























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

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.



