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ere acute malnutrition (SAM) is defined as
weight—for-height Z-score (WHZ) <-3SD and /

r bilateral pitting edema. In children aged 6-59

onths, mid upper arm circumference (MUAC)

of lessthan 11.5 cmisalso used as an additional criterion
[1]. Untreated SAM carries a higher risk of morbidity,
mortality and lower intellectual development. World
Health Organization (WHQO) recommends an integrated
approach to treat children with SAM by (i) categorizing
them as uncomplicated or complicated (presenting with
medical complications or poor appetite); and (ii) treating
them in community or heath facility, respectively.
Community-based management has a lesser exposure to
hospital-acquired infections. In addition, mother/
caregiver hasmoretimeto take care of other children and
household works; family will havelesser financial burden

[2].

Several countries are using ready-to-use therapeutic
food (RUTF) for management of children with SAM in
the community. Advantages of RUTF include its content
(calorie dense, micronutrient rich), feasibility (smpleto
administer, storeand distribute), and low risk of bacterial
contamination [3,4]. Implementation of community-
based management of SAM in Indiais slow, largely due
to lack of consensus regarding appropriateness of
commercial RUTF in our setting. Concerns have been
raised about possibility of commercial exploitation, risk
of developing metabolic diseases, and adverse effect on
traditional dietary practices[5].

In this issue of Indian Pediatrics, Jadhav, et al. [6]
report their experience of managing SAM using
indigenously prepared RUTF in four different treatment
models. One of these models was executed in hospital
setting in which the efficacy of RUTF was compared with
standard nutrition therapy in a randomized controlled
manner. In the other three models, only RUTF was used
in different settings viz. facility based, doorstep child-
care center based, and community based. Higher weight
gainwasreported at 2 weeksin group treated with RUTF;
larger proportions achieved target weight and recovered
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at 8 weeks, and there were lesser episodes of morbidity in
the study group. Authors concluded that RUTF appearsto
be superior to standard nutrition therapy in promoting
weight gain in children with SAM. Higher weight gain
and recovery with locally produced RUTF have also been
reported by another randomized controlled trial from
Delhi, India[7].

However, results of this study need to be interpreted
with caution. The outcome criteria used by the authors —
15% weight gain from the time of enrolment — has been
now replaced with WHZ >-2 Z-score, no edema for at
least 2 weeks, or MUAC 2125 mm. Further, it is
recommended that the same anthropometric indicator
that is used to diagnose SAM should be used to assess
nutritional recovery. Both groups were given diet
providing 175 kcal/kg/day but noinformationisavailable
about their actual consumption. Nutritional status data at
6 months showed higher proportion of SAM in the
control group but thereisno information about relapsein
children who recovered at 8 weeks. There are also large
number of children whose status is not known after 6
months.

Bhandari, et al. [7] have reported that approximately
one-third of treated children slide back into moderate or
severe acute malnutrition as early as 16 weeks after the
end of treatment while another study from Meerut has
reported low casefatality (1.2%-2.7%) with
spontaneous long-term recovery in around 25-30% [8].
Theseareimportant issuesthat need more clarity by well-
designed studies.

To combat malnutrition, a holistic approach that
incorporates preventive measures such as optimal infant
and young child feeding (I'YCF) practices, improved
maternal nutrition care, improved food security
throughout the year, provision of clean water, improved
sanitation, and appropriate facility- and community-
based care of children with SAM isneeded. Management
of SAM has several components like early identification
inthe community, treatment of infectionswith antibiotics
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and anti-helminthics, nutritional  rehabilitation,
counseling of caregiver for improved feeding practices,
and sensory stimulation. Emerging evidence suggeststhat
though community management of SAM with indigenous
RUTF provides best results but same time a large
proportion of children improve when they are managed
with local diets also. Few Indian states such as Uttar
Pradesh and Madhya Pradesh have aready started
piloting management of uncomplicated SAM children
using locally available food items through existing
government service delivery mechanisms. Decision of
diet should not delay implementation of community
based management of SAM children.

Funding: None; Conflict of interest: None stated.

Declaration: Prof. Piyush Gupta and Prof. Praveen Kumar are
Chairperson and Secretary, respectively, of Nutrition Chapter,
Indian Academy of Pediatrics. However, the views expressedin
this editorial are their own, and may not represent the official
stand of the Indian Academy of Pediatrics.

REFERENCES

1. World Health Organization. Updates on the Management
of Severe Acute Malnutrition in Infants and Children.
Geneva: World Health Organization; 2013.

. Ashworth A. Efficacy and effectiveness of community-

based treatment of severe malnutrition. Food Nutr Bull.
2006;27:S24-48.

. Amthor R, Cole S, Manary M. The use of home-based

therapy with ready-to-use therapeutic food to treat
malnutrition in arural areaduring afood crisis. JAm Diet
Assoc. 2009;109:464-7.

. Sandige H, NdekhaMJ, Briend A, Ashorn P, Manary MJ.

Home-based treatment of mal nourished Malawian children
with locally produced or imported ready-to-use food. J
Pediatr Gastroenterol Nutr. 2004;39:141-6.

. Kapil U. Ready to use therapeutic food (RUTF) in the

management of severe acute malnutrition in India. Indian
Pediatr. 2009; 46:381-2.

. Jadhav AR, Karnik P, Fernandes L, Fernandes S, Shah N,

Manglani M. Indigenously prepared ready-to-use
therapeutic food (RUTF) in children with severe acute
mal nutrition. Indian Pediatr. 2019;56:287-93.

. Bhandari N, Mohan SB, Bose A, lyengar SD, Tangja S,

Mazumdar S, et al. Efficacy of three feeding regimens for
home-based management of children with uncomplicated
severe acute malnutrition: arandomizedtrial inIndia BMJ
Glob Health. 2016;1: e000144.

. Sachdev HPS, Sinha S, Sareen N, Pandey RM, Kapil U.

Survival and recovery in severely wasted under-five
children without community management of acute
mal nutrition programme. Indian Pediatr. 2017;54:817-24.

INDIAN PEDIATRICS 278

VoLUME 56—APRIL 15, 2019



