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Immediate Causes 

Lack of food intake refers to a lack in either the quality or quantity of food eaten by a child. A varied 

diet complete in macro and micronutrients is essential to health and normal growth. A lack of either 

may lead to malnutrition.  

Disease or its symptoms (e.g., vomiting and diarrhoea) may cause reduced intake or malabsorption of 

food. Disease may also raise childrenôs metabolic rate so that a previously sufficient diet is now 

inadequate. 

Underlying Causes 

If the amount or variety of available food in the household is insufficient to provide a varied, age-

appropriate diet for its children, then food intake will be inadequate. Child care practices such as 

insufficient breastfeeding and complementary feeding may also contribute. The availability and quality 

of public health and nutrition services and the use of those services by caregivers contribute to the health 

of the countryôs children. Inadequate hygiene, health care, and maternal nutrition, immunisation, and 

micronutrient supplementation programmes may contribute to poor health and disease. 

Basic Causes 

Some factors beyond individual or community control can have profound effects on the capacity to 

access adequate food or make use of public health and hygiene facilities. Examples of such factors 

include political, economic, social, cultural, and technological limitations, such as poor infrastructure, 

education, and access to markets. These may be influenced by diverse factors, such as international 

trade agreements and currency fluctuations. 

In combination, these complex factors have a direct effect on the health of the individual and may lead 

to underweight (low weight-for-age), stunting (low height-for-age), or wasting (low weight-for-height). 

In the worst cases, malnutrition leads to the death of the child. Statistics suggest that poor nutrition 

contributes to up to 45 percent of avoidable deaths (Black et al. 2013).  

1.2 Nutrition Essentials 
Nutrition, health, and hygiene messages should be disseminated in a way that brings about positive 

behaviour change in individuals and families and improves nutrition and health. Group education should 

be conducted at health facilities and in communities before screening or assessing the nutritional status 

of children. See Annex 1-1 Guiding Principles on Infant and Young Child Feeding and Annex 1-3 Health 

Education Topics.  

After screening, one-to-one counselling is conducted for caregivers whose children are diagnosed with 

malnutrition. Topics such as breastfeeding, complementary feeding, nutritional care of sick children, 

hygiene and sanitation, family planning, and other relevant topics are discussed. Additional information 

is available in the National Nutrition Education Strategy (NECS) Resource Kit, Essential Nutrition 

Actions (ENA) document, and in other reference materials. 

Caregivers often need additional support and counselling to identify the reasons for malnutrition and 

prevent relapse. Take time to negotiate with mothers and caregivers about the childôs feeding practices 

and health, and provide support and guidance as appropriate (see Figure 2 below for nutrition 

counselling technique).  

  





 
 

Malawi Guidelines for Community-Based Management of Acute Malnutrition, 2nd Edition        9 

1.3 Infant and Young Child Nutrition  
Most children admitted to CMAM are under 2 years of age. Promoting optimal breastfeeding practices 

and educating caregivers on age-appropriate complementary feeding practices can assist in the 

prevention of growth failure, stunting, and acute malnutrition. A guide to appropriate counselling is 

provided in Annex 1-1.  

Counselling alone is not sufficient to ensure adequate nutrition. The child must also be linked with 

appropriate health and nutrition services. Every child should be provided with HIV testing and 

counselling (HTC) by the local health centre if his/her status is unknown. 

1.4 Growth Monitoring and Promotion (GMP) 
Growth monitoring targets children 0ï59 months of age. It aims to periodically measure the weight and 

height/length of a child relative to age to assess growth. Currently, growth monitoring is done every 

month at designated growth monitoring clinics. Growth monitoring also provides a valuable interface 

with the community to improve participation in health and nutrition programmes. Growth monitoring 

motivates caregivers, families, and communities to practice behaviours that support adequate growth in 

young children. More importantly, growth monitoring and early intervention prevent children from 

becoming malnourished. Sample growth charts for girls and boys can be found in Annex 1-11 and Annex 

1-12. 

1.5 Critical Nutrition Actions for People Living with HIV/AIDS 
HIV/AIDS and tuberculosis (TB) are strongly associated with malnutrition. Both of these diseases lead 

to an increase in nutrient and energy requirements above those required by unaffected individuals. 

To prevent acute malnutrition, patients should be provided with additional interventions and the 

following nutrition advice: 

¶ Have periodic nutritional status assessments and get weighed regularly. Symptomatic clients 

should be weighed and assessed at least every month and asymptomatic clients should be 

weighed and assessed every 3 months. 

¶ Eat a variety of foods and increase intake of nutritious foods. Patients with moderate and severe 

acute malnutrition (MAM and SAM) should be provided with therapeutic care in an outpatient 

therapeutic programme (OTP) or nutrition rehabilitation unit (NRU), depending on their 

medical condition. Patients with no AIDS symptoms (asymptomatic) require 10 percent more 

energy (one snack) per day than HIV-negative individuals of the same age and gender.  

¶ Maintain good water, sanitation, and hygiene practices; drink plenty of boiled and treated water. 

¶ Seek early treatment of infections and advice on managing symptoms. 

¶ Take medicines, including therapeutic and supplementary foods, as prescribed by the doctor. 

1.6 CMAM Overview 

Comprehensive implementation of CMAM consists of the following four components: 

Community Outreach  

Improves understanding and stimulates community engagement and participation in malnutrition 

prevention, identification, and treatment.  

Supplementary Feeding Programme (SFP)  

Treats MAM in children 6 monthsï15 years and pregnant or lactating women with dry, take-home food 

rations. Children attend an SFP site every 2 weeks for medical check-ups and re-supply of food rations. 
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Outpatient Therapeutic Programme (OTP)  

Treats SAM in children 6 monthsï15 years who present with appetite and without medical 

complications. Routine medications and Ready-to-Use Therapeutic Food (RUTF) are given to such 

children as outpatients. Children attend an OTP site weekly for medical check-ups and re-supply of 

RUTF.  

Inpatient Care Management at Nutrition Rehabilitation Unit (NRU)  

Provides inpatient care management for children 0ï15 years with SAM who present with poor appetite 

and/or medical complications until their condition has stabilised and they are able to continue with SAM 

treatment in the OTP. 

1.7 CMAM in the Context of HIV 
HIV testing services (HTS) should be the standard of care in all SFPs, OTPs, and NRUs in Malawi. 

HIV testing enables prompt identification and referral of HIV-infected and exposed children to 

antiretroviral therapy (ART) clinics. Timely initiation of ART in HIV-infected malnourished children 

can improve outcomes. SFPs, OTPs, and NRUs are excellent entry points for identification and 

appropriate management of HIV-infected and exposed children.  

Delays in linking HIV-infected children with acute malnutrition to HIV care and treatment can 

adversely affect clinical outcomes. Therefore, it is critical to ensure that all children admitted to SFP, 

OTP, and NRUs receive HIV testing and that children who are HIV positive are fast-tracked for HIV 

treatment and care. Referrals should not be delayed until the children are discharged from the NRU, 

OTP, or SFP. The current Malawi Clinical HIV guidelines should be used to assess the need for and 

initiate HIV treatment and care for affected children and pregnant and lactating women. 

HTS in Children under 12 Months 

For children under 12 months, HIV antibody tests cannot reliably diagnose HIV infection. Such children 

may test positive for HIV antibodies due to the presence of maternal antibodies, even if they are not 

infected. After 12 months, the test provides a more reliable indication of the childôs HIV status. 

Therefore, children under 12 months should be tested using DNA polymerase chain reaction equipment 

(DNA-PCR), if possible. When DNA-PCR is not available, children under 12 months who tested 

positive for HIV antibodies should be retested when they reach 12 months of age, in accordance with 

national guidelines for clinical management of HIV in children and adults. Regardless of age, children 

with a positive HIV antibody test should be admitted into OTP if they meet OTP eligibility criteria. If 

a retest at 12 months returns a negative result, they should be treated the same as an HIV-negative child 

in OTP or SFP, according to the severity of malnutrition. Children may be discharged home if they no 

longer meet OTP criteria and SFP is not available. Appropriate nutrition advice should be given to the 

caregiver in such cases. 

A child who is HIV positive and has SAM is at a much greater risk of death than an HIV-negative child 

with SAM. For this reason, children with HIV are treated at an earlier stage of acute malnutrition using 

therapeutic care. Children identified as having MAM are treated in OTP rather than SFP. 

The treatment protocol for children with HIV in OTP is identical to that for HIV-negative children, as 

are the discharge criteria. Extra care must be taken to assess appetite and recurrent illness. A child on 

ART treatment may require specific counselling and encouragement due to reduced appetite from the 

medications. ART medication absorption and effectiveness may be profoundly affected by poor liver 

and gut function. It is, therefore, imperative that the child is assessed for appetite at every visit.  

Families with an HIV-positive child should be referred to programmes and organisations that support 

people living with HIV (PLHIV) for example: prevention of mother-to-child transmission (PMTCT) 

programmes, Mothers to Mothers (M2M), Mayi Khanda, Mother Infant Pair (MIP) and GMP.) 
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1.9 Steps in the Identification of Acute Malnutrition 
Screening for acute malnutrition may be conducted both in the community and at the health facility. 

Acute malnutrition may occur in chronically malnourished (or stunted) children. MUAC, bilateral 

pitting oedema, and weight-for-height measurements should be conducted during GMP if a child is not 

growing normally.  

The type of screening that is conducted should be appropriate for each venue. In the community, 

screening is achieved through measuring MUAC and checking for bilateral pitting oedema. In addition 

to measuring MUAC and assessing for oedema, health facilities should also assess weight, length/height 

and WFH/L. These assessments should be done during routine activities and clinical visits. 

Active Screening in the Community 

¶ Children whose growth is faltering in growth monitoring programmes 

¶ Children noted to be thin (wasted) or have swollen feet during visits for routine health/hygiene 

activities 

¶ Actively searching for malnourished children during community mobilisation activities 

¶ Active household surveillance 

¶ Systematic screening during child health weeks 

¶ Opportunistic screening at any time, not related to specific activities 

Passive Screening at the Health Centre or Village Clinic 

¶ Children during routine clinic visits 

¶ Patients at maternal and child health (MCH)/under-5 clinics, ART clinics, and motherïinfant 

pair clinics 

¶ All  sick children should be screened for acute malnutrition 

Active Screening at HTS, ART, and TB Clinics 

HIV and TB are diseases that are particularly associated with acute malnutrition. It is essential to 

establish close links between ART/TB clinics and the CMAM programme, in particular. Some signs 

and symptoms of acute malnutrition are similar to those associated with various clinical stages of HIV 

infection:  

¶ Fungal nail or oral infections 

¶ Parotid enlargement 

¶ Recurrent respiratory or urinary infections 

¶ Earache 

¶ Persistent diarrhoea 

¶ Persistent unexplained fever 

¶ Unexplained severe wasting 

¶ Pneumonia 

Screening children with HIV or TB for malnutrition should be a routine activity in HTS, ART, and TB 

clinics. Children with HIV who are identified as having acute malnutrition (moderate or severe) should 

be treated in OTP, since they are at higher risk of death than malnourished, HIV-negative children.  
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Table 2. Assessing and Identifying Malnutrition  

ASK: 

Has the patient lost weight in the previous month? 

Does the patient have an appetite? 

Does the patient have any medical condition that impairs nutritional status (e.g., 
HIV or TB)? 

(If breastfeeding) How is the child feeding?  

LOOK AND FEEL 
FOR: 

Visible signs of wasting 

CHECK: 

MUAC (Annex 1-4) 

Oedema (Annex 1-5) 

Weight (Annex 1-6) 

Length/Height (Annex 1-7) 

DETERMINE: 
Severity of malnutrition using MUAC, oedema, or WFH/L reference charts (see 
Annexes 1-8, 1-9, 1-10) 

LOOK AT SHAPE 
OF GROWTH 
CURVE: 

Has the child lost weight? 

Is the growth curve flattening? (Annexes 1-11, 1-12) 

1.10 Interpreting Anthropometric Measurements  
Through anthropometry, malnutrition may be identified in different forms: 

1. Underweight: the child is less than normal weight-for-age; it is described in z-scores. The growth 

of the child is plotted month to month on a growth chart. Action is taken when the ógrowth 

trajectoryô of the child is abnormal or if the child is below a certain level (usually < -2 or < -3 z-

scores) 

2. Stunting: the child is less than normal height-for-age due to chronic nutrient deficiency; it is 

described in z-scores. The child may also be underweight-for-age (because of the abnormally low 

height), but have a normal body shape (i.e., is not wasted).  

3. Wasting: the child has a low MUAC or weight-for-height/length; it is described in z-scores. A low 

MUAC is associated with a higher risk of death. Wasted children require special treatment in the 

SFP, OTP, or NRU. 

One or more forms of malnutrition may exist together. For this reason, it is essential to conduct a proper 

nutritional assessment using various anthropometric indicators: bilateral pitting oedema, MUAC, and 

weight and height/length. Stunting is a form of chronic malnutrition, while wasting is a form of acute, 

life-threatening malnutrition. Underweight may be due to stunting, wasting, or a combination of both.  
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Example 1: A child < 5 years of age is measured and has the following measurements: 

MUAC 11.2 cm Indicates severe acute malnutrition 

Oedema absent Indicates no severe acute malnutrition (normal) 

Weight-for-height z-score < -2 ς җ -3 Indicates moderate acute malnutrition 

The child in example 1 is severely acutely malnourished by MUAC and must be treated in OTP. 

Example 2: A child < 5 years of age is measured and has the following measurements: 

MUAC 14 cm Indicates no acute malnutrition (normal) 

Oedema present +2 Indicates severe acute malnutrition 

Weight-for-height z-score > -2 Indicates no acute malnutrition (normal) 

The child in example 2 is severely acutely malnourished by oedema and must be treated in OTP.  

Table 5 below summarizes the admission criteria for CMAM. 
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Annex 1-1: Guiding Principles on Infant and Young Child Feeding 

Feeding a Sick Baby < 6 Months of Age  

During illness, children are more likely to have problems with feeding due to loss of appetite and 

vomiting. Special care is needed, therefore, when feeding them. 

Key Messages  

¶ Mothers should breastfeed more frequently when the baby is ill, even when he/she has 

diarrhoea, to prevent weight loss and speed up recovery. 

¶ Mothers and caregivers should immediately take a sick baby to the health facility if the baby is 

refusing to breastfeed.  

¶ Mothers should continue exclusive breastfeeding when their baby is sick. 

¶ Mothers and caregivers should only give medicines that have been prescribed by a health care 

provider. 

¶ Mothers should give expressed breast milk if the baby is too weak to suckle.  

¶ Mothers should increase the frequency of breastfeeding during the recovery period to help the 

baby regain weight and catch up in growth. 

Complementary Feeding When the Baby Reaches 6 Months 

From 6 months onward, breast milk alone is not enough to meet the nutritional requirements of a rapidly 

growing baby. The baby needs other foods in addition to breast milk and complementary foods should 

be introduced.  

Examples of complementary foods from the six food groups are: staple foods like porridge (maize, rice, 

millet, potatoes, sorghum), mashed banana, or mashed potato, which will give your child energy; 

legumes like beans and peas; meat and meat products like soft meat, fish, and eggs, which will help 

make your child strong; fruits like mangoes, tangerines, oranges, avocado, and juice of baobab, which 

will protect your child from illness; vegetables like green leafy vegetables such as nkhwani, khwanya, 

and chisoso. 

Key Messages 

¶ Mothers should continue breastfeeding the baby on demand at least 8 times per day, both during 

the day and at night, to meet the nutritional needs of the baby and maintain his/her health and 

strength.  

¶ Mothers should continue to breastfeed the baby at least until 2 years of age.  

¶ Mothers should breastfeed first before giving other foods. 

¶ Mothers and caregivers should feed the baby complementary foods at least 2 times a day. 

¶ Mothers and caregivers should give the baby 2 to 3 tablespoons of food at each feed; and the 

food should be thick enough to be fed by hand.  

¶ Mothers and caregivers should avoid giving the baby thin, watery porridge, as it will fill the 

stomach but not provide enough nutrients. 

¶ Mothers and caregivers should not give the baby fizzy drinks, because these do not help the 

baby to grow. 

¶ Mothers and caregivers should be patient and actively encourage the baby to eat; but they 

should not force-feed their baby. Some babies need time to get used to eating food in addition to 

breast milk.  
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