
























































Immediate Causes

Lack of food intakeefers to a lack in eitheéhe quality or quantity of food eaten kaychild. 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 symptonge.g, vomiting and diarrhoeajnay cause reduced intake or malabsorption of
food. Diseasemay also raise& h i | dnetabolit sate @ that a previously sufficient diet is now
inadequate.

UnderlyingCauses

If the amount or variety ofvailablefood in the household insufficient to providea varied,age
appropriate diet foits children then food intake will banadequate Child care practices such as
insufficientbreastfeedingndcomplementary feeding may also contribute. The availability and quality
of public health adh nutrition services and the usithose services by caregigeontribute tahehealth

of t he c ounnadeguatdygienh hehdltdcare andmaternal nutritionjmmunisation and
micronutrient supplementation programmes may contribute tohmaith and disease.

BasicCauses

Some factors beyoniddividual or community control can hayeofourd effects onthe capacity to
access adequate food or make use of public haalthhygiene facilitiesExamples ofsuchfactors
include political, economicsocial, culturaland technologicdimitations, such apoor infrastructure,
education, ad access to markets. These nayinfluenced by diverse factoimuch as international
trade agreements and currency fluctuations.

In combinationthese complex faors have a direct effect on the health of the individual and may lead
to underweight (low weigHior-age), stunting (low heigHbr-age) or wasting (low weighfor-height).

In the worst casesnalnutrition leads to the death of the child. Statisticgeagthat poor nutrition
contributes to up td5 percentof avoidable death@lack et al. 2013)

1.2 Nutrition Essentials

Nutrition, health and hygiene messages should be dissamdniaa a way that brings about positive
behaviour change in individuala@familiesandimproves nutrition and health. Group educatisimould

be conducted at health facilities and in communliifere screeningr assessing the nutritional status
of children See Annex 11 Guiding Principles onlnfant andYoungChild FeedingandAnnex 13 Health
EducationTopics

After screeningoneto-one counsellings conductedor caregivers whose children are gli@sed with
malnutrition. Topicssuchas breastfeeding, complementary feeding, nutritional care of sick children,
hygiene andanitation, family planning, and other relevant topiesliscussedAdditional information

is available in theNational Nutrition Education Strategy (NECResource Kit, Essential Nutrition
Actions (ENAdocumentandin other reference materials

Caregiers often need additional support and counselling to identify the reasons for malnutrition and
prevent relapse. Take time to negotiate with mot
and health, and provide support and guidance as apgw@fsee Figure 2 below for nutrition

counselling technique)
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1.3 Infant andYoung Child Nutrition

Most children admitted to CMAM & under2 years ofage. Promoting optimal breastfideg practices
and educating caregiveion ageappropriate complementary feedimgactices carassist in the
prevention of growth failure, stuntingnd acute malnutrition. A guide to appropriate counselling is
provided inAnnex 11.

Counselling alone isot sufficientto ensure adequate nutritionhd child mustalso be linked with
appropriatehealth and nutrition servicegvery child should be provided witlHIV testing and
counselling (HTChy the local health centiEhis/herstatus is unknown.

1.4 Growth Monitoring andPromotion (GMP)

Growth monitoring targets childreri 89 months of age. It aime periodically meas@rthe weight and
height/length of a child relative to age to assess growth. Currgnbhyth monitoring is done every
month at desigrtad growth monitoring clinicsGrowth monitoring als@rovidesa valuable interface
with the community to improve participation in health and nutrition program@resvth monitoring
motivates caregiver families and communities to practice behaviotura support adequate growth in
young children. More importanthgrowth monitoring and early intervention prevent ctalifrom
becoming malnourishe@&amplegrowth charts for girls and bogan be founih Annex1-11andAnnex
1-12.

1.5 Ciritical Nutrition Actionsfor People Living wittHIVAIDS

HIV/AIDS andtuberculosisTB) arestrongly associated with malnutrition. Both of thdseasetead
to an increase in nutrient and energy requirements ghoserequired by unaffected individuals.

To preventacute malnutrition patients should be provided witidditional interventions anthe
following nutrition advice

1 Have periodic nutritional status assessmantsget weighed regularly. Symptomatic clients
should be weighed and assesatelast every montindasymptomatic clients should be
weighed and assessedery3 montts.

 Eat a variety of foods anddreaseéntakeof nutritious foodsPatients with mmderate and severe
acute malatrition (MAM and SAM)should be provided with therapeutic car@amoutpatien
therapeutic programm@TP) or nutrition rehabilitation nit (NRU), depending on their
medical conditionPatients with no AIDS symptonfasymptomaticyequire 10percentmore
energy (one snack) per day than Higgative individuals of the same ammigender.

{ Maintain good water, sanitatipand hygiengracticesdrink plenty of boiled and treated water
1 Seek early treatment of infections and advice on managing symptoms
 Take medicinedncluding therapeutic and supplementary fo@isprescribed by ¢hdoctor

1.6 CMAM Overview

Comprehensive implementation of CMAddnsistof the following fourcomponents

CommunityQutreach

Improwes understanding andtimulats community engagement and participation malnutrition
prevention, identificatiorand tratment.

Supplementary Feeding Programme (SFP)

TreatsMAM in children6 month$ 15 yearsaandpregnant or lactating womaevith dry, takehome food
ratiors. Children attend an SFP sigwery2 weeks formedical checlups and resupply of food rations
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Outpatient Therapeutic Programme (OTP)

Treats SAM in children 6 month&5 years who present with appetite and without medical
complications Routine medications andeadyto-Use TherapeuticdFood (RUTF)are given tosuch
childrenas outpatierst Children attendan OTP site weekly fomedicalcheckups and resupply of
RUTF.
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Inpatient Care Management atlutrition Rehabilitation Unit (NRU)

Provides inpatient care managementciuitdrenQi 15 years wittSAM who present witlpoor appetite
andbr medicacomplicatons untiltheir condition hastabilisel andthey areableto continie with SAM
treatment ithe OTP.

1.7 CMAM in theContext of HIV

HIV testingservices(HTS) should be the standard of care in all SFBEPs andNRUs in Malawi.
HIV testing enables prompdentification and referral oHIV-infected and exposed children to
antiretroviral therapyART) clinics. Timely initiation of ART in HIV-infected malnourished children
can improve outcomesSFPs, OTPsand NRUs areexcellent entry points for identificath and
appropriate management of Hikfected and exposed children.

Delays in linking HIV -infected children with acute malnutritioto HIV care and treatment can
adversely affect clinical outcomes. Therefore, it is critical to ensure that all childrettegidio SFP,
OTP, and NRUs receive HIV testing and that children who are HIV positive ar¢réaged for HIV
treatmentand cae. Referrals should not be delayed uttié children arelischargd from the NRU,
OTP, or SFP. ThecurrentMalawi Clinical HIV guidelines should be used to asdtseneed for and
initiate HIV treatment and care fa&ffectedchildren and pregnant and lactating women.

HTSn Children under 12 Months

For children under 12 months1V antibody tests cannot reliably diagnose HIV itfen. Suchchildren
may testpositive forHIV antibodes due to the presence of maternal antibodiesn if they aranot
infected. After 12 months, the tegtovides a mor e reliable indication
Therefore, children under X2onths should be testagsingDNA polymerase chain reaction equipment
(DNA-PCR), if possible When DNAPCR is not availablechildren under 12 months who tested
positive forHIV antibodiesshould be retested when they reach 12 months ofiragecordance with
national guidelines for clinical management of HIV in children and adrétgardless of age, children
with a positive HIV antibody testhould be admitted into OTP if theyeet OTP eligibility criteria. If

a retest at 12 months returns a negative regbelf should be treated the samerabil/-negativechild

in OTP or SFPaccording to the severity of malnutritioBhildrenmay be discharged home if they no
longer meet OTP criteria and SF available. Appropriate nutrition advice should be givethto
carajiver in such cases

A child who is HIV positive and has SAM is at a much greater risk of death thdlvanegative child
with SAM. For this reasarchildren with HIV are treated at an earlier stage of acute malnutrition using
therapeutic care.@ldren identified as having MAM are treated in OTP rather than SFP.

The treatmenprotocol forchildren with HIV in OTP is identical tthat forHIV -negative childrenas

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

ART treatment may require specific counselling and encouragement due to reduced fappetite
medications. ART medication absorption and effectiveness may be profoundly affected by poor liver
and gut function. It ighereforeimperative that the child is assessed for appetite at every visit.

Families with @ HIV -positive child should be referred programmes andrgangations that support
people living with HIV PLHIV) for example prevention ofmotherto-child transmission RMTCT)
programmes, Mothers to MothersNi2M), Mayi KhandaMother Infant Pair (MIPand GMP.)
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1.9 Steps in thddentification of Acute Malnutrition

Screening for acute malnutrition may be conducted both in the community and at the health facility.
Acute malnutrition may occur in chmically malnourished (or stunted) children. MUAC, bilateral
pitting oedemaand weightfor-height measurements should be conducted during GMP if a child is not
growing normally.

c
9
=
S
o
5
£
©
=
©
=
2
S
S
o
>
@)
—

The type of screening that is conducted should be appropriate for each Wethge.community
screenings achieved througmeasiring MUAC and checking fobilateral pittingoedemaln addition
to measurindlUAC andassessing favedemahealth facilities should also assessght,length/height
and WFH/L.These assessments slibiok done during routine activities and clinicisits.
Active Sreening in theGCommunity

1 Children whose growth is faltering in growth monitoring programmes

1 Children noted to be thifwasted)or have swollen feet during visits for routine health/hygiene
activities
Actively searching for malnourished children durc@mmunitymobilisation activities
Active householdsurveillance

Systematic screening during child health weeks

= =2 =4 =4

Opportunistic screening at any tirmot related to specific activities

Passivescreening at theHealth Centre or Village dinic
{  Children during routine clinic visits

{ Patients at maternahdchild health MCH)/under5 clinics, ART clinics, and mothérinfant
pair clinics

1 All sick childenshouldbe screeadfor acute malnutrition

Active Sreening atHTS ARTand TBdinics

HIV and TB are diseasdabat are particularly associated with acute malnutrition. It is esseatial
establishcloselinks between ARTTB clinics andthe CMAM programmein particular. Some signs

and symptoms of acutealnutrition are similar tthoseassociated with various clinical stages of HIV
infection

{ Fungal nail or oral infections
{ Parotid enlargement

1 Recurrent respiratory or urinary infections
 Earache

1 Persistent diarrhoea

 Persistent unexplained fever

1 Unexplaine severe wasting

1 Pneumonia

Screening children with HIV or TB for malnutrition shdube a routine activity iHTS, ART, andTB
clinics. Childrenwith HIV who areidentified as having acute malnutrition (moderate or severe) should
be treated in OTRsincethey are ahigherrisk of death thamalnourished, Hivhegativechildren.
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Table2. Assesagand Identifyng Malnutrition

Has thepatient lostweight inthe previous month?

Does the patient have an appetite?

Does the patient have any medical clition that impais nutritional status (e.qg.
HIV or TB)

(If breastfeeding) How is the child feeding?

e lES isible signs of wastin
FOR: ° ’

MUAC Annex 14)
Oedema fAnnex 15)
Weight @Annex 16)
Length/Height fnnex 17)

Severity of malnutrition using MUAC, oedemaWFH/Lreference chartgsee
DETERMINE Annexes 1-8, 1-9, 1-10)

MO[O VRSPV Has the child lost weight?
OF GROWTH
CURVE: Is the growth curve flattening? (Annex1-11,1-12)

1.10 Interpreting Anthropometric Measuements
Through anthropometry, anutrition may be identified in different forms

1. Underweight: the child is less than normal weifgitage it is described irz-scores. The growth
of the child is plotted month to month on a growth chAdtion is taken vien t he &égrow
trajectory6 of the child is abnor malor<edrz- i f t he
scores)

2. Stunting:the child is less than normal heigbt-age due to chronic nutrient deficiency; i
described ire-scores. The chilthay also be underweighar-age (because of the abnormally low
height) but have a normal body shafe., is not wastejl

3. Wasting:the child has low MUAC or weightfor-heightlength it is described ire-scores. A low
MUAC is associated with a higheisk of death. Wasted children require special treatmettitein
SFP, OTRor NRU.

One or more forms of malnutrition may exist together. For this reassessentialo conduct proper
nutritional assessmentsing various ahropometric indicatorsbilateral pitting oedemavlUAC, and

weightandheight/length Stunting is a fornof chronic malnutritionwhile wasting is a form of acute
life-threatening malnutrition. Underweight may be due to stuntiagting or a combination of both.
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Example 1:A child <5yeas d ageis measured anltlsthe following measurements:

MUAC 11.Zm Indicates severe acute malnutrition
Oedema absent Indicates no severe acute malnutrition (normal)
Weight-for-height z-score<-2 ¢ x-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 <5yeas d ageis measured and béhe following measurements:

MUAC 14&m Indicates no acutanalnutrition (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.

Table5 bdow summarizeshe admission criteria for CMAM.
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Annex1-1: GuidingPrinciples oninfant and Young Child Feeding

Feedinga Sick Baby 6 Months of Age
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During illness children are more likely to have problems with feeding due to loss of appetite and
vomiting. Special care is needelderefore when feeding them.
KeyMessages

1 Mothers should breastfeed more frequently when the baby is ill, even when he/she has
diarrhoea, to prevent weight loss and speed up recovery.

1 Mothers and caregivers should immediately @akek baby to the health fadiiif the baby is
refusing to breastfeed.

1 Mothers should continue exclusive breastfeeding whanhhey is sick.

1 Mothers and caregivers should only give medicines that have been prescrideeblith care
provider.

1 Mothers should give expressed braa#k if the baby is too weak to suckle.

1 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, last milk alone is not enough to meet the nutritional requiremeatspidly
growing baby The baby needs other foods in addition to breast amticomplementary foods should
beintroducel.

Examples of complementary foods from the six food groupstaple foods like porridge (maize, rice,
millet, potatoes, sorghum), mashed banawamashed potafovhich will give your child energy;
legumes like beanandpeas; meat and meat products like soft meat, éistleggs which will help
makeyour child stong; fruits like mangoes, tangerines, oranges, avoaautjuice of baobapwhich
will protect your child from illness; vegetables like green leafy vegetabiels asikhwanj khwanya
andchisoso

Key Messages

1 Mothers should continue breastfeeding thieyban demand at least 8 timasr daybothduring
theday andat night, to meet the nutritional needs of the baby and maintain his/her health and
strength.

Mothers should continue to breastfeed the tmbgasuntil 2 years of age.
Mothers should brestfeed first before giving other foods.
Mothers and caregivers should feed the baby complementary foods at least® dage

= =2 =4 =

Mothers and caregivers should gihe baby2 to 3 tablespoanof foodat each feedand the
food should be thick enough to kexifby hand.

1 Mothers and caregivers should avoid givihg babythin, watery porridgeas it will fill the
stomach but not providenoughnutrients.

' Mothers and caregivers should not gikie babyfizzy drinks becausé¢hesedo not helghe
babyto grow.

1 Mothers and caregivers should be patient and actively encourage the babyu ety
should noforcefeed thé baby Some babieseed time to get used to eating food in addition to
breast milk.
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