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Context and Considerations

RUTFs have revolutionized the treatment of
uncomplicated forms of severe acute malnutri-
tion among children

Ready-to-use therapeutic food (RUTF) are energy-
dense, micronutrient enhanced pastes used in therapeutic
feeding. These soft foods are a homogenous mix of lipid
rich foods, with a nutritional profile similar to the World
Health Organization-recommended therapeutic milk for-
mula used for inpatient therapeutic feeding programmes.
Typical primary ingredients for RUTF include peanuts, oil,
sugar, milk powder and vitamin and mineral supplements.

For several reasons, RUTF is essential for the commu-
nity-based management of children who are suffering from
uncomplicated severe acute malnutrition and who retain
an appetite. First, it provides all the nutrients required for
recovery. Second, it has a good shelf life, and does not spoil
easily even after opening. Third, since RUTF is not water
based, the risk of bacterial growth is very limited, and con-
sequently it is safe to use without refrigeration at household
level. Fourth, it is liked by children, safe and easy to use
without close medical supervision. Finally, it can be used in
combination with breastfeeding and other best practices for
infant and young child feeding.

The advent of RUTF has revolutionized the treat-
ment of children suffering from severe acute malnutri-
tion. This condition is a major killer of children under
five: the latest available (2007) estimates from the World
Health Organization (WHO) suggest that it accounts
for around 1 million child deaths annually. The need
is substantial: In 2007 WHO indicated that there are
around 20 million children under five suffering from
severe acute malnutrition. In 2008, an article published
in The Lancet Series on Maternal and Child Undernutrition
estimated that children suffering from severe acute mal-
nutrition have a risk of death more than 9 times greater
than their well-nourished peers.

Children suffering from severe acute malnutrition
have very low weight-for-height (below -3 z scores of the
WHO median growth standard), visible wasting, nutri-
tional oedema or mid-upper arm circumference of less
than 115 millimetres (in children 6-59 months). The
condition generally occurs in children of families with
limited access to nutritious foods, not utilizing best prac-

tices for infant and young child feeding, with frequent
exposure to infectious disease, and in emergency set-
tings. It can, however, also occur in communities that
are food secure.

For many decades, all forms of severe acute malnutri-
tion were treated in facilities. Once a child had been iden-
tified as affected by the condition, they would be seen by
a skilled health worker trained in a health facility to assess
whether they require referral to inpatient care. However,
the standard treatment of specialized therapeutic milk
given according to a strict regimen was often unable to
prevent many of the deaths of severely malnourished chil-
dren - primarily because children were brought too late
to the feeding centres.

In many settings, particularly among the poorest and
most marginalized communities, the majority of children
with this condition are not brought to a health facility
at all. Many factors impede care-seeking in health facili-
ties, including the distance from and time expended in
going to the centre; cost of treatment, transport and sub-
sistence; and the duration of the treatment (up to five
weeks), which prevent parents and caregivers from look-
ing after other children or going to work. In such cases,
the only possible way to provide severe acutely malnour-
ished children with appropriate care is to employ an ap-
proach with a strong community component.

Use of RUTF is undertaken through commu-
nity-based management of acute malnutrition

RUTF was first introduced in situations of humanitar-
ian emergencies during the early 2000s when access was
a considerable barrier to expanding coverage of inpatient
treatment. [ts application within community management
of acute malnutrition (CMAM) - an inter-agency strategy
supported by WHO, the World Food Programme, the
UN Standing Committee on Nutrition and UNICEF -
has resulted in a sharp rise in programme coverage and
children treated successfully. In Ethiopia alone, there has
been a twelvefold increase in the number of children
treated in the past nine years. Currently, 61 countries
have some form of treatment for severe acute malnutri-
tion with a community component available, compared

to just 9 in 2005.
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The standard dose of RUTF is adjusted according to
the weight of the child under treatment. It can be con-
sumed in the home at any time under minimal supervi-
sion until the child has gained adequate weight. Because
RUTF do not contain water, children should also be of-
fered safe drinking water to consume at will. They also
require a short course of basic oral medication to treat
any infections and for deworming, vitamin A supplemen-
tation and folic acid. Health workers should also provide
follow up care in the form of the next supply of RUTF
on a weekly or biweekly basis, and should monitor the
child’s condition. An average full course of treatment for
a child amounts to around 10-15 kilogrammes of RUTF
over a 6-8 week period, which is approximately one carton
of RUTF (150 sachets).

In community-based management of acute malnutri-
tion (CMAM), RUTF should always be dispensed as a
part of a treatment protocol that provides a full medical
consultation, in conjunction with infant feeding counsel-
ling and provision of routine medical treatment, includ-
ing essential drugs, and referral to inpatient care when
necessary. In UNICEF-supported CMAM programmes,
clean water is provided at every site and children drink
water while treated. Additionally, appetite tests are con-
ducted and a full intake questionnaire undertaken that
includes medical history, dietary history and household
food security assessment.

Detection early in the progression of severe acute malnu-
trition, before it develops complications (often life-threat-
ening), is critical to the success of treatment regimens
including those involving RUTF. The finding of active
cases involves community health workers or volunteers
identifying affected children using simple plastic strips
that are designed to measure mid-upper arm circumfer-
ence, or those suffering from nutritional oedema. With
strong active case finding, and mobilizing communities
to access decentralized services themselves, 80 per cent
of children with severe acute malnutrition can be success-
fully treated at home. Appropriate care management can
lower case-fatality rates to as low as 5 per cent both in the
community and in health care facilities.

UNICEEF is the world’s largest purchaser and distribu-
tor of RUTF. Other notable procurers include Médecins

sans Frontiéres and the Clinton Foundation. Around
1.96 million children suffering from severe acute malnu-
trition were treated with RUTF in 2011, accounting for
around 10 per cent of the estimated 20 million suffering
from severe acute malnutrition globally.

RUTF is a medical treatment for severe acute
malnutrition, not a panacea for all forms of
childhood malnutrition

RUTF is not a panacea for all forms of severe acute mal-
nutrition in children. Those suffering from medical com-
plications, including loss of appetite, severe oedema, an-
orexia, high fever or severe dehydration require inpatient
treatment with specialized therapeutic milks and round-
the-clock medical care. All infants less than 6 months
old suffering from the condition should be referred to
a stabilization centre, which is often hospital based, and
should receive breastfeeding support. Under medical su-
pervision, diluted therapeutic milk or special ready-to-use
infant formula (RUIF) may be considered appropriate in
extreme cases, such as for maternal orphan infants un-
der six months suffering from severe acute malnutrition,
infants whose mothers cannot breastfeed, or with HIV-
positive mothers who decide not to breastfeed.

Although RUTF is generally an appropriate treatment
for uncomplicated forms of severe acute malnutrition
in HIV-positive children, their recovery rates are lower
and case fatality rates higher than those who are HIV
negative. Given the overlap in the presentation of severe
acute malnutrition and HIV infection in children, par-
ticularly in poor areas, it is essential to maintain strong
links between the case management of the former and
the latter.

While broadly accepted as an efficacious treatment in-
tervention for severe acute malnutrition, use of RUTF
is not without criticism. One concern centres on its cost
- a full course of treatment costs around $100 per child
and, therefore, currently can only be supported by exter-
nal development financing for many poor developing na-
tions. Another is the potential for commercial exploita-
tion beyond the treatment of severe acute malnutrition,
and the associated risk of undermining best practices for
infant and child feeding, notably breastfeeding. Finally,
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there is concern about the reliance of developing na-
tions on imported processed foods; local manufacturing
capacity is growing and met 27% of needs in 2012, but
the majority of RUTF is currently manufactured in and
imported from advanced economies. Where local pos-
sibilities exist to create sustained improved nutrition for
children, UNICEEF is fully supportive of these efforts. The
organization supports the local production of RUTFs, and
has diversified its own supplier base to include manufac-
turers in Burkina Faso, Dominican Republic, Ethiopia,
France, Haiti, India, Kenya, Madagascar, Malawi, Niger,
Sierra Leone, South Africa, Sudan, Tanzania and USA.
Some of these countries are meeting all or part of their
own national needs. A number of organizations are also
working with local suppliers based in other countries.

UNICEEF considers that, given its proven results in
saving children’s lives, the benefits of using RUTFs for
the treatment of severe acute malnutrition substantially
outweigh the concerns. Our overriding priority is to save
children’s lives with proven, efficacious and cost effective
solutions - particularly in both acute emergencies, such
as the on-going food crisis in the Sahel, where around
1 million children are at risk of severe acute malnutrition;
and in chronic settings of severe acute malnutrition, such
as in the Demographic Republic of the Congo, where
around 700,000 children are affected.

In sum, the organization views RUTF as a medical treat-
ment that should be employed as part of the community-
based management of acute malnutrition in children, in
accordance with international guidelines and in conjunc-
tion with appropriate medical treatment, essential primary
health care and best infant and young child feeding prac-
tices. Treatment of severe acute malnutrition in children
falls under the organization’s commitment to, and strate-
gies for, the prevention and treatment of undernutrition.

In general, UNICEF does not use ready-to-use foods
or supplements for the prevention of child malnutrition,
nor does it engage in the distribution of food or food
security programmes apart from a few exceptional circum-
stances. Prevention of all forms of malnutrition is ideally
best undertaken through well-established interventions:
exclusive breastfeeding for infants under 6 months, fol-
lowed by breastfeeding with complementary foods for
children aged 6-24 months; expanding access to high

quality foods, quality health care, improved water sources
and sanitation facilities; micronutrient supplementation
for vulnerable children; and better knowledge of nutri-
tion, health and hygiene practices in communities. [l
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