Nutrition Guidelines for Care and Support for People Living with HIV/AIDS

Good maternal nutrition before and during pregnancy and lactation is vital
for the survival and well being of the developing infant. The nutritional status
of an HIV infected woman before, during and after pregnancy, may influence
her own health and the risk of transmitting HIV to her infant. The HIV positive
pregnant and lactating woman is at higher risk of malnutrition and mortality.

During pregnancy and lactation, the needs for energy, protein and various
micronutrients are increased to meet the demands for enough gestational
weight gain, growth and development of the foetus, and milk production. HIV
causes excess nutrient loss and malabsorption, further increasing the nutritional
needs of HIV infected pregnant or lactating women. In addition, HIV infection
puts an extra demand on the body. In order to maintain good health, the HIV
infected pregnant or lactating woman needs additional food to meet the extra
energy demands.

Table 2. Recommended energy and protein requirements for healthy
women during pregnancy and lactation:
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Energy requirements Protein
3 | requirements
Healthy | + 500 kcal /day + 16g/day for the
Lactating | . - first 6 months of
(first 6 months of lactation, then .
Woman decrease gradually) lactation
For women who are underweight ;;cz:gr/%ag for the
or whose weight gain during months. and
pregnancy is low during the first 11g/day’
6 months of lactation: thereafter
+ 650 Kcal/day + 21g/day

4.1 Nutritional Needs for HIV positive Pregnant or Lactating
Women:

Energy:

The current recommended increase in energy intake for HIV infected pregnant
and lactating women is the same as for the non-pregnant, non-lactating HIV
infected women. That is 10% more energy during the asymptomatic PLWHA,
and 20-30% more energy during the symptomatic PLWHA. The additional
10% is added to the basic energy needs for a non-pregnant, non-lactating
woman of the same age and physical activity level.

For example: A 25 year-old moderately active 55kg woman requires 2,700
kcal/day.

Table 3. The approximate amount energy that an asymptomatic HIV
infected pregnant woman of the same age, weight and activity level will
require:

10% more energy due to HIV m
Extra energy due to pregnancy

(2nd, 3rd tlglmesters)

Total daily energy intake 2,700 kcal
recommended
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A symptomatic woman require 20 to 30% extra energy due to HIV (440 kcal-
660 kcal) the total daily intake recommended is therefore 2940 to 3160 Kcal
per day.

Protein:

There is no current recommendation for HIV infected pregnant or lactating
women to increase protein intake as a result of HIV infection. The recommended
protein needs for a HIV negative healthy pregnant or lactating woman should
be followed (see table on previous page).

Micronutrients:

Pregnant women are vulnerable to iron deficiency. Anaemia during pregnancy
is a risk factor for infant and maternal morbidity and mortality. Because
anaemia is so prevalent in Zambia, iron and folic acid supplementation are
recommended for all women during pregnancy and lactation irrespective of
their HIV status. In HIV infection, anaemia is common but not always associated
with low intake of iron. Excessive amounts of iron may contribute to HIV
disease progression. However, all pregnant women including HIV positive
pregnant women should receive iron supplementation to prevent anaemia
as per the national protocols for anaemia prevention and control.

It is beneficial to provide a daily multivitamin supplement to HIV infected
women as part of their care.

Any other nutrients, apart from iron, should be provided based on
individual assessment.

4.2 Nutritional Actions for Care and Support for HIV positive Pregnant
or Lactating Women:

Nutritional care for HIV positive women should be started as early as possible
before and during pregnancy to minimize the impact of HIV on the woman’s
nutritional status. Improved nutrition for HIV infected women during pregnancy,
prevention and treatment of parasitic infections such as malaria and worm
infestation is also important to enhance adequate gestational weight gain.
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HIV positive pregnant or lactating women should be:

1.

10.

monitored from time to time for their weight gain during
pregnancy. If the weight gain is below the recommended range
(9- 12 kg at end of pregnancy), nutrition assessment should be
carried out as this may indicate a possible problem, e.g. an
opportunistic infection, inappropriate energy intake and/or food
insecurity. Nutritionassessments should be individualized and
interventions based on the assessment;

encouraged to eat a balanced diet and consume foods rich
in energy, and get additional rest, particularly in the third trimester
of preghancy;

counselled on cultural foods, traditional therapies and practices that
are beneficial during pregnancy and lactation;

advised on the dietary management and appropriate interventions of
diarrhoea, nausea, vomiting, malabsorption, loss of appetite, and
oral thrush as these conditions may prevent weight gain, as well as
have a profound impact on nutritional status;

counselled on foods to avoid foods with little nutritional value;

counselled on cultural foods, traditional therapies and practices that
are harmful during pregnancy and lactation;

advised and supported to practice food safety and hygiene in
order to avoid food borne illnesses;

provided with iron, folic acid for pregnant women and vitamin A
for lactating women according to national guidelines. The use of
iodated salt to prevent iodine deficiency disorders should be
discussed as well and;

advised to promptly get treatment for malaria, including presumptive
treatment and prevention by using insecticide treated mosquito nets,
where available and;

advised on hookworm infestations and de-worming. Mothers who
are breastfeeding have extra energy and nutrient needs (see table3).
Families and communities should be sensitised on the importance
of good feeding practices for lactating women.
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Chapter 5

NUTRITIONAL CARE FOR INFANTS BORN TO HIV POSITIVE MOTHERS

5.1 Feeding Infants Born to HIV-positive Mothers:

If there is no intervention to prevent mother-to-child transmission of HIV,
24%-45% of HIV infected women will pass on the virus to their child. About
10-20% of these will be through breastfeeding. It is, therefore, important to
ensure that the mother knows her HIV status. If she is HIV positive she
should be provided with the correct information for her to make an informed
choice on the most appropriate feeding option for her child in order to reduce
the risk of mother-to-child transmission of HIV.

For the HIV positive mother, the two recommended feeding alternatives are
exclusive breast feeding or exclusive replacement feeding. Exclusive
breastfeeding is when the baby is fed breast milk ONLY without giving water
or any other liquids, foods and medicines unless medically indicated for a
period of 6 months. Exclusive replacement feeding means that the baby is
given alternative feeds only such as formula and no breast milk. The stopping
of breastfeeding can be immediately after birth or at 6 months of the baby’s
age.

The World Health Organization recommends that:

“When replacement feeding is acceptable, feasible, affordable, sustainable
and safe, avoidance of all breastfeeding by HIV-infected mothers is
recommended. Otherwise, exclusive breastfeeding is recommended during
the first six months of life. To minimize HIV transmission risk, breastfeeding
should be discontinued as soon as feasible, taking into account local
circumstances, the individual woman'’s situation and their risks of replacement
feeding (including infections other than HIV and malnutrition)”

Mixed feeding, or giving breast-milk and other feeds, is not recommended
as it increases the risk of HIV transmission through breastfeeding. Exclusively
breastfed babies have a lower risk of becoming infected compared to those
who are given other liquids, foods or milks in addition to breast-milk during

the first months of life.
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Given that majority of pregnant women do not know their HIV status, and
that using infant formula may lead to diarrhoea and malnutrition if incorrectly
used, policies that support exclusive breastfeeding in the country, for example,
the Baby Friendly Hospital Initiative and International Code of Marketing of
Breast-milk Substitutes should be implemented or enforced.

All HIV positive pregnant women should be counselled on the feeding options
available with the risks and benefits clearly explained so that the women can
make informed choices. Whatever choice they make, appropriate support
must be provided to assist in their maintaining that choice.

For pregnant and lactating women who do not know their status, VCT should
be discussed and encouraged, stressing the importance and benefits of
knowing their status.

5.1.1 Feeding Options for Children of HIV positive Mothers:
I. For Mothers who Choose to Exclusively Breastfeed:

If the mother chooses to exclusively breast feed, she should be supported
and helped to apply exclusive breastfeeding (EBF):

L The mother should be counselled on the importance of continuing
EBF without fluids or foods for about 6 months and how to solve
common difficulties including “insufficient milk”, sore/cracked nipples,
engorgement, manual expression and storage.

[ ) Mothers with cracked nipples and infants with mouth lesions or thrush
should be treated immediately or referred for treatment.

o The mother should be supported to make breastfeeding safer. This
can be done through ensuring proper positioning and attachment
of the baby to the breast. Good breastfeeding techniques help to
reduce the risk of transmission of HIV to the baby as they reduce the
risk of cracked nipples and mastitis that are associated with
transmission of the virus to the baby during breastfeeding.
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Mothers should be encouraged to have regular weighing and to seek medical
attention immediately for any breastfeeding problems or ilinesses. They should
be told where they could get help with breastfeeding and its problems in their
communities.

All mothers should be shown how to express and discard milk
from cracked nipples and from breast(s) affected by sores, nipple
trauma, engorgement and mastitis. Service providers should stress
the necessity of seeking medical attention immediately.

During each contact, the service provider should ascertain
whether a mother intends to continue breastfeeding exclusively. A
mother’s wish to start giving other feeds besides breast milk should
be explored. For mothers who want to start feeding something else
besides breast milk, they should be counselled on the importance of
exclusively breastfeeding or exclusive replacement feeding for the
first 6 months and avoid mixing the two.

Il. For Mothers who Choose Exclusive Replacement Feeding:
The criteria for starting exclusive replacement feeding by HIV positive
mothers/caregiver include:
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Acceptability: The mother does not see any barrier to choosing replacement
feeding for cultural or social reasons, or for fear of stigma or discrimination.

Feasibility: The mother or caregiver has adequate time, knowledge, skills,
resources and support to correctly prepare breast-milk substitutes and
feed the infant 8-12 times in 24 hours.

Affordability: The mother or caregiver, with available community and /or
health system support, can pay for the costs associated with the procurement,
preparation, storage, and use of replacement feeds without compromising
the health and nutrition for the family. Costs include those for acquiring
ingredients/commaodities, fuel, clean water, and medical expenses that
may result from unsafe preparation and feeding practices.

Sustainability: Availability of a continuous, uninterrupted supply and a
dependable system of distribution of all ingredients and products needed
to safely practice replacement feeding for at least one year.

Safety: Replacement foods are correctly and hygienically stored, prepared
and fed with clean hands, clean cups and other utensils but not bottles or
teats.

Adapted from WHO guidelines on Infant Feeding in the context of HIV/AIDS (2003)

For children 0-6 months the following replacement feeding options are
recommended:

Commercial infant formula — that requires water, fuel, utensils and skills
and time to prepare it accurately and hygienically. An infant will require a
total of approximately 20 kg of formula (44 tins containing 4509 each) to feed
for 6 months.

Home-prepared formulas — made from animal milk (cow, goat, or sheep),
powdered milk or evaporated milk.

Skimmed milk, cereal feeds, juices and teas are not suitable for
replacement feeds before the infant is 6 months of age.
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All mothers or caregivers, who opt for exclusive replacement feeding, should
be shown how to prepare the feed of their choice. In addition the following
should be done:

° Assess and address any difficulties that the mother/caregiver may have with
exclusive replacement feeding in the best way possible to support them with
their choice.

(] Provide the mother/caregiver with information on the risks of

mixed feeding (breastfeeding and replacement feeding).

P Counsel the mother/caregiver on appropriate feeding after the
child is about 6 months of age (i.e. adding complementary

) Support the mother/caregiver with the necessary skills and
knowledge to properly feed the infant with appropriate
replacement foods. The mother/caregiver should be able to
demonstrate how to prepare the infant’s replacement feeds.

L Support and encourage the mother/caregiver on the need for regular
weighing and attendance to all well baby visits for monitoring of the
infant’s growth and development.

Advise the mother/caregiver to seek immediate medical attention for any
breastfeeding problem or illnesses or any feeding problem the child may
have.

Provide all mothers/caregivers using replacement feeding with
 J multivitamins for the baby.

HIV positive mothers, who are exclusively breastfeeding are recommended
to shift to exclusively replacement feeding and should be supported on safe
transition at 6 months. Cessation of breastfeeding should be done over
a period of a few days to a maximum of three weeks. When a mother
decides to shift from exclusive breastfeeding to exclusive replacement
feeding, she should be assessed on an individual basis.Mixed feeding
should be avoided once transition period is completed.

The mother who develops symptoms of full-blown AIDS should consider
stopping breastfeeding immediately.
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5.2 Nutritional Interventions for HIV Infected Children:
HIV infection in children also affects their nutritional status just as it does in
adults. Stunted growth and failure to thrive are common among HIV infected
children.

HIV infection in children also affects their nutritional status just as it does in
adults. Stunted growth and failure to thrive are common among HIV infected
children. HIV infected children also have an increased frequency of common
childhood infections such as diarrhoea, ear infections, pneumonia, chronic
gastroenteritis and TB, all of which can affect nutrient intake leading to
malnutrition and which puts them at greater risk for mortality.

Poor appetite, inability to suck, swallowing difficulties, nausea, frequent infections
with fever all increase the risk of malnutrition in the HIV infected child. It is
important to ensure that the child consumes adequate amounts of macro and
micronutrients to meet the increased metabolic demands and the demands
for growth and development. With appropriate management, HIV positive
children can improve their nutritional status. Nutrition care of the HIV positive
child should however be part of a comprehensive programme. The following
interventions are suggested:

1. All children born to HIV infected mothers or suffering from AIDS should
be periodically assessed for nutritional problems. This is important to
help improve nutritional status and prevent further complications.
Severe growth failure among HIV positive children is associated with
reduced survival. Early monitoring and nutrition intervention is critical
as growth maybe impaired prior to the presence of symptomatic
diseases. As soon as growth becomes sub-optimal nutritional, interventions
should start. In addition, every child should be screened for feeding
problems and signs of malnutrition as part of an overall integrated
assessment for illness and nutrition.

2. All HIV positive children should be supported to ensure adequate
energy and nutrient intake.

Energy needs in children vary depending on the type and duration of the HIV
related infections such as weight loss with acute infection. An increase of 10%
energy in asymptomatic HIV infected children to help maintain growth is
recommended, similar to adult recommendation. Energy intake needs to be
increased by 50-100 % over normal needs in children experiencing weight
loss. (WHO Technical Advisory Group on Nutrition and HIV/AIDS, 2003).
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WHO recommends a protein intake equal to normal needs for a non-HIV
child of same sex and age.However, there is some consensus that some
increase is warranted especially when the child is symptomatic i.e. has fever
or diarrhoea. The increase should be individualized based on the symptoms
and ability to meet needs.

Micronutrient intakes are also recommended at the same level as of a child
not infected with HIV. Children should have the biannual supplementation
with vitamin A.

Feeding infants 0-6 months:

o Mothers/caregivers should be counselled and educated on the infant
feeding choices they make and supported to either exclusively

Feeding children who are 6-36 months:

The child’s diet should be reviewed at every well and/or every sick-baby clinic
visit to ensure appropriate feeding and adequate nutrient intake. This helps
to recognize any early growth faltering and other nutritional problems and
initiate interventions. Though breastfeeding is stopped at 6 months, babies
will need milk from other sources.
Conditions that are affecting
appetite and food intake should
be discussed and treated as
appropriate. Mothers/caregivers
should be advised on how to

Some questions to ask include:
Who is looking after the child?

What does the child eat?
What is the family economic

R
improve the diet, taking into situation? )
consideration the child’s age, Is there foc?d §.hoﬂage_ :

local resources and the family Is clean drinking water readily

circumstances. available?

What is the parents (mother’s)
state of health?

Are the parents physically able to
care for the child?

[ Mothers/caregivers should be
encouraged to feed the child
foods rich in energy and other
nutrients, i.e.

 J Mothers should be encouraged to stop breastfeeding at 6 months.
Babies from 6-24 months will need milk from other sources other

than breast milk. @
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Porridge enriched with milk, sugar, pounded groundnuts, bean
powder or soya-bean and oil

For asymptomatic children (with no diarrhoea, nausea or fat
malabsorption) a small amount of margarine/oil can be added to
their food to increase energy intake.

Babies will be given mashed fruits and vegetables such as ripe
bananas, avocados, pumpkin as frequently as possible to increase
energy and nutrient intake.

Encourage parents to feed the child small frequent meals with
nutritious snacks between main meals such as banana, avocado,
mashed pumpkins, boiled sweet potato.

Mothers/caregivers should be counselled on how to practice active
and responsive feeding.

All mothers/caregivers should be educated and counselled on
good hygiene, and on food and water safety. De-worming of
children should be done every 4-6 months.

All secondary infections should be treated quickly. The nutritional
effect of these infections should be reduced through maintaining
food and fluid intake.

Severely malnourished children should be managed or referred to
a hospital for nutrition rehabilitation. National draft guidelines or
the new WHO guidelines for the management of severe malnutrition
should be followed.

All HIV infected children should be provided a daily multivitamin
supplement, if available to prevent micronutrient deficiencies.

HIV infected children should continue with all other child health
survival interventions like immunizations
(if symptomatic they should be referred to a health facility).

Serve and feed the child separately in its own plate.



