and has almost doubled
the number of children treated for severe wasting globally.
It further places caregivers at the heart of treatment and
reduces the opportunity costs to families. He concluded
by highlighting that community-based models provide the
opportunity to discuss scale-up because they have the
potential to deliver services at scale, and that inpatient
treatment models will not give us this opportunity.

Mr Saul Guerrero, Director of International Nutrition
Initiatives, Action Against Hunger, shared his views and
experiences on how community-based approaches have
transformed the care of severely wasted children. The focus
on community-based approaches are vital: the introduction
of CMAM has enabled the delivery of treatment services
at a scale that could not be achieved before. Communitybased care enables every health facility in the health system

Plenary discussion

1

Key themes emerging from the plenary discussion were as
follows:
The need to tailor the CMAM model to country context:
There is no single way to implement CMAM and it is not
appropriate to replicate approaches used in other contexts

Dr. Tahmeed Ahmed, Senior Director, Nutrition and Clinical
Services Division, International Centre for Diarrhoeal
Disease Research, Bangladesh (ICDDR,B) highlighted the
linkages between stunting and wasting, and emphasized the
need to bring the prevention and treatment agendas together.
Stunting is often irreversible while treatment for wasting is
costly, and therefore a focus on preventative actions, including
the essential nutrition actions, is crucial. Often stunting and
wasting are treated as separate conditions requiring separate
actions, but they need to be approached together. A wasted
and stunted child is at the highest risk of mortality - more than
12 times that of a healthy child.
Professor Dr. Geeta Bhakta Joshi, Honourable Member
of National Planning Commission, Government of Nepal,
shared Nepal’s multisectoral nutrition response and
positioning of the prevention and treatment of wasting.
Following a nutrition assessment and gap analysis in 2009,
a multi-sectoral response was developed through an agreed
nutrition model in which nutrition-sensitive and nutritionspecific interventions are implemented together. Seven
ministries were involved in developing the Multi-Sectoral
Nutrition Plan (2014-17), and its implementation. While
coverage of some of the interventions remains low, there
are positive trends in general. In particular, the Integrated
Management of Acute Malnutrition (IMAM) services warrant
scaling up. Professor Dr. Geeta Bhakta Joshi concluded by
highlighting that a second Multi-Sectoral Nutrition Plan
(2018-22) for Nepal is currently awaiting finalization and will
be launched shortly.
H.E. Rensje Teerink, Ambassador, European Union
Delegation to Nepal, underlined the need to build
commitment to scale-up actions to prevent and treat severe
wasting in countries across South Asia by making maternal
and child nutrition a political and development priority and an

STOP STUNTING: NO TIME TO WASTE CONFERENCE REPORT

STOP STUNTING: NO TIME TO WASTE CONFERENCE REPORT

13

1

without careful adaptation to the local context. Every
country should identify the most effective way to integrate
CMAM into existing health and community systems. In line
with the adage that “success breeds success”, countries are
encouraged to start CMAM services on a small scale and
take time to develop a model that suits the context, and then
incrementally scale up.
The importance of implementing all components of
the CMAM model, particularly preventative elements
and community mobilization: The CMAM model has
preventative elements which are critical both for preventing
the development of wasting, and for preventing relapse
following treatment. However, these elements are often
neglected in practice and should be given much greater
attention. The most common reason why families do not use
CMAM services is that they do not know that the services
exist due to poor community mobilization.

Therapeutic nutrition products have made it possible
to implement CMAM: The development of therapeutic
nutrition products that can be safely administered outside of
a controlled hospitalised environment has made it possible
to deliver services to treat severe wasting at community
level. National supply chains need to be able to handle the
distribution of the therapeutic nutrition commodities and
other essential medical supplies needed for treatment of
severe wasting.
Progress in reducing wasting lags behind stunting in many
countries. In the discussion, the example of Bangladesh was
highlighted. There has been a steady decline in stunting in
Bangladesh (now 36 per cent), reflecting improvements in
economic status and parental education. On the contrary, the
decline in wasting has stagnated for reasons that are not well
understood.

Setting the Scene

This session examined the need to link wasting and stunting
narratives in South Asia, particularly in relation to the
integration of programmatic and policy actions during the
first critical 1000 days. The South Asia Regional Action
Framework for Nutrition provides guidance on a coherent
approach to address common nutrition issues across the
region. However, current actions are insufficient in coverage,
scale and quality. In particular, the care for severely wasted
children is not well integrated into health systems and
community-based systems in the region, and services are
often delivered vertically and in isolation of interventions
to prevent wasting and stunting. Interventions to protect,
promote and support infant and young child feeding (IYCF)
are needed to prevent wasting, and to sustainably address the
nutritional needs of severely wasted children during and after
treatment. Furthermore, there is a need to link the nutritional
care of severely wasted children with the prevention and
treatment of childhood illnesses.

collaborative work, advocacy and partnership between
countries in the region. However, challenges remain as there
are differences in country priorities and needs, as well as a
gaps in the capacities to deliver services at scale.

Presentation: SAARC
Regional Action Framework for Nutrition: accelerating
development outcomes for women and children in South
Asia through investment in good nutrition

Dr. Tahmeed Ahmed, Senior Director, Nutrition and Clinical
Services Division, ICDDR,B presented an overview of
current knowledge on the determinants and management of
severe wasting in the context of IYCF interventions and the
care of common childhood illnesses in South Asia. He noted
that prevalence of wasting within the region is close the
critical level of public health importance (defined as ≥15 per
cent).

Ms Fathimath Najwa, Director of Social Affairs, SAARC,
presented the South Asia Regional Action Framework for
Nutrition, highlighting SAARC regional commitments to
improve the nutrition situation in South Asia and the key
actions taken by the SAARC Secretariat in strengthening
nutrition outcomes in the region. The presentation also
outlined some key next steps geared towards accelerating
actions to prevent and treat wasting in the region.
The South Asia Regional Action Framework for Nutrition
was developed based on global commitments, including
the Millennium Development Goals and nutrition targets
of the World Health Assembly. There are four key strategic
pillars underpinning the framework: gaining high level
political commitment; scaling up cost effective evidencebased, sustainable nutrition sensitive interventions;
increasing human and institutional capacity; and increasing
the effectiveness and accountability of stakeholders with a
monitoring framework.
The framework highlights that optimal nutritional outcomes
in children can be achieved by building an enabling
environment and supporting the scale-up of sustainable
nutrition actions that will lead to reduction in undernutrition.
It aims to build political commitment to prevent and
treat stunting and wasting, and to provide a platform for
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Ms. Najwa reiterated that the goal of the conference is to
develop a joint Call for Action on severe wasting that will
be taken to higher political forums to build the momentum
needed to translate the call to action. The upcoming meeting
of the SAARC Ministers of Health in July 2017, which will
be hosted by the Government of Sri Lanka, will provide the
opportunity to take forward the Call for Action from the
conference.
Guest presentation
Perspectives on managing childhood wasting in the context
of infant and young child feeding interventions and the care
of common childhood illnesses in South Asia

The presentation drew attention to findings from research
work in Bangladesh on the determinants of childhood
wasting: low socio-economic status, food insecurity, low
maternal body mass index (BMI), low maternal education, and
poor breastfeeding and complementary feeding practices. In
addition sub-optimal water, sanitation and hygiene practices
may predispose children to wasting by causing diarrhoea and
environmental enteropathy. Illnesses also play a critical role
in severe wasting: a study in Bangladesh found that 5 per
cent of children with severe wasting had an acute respiratory
infection, 6 per cent had diarrhoea and 30 per cent had a
fever.
Improving IYCF, food security, WASH practices and the
management of common illnesses are key to reducing the
burden of wasting. However, there is need to contextualize
the design of preventive strategies based on the local
context. For example, in contexts where food insecurity is
the main underlying determinant there may be a need for
social protection programmes, such as food assistance and
cash transfer programmes, because IYCF interventions
alone may be insufficient to prevent wasting if the household
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lacks resources to access sufficient nutritious food.
The pathophysiology of stunting and wasting are different.
Stunting relates to bone growth, and so stunted children
require protein and micronutrients, whereas wasted children
have low muscle mass and fat stores and require energy
dense, nutrient rich foods.

Prevention and treatment in humanitarian contexts: It is
sometimes perceived that severe wasting is a humanitarian
issue, while stunting is a development issue. This is not the
case: wasting and stunting coexist, and should be addressed,
in both humanitarian and development contexts across South
Asia.

In-country production of ready-to-use therapeutic food
(RUTF) helps to overcome some of the challenges associated
with imported RUTF, such as the cost of import and cultural
acceptability. In Bangladesh, RUTF manufactured from local
ingredients has been shown to be acceptable and efficacious.
Acceptability and efficacy (double-blind randomized
controlled) trials have been conducted with two locally
produced RUTF products, Sharnali 1 and Sharnali 2, and an
effectiveness study will be conducted shortly. The products
contain a combination of rice and lentils or chickpeas, which
are common components of the family diet in Bangladesh and
deemed more culturally appropriate than the standard RUTF
recipe, which contains peanuts.

Mechanisms to identify medical complications in children
with severe wasting: The appetite test for RUTF can help
identify whether a child has medical complications that
require inpatient treatment: children who have medical
complications usually have poor appetite and will fail the
appetite test.

Plenary discussion
Key themes emerging from the plenary discussion were as
follows:
The continuum of care for moderate and severe wasting:
Some countries have separate protocols/guidelines for
the treatment of moderate wasting and severe wasting.
It is essential to address the disjoint in approaches, and
design services that enable the continuum of care between
moderate wasting and severe wasting (and vice versa), as well
as between treatment and prevention services. There is still
no consensus on how best to care for children with moderate
wasting, but tailored actions are needed that take into
consideration the context in which a child became moderately
wasted. If the child’s household is food secure, then IYCF
promotion and counselling interventions may be sufficient,
whereas the household will likely require additional food or
income support in addition to IYCF interventions if the child’s
household is food insecure. In all contexts, it is essential to
address any underlying infections through the integrated
management of childhood illnesses.
Adapting CMAM models to urban slum conditions: Urban
poor (slum) populations are growing at a rapid rate across
South Asia, and the prevalence of undernutrition in these
populations often exceeds that in rural populations. It
is important that response efforts do not neglect slum
settlements. The basic design of the CMAM model should
remain the same in all context, rural and urban, with a
focus on both prevention and treatment. However, the
delivery mechanism need to be adapted to the local context
and the available opportunities to ensure that the timely
identification, referral and treatment of children with severe
wasting is optimised.
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The programme and the product: It is important to make
a distinction between the product and the programme.
Products are one element but are not the most important part
of the programme, which comprises all components needed to
identify, refer and treat children, as well as to prevent children
from becoming wasted or suffer relapses.
In-country production of RUTF: Children suffering from
severe wasting need the correct balance of micronutrients
and macronutrients to recover. All RUTF products, whether
produced in-country or imported, must adhere to international
WHO standards. In-country production of RUTF can help
to reduce costs and increase the cultural acceptability of
products by using ingredients that are a common component
of the local diet. Research on the acceptability, efficacy
and effectiveness of local therapeutic foods is encouraged,
however it should not delay the introduction and scale-up
of community-based programmes to care and treat severe
wasting.

Sharing country experiences on the care of severely
wasted children and identifying common themes

Several countries in the South Asia region have experienced
positive developments in the care of severely wasted children
through introduction of community based and primary health
care platforms to treat uncomplicated cases of severe wasting
to compliment inpatient care of complicated cases. Despite
these positive changes, the geographic and case coverage
of services for severely wasted children remains low in all
countries in South Asia, programmes are not well adapted
to reach the most vulnerable children, and prevention
efforts are lagging behind. In this session, each country
delegation presented an overview of the country’s policies
and programmatic interventions to address severe wasting;
shared experiences in scaling up the care for severely wasted
children; and challenges, constraints and lessons learnt. All
country presentations are available at www.stopstunting.
org. During the presentations and accompanying plenary
discussions, a number of common themes and issues
emerged, as summarized below.
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Good practices were identified across countries:
• Multi-sectoral policies and plans can foster the commitment
to invest in actions needed across multiple sectors to
prevent and treat wasting and other forms of malnutrition
(e.g. the Multi-sectoral Nutrition Plan of Nepal). In some
countries, the Scaling Up Nutrition movement enabled the
development of multi-sector plans and responses.
• There is a growing trend in the allocation of national
resources for the care of severely wasted children,
including for the procurement of therapeutic supplies (e.g.
Afghanistan and Bangladesh). Afghanistan has costed the
scale-up of services to treat severe wasting, which has
provided important information to inform investment
decisions.
• Universal health care coverage enables greater access to
treatment by reducing financial barriers to treatment (e.g.
Bhutan and Sri Lanka).

Energy dense therapeutic foods and unintended
consequences: Some participants were concerned that
treatment with energy dense RUTF could raise the risk of
over nutrition in children with moderate and severe wasting.
It was explained that RUTF is only designed for children with
severe wasting, not moderate wasting. Children with severe
wasting have very low fat stores and muscle mass, and often
belong to households experiencing food insecurity: the risk of
these children becoming overweight as a result of treatment
is likely to be very low. It is important that manufacturers
produce RUTF according to national standards and safety
considerations. The products should only be purchased by
the government, UN partners or NGOs for the treatment
of severe wasting, and should not be made commercially
available.
Exit strategy for services to treat severe wasting: Treatment
services are required because preventive actions are failing
to reach children and/or are not effective. Intensification of
preventive actions is the exit strategy as this will lower the
number of children requiring treatment to the point where,
eventually, treatment services are not required.
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•

•

•

The identification and referral of severe wasted children is
critical to achieving high coverage. Several countries have
invested in community health workers and other outreach
platforms to improve the detection of children with severe
wasting at community level, including Nepal and Pakistan.
Furthermore, Nepal noted a strong level of accountability
and ownership at the community level.
In some countries, the inclusion of therapeutic foods in
national essential medicine lists has helped to ensure their
availability at national level (e.g. Afghanistan).
Access to nutrition data and the utilization of data was noted
as a major issue in the region. However, efforts to establish
online reporting systems in Afghanistan, the Maldives and
Pakistan were noted as a way of strengthening access to
real-time data.

Some key lessons learnt were:
• The scale-up of programmes should take into consideration
the geographic distribution of wasting, with priority given
to geographic areas with the highest prevalence and/or
burden.
• CMAM programmes should be scaled up incrementally so
that lessons learned from implementation at a small-scale
(including pilots) can be factored into the design of the
model for scale-up.
• Countries should anticipate the potential needs and impact
of emergency response. Emergencies can be disruptive to
national nutrition programmes, but they can also present
opportunities for countries to adapt and expand services
for severely wasted children.
Common barriers and constraints to expanding care for
severely wasted children included:

•

•

•

•
•

Policy makers in some countries have an inadequate
understanding of the importance of nutrition, including
wasting, and there is inadequate coordination among
sectors.
Most countries have policies and guidelines on the care and
treatment of severe wasting. However, in some countries,
these policies and guidelines do not reflect the latest global
guidance and recommendations, and there are missed
opportunities for integration within and across sectors.
Investment decisions are limited by the lack of data on the
cost of scaling-up programmes to prevent and treat severe
wasting.
Service providers lack knowledge and skills to treat severe
wasting due to gaps in pre-service and in-service training.
The detection and referral of children with severe wasting
is constrained by inadequate community mechanisms to
screen and refer children.

Other reflections were as follows:
• Political support is critical. Understanding the political
environment is key, as experience suggests that the personal
involvement of country leadership is a determinant to the
successful implementation of nutrition strategies.
• It is important that countries are clear about their level of
ambition, and set targets that capture that ambition. The
adoption of targets must also come hand in hand with a
commitment to track progress against these targets.
• Scaling up services will require greater allocations, and it
is imperative that countries have a strong understanding
of the costs of treating severe wasting in their context,
and opportunities for improving the cost-effectiveness of
services.

Key Pathways to accelerating the scale up
of care for severely wasted children

Session four examined the key pathways to accelerating
the scale-up of care for severely wasted children in South
Asia. Global policy and programme updates on the care of
severely wasted children were shared, and key pathways to
accelerating scale-up were examined, drawing from lessons
learned in applying a health systems approach, lessons
learned from the scale-up of the Integrated Management of
Neonatal and Childhood Illnesses in the region, and the role
of implementation research.
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PRESENTATION
Addressing severe wasting in children: working towards
results at scale
Dr. Victor Aguayo, Associate Director Nutrition, UNICEF,
highlighted the significance of nutrition in the SDG agenda
for 2030, and shared recent data and evidence on the burden
and determinants of stunting and wasting in the region.
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The new Joint Malnutrition Estimates (JME) of UNICEF,
WHO and World Bank are due for release at the end of May
2017. They indicate that the global estimate of the number
of wasted children has risen by 2 million from 50 million
(JME 2016) to 52 million (JME 2017). The number of wasted
children in South Asia has risen from 25.5 to 27.6 million
during the same period, largely due to addition of new survey
data from India(NHFS- 4) to the JME dataset. South Asia has
the highest percentage of wasted children of any region in the
world (16 per cent).
Information on the predictors of child wasting in South Asia
can help in identifying appropriate policy and programme
responses. Recent evidence from the secondary data analysis
of national survey datasets from six South Asian countries
(Afghanistan, Bangladesh, India, Maldives, Nepal and
Pakistan) reveals that the determinants of wasting include
poor women’s nutrition (low mother’s BMI, low mother’s
height, and low birth weight), child feeding (prelacteal
feeding, no exclusive breastfeeding, and poor dietary
diversity), and distal factors (no maternal education and
poor wealth quintile). Stunting shares similar determinants
including poor women’s nutrition (low mother’s BMI and low
mother’s height), child feeding (poor dietary diversity), and
distal factors (no maternal eductaion, poor wealth quintile,
and poor sanitation). Interventions to address these drivers
are ‘double duty interventions’ because they are likely to
have a positive effec on both wasting and stunting. Therefore,
efforts to prevent wasting need to be linked with efforts to
prevent stunting, meanwhile, routine programmes should
ensure the early detection and treatment of children with
severe wasting.
Ms Diane Holland, Senior Nutrition Advisor, UNICEF,
explored the evolution of the approaches to the care
of severe wasting over time, the role of outpatient care
in increasing access to services, and the current status
concerning global guidelines, therapeutic products, and
programme coverage.
There has been considerable evolution in the design of
approaches to treat severe wasting since the 1950s.
Phase 1 (1950s to 1980s) focussed on understanding the
pathophysiology of severe wasting. Phase 2 (1990s) saw
the development of hospital based treatment models, with
the use of F100 and F75 therapeutic milks. Phase 3 (mid1990s to mid-2000s) saw the development of RUTF which
enabled treatment outside of hospitals (community-based
management of acute malnutrition). Phase 4 (mid-2000s
to present) is focusing on further refining the models, and
moving to larger scale programmes. These developments
have been underpinned by policy and normative standards
and guidelines including the 2017 Joint Statement, which
paved the way for the scale-up of CMAM, and the 2013 WHO
update on the management of severe acute malnutrition. Both
the joint statement and the WHO guidelines are currently
being updated.
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The policy and normative changes at the global level have
facilitated the expansion of community based programmes.
The number of countries implementing CMAM programmes
increased from less than 10 in the early 2000s to over 70 in
2015. This was accompanied by a rapid increase in the number
of admissions up to 2012, but progress has since slowed down.
Globally only one in five children who are severely wasted
are treated. The gap between burden and admissions is
greatest in South Asia. There are measurement and reporting
challenges for treatment programmes, and there is need to
strengthen the capacity of national information systems to
accurately capture data on programme performance.
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Treatment of severe wasting is often framed as a
humanitarian intervention, but given the high burdens in
development contexts, the treatment of severe wasting
should be considered a routine service. Programmes should
be able to respond to risks and vulnerabilities, even seasonal
fluctuations, so that they can scale up and scale down
in response to needs. Many countries have policies and
guidelines, but are lacking other necessary conditions for
delivery at scale, including costed plans, adequate funding
and inclusion of appropriate indicators in health management
information systems (HMIS).
There is an increasingly diverse supplier base for RUTF and
commitment to exploring alternative recipes. Other global
developments include formation of a new global coalition
called No Wasted Lives to accelerate access to the prevention
and treatment of severe wasting around the world, and an
online ‘State of Severe Malnutrition’ platform (http://www.
severemalnutrition.org/) which replaces the previous CMAM
forum. Work is also underway to better understand how to
integrate services into health systems, to integrate with early
childhood development (ECD) and WASH, and to obtain more
accurate data on incidence.
Key issues raised during the plenary discussion following the
presentation were as follows:
The need to intensify efforts to prevent stunting and wasting:
The current response to the double burden’s of stunting
and wasting in South Asia is not fit for purpose and lacks an
integrated approach, as indicated by the high prevalence and
burden figures, and it needs to be given much greater priority
on leadership agendas. The drivers are complicated and
complex, and each determinant category (women’s nutrition,
children’s diets, and other distal factors) requires a separate
regional conference and focussed dialogue to help accelerate
response efforts.
Evidence on what works to prevent wasting: While the
evidence base on what works to prevent wasting is currently
weak, there is sufficient evidence in support of interventions
to improve IYCF practices and prevent infections. It is
important to scale-up these interventions, whilst also
investing in knowledge generation to strengthen the evidence
base on what works.
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WASH as a predictor of wasting and stunting in South
Asia:The determinant analysis conducted by UNICEF ROSA
examined determinants in each individual country, and in the
pooled dataset of the six countries. Variability was observed
in the strength of association between WASH and stunting/
wasting.
The need to focus on adolescent girls: The high prevalence
of undernutrition in adolescent girls in South Asia (50 per
cent are either anaemic, underweight or both) indicates that
prevention efforts must give greater attention to adolescent
girls in order to improve nutritional status before pregnancy
and child nutrition outcomes. A recent publication6
revealed how little is known about the nutritional situation
of adolescent girls in the region and most countries have
inadequate data on the nutrition situation of adolescent girls.
There is therefore a need to strengthen the availability of
national and sub-national level data on the nutrition situation
of adolescents.
Expanded care model for the care of wasting: In many
contexts, programmes do not implement the full CMAM
model, and may lack either outpatient care or supplementary
feeding. The Global Nutrition Cluster is developing
operational guidance that will suggest revised treatment
protocols to support life-saving measures in acute crisis
situations where there is an absence of either an outpatient
care or supplementary feeding programmes. However, this
guidance is not intended to replace the standard CMAM
protocols and should only be used on a temporary basis as
there is insufficient evidence on the quality of recovery and
any longer term consequences when RUTF or RUSF are used
interchangeably for SAM and MAM treatment. We need to
better understand the local context of moderate wasting, and
give more attention to IYCF.
The need to strengthen measurement of the coverage of
programmes: There is need to invest more in generating
accurate data to estimate the coverage of treatment
programmes (including admission data), both through routine
data systems as well as surveys.

GUEST PRESENTATION
A systems perspective to the sustainable delivery of
services to care for severely wasted children at facility and
community level
Dr. Hedwig Deconnick, Public Health Researcher, Universite
Catholique de Louvain, Belgium explained why and how to
apply a systems approach to support the sustainable scaleup of care for severely wasted children. She shared lessons
learned from applying a systems approach in studying the
integration of care for severely wasted children within the
health system in Nepal, and lessons for designing integrated
care at scale through application of systems thinking.
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Applying a systems approach deepens the understanding of
how to work within a complex health system. To effectively
integrate services, it is necessary to understand the different
health actors, delivery points, referral pathways, etc. within
the health system. This understanding is critical in enabling a
process of continuous adaptation and in ensuring sustainable
scale up of services on an ongoing basis.
The presentation highlighted that systems thinking helps
predict better, gain insights, understand how to manage and
maintain structural changes and promotes collective learning
in the scale up of programmes. It outlined common tools that
can be used to understand systems dynamics which include:
‘5 Whys’, SWOT analysis, mind mapping, fishbone diagrams,
theory of change models and stakeholder mapping. Systems
thinking enables the creation of sustainable, flexible solutions
and insights into potential unintended consequences of
interventions.
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The presentation shared Nepal’s recent experiences
in conducting a process of inquiry to generate a better
understanding of integration of services to treat severe
wasting into the national health system. This process of
inquiry entailed an analysis of strategies and policies, a
stakeholder analysis, a review of the health system capacity
and readiness, an examination of the dimensions and
extent of integration as well as the factors influencing the
integration process and system dynamics of integration.
The analysis from Nepal unpacked some interesting lessons.
Although health and nutrition programmes were vertically
managed, this did not block the integration process.
However, there were missed opportunities in terms of
partnerships, and financial unsustainability was not being
actively addressed.
Key issues raised during the plenary discussion following the
presentation were as follows:
Severe wasting is often not recognized as a disease, which
limits its integration into the health system: The WHO
International Classification of Disease classifies malnutrition
as a disease, however, health professionals often do not
accept that it is a disease requiring treatment. In some
contexts, this is a barrier to effective integration of treatment
services within the health system. There is need to ensure
that national policies, guidelines and health professionals fully
recognize severe wasting as a disease.
Linkages between IMCI and nutrition: IMCI presents
opportunities for scaling up essential nutrition actions in the
region because it includes components on nutrition as well as
the management of childhood illnesses. However, the linkages
between nutrition services and other child health services
are often weak. There is need to increase attention to the
nutrition component of the IMCI package and strengthen
integration between the delivery of nutrition and child health
services.
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GUEST PRESENTATION
Strengthening implementation research for improved
coverage, quality and equity in the delivery of nutrition
interventions

scale-up strategies. It provides a systematic approach to
understanding and addressing barriers to effective and
quality implementation of nutrition interventions, strategies
and policies.

Dr. Purnima Menon, Senior Research Fellow, International
Food Policy Research Institute (IFPRI), South Asia
presented on the role of implementation research in nutrition
scale up efforts. The presentation highlighted examples of
how implementation research can help in strengthening the
understanding of what drives improvements in the coverage,
quality and equity of nutrition intervention. It also reflected
on challenges and opportunities for implementation research,
and possible areas of implementation research on the care of
severely wasted children in South Asia.

There are five domains that link a nutrition intervention with
nutrition outcome: the objects of implementation (nutrition
specific or sensitive interventions, national multi-sectoral
agendas, NGO projects and implementation innovations);
implementing organisations (frontline workers, supervisors
and managers); the enabling environment (government,
funders, civil society, private sector); individuals, households
and communities that are targeted, and the implementation
process (initiation, planning and design, implementation).

The pathways from the implementation of a nutrition
intervention to nutrition outcome are often complex and
highly dependent on the operational context. Implementation
research helps to understand the process of how
implementation leads to desired outcomes, and can inform
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There are considerable opportunities and a great need
to invest in understanding how to support effective
interventions both for the prevention and treatment of severe
wasting. Implementation research, embedded in the systems
of intervention delivery, can help identify ways to strengthen
delivery. Implementation research studies include formative

21

4

research, process evaluations nested in impact evaluations,
experimental studies with operational end-points, standalone operational assessments, responsive rapid studies and
analytics, costing studies, creative routine monitoring and
implementation-focused analyses of secondary data.
Potential issues to explore through implementation research
on wasting prevention and treatment across the continuum
of care include:
• How to effectively deliver preventive actions to address
undernutrition – at scale? What platforms work best to
reach children with preventive services?
• What platforms and approaches are most effective to support screening and identification?
• How best to integrate treatment with prevention?
• How to motivate and support staff who deliver these programs?
• How best can we set up supportive systems to prevent relapse?
Key issues raised during the plenary discussion following the
presentation were as follows:

Using implementation research to inform scale-up: Much
of the existing evidence base on implementation research
is derived from small scale interventions, and this evidence
is not always helpful from both a technical and political
perspective. However, implementation research can play a
vital role in understanding what works for at scale delivery
of programmes. Implementation research can help build an
understanding of the factors that lead to sustainable scale up
in one area compared to another where it has failed. Seemingly
small factors often play an important role in supporting scaleup, for example, the stability in tenure of a government health
official or flexible financing. It is important to learn from both
positive and negative experiences in scaling up programme.

Role of implementation research in identifying successful
advocacy strategies: There is a need for more attention on
advocacy research. While there is a growing body of research,
particularly in relation to IYCF interventions/programmes
in the region, there is little research being undertaken to
better understand what is required for successful advocacy
in relation to the care of severely wasted children (dialogue
around RUTF, for example - often the negative advocates are
louder than the positive advocates). For advocacy on the care
of severe wasting, it is important to consider how the issue is
framed: the focus should not be the product, but how best
to reach severely wasted children with timely and effective
care.

Mechanisms for innovations research: Innovations research
has been vital in transforming programmes in the past (e.g.
the transition from F100 to RUTF). There is still a role for
innovations research, for example, to explore how to reduce
the cost of RUTF. However, there can be a tendency to seek
‘innovations’ when what is needed is a better understanding
of what works to deliver services in various contexts, including
both ‘failure’ and ‘success’ factors. Implementation research
can help to understand these factors.

Nutritional monitoring data and intervention coverage
estimation: There is no standard coverage indicator related
to the screening or treatment of severe wasting. There is
need to further define how to measure coverage (for example,
estimates of number of children treated versus those in need
and/or targeted), and opportunities for coverage estimation
need to be explored in large scale surveys.

GUEST PRESENTATION
Lessons from the large scale up of Integrated Management
of Neonatal and Childhood Illness (IMNCI) in South Asia
Dr. Meera Upadhyay, World Health Organisation Nepal,
highlighted lessons from the scale-up of the Integrated
Management of Neonatal and Childhood Illness (IMNCI)
in South Asia, including findings of the strategic review of
IMNCI in the region.
WHO-UNICEF strategy on the Integrated Management of
Childhood Illnesses (IMCI) was launched in 1995. It includes

components on improving health worker skills, improving
health systems, and improving family and community
practices. IMCI later became IMNCI, with the inclusion of the
care of neonatal illnesses.
The 2016 strategic review found that implementation of
IMNCI strategy in WHO’s South East Asia region has been one
of the main strategies that has contributed to the improved
health and survival of children. However, implementation
has been uneven between and within countries, and is
characterised by rural-urban, male-female disparities.
Challenges included lack of sustainable financing modalities;
fragmented support by partners; weak monitoring systems,
and inadequate attention to operational research; absence of
explicit focus on equity, community engagement and linkages
to other sectors; and suboptimal use of IMCI tools.
Key issues raised during the plenary discussion following the
presentation were as follows:
Need for greater focus on nutrition within IMNCI: Given
that malnutrition contributes to almost one half of under
five deaths, more attention is needed to strengthen the
implementation of the nutrition components of IMNCI.
The declining funding for vertical programmes is another
argument to reposition and frame essential nutrition
actions within the IMNCI strategy and service delivery
packages. However, a number of implementation issues still
need to be addressed e.g resistance in some contexts to
increasing the duration of IMNCI trainings to accommodate
a more substantive component on nutrition, In addition,
accountabilities for the delivery of nutrition services within
the IMNCI package are generally weak. It is critical to
engage communities continuously to enhance demand and
accountability for nutrition services.

Visioning for the future to accelerate progress
and making large-scale improvements in care
for severely wasted children

During Session 5, participants met in their country teams
to reflect on the issues emerging from the conference,
including the good practices and lessons shared. Country
teams considered their policy and programme context, and
identified key issues concerning policy, programme, advocacy
and knowledge/data. The teams then developed an action
plan to address the identified issues and accelerate progress
in the care and treatment of severe wasting.
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Session 6 was facilitated by Dr. Bikash Kamichhane, Director
of the Child Health Division of the Department of Health
Services, Ministry of Health, Government of Nepal. Each
country presented its country action plan in a plenary
session. These country presentations highlighted a number of
barriers and bottlenecks that need to be address in order to
accelerate progress in the care for severely wasted children.
A summary of identified issues and proposed actions for each
country is provided in Annex 2.
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Session 7: Closing Ceremony

Call to Action: 10 key actions to scale up care for
children with severe wasting

be responsive to the specific needs of stable and crisis
contexts.

At the close of the conference, Dr. Harriet Torlesse, UNICEF
Regional Nutrition Advisor chaired the closing session which
culminated in a Call to Action in which ten key actions to
accelerate progress in the care of severely wasted children
were presented. These ten key actions were developed by
participants over the course of the conference, and highlight
the agreed policy, programme, advocacy and research
commitments to scale up the care of severely wasted children
in South Asia2.

3. Programmes should deliver essential nutrition actions to
prevent wasting and stunting, and to treat severe wasting
when preventive actions fail.
• Prevention is a priority because it averts the long-term
consequences of wasting and lowers the number of
children requiring treatment.
• But, for many children, preventive services are not reaching
and/or succeeding in protecting them from severe wasting.
• When children become severely wasted, they need urgent
access to care and treatment.

1. Wasting must be addressed with greater urgency across
all countries in South Asia.
• Wasting, particularly severe wasting, has serious
consequences for a child’s survival, growth and cognitive
development.
• In 2016, South Asia has the highest number of wasted
(>27 million) and severely wasted (9 million) children in the
world.
• Majority of South Asian countries are not on track to meet
the SDG target to maintain the prevalence of wasting
below 5 per cent by 2025.
• Less than 5 per cent of severely wasted children were
estimated to receive treatment in South Asia 2015.
Severe wasting is classified as a disease and require urgent
treatment.
• SAARC Regional Action Framework on Nutrition
recognizes the need of all countries in South Asia to invest
in sustainable nutrition actions to prevent and treat severe
wasting in children.
2. Wasting and stunting reduction should be addressed as
two interconnected priorities in all contexts.
• Wasting interrupts child growth and development, and
so the care of wasted children can contribute to stunting
reduction efforts.
• Wasting and stunting have common drivers and common
preventative actions in early life. However, nutritional
support for severely wasted children is fundamentally
different to nutrition interventions to address stunting.
• Both stunting and wasting should be addressed in all
contexts, whether development or humanitarian.
• Programmes to address wasting and stunting should

2
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4. Health system actors have a primary role in delivering
actions to prevent wasting and stunting, together with
other sectors.
• Evidence on the drivers of wasting and stunting in South
Asia indicate that essential nutrition actions are needed at
scale to:
- Improve adolescent and women’s nutrition, including
pregnant women
- Improve breastfeeding and the quality of foods for
children in the first two years of life
- Improve household sanitation and hygiene practices
- Improve women’s access to education
- Address household poverty
• Multisector approach involving intensified integrated
actions by health, sanitation and hygiene, and social
protection sectors is required.
5. Community-based platforms are needed to identify and
refer wasted children as early as possible.
• Many wasted children are not identified or referred to a
health facility for treatment - severe wasting is easier to
treat if it is caught early.
• Civil society, community-based workers and volunteers can
play a role to play in raising awareness, and identifying and
referring children with wasting.
• Where possible, existing community platforms, workers
and volunteers should be used to screen and refer wasted
children.
• Screening of children for wasting should also be integrated
into health services at facility level (e.g. IMCI, EPI, and
Growth Monitoring).

6. Community-based care and treatment of wasting is
needed to maximize the number of children successfully
treated.
• Most children with severe wasting can be treated at home
with appropriate therapeutic foods and counselling.
• Community-based care is highly beneficial because it is less
costly to families and the health system, and allows more
children to be successfully treated.
• Continuum of care between treatment and preventive
services is essential to protect children from further
episodes of wasting when they complete treatment.
• Community-based programmes for the care and treatment
of wasting should scale-up with priority focus where the
need is greatest.
7. Inpatient care is essential for severely wasted children
with medical complications.
• Inpatient care is only essential for wasted children with
life-threatening medical complications (~10 per cent of all
severely wasted children)
• Once medical complications are stabilized, severely wasted
children should be referred to community-based services
to continue care and treatment.
8. Therapeutic foods should conform to WHO specifications
and can be produced in most countries.
• Countries with high numbers of severely wasted children
can consider the production of therapeutic foods to
improve accessibility, availability and affordability.
• Research on the acceptability, efficacy and effectiveness of
local therapeutic foods is encouraged, however it should
not delay the introduction and scale-up of communitybased programmes to care and treat severe wasting.
• Therapeutic foods can be included in essential medicine/
drug lists or in medical goods list
9. Policies and guidelines on the care and treatment of
severe wasting should align with latest WHO guidelines.
• While most countries have policies and guidelines on the
care and treatment of severe wasting, some do not fully
reflect WHO 2013 guidelines.
• The design of policies and guidelines should be evidencebased and aligned with WHO 2013 guidelines.
• Normative guidelines are based on evidence, which
provides an opportunity for countries to generate evidence
where changes to the guidelines may be indicated.
10. Quality programme data are essential to track progress
and inform scale-up of programmes.
In the context of country reporting on national and SDG
commitments to reduce wasting and stunting, countries
should:
• Set targets to scale-up programmes for the care and
treatment of severe wasting.
• Collect frequent data on the coverage, quality and equity of
services to track progress, identify programme constraints,
and inform the scale-up of programmes.

•

Implementation research can help to understand barriers
and pathways to delivering services at scale.

Reflections from Country Teams
Government representatives from each country provided
some final reflections on the Conference. They noted that the
Conference for the first time provided a forum to discuss both
stunting and wasting in the region. Participants appreciated
the opportunity to share achievements, lessons learned and
good practices with other countries, and to deliberate on
common challenges. Countries are committed to sharing the
outcomes of the meeting with other colleagues, and in taking
action to take forward the Call to Action and to implement
the country action plans. Participants noted the need to
enlist and engage the political support of senior leadership to
move forward, as well as the importance of a multi-sectoral
approach. The ‘No Time to Waste’ motivates and encourages
all not to lose momentum. Further details on the country
feedback can be found in Annex 3.
Dr. Harriet Torlesse in her concluding remarks noted that
the reflections from the country delegations highlight the
common agreement that urgent action is needed to save
children’s lives, to protect children’s brains and develop
human capital. She underscored the importance of political
leadership, and that the ability to influence policy makers
will be instrumental in determining whether progress in
the care of severely wasted children is made. The countries
represented at the conference have developed ambitious
yet realistic country plans in line with the regional vision and
the Call to Action. She reassured the participants that they
can count on the network of support that has been created
through the conference to address challenges as they move
forward.

Closing Remarks
Closing remarks were given by Ms Jean Gough, Regional
Director UNICEF ROSA, Mr. Amjad Hussain Sial, Secretary
General of SAARC, and Professor Dr. Geeta Bhakta Joshi,
Honourable Member of National Planning Commission,
Government of Nepal. They closed the conference by
reflecting on key messages in the call to action and key themes
that resonated throughout the conference.
Ms. Jean Gough, Regional Director UNICEF ROSA reflected
on the Call to Action and the need for urgency to address
wasting and stunting across the region. She highlighted
that large scale programmes are needed to deliver essential
nutrition actions to both prevent as well as treat wasting, the
crucial value of community based platforms to reach families,
particularly the most vulnerable, and the vital role of data in
tracking progress and informing actions. She noted that the
latest global statistics from the Joint Malnutrition Estimates

The 10 key actions were endorsed, with minor changes, at the Sixth Meeting of the SAARC Health Ministers, in Colombo, Sri Lanka, on 29 July 2017 (see Annex 1)
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indicate that the number of wasted children has increased
by 2 million in South Asia. Despite this troubling news, the
conference ends with a greater resolve to act to save the
lives and futures of South Asia’s severely wasted children,
a clearer understanding of the way ahead, and with allies
from across the region with whom to collaborate. Ms Gough
confirmed that UNICEF is strongly committed to working
with the countries to achieve the key actions that were
identified jointly in the Call to Action, and the action plans of
the individual countries. She concluded by emphasising the
need to make the Call to Action a reality.
Mr. Amjad Hussain Sial, Secretary General of SAARC,
noted that the conference has been highly productive in
understanding where the region stands in relation to the
care of severely wasted children, in celebrating achievements
and in sharing lessons and best practices from across the
region. The meeting also discussed ways to the position the
care of severe wasting in the national and regional agendas,
and to identify key actions to accelerate progress, including
the importance of a multi-sector approach. The Secretary
General noted that this conference is an important follow-up
to the South Asia Regional Action Framework for Nutrition,
and that the outcome of the Conference will provide useful
input into the meeting of the SAARC Ministers of Health in
July 2017, which will be hosted by the Government of Sri
Lanka. He concluded by highlighting that SAARC and UNICEF
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share a common vision ensure that every child in South Asia
grows to reach their full potential, and that efforts to address
wasting and stunting in the region are critical to ensuring that
this can become a reality.
The Guest of Honour, Professor Dr. Geeta Bhakta Joshi,
Honourable Member of National Planning Commission,
Government of Nepal, concluded the conference by noting
that nutrition efforts are not only about saving lives but also
about saving human capital. The conference has made clear
the urgency needed to prevent and treat severe wasting at
scale and without delay. The nutritional agenda needs to be
elevated to the highest political level in every country in the
region, and multisectoral approaches at scale are needed. In
his address, Professor Joshi noted that Nepal has expressed
its commitment through its Multi-Sectoral Nutrition Plan,
which will soon enter the second phase. The forthcoming
plan will have a renewed focus on nutrition specific and
sensitive interventions, gender empowerment, the context
of decentralisation and the importance of enhancing public/
private engagement. Nutrition actions are not a cost to a
nation, but an investment that will assist Nepal in benefiting
from the demographic transition and to graduate from a
least developing country by 2020. He concluded by saying
the region needs collective action to stop stunting and that
there is no time to waste, as emphasised by the theme of the
conference.
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Annex 1. Agenda

SAARC
PRESENTATION

SAARC Regional Action Framework
for Nutrition: accelerating
development outcomes for women
and children in South Asia through
investment in good nutrition

12:00 - 12:30

GUEST
PRESENTATION

Perspectives on managing childhood Dr. Tahmeed Ahmed, Senior
wasting in the context of infant and Director, Nutrition & Clinical
Services Division, ICDDR,B
young child feeding interventions
and the care of common childhood
illnesses in South Asia

12:30 - 13:00

PLENARY
SESSION
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13.00 14.00
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Tuesday May 16th
TIME

SESSION TITLE

PRESENTATION

08:30 09:00

REGISTRATION OF CONFERENCE PARTICIPANTS

PRESENTER

SESSION
CHAIR

Session 1: INAUGURAL SESSION
09:00 - 09:30

OPENING
CEREMONY

Welcome and introduction

Session 3: SHARING COUNTRY EXPERIENCES ON THE CARE OF SEVERELY WASTED CHILDREN AND IDENTIFYING
COMMON THEMES

Master of Ceremony

14:00 - 15:45

Traditional Nepali candle lighting
session
Remarks by UNICEF Regional
Office for South Asia (ROSA)

09:30 - 10:00

10:00 - 11:00

11:00 - 11:30

KEYNOTE
ADDRESS

PANEL
DISCUSSION

COUNTRY
PRESENTATIONS

Ms. Jean Gough, Regional
Director, UNICEF ROSA

Mr. Gagan Kumar Thapa,
Honourable Minister of
Health, Government of Nepal

Childhood wasting in South Asia –
the imperative for a transformation
in thinking and approaches

Dr. Harriet Torlesse, Regional
Advisor Nutrition for South
Asia, UNICEF

Panel discussion based on keynote
address

Panelists:
Dr. Tahmeed Ahmed, Senior
Director, Nutrition & Clinical
Services Division, ICDDR,B
Prof. Dr. Geeta Bhakta
Joshi, Honourable Member
of National Planning
Commission, Government of
Nepal
H.E. Rensje Teerink,
Ambassador, European Union
Delegation to Nepal
Mr. Saul Guerrero, Director
of International Nutrition
Initiatives, Action Against
Hunger
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Agenda overview & introduction of
country teams and partners

Saul Guerrero

Bhutan

Government of Bhutan

Maldives

Government of Maldives

Mr. Philippe
Cori, Deputy
Regional
Director,
UNICEF ROSA

AFTERNOON BREAK

16:00 - 17:45

COUNTRY
PRESENTATIONS

Nepal

Government of Nepal

Pakistan

Government of Pakistan

Sri Lanka

Government of Sri Lanka

Saul Guerrero
(Facilitator)

Saul Guerrero
(Facilitator)

Plenary discussions
17:45 - 18:00

END OF DAY 1: WRAP-UP

18:30 - 20:00

EVENING
RECEPTION

Social reception at Hyatt Regency: all participants and invited guests

Wednesday May 17th
TIME

SESSION TITLE

PRESENTATION

PRESENTER

09:00 09:30

WELCOME TO
DAY 2

Summary of Day 1 proceedings

Saul Guerrero (Facilitator)

SESSION
CHAIR

Session 4: KEY PATHWAYS TO ACCELERATING THE SCALE UP OF CARE FOR SEVERELY WASTED CHILDREN
09:30 10:15

UNICEF
PRESENTATION

Addressing severe wasting in
children: working towards results
at scale

Dr. Victor Aguayo, Associate
Director Nutrition, UNICEF
Ms. Diane Holland, Senior
Nutrition Advisor.

10:15 11:00

GUEST
PRESENTATION

A systems perspective to the
sustainable delivery of services to
care for severely wasted children at
facility and community level

Hedwig Deconinck,
Public Health Researcher,
Université Catholique de
Louvain, Belgium

11:00 - 11:30

MORNING BREAK

MORNING BREAK

INTRODUCTION

Government of Bangladesh

15:45 - 16:00

Session 2: SETTING THE SCENE
11:30 - 11:40

Bangladesh

Plenary discussions

Remarks by South Asian Association Mr. Amjad Hussain Sial,
for Regional Cooperation (SAARC)
Secretary General of SAARC
Remarks Chief Guest, Government
of Nepal

Ms. Fathimath Najwa,
Director Social Affairs,
SAARC

11:40 - 12:00

Saul Guerrero
(Facilitator)
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11:30 - 12:15

GUEST
PRESENTATION

12:15 - 13:00

GUEST
PRESENTATION

13:00 - 14:00

LUNCH BREAK

Strengthening implementation
research for improved coverage,
quality and equity in the delivery of
nutrition interventions

Dr. Purnima Menon,
Senior Research Fellow,
International Food Policy
Research Institute (IFPRI),
South Asia

Lessons from the large scale up
of Integrated Management of
Neonatal and Childhood Illness
(IMNCI) in South Asia

Dr. Meera Upadhyay, World
Health Organization Nepal

Saul Guerrero
(Facilitator)

11:00 - 12:00

COUNTRY
PRESENTATIONS
ON ADVOCACY,
POLICY,
PROGRAMME
AND RESEARCH
PRIORITIES

Maldives

Government of Maldives

Bhutan

Government of Bhutan

Bangladesh

Government of Bangladesh

Call to Action

Representative of the
Government Participants

Reflections from Government
participants

Representatives of the
Government Participant

Closing remarks by UNICEF ROSA

Ms. Jean Gough, Regional
Director, UNICEF ROSA

Closing remarks by SAARC

Mr. Amjad Hussain Sial,
Secretary General of SAARC

Closing remarks by the Guest of
Honour, Government of Nepal

Prof. Dr. Geeta Bhakta
Joshi, Honourable Member
of National Planning
Commission, Government of
Nepal

Session 5: VISIONING FOR THE FUTURE - COUNTRY GROUP DISCUSSIONS
14:00 - 16:00

COUNTRY
GROUP
DISCUSSIONS

Country group discussions on
visioning for the future

16:00 - 16:30

AFTERNOON BREAK

16:30 - 18:00

COUNTRY
GROUP
DISCUSSIONS

18:00

END OF DAY 2: WRAP-UP

Saul Guerrero
(Facilitator)

Country group discussions on
visioning for the future

Session 7: CLOSING CEREMONY
12:00 - 13:30

MOVING
FORWARD

Saul Guerrero
(Facilitator)
CLOSING
CEREMONY

Thursday May 18th
TIME

SESSION TITLE

PRESENTATION

PRESENTER

09:00 - 09:30

WELCOME TO
DAY 3

Summary of Day 2 proceedings

Saul Guerrero (Facilitator)

Dr. Bikash
Lamichhane,
Director of the
Child Health
Division of the
Department
of Health
Services,
Ministry
of Health,
Government of
Nepal

SESSION
CHAIR
13:30

END OF CONFERENCE

13:30 - 14:30

LUNCH BREAK

Dr Harriet
Torlesse,
UNICEF
Regional
Advisor

Session 6: ACCELERATING PROGRESS AND MAKING LARGE SCALE IMPROVEMENTS IN CARE FOR SEVERELY
WASTED CHILDREN
09:30 - 10:30

10:30 - 11:00
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COUNTRY
PRESENTATIONS
ON ADVOCACY,
POLICY,
PROGRAMME
AND RESEARCH
PRIORITIES

Sri Lanka

Government of Sri Lanka

Pakistan

Government of Pakistan

Nepal

Government of Nepal

Dr. Bikash
Lamichhane,
Director of the
Child Health
Division of the
Department
of Health
Services,
Ministry
of Health,
Government of
Nepal

MORNING BREAK
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Annex 2. Country Action Plans

Implementation of the multi-sectoral action plans
Pilot and implement MNP to improve quality (minimum dietary diversity) of complementary foods
Improve monitoring and supportive supervision

Bangladesh
Afghanistan
Issue

Actions

Strengthening sustained political attention to nutrition issues

Take advantage of the planned high level SUN conference
The Public Nutrition Department will influence framing of the agenda to ensure
that key messages on the importance of wasting and stunting are delivered
Identify a nutrition champion at the highest level (wife of president or any
parliament member). The champion should be visible in media for spreading of
messages/ engagement of champion in high level nutrition events

Issue

Actions

Poor IYCF practices
- Inadequate capacity of health workers
on effective counselling
- Poor awareness and enabling
environment

Expand competency based nutrition training in all districts

Poor health seeking practices for
common illnesses and management

Training of health workers will be done through IMCI

Poor WASH practices

Hygiene promotion through frontline workers

Integrate core nutrition indicators in HMIS (at the moment only screening of
acute malnutrition is in HMIS)

Consolidate nutrition sensitive and specific indicators

Enhance supply chain management and forecasting-integration into the Logistic
Management Information System

Set up a technical working to develop a strategy to integrate nutrition supplies in
the essential supply list

Weak community-based nutrition
prevention.

Implementation of community-based nutrition package (CBNP) in all provinces
Implementation research to inform this strategy for scale up
Strategize to link with community-based social protection initiatives
Advocacy with government and development partners on long term capacity
building and strengthening of all levels actors including nutrition sensitive and
specific sectors

No capacity for implementation research Develop capacity of local institution in implementation research and link with
in nutrition in the country
external research institutions.

Low screening, identification and
referral of malnourished children

Strengthen routine screening of children in all IMCI and nutrition corners,
Community Clinics and Family Welfare Clinics
Active community screening utilising existing community outreach, house visits
and social mobilisation platforms by NGOs

No service provision at community level

Implement community management in high burden wasting districts and urban
through CMAM package
Develop competency based training and standard operating procedures
Conduct supply chain assessment

Poor recording and reporting of data

Provide technical support of districts and sub-districts on data management
Develop comprehensive monitoring and evaluation.

Take advantage of roll out of CBNP to generate demand

Integrate CMAM indicators into DHIS-2

Adopt the strategy for prevention and treatment approaches to cover difficult to
reach population (MUAC)

Data collection on screening through national and real time monitoring survey

Continue advocacy to increase government budget allocation for nutrition
Intensify prevention efforts to reduce burden of wasting and stunting

Bhutan
Actions
Advocate for maternal and child nutrition to end users

Real time monitoring and reporting using innovation through tablets and SMS
Food insecurity and poverty as a key
determinant

Link with social safety nets initiatives - ensure households with SAM children are
eligible for cash transfers and other livelihood initiatives

Generate the evidence on the
effectiveness of local RUTF

Conduct effectiveness trial of local RUTF

Sustaining local production and
availability RUTF

Initiate bulk production of RUTF with local ingredients

Acceptability of community based
approach

Develop advocacy strategy and implement activities to generate acceptance and
leverage adequate resources

Ensure availability for externally produced RUTF as interim measure

Advocate to high level decision makers to sustain support for maternal and child nutrition (especially for out of school adolescents and micronutrient powders (MNP) for 6-23 months children)

Develop policy/ advocacy briefs

Institutionalize screening for acute malnutrition in regular growth monitoring programme

Mobilise civil society and media to generate political commitment and impose
accountability on Call for Action and finance tracking

Strengthen services for quality care and follow up
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Cover all facilities at district and sub-district (upazilla) levels with inpatient
services
Provide mentoring and supportive supervision to enhance quality of treatment in
existing inpatient sites

No integration of nutrition supply in the
health supply chain management system

Low coverage of IMAM services (40%)

Inadequate coverage and poor
performance of in- patient care

Make non-integrated indicators part of overall health sector monitoring and
evaluation
Streamline electronic software database systems

Inadequate technical and operational
capacity on public nutrition programmes
at central and field level

Demand creation through social mobilization
Linkage with WASH programmes

Media/ press release on the conference
Weak integration and use of nutrition
information in HMIS and other sectors

Design awareness creation and social mobilisation through facilities, volunteers
and community platforms such as mothers support group
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Maldives

Implement integrated and comprehensive nutrition including WASH package
including SAM management

Issue

Actions

Lack of evidence based data on
prevalence of wasting

Conduct additional analysis of existing data to have more granular data on
wasting, estimated data

Advocacy

Conduct research to understand what happens to a child who is wasted,
identification to counselling to referral

Advocate for additional budget to scale up SAM management
Advocate to include RUTF, F-75, F-100, ReSoMal in essential drug list
Advocate to recognize SAM as disease

Knowledge and data

Financial tracking to form basis for advocacy
Develop referral and follow up mechanism of SAM case

Conduct small longitudinal study on selected few children and follow up

Conduct local body specific Prevalence survey

Landscape analysis of nutrition interventions (taking stock of current situation
and interventions; thorough review of child health and nutrition interventions)

Strengthen nutrition surveillance to include assessment of intervention coverage

Quality assurance criteria's missing for
key areas

Review of current Quality Standards

Strengthen HMIS

Baby Friendly Hospital Initiative revival and institutional integration into Quality
Standards

Document good practices on treatment and prevention of SAM management
(knowledge management)

Growing monitoring and promotion
(GMP) interventions not systematically
provided (limited counselling)

Strengthen reporting mechanisms

Implementation research in order to improve and simplify IMAM intervention
(e.g. use of MUAC only for screening as opposed to weight for height also)

GMP protocol and referral mechanism, integration of ECD, resources (job aids,
IEC, advocacy materials)
IYCF, IMNC, sick newborn protocols trainings and follow up

Low accountability of health workers,
nurses and doctors (low compliance
with protocols)

Supervision, monitoring and mentoring of IYCF actions (tools)

High anaemia (especially among
adolescents)
Systems issues related to dynamic
political environment

Incentives for health sector staff (promotional scheme/structure, i.e. approval of
Public Health Professionals Structure

Pakistan
Issue

Actions

Updated micronutrient survey and updating of guidelines

No policy/Plans for the regions (FATA,
AJK, GB)

Follow up for endorsement of policies and development of plans

Reinstating of National Nutrition Council

SAM treatment is not part of essential
health care package.

Advocacy for review of the essential healthcare package and incorporate SAM

High-level advocacy among political members and other relevant stakeholders
with evidenced based data

Policy issues related to import of
nutrition commodities

Advocacy with Ministry of Foreign Affairs

Position nutrition in the political agenda
Lack of human resources (HR)/ technical Scale up of HR at national level (pre-service/in-service trainings, number of staff)
capacity at all levels
Policy paper/advocacy profile

Explore local production of RUTF

Policy issues relating to micronutrients

National level advocacy for consensus on way forward

Full package of CMAM is not
implemented across the country

Government driven initiatives sustaining the impact.

Induction programme for Medical Officers and other professional staff

UN Agencies role gaps filling (tech)
Joint funding proposals
Advocacy tools for investment case

Low geographic coverage

Nepal

Expanding services delivery platform
Innovative approaches for alternate services delivery platform

Inpatient care (coverage and quality)

Issue

Activity

Policy

Update Multi Sector Nutrition Plan-2 and National Nutrition Policy and Strategy
2004 to include action from this conference and the changing federal context

Family friendly environment encouraging admissions
Data monitoring and supervision

Include SAM management in National Health policy
Programme (treatment)

Expand out-patient services for SAM management in existing programme areas
and scale up programme in high burden areas and nationally
Link gap between Nutrition Rehabilitation Homes and in- and out-patients
services for SAM management
Strengthen case findings and management

People’s Primary Healthcare Initiative (PPHI) Option
Human resource challenges

Capacity needs assessment

Politicians not aware of nutrition
resulting in weak political commitment

Political advocacy for raising nutrition as priority (parliamentarians, key political
leaders)

Lack of awareness of community and
Service providers

Awareness campaigns

Start SAM management in public and private hospitals
Programme (prevention)
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Include SAM management in in-service and pre-service curricula (medical and
para medical /nursing)

Dedicated human resources (technical and data flow)

Service providers capacity augmentation
Focus on community gate keepers

Strengthen Breast Milk Substitute (BMS) monitoring

Lack of comprehensive communication
plans for awareness and behaviour
change communication (BCC)

Context specific communication and BCC frameworks (based on formative
research)

Integrate SAM prevention with Early Childhood Development (ECD), WASH,
Social protection, Health, Agriculture and livestock

Previous National Nutrition Survey
(NNS) lacked district level data blocks

Upcoming NNS to incorporate the district level data blocks

Implement maternal (adolescent), infant and young child nutrition related
interventions, guided by national Maternal, Infant and Young Child Nutrition
action plan

Lack of systematic monitoring system of
nutrition situation

Develop robust monitoring system capturing any deterioration of nutrition
situation
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Lack of operational research

Prioritize areas of research around prevention and treatment of SAM (SUN
SONAR Platform)

Lack of formative research (regional)

Formative research will be conducted

Annex 3. Country feedback during the Closing Ceremony

Feed information for upcoming communication strategies
Lack of data on maternal and adolescent
girls

Advocacy with donors for supporting relevant areas of research (qualitative)

Sri Lanka
Issue

Actions

Non availability of supplementary food
for MAM children

Develop a product

Poor targeting of existing interventions
within households with wasted children

Include into the Multi-Sector Nutrition Action Plan (MSNAP) and implementation

Issues with age appropriate nutrition
counselling on complementary feeding
and feeding during illness

Supportive supervision to improve the counselling of children with growth
faltering

Non availability of targeted programme
for low birth weight babies

Develop nutrition care plan from 6 months

Inadequate focus to promote adequate
weight gain in pregnancy, especially
among low BMI mothers

Establish a referral system to nutrition clinics

Inadequate referral of SAM children and Revision of referral plan to include nutrition clinics to improve coverage
back referral
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Non adherence to guidelines by health
staff

Sensitisation and strengthen supportive supervision

Need the country specific guideline

Develop new protocol of SAM management

Procurement of RUTF – real cash,
complex procedures in the government,
out of stock at global level

Sensitisation and advocate with relevant officers

Supply chain issues – under
pharmaceuticals

Sensitisation of logistic officers

Food insecurity and poverty alleviation
interventions not targeted to
nutritionally vulnerable households

Advocate cabinet and relevant ministries with adequate scientific information

Policy makers and accounting officers
unaware of the importance of SAM
treatment

Sensitisation and advocate with relevant officers

Insufficient support of paediatricians in
hospitals

Sensitisation and advocate

Funding for effectiveness trial for
locally prepared RUTF and support to
purchase RUTF

Advocate to provide adequate funding and technical support

Non adherence to information system
and poor real time data

Sensitisation and improved supportive supervision

Not included in the management
information system

Include the SAM component to MIS

No mapping system for SAM children at
all levels

GIS mapping at GN, district and national level

Success stories are not shared

Dissemination of success stories
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Afghanistan
The conference provided an opportunity to address the
various challenges in moving forward to scale up the care
of children with severe wasting. The Afghanistan team is
committed to implementing the prioritized actions and will
share the meeting outcomes with the higher authorities
on their return to Afghanistan. They will advocate for more
support to address the nutritional challenges in the country
and to achieve the SDG targets.
Bangladesh
The meeting has provided to opportunity to brainstorm on
the important issue of severe wasting, and to identify actions
for the future. It is hoped that the action plan will provide
the opportunity to move forward - there is much to do in
Bangladesh, but there are many opportunities and need to
act quickly.
Bhutan
The opportunity to share expertise and research findings
was appreciated. The conference helped to identify gaps
in Bhutan’s nutrition programme and the activities to be
implemented in the coming years, with a focus on anaemia
and stunting but also attention to the prevention and timely
care of severely wasted children.
Maldives
The conference provided a good opportunity to learn
from other countries on the care of severe wasting, and to
discuss different programmes and experiences. Maldives has
initiated a number of programmes to improve the nutrition of
children in the country but there is much to do, particularly
as programmes are often implemented vertically and are
not integrated. The country team will relay the important
messages and experiences from the conference to colleagues
in the country, and look forward to sharing resources among
the region.
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Nepal
This is the first conference in the region that has examined
both wasting and stunting, and has met its objectives.
Countries have made good progress in the last 15 years
but many are still struggling with challenges. For Nepal, it
has been a timely opportunity to review and redefine its
strategy and policy documents based on the learnings. It
is crucial to consider the cognitive consequences of poor
nutrition, and the importance of both nutrition sensitive and
nutrition specific interventions in improving nutrition. The
key messages articulated in the Call to Action are critical to
drive this process forward.
Pakistan
Participants realise the significance of severe wasting, but
we need to enlist and engage the political support of senior
leadership to ensure a multi-sectoral approach. The ‘No
Time to Waste’ message is motivating and encouraging.
It is important not to lose momentum and to continue to
communicate the importance of severe wasting. We call upon
the steering group of SAARC to continue driving this process
forward.
Sri Lanka
This is an important conference on a serious issue. Sri Lanka
has been able to achieve progress on its health indicators but
are performing less well in relation to nutrition indicators.
The country has already planned a review of nutrition
programmes, which will also consider severe wasting. A
stakeholder meeting will be organized to understand how to
drive the agenda forward in the country. All the country inputs
were very valuable and it was helpful to share lessons learned
and practices with SAARC countries facing similar challenges.
The team is optimistic that the country can scale up access
to the care and treatment of severe wasting through existing
programmes and will use this as an opportunity to improve
the quality of care.

39

Annex 4. 10 Key Actions approved at the Sixth Meeting
of the SAARC Health Ministers

The 10 key actions were endorsed, with minor changes, at the
Sixth Meeting of the SAARC Health Ministers, in Colombo,
Sri Lanka, on 29 July 2017:
1. Wasting must be addressed with greater urgency across
all countries in South Asia
• Wasting, particularly severe wasting, has serious
consequences for a child’s survival, growth and cognitive
development.
• In 2016, South Asia has the highest number of wasted
(>27 million) and severely wasted (9 million) children in the
world.
• Majority of South Asian countries are not on track to meet
the SDG target to maintain the prevalence of wasting
below 5 per cent by 2025.
• Less than 5 per cent of severely wasted children were
estimated to receive treatment in South Asia 2015.
Severe wasting is classified as a disease and require urgent
treatment.
• SAARC Regional Action Framework on Nutrition
recognizes the need of all countries in South Asia to invest
in sustainable nutrition actions to prevent and treat severe
wasting in children.
2. Wasting and stunting reduction should be addressed as
two interconnected priorities in all contexts
• Wasting interrupts child growth and development, and
so the care of wasted children can contribute to stunting
reduction efforts.
• Wasting and stunting have common drivers and common
preventative actions in early life. However, nutritional
support for severely wasted children is fundamentally
different to nutrition interventions to address stunting.
• Both stunting and wasting should be addressed in all
contexts, whether development or humanitarian.
• Programmes to address wasting and stunting should
be responsive to the specific needs of stable and crisis
contexts.
3. Programmes should deliver essential nutrition actions to
prevent wasting and stunting, and to treat severe wasting
when preventive actions fail
• Prevention is a priority because it averts the long-term
consequences of wasting and lowers the number of
children requiring treatment.
• But, for many children, preventive services are not reaching
and/or succeeding in protecting them from severe wasting.
• When children become severely wasted, they need urgent
access to care and treatment.
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4. Health system actors have a crucial role in delivering
actions to prevent wasting and stunting, together with
other sectors
• Evidence on the drivers of wasting and stunting in South
Asia indicate that essential nutrition actions are needed at
scale to:
- Improve adolescent and women’s nutrition, including
pregnant women
- Improve breastfeeding and the quality of foods for
children in the first two years of life
- Improve household sanitation and hygiene practices.
- Improve women’s access to education
- Address household poverty
• Multisector approach involving intensified integrated
actions by health, sanitation and hygiene, and social
protection sectors is required.

7. Inpatient care is essential for severely wasted children
with medical complications
• Inpatient care is only essential for wasted children with
life-threatening medical complications (~10 per cent of all
severely wasted children).
• Once medical complications are stabilized, severely wasted
children should be referred to community-based services
to continue care and treatment.
8. Therapeutic foods should conform to WHO specifications
and can be produced in most countries.
• Countries with high numbers of severely wasted children
can encourage local production of therapeutic foods
which are culturally acceptable to improve accessibility,
availability and affordability.
• Research on the acceptability, efficacy and effectiveness of
local therapeutic foods is encouraged, however it should
not delay the introduction and scale-up of communitybased programmes to care and treat severe wasting.
• Therapeutic foods can be included in essential medicine/
drug lists or in medical goods list.

9. Policies and guidelines on the care and treatment of
severe wasting should align with latest WHO guidelines
• While most countries have policies and guidelines on the
care and treatment of severe wasting, some do not fully
reflect WHO 2013 guidelines.
• The design of policies and guidelines should be evidencebased and aligned with WHO 2013 guidelines.
• Normative guidelines are based on evidence, which
provides an opportunity for countries to generate evidence
where changes to the guidelines may be indicated.
10. Quality programme data are essential to track progress
and inform scale-up of programmes
In the context of country reporting on national and SDG
commitments to reduce wasting and stunting, countries
should:
• Set targets to scale-up programmes for the care and
treatment of severe wasting.
• Collect frequent data on the coverage, quality and equity of
services to track progress, identify programme constraints,
and inform the scale-up of programmes.
• Implementation research can help to understand barriers
and pathways to delivering services at scale.

5. Community-based platforms are needed to identify and
refer wasted children as early as possible
• Many wasted children are not identified or referred to a
health facility for treatment - severe wasting is easier to
treat if it is caught early.
• Civil society, community-based workers and volunteers can
play a role to play in raising awareness, and identifying and
referring children with wasting.
• Where possible, existing community platforms, workers
and volunteers should be used to screen and refer wasted
children.
• Screening of children for wasting should also be integrated
into health services at facility level (e.g. IMCI, EPI, and
Growth Monitoring).
6. Community-based care and treatment of wasting is
needed to maximize the number of children successfully
treated
• Most children with severe wasting can be treated at home
with appropriate therapeutic foods and counselling.
• Community-based care is highly beneficial because it is less
costly to families and the health system, and allows more
children to be successfully treated.
• Continuum of care between treatment and preventive
services is essential to protect children from further
episodes of wasting when they complete treatment.
• Community-based programmes for the care and treatment
of wasting should scale-up with priority focus where the
need is greatest.
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Annex 5. Conference participants

Name by Country

Mr. Anirudra Sharma

Nutrition Specialist, Nutrition Section, UNICEF
NCO

UNICEF

Pradiumna Dahal

Nutriton Specialist

UNICEF

Mr. Sher Singh Dahit

Consultant, Nutrition in Emergency and CMAM
programme, Nutrition Section, UNICEF NCO

UNICEF

Mr. Prakash Joshi

Nutrition officer, UNICEF Nepalgunj

UNICEF

Mr. Phulgendra Prasad
Singh

Nutrition Officer, UNICEF Bharatpur

UNICEF

Ms. Meena Thapa

Health and Nutrition officer, UNICEF
Bharatpur

UNICEF

Mr. Yadav Kumar KC,

Information Management Officer of Nutrition
Section/NCO

UNICEF

Designation

Organization

Director General of Social Protection and Social
Security / National Coordinator for Afghanistan
(SAIEVAC / SAARC )

Ministry of Labor, Social Affairs, Martyrs
and Disabled (MoLSAMD)

IMAM Officer, Ministry of Public Health

Ministry of Public Health, Afghanistan

Honourable Minister Mr.
Gagan Thapa

Minister

Ministry of Health

Dr. Md. Mohsin Ali

Nutrition Specialist, Nutrition Section

UNICEF

Chief, Nutrition

UNICEF

Pragya Mathema

Nutrition Specialist, Nutrition Section

UNICEF

Member of National Planning Commission and
Chairperson of national Nutrition and Food
Security Coordination Committee

National Planning Commission

Ms. Anuradha Narayan

Prof. Dr. Geeta Bhakta
Joshi,

Dr. ABM Muzharul Islam

Director , Institute of Public Health Nutrition
and Line Director, National Nutrition Services

Institution of Public Health Nutrition

Dr. Rajendra Pant

Director General

Department of Health Services, MoH

Dr. Bikash Lamichhane

Director

Afganistan
Ab Raziq Salar

Dr. Shafiqullah Safi

Bangladesh

Ministry of Health (currently, in Seti Zonal
Hospital, Dhangadhi)

Prof. Manzoor Hossain

Professor & Director

DHAKA SHISHU (CHILDREN) HOSPITAL

Dr. Tahmeed Ahmed

Senior Director, Nutrition & Clinical Services
Division and Professor, Public Health Nutrition

icddr,b and James P. Grant School of Public
Health, BRAC University, Dhaka

Mr. Rajkumar Pokharel

Chief, Nutrition Section,

Child Health Division of Ministry of Health

Dr. Khaleda Islam

Director, Primary Health Care

Directorate General of Health Services

Mr. Khomraj Koirala

Joint Secretary

Imran Mahmud

Assitant Registrar

Dhaka Medical College Hospital

Social Development Division, National
Planning Commission Secretariat

Abdul Matin

Professor of Paediatrics

Shahid Shuhwardy Medical College

Director,

Md. Farooque-z- zaman

Registrar

Dhaka Medical College

Mr. Krishna Murari
neupane,

Health, Nutrition and Population section,
Social Development Division, National
Planning Commission

Rajesh Majumdar

Resident Physician

Dhaka Medical College Hospital

Ms. Geeta Ghimire

Nutrition Focal Person,

District Public Health Office, Bardiya (the
first CMAM district of Nepal)

Dr. Vandana Joshi

Health & Nutrition Specialist

UNICEF

Mr. Bishnu Paudel

Nutrition Focal Person

Dr. Ugen Dophu

Secretary

Ministry of Health, Thimphu Bhutan

District Public Health Office, Kapilvastu
(the first CMAM district of Nepal)

Ms Khandu Wangmo

Sr. Nurse

JDWNRH, MoH

H.E. Rensje Teerink

Ambassador

European Union Delegation to Nepal

Mr Laigden Dzed

Sr. Program Officer

Nutrition Program, Ministry of Health

Ms. Pooja Pandey Rana

Deputy Chief of the Party

SUAHAARA Programme

Ms Passang Lhamo

Lecturer

KGUMSB, Faculty of Nursing and Public
Health

Mr. Sujay Bhattacharya

CMAM expert

ACF International (implementing nutrition
in earthquake emergencies in three
districts)

Mr. Nanda Adhikari

Team Leader

Arjan De Wagt

Chief of Nutrition

UNICEF

Dr. Charulatha Banerjee

Regional Knowledge Management Specialist –
Asia

Emergency Nutrition Network (ENN)

Social Development and Promotion center
(SDPC), Nepal (implementing nutrition in
earthquake emergencies in Kathmandu
valley in three districts)

Mr. Deepak Thapa

Team leader

Nepali Technical Assistant Group
(NTAG), Nepal (implementing nutrition in
earthquake emergencies in five districts)

Preeti Subba

Program Officer

Nepali Technical Assistance Group (NTAG)

Mr. Naoki Maegawa

Head of Programme

WFP Nepal

Mr. Nitesh Shrestha,

Senior Information Management Officer from
National Technical Assistance Group (NTAG),
Kathmandu

Bhutan

India

Maldives
Aishath Shahula

Programme Specialist

UNICEF

Mr. Ahmed Nayaz

Director, MoH Maldives

Dhamana Veshi (Urban Primary Healthcare
Centre) / Ministry of Health

Mr. Mohamed Meezan

Director, MoH Maldives

Ministry of Health

Ms. Fathimath Thohira

Public Health Program Manager – HPA, MoH
Maldives

Health Protection Agency, Ministry of
Health

Ms. Aishath Niyaf

Lecturer

Faculty of Health Sciences, The Maldives
National University

Nepal
Mr. Stanley Chitekwe
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Child Health Division of Ministry of Health

Dr. Kamal Sharma

Chief, Nutrition Section, UNICEF NCO

UNICEF
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Pakistan
Ms. Melanie Galvin

Chief of Nutrition

UNICEF

Dr. Wisal M Khan

Nutrition Specialist

UNICEF
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Dr. Mohammad Atif

Nutrition Officer

UNICEF

Dr. Ijaz Habib

Nutritionist

World Food Programme, Pakistan

Dr. Ali Nasir Bugti

Director

Head of Nutrition Cell Balochistan

Dr. Zahood Ahmed Baloch

Programme Manager

NSP Sindh

Mr. Zafar Iqbal

Director MoFA Pakistan

Ministry of Foreign Affairs, Islamabad

Dr. Gamini Jayakody

Health & Nutrition Officer

UNICEF

Mr. Nalaka Kaluwewe

Senior Assistant Secretary to the President,
Representing SUN focal person

Presidential Secretariat

Dr. Shanthini Ganesan

Consultant Paediatricians, Lady Ridgway
Hospital, Representing Sri Lanka College of
Paediatricians

Sri Lanka College of Paeditrician

Dr. Hiranya Jayawickrama

Consultant Community Physician, Programme
Manager, Child Nutrition Unit

Family Health Bureau, Ministry of Health

Dr. Renuka Jayatissa

Consultant Medical Nutritionist, Medical
Research Institute, Ministry of Health

Medical Research Institute, Ministry of
Health

Annex 6. Country Fact Sheets

Sri Lanka

UNICEF Regional Office for South Asia
Ms. Harriet Torlesse

Regional Nutrition Adviser

UNICEF

Mr. Zivai Murira

Regional Nutrition Specialist

UNICEF

Ms. Puja Jha

Programme Assistant

UNICEF

Jean Gough

Regional Director, UNICEF ROSA

UNICEF

Philippe Cori

Deputy Regional Director

UNICEF

Fungma Fudong

Communication Specialist

UNICEF

Mr. Rabin Karmacharya

Communication Specialist

UNICEF

Ms. Sufang Guo

UNICEF ROSA

UNICEF

Ms. Alyssa Sharkey

UNICEF ROSA

UNICEF

UNICEF HQ, New York
Dr. Víctor M. Aguayo

Associate Director, Chief Nutrition

UNICEF

Ms. Diane E. Holland

Senior Nutrition Advisor, NIE/SAM

UNICEF

Mr. Saul Guerrero

Director of International Nutrition Initiatives

No Wasted Lives Coalition - ACF

Ms.Christiane Rudert

Regional Nutrition Adviser

UNICEF EAPRO

Ms. Kari L. Hurt

Senior Operations Officer

The World Bank Nepal Country Office

Dr. Manav Bhattarai

Senior Health Specialist

The World Bank Nepal Country Office

Other Partners

Dr Meera Upadhyaya

The World Bank Nepal Country Office

Ms. Roselyn Mullo

Regional Nutrition Co-Ordinator

ECHO

Dr. Purnima Menon

Senior Research Fellow

IFPRI-New Delhi

Christopher Landry

Chief of Party

Helen Keller International (HKI),

Ms. Dale Davis

Country Director

Helen Keller International, Nepal

Bijoy Sarker

Roving Nutrition and Health Expert - Asia

ACTION CONTRE LA FAIM | ACF-France

MS Aurélie du Châtelet

Health and nutrition advocacy advisor

Emilie Robert
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Action Against Hunger
Action Against Hunger

Dr. Hedwig DECONINCK

Public Health Researcher

University of Louvain (UCL), Belgium

Naomi Savile

Researcher

WFP Nepal

Manzoor Riaz

Desk Officer

SAARC Secretariat

Najwa Fathimath

Social Affairs Director

SAARC Secretariat
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coverage

REMARKS To improve nutritional care service
utilisation, a total of US$ 36,281,400
(NPR 3,768,914,000) was made available.

No data
Vitamin A
Deficiencies

IMR
32/1,000
Live Births
U5 Mortality
39/1000
Live Births

230,000
208,000 207,000 202,000

1.8% (2016)

SAM prevalence

Current national stunting target

Domestic funding for SAM
treatment supplies

Domestic funding for SAM
treatment programmes
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Anaemia
Women,
15-49
In d i c a t or s

51.1%
NNS (2011)

Low birth
weight

27%
in (PDHS
2012-13)

Exclusive
Breastfeeding

38% (2010-15)

Overall U5
Stunting

43.7%
(NNS 2011)

Severe U5
Stunting

21.9%
(NNS 2011)

Overall U5
Wasting

15.1%
(NNS 2011)

ESTIMATED U5 POPULATION: 33,000,000

National multi-sectoral nutrition plans

No

SAM in pre-service training curricula

Vitamin A
Deficiencies

54%
(NNS 2011)

Viamint A
Supplementation full
coverage

IMR
74/1,000
Live Births
U5 Mortality
89/1,000
Live Births

National guidelines are based on 2013 WHO guidelines

CMAM guidelines are available

SAM management is integral part of government nutrition PC1s program document but it is not part of national
health policy

CMAM program is in place

Both in and outpatient care is started in the country to response to humanitarian situation. These are being
taken up by the Government over the past 2-3 years.

National & provincial multi-sectoral nutrition strategies are available

Anaemia U5

61.9%
(NNS 2011)

96% (2014)

4,936,560

29,862,536

Yes

5.8% (NNS 2011 )

SAM prevalence

Domestic funding
for SAM treatment
supplies

Domestic funding
for SAM treatment
programmes

Yes (Funding for SAM treatment
supplies are secured through multi
donor trust funds and /or through
UNICEF)

Yes ( PC1 has domestic
contribution from government
of Pakistan in multi donor trust for
SAM treatment program)

SAM Financing

Current national stunting target

Current national wasting target

Current national SAM treatment
coverage target

15.1% (NNS 2011)

GAM prevalence
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This fact sheet was developed jointly by the UNICEF Regional Ofﬁce for South Asia (ROSA), UNICEF Country Ofﬁces in South Asia and the No Wasted Lives coalition (Action Against Hunger, the Children’s Investment Fund Foundation,
European Commission, UK Government and UNICEF).
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SAM management national guidelines in place

Partially

SAM management integrated in national health policies

Latest SAM management guidelines
incorporates WHO 2013 recommendations

Yes
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2005

2008

SAM management part of national multi-sectoral plans

Year started

Year started

Yes

Community based case management

Outpatient care

Inpatient care

REMARKS

Severe U5
Wasting

5.8%
(NNS 2011)

ESTIMATED TOTAL POPULATION: 196,000,000
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SAM burden

Yes

“Reduce stunting to
below 29% by 2017”

Current national wasting target

SAM Financing

“Percent prevalence of
wasting among children
under 5 years of age
reduced below 5% by
2017”

2012

AFGHANISTAN

203,000

“Increase of the
Current national SAM treatment
coverage by 35 districts
coverage target
by 2017”

9.7% (2016)

GAM prevalence
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No

SAM management part of national multi-sectoral plans

Yes

Year started
Community based case management

Outpatient care

2009

Inpatient care
Year started

Yes
Yes

National multi-sectoral nutrition plans

REMARKS

Severe U5
Wasting

1.8% (2016)

52.7% (2016)

86.3% (2016)
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2015

50
51

Anaemia
Women,
15-49
In d ic a t o r s

25.7% (2011)

Low birth
weight

17%
(2009 - 2013)

Exclusive
Breastfeeding

76%
(2010 - 2015)

Overall U5
Stunting

14.7% (2012)

No data
Severe U5
Stunting
Overall U5
Wasting

21.4% (2012)

Yes

Yes
Yes

Latest SAM management guidelines
incorporates WHO 2013 recommendations
SAM in pre-service training curricula

3% (2012)
Anaemia U5

No data
Vitamin A
Deficiencies
Viamint A
Supplementation full
coverage

IMR
8.8/1,000
Live Births
U5 Mortality
9.9/1,000
Live Births

Included as a component in child nutrition lectures

Present in National Nutrition Policy 2010-2018 but not in National Health Policy 2016-2025

Implemented until 2012 and thereafter delivery strategy for SAM services shifted to health facilities where there is
a paediatrician

Current plans cover the period 2012 - 2016. Updated plans covering 2017 - 2021 under development.

Severe U5
Wasting

15.1% (2012)

72% (2014)

92,093

101,245

34,403

3% (2012)

SAM prevalence

33,492

Bring down 14.5%
among U5 children by
2017
Current national stunting target

Domestic funding for SAM
treatment supplies

Domestic funding for SAM
treatment programmes

SAM Financing

Yes

Yes

REMARKS Other targets:
• Improving nutritional target status: Increase Thriposha
production capacity to 25.000 Metric Tons annually by
2017 (13.000 in 2013)
• Prevalence of iron deﬁciency anemia among under
5 brought down to 18% by 2017
• Prevalence of vitamin A deﬁciency among under 5
children brought down to 18% by 2017.

Bring down 11.5%
among U5 children by
2017
Current national wasting target

Current national SAM treatment
50%
coverage target

21.4% (2012)
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