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FOREWORD

Children who suffer from acute malnutrition face a distinctly increased risk of death. An estimated
3.34 million under five vear's old children are acutely mainourished in Pakistan, The challenge of
malnutrition of children and women is immense and requires a concerted and strenuous efforts of all
o improving the nutritional status of Pakistan.

In the public health context, management of acute malnutrition is as important as prevention of
malnutrition. The Pakistan Mational Guidelines for Community-based Management of Acute
Malnutrition [CMAM] is important document to be used for effective care and rehabilitation at
community level. These puidelines reflect the experiences gained over 5 years of implementing
Community-based Management of Acute Malnutrition in Pakistan. We expect that managers and
community level service providers will use these guidelines and provide lifesaving management to
children with acute malnutrition at community level by Government institutions and NGOs.

Acknowledging with thanks the collaboration and cooperation from stakeholders in contributing to
these guidelines development, the MNHSRC would like to express its appreciation to those who
contributed to the reviewing of the puideline. We thank the MNHSRC team, Provincial Department of
Health, members of CMAM working group, Pediatricians’ and academicians, public health experts,
nutritionists, development partners and all others who have been involved in these guidelines
development process. Special recognition goes to UNICEF, WFP and WHO for consistent support
towards the compilation ofthe guidelines.

Director General
Ministry of National Health Services, Regulation & Coordination
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CMAM

1. ABOUT THE CMAM GUIDELINES

These guidelines are a revision of existing guidelines and provide technical guidance for the
management of acute malnutrition using the community based management of acute malnutrition
approach (CMAM). Medical protocols are based on current national protocols and the latest global
evidence is used where possible,

The guidelines can be used by those directly implementing the various CMAM components as well as
by supervisors, programme managers and policy makers,

They are suitable for use in both government-led and NGO-led programmes.

Given the importance of the need to improve nutrition in the first 1,000 days of life and acute
malnutrition being strongly attributable to poor caring practices in Pakistan, infant and young child
feeding (1YCF) services are often integrated into CMAM programmes. Aspects on maternal nutrition
should also be included. These puidelines reflect this integration of IYCF into CMAM, especially since
there was no IYCF puideline at the time of this revision.

The management of severe acute malnutrition with complications in inpatient care follows the WHO
protocols for Phase One while the treatment of infants is based on the M5F protocol and infant feeding
in emergencies module 2v1. 1.

WHO. Management of severe acute malnutrition: A manual for physicians and senfor health workers.
Geneva 1999

WHO. Management af the chilid with o serious infection or severe malnutrition. Geneva, 2000
WHO. Guidelines for the inpatient treatment af severe acute malputrition. Geneva 2003

MSFE Protocol for infants less than 6 months old. December 2010.
Operational Guidance on Infant and Young Child Feeding in Emergencies, v2.1, February 2007, IFE

Core Group. Available at ketp: /Swwwennanline.net/ife [Chaplers Band 9)
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7 4 COMMUNITY MANAGEMENT OF ACUTE
MALNUTRITION (CMAM)

2.1 Targetgroups
o acutely malnourished children less than five vears
o acutely malnourished pregnant and lactating women whose child is less than 6 months

old [PLW)

2.2 The components of CMAM
The CMAM approach has four components:

Community outreach: this aims to improve effectiveness through early detection of cases and
maximizing coverage. ‘Active case finding' and community sensitisation are ways ofachieving this and
existing community networks can be used where possible. The follow-up of cases where reguired, is
also a component of community outreach.

Targeted supplementary feeding program (TS5FF): Children with moderate acute malnutrition
(MAM] and pregnant and lactating women with acute malnutrition are provided take-home rations
every two weeks or every month. Moderately acutely malnourished children with complications are
admitted to the TSFP but referred for medical treatment and return when medical complications are
resolved. TSFP also includes children that are discharged from OTP and continue to be managed in a
TSFF

ODutpatient therapeutic program [OTP): Children with severe acute malnutrition [(SAM) WITH
appetite and WITHOUT medical complications are treated with Ready to Use Therapeutic Food
(BRUTF) and routine medications. They can be managed at home with regular visits to the health
facility. The majority of children with SAM [>85%] can be managed successfully in this way without
any need for inpatient care,

Inpatient care in a Stabilisation Centre [5C): Severe acutely malnourished children WITHOUT
appetite and /or WITH medical complications are treated as inpatients in a Stahilisation Centre until
stabilised. Acutely malnourished infants1-6 months are also treated in a Stabilisation Centre and on
discharge, they are followed up in OTP but do not receive RUTE Neonates should be treated on the
pacdiatric ward due to the need for specialized care.

10
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Figure 1: Target groups of CMAM components and transfer routes

2.3 Referral, transfer and follow-up

Good coordination and communication between the Stabilisation Centre and out-patient care and
with the community is essential to make sure children receive the appropriate care and follow-up.
Careful monitoring and tracking contribute to positive outcomes for the child or PLW. Transfer slips
are used to refer children between OTP and the Stabilisation Centre. Community health workers are
informed when a child is transferred from OTP to the Stabilisation Centre or when a child is absent or
has defaulted in the OTP 50 they can follow up the child and mother fcaretaker at home and investigate
thereasons.

2.4 Maternal nutrition and IYCF integrated into CMAM

There are various contact points within the CMAM package where maternal nutrition and IYCF can be
integrated: TSFF, OTP and 5C. These provide an opportunity to carry out age-specific feeding
assessments and provide counseling, education and support through groups or on an individual basis.
Itis an apportunity for the provision of Multiple Micronutrient Supplementation to pregnant women.
In addition to community outreach for CMAM, some of the community networks such as the Lady
Health Workers (LHWs), community midwives [CMWs) and mother support groups can provide I'YCF
counseling, education and support, and education on maternal nutrition as well, although as in the
case of LHW forexample, this will be part of their assigned workload anyway.



CMAM

The figure below shows the components of CMAM and how these are situated alongside other
interventions.

Figure 2: CMAM components and links with other interventions

2.5 CMAM in Pakistan

According to the Pakistan National Nutrition Survey the rate of wasting was 15.1% (2011). In
Pakistan there is a burden of acute mainutrition in both emergency and non-emergency contexts and
the CMAM modalities may vary: NGOs penerally operate resource intensive programmes in
emergency settings while the government may implement longer-term less resource intensive
programmes through the national health system. In NGO-led programmes, some or all of the
components may be integrated into the health service depending on the situation (for example, the
stabilisation Centre may be located in a district hospital while the TSFP component may be run in a
non-health facility]. MGOs should (ntegrate CMAM programmes into the povernment structure
wherever possible. In government programmes, where the different CMAM components are located
may vary as well: OTPs may be run from Basic Health Units (BHUs]) or Rural Health Centres (RHCs) or
from Health Houses by Lady Health Workers (LHWs). The ethos of CMAM is that it should be adapted
to the context whilst maintaining outcomes.

With fewer resources available, the TSFP component may not be included inlonger-term programmes
while OTF may be conducted by one staff member with a LHW to assist with [YCF support. An IYCF
component can be included in all CMAM components with the intended aim of addressing the
underlying causes of acube malnutrition In children less than 24 months. There is also an opportunity
to convey key messages on maternal nutrition,
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Figure 3: Different CMAM modalities in Pakistan
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3. COMMUNITY OUTREACH

3.1 The purpose of community outreach

Community outreach that is specific to the CMAM programme is part of a number of different
community nutrition activities, such as maternal nutrition and IYCF, that take place in Pakistan. Strong
linkapes and integration across all community nutrition activities is key.

CMAM community outreach is essential to maximise the effectiveness of a CMAM programme. The
community should fully understand the purpose of the programme and why it is important to identify
and treat acutely malnourished children. Effective links between health facilities and the community
are important to ensure malnourished children are appropriately identified, referred and followed up.
Community outreach workers are on the front line and are well placed to explore and address some of
the reasons why children become malnourished in the first place. Case finding can take place at hoth
community and facility level.

The purpose of community outreach is to;
Promote understanding and ownership ofthe programme.
Increase programme Coverage.
o Ensure early detection of cases
a Strengthen active case finding, referral and follow up.
Understand reasons why people do not access services [barriers to access) and reasons
for ﬂhsﬁmc-e and default so they can be addressed).
o
Since community outreach workers such as LHWSs are also responsible for preventative nutrition
services, there can be strong integration between prevention of malnutrition and management of
malnutrition at the community level. While children are being effectively treated, the underlying
causes can also be addressed.

3.2 Basic requirements for community outreach

WHO conducts community outreach: Community outreach is usually the role of community outreach
workers = this includes Lady Health Workers, Community Midwives and other community health
workers. Mothers groups and traditional birth attendants [TBAs] also have a role in community
outreach. Where NGDs operate, community volunteers canalso be recruited to assistwith case finding
and follow up.
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WHERE: Community outreach takes place at the community level. Community outreach workers
can do cutreach from Health Houses, through home visits and through dialogue with
community groups and community leaders. Community outreach workers should he
present at OTP to assist health care providers and to ensure effective linkages between
the health facility and the community.

WHEN: Active case finding and follow-up s ongoing, Community meetings and focus group
discussions with key stakeholders, community members and/or the caretakers for
children in the programme, can be held periedically to raise awareness about the
programme and to investipate any Issues such as reasons for defaulting. Good
community awareness will also lead to self-referrals.

33 Basicsupplies

MUACtapes

Referral slips [Annex 1)

Key IYCF and maternal nutrition messages [Annex 2]
Key messageson RUTF [Annex15)

L =

3.4 Elements of community outreach
The following process can be followed when considering community outreach:

Understanding the

COMIMLELY

+

CMAM messaging

Linking CMAM, IYCF
and matermal nutrition

Figure 4, CMAM community oulreach process



3.5 Understanding the commumnity

OUTREACH

Understanding community structures and perceptions is valuable for effective outreach. Whilea LHW
may already know this information, it is useful to think how it can positively contribute to CMAM

service delivery and demand.

It is wseful to understand and have information on community

structures [formal and informal) and key stakeholders [community leaders, religious leaders,
traditional practitioners and community based organisations). It is important to know who takes ley
decisions as well as community attitudes to health and malnutrition. This understanding can help

shape the programme.

Table 1. Community information to collect

seful information to obtain

Why it is important

Local terms for malnutrition and perceived
causes and common solutions

Using local terms of malnutrition when
describing who within the community the
programme targets, will lead to better
understanding and self-referral.
Understanding perceived causes and common
solutions will help shape IEC messages.

Identification of key community leaders and
other influential people

If there is good understanding of the
programme amongst this group, it will aid case
finding, self-referral and follow-up. [twill also
enhance acceptability of the programme
leading to better uptake, They can also feed-
back any problems with the programme which
may need to be addressed.

Identification of existing structures and
community based organisations/groups such
as mothersgroups

See 'identification of key community leaders
and other influential people’. In addition,
CMAM, maternal nutrition and IYCF messaging
can be harmonized.

Formal and informal channels of
communication that are known to be effective

This is useful in conveying messages about
what the programme does which will lead to
self-referral but also for tracing individuals for
follow-up, such as defaulters.

Attitudes and health seeking behaviours

Understanding why people do or do not access
health care will shape the programme leading
tobetter coverage and effectiveness,

Existing nutrition and health interventions in
the community

This is o ensure harmonization but also to
comvey what the programme is about.

3.6 CMAM messaging

The community should understand what the programme does and how to access the services. Key
messages about CMAM can be conweved by community outreach workers using the structures
described above and to anyone presenting at health facility level, such as at the ante-natal clinic.

16
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Such messages include;

The programme targets children under 5 and PLW (ifthere is a TSFP component)
The programme treats children and PLW with (acute) malnutrition

Most children can stay at home while the acute malnutriton is managed

The programme is held at the BHU (adapt accordingly)

How the community can link with the programme - &g, through the LHW

o o000

3.7 Community engagement

Having assessed the community structures and developed key CMAM messages, dialogue can be held
with the community about what the programme does, who it targets and how to access the service.
The LHW has a significant workload aside from CMAM commitments, therefore such dialogue can take
place through the course ofher work.

3.8 Case finding and referral
Infants, children and PLW with acute malnutrition need to be identified as early as possible and
referred for treatment. Case finding is a way of achieving this.

Cases can be screened through:
o Housetohouse visits
o Screeningathealth facilities and during outreach programmes
@  Screening at community meetings, health campaigns in the community and at other
opportunities
o  Growth monitoring sessions, health facilities, paediatric wards

Children &-59 months and PLW are [dentified as malnourished by measuring the mid-upper arm
circumference [MUAC) and assessing for cedema [Annex 3], Infants are identified by low bhirth
weight, presence of oedema, lack of weight gain orvisible signs of wasting,

o  When a child or PLW is identified as malnourished according to the table below, the
caretaker or the mother should be informed where to go for treatmentand when.
@  The community outreach worker or health facility staff should make sure the
mother /caretaker understands what the programme is for.
@  Micronutrient sachets are given to children who fall within the normal MUAC range
[= 11.5cm).
The LHWS fill in the screening register (Annexes 4 and 5)
Table 2. ldentification and referral of acutely malnourished children at community level

Target Group Finding Action

sMMUuAl < 11.5cm

659 months Gy Refer to OTP

6-59 months Bilateral pitting cedema Refer to OTP
MUAC = 115and = 125 cm , ;

[ “ i i B
f=59 months (YELLOW) Refer to TSFP (if available)
Pregnant and lactating women |MUAC <21.0cm Refer to TSFP [if available)

Visibly wasted Bilateral oedema| Infants =6 months are referred
Infants <6months Too weak or feeble to suckle to OTP health facility for
Failing to gain weight evaluation
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A simple referral slip is used, [Annex 1). This should be done in duplicate so that one copy is given to
the caretaker and the other is kept for the record.

3.9 Linking with CMAM components

In erder for referral and follow up to be effective, there must be good linkage between the health
facility and community health workers and volunteers. This is to ensure referrals arrive to be
screened for admission and to ensure timely and accurate follow-up,

The presence of community cutreach workers at the OTP day will facilitate this link. In the eventwality
that this is not possible, innovative ways of conveying information to and from the community
outreach worker should be sought. The information collected on community structures and networks
may be helpful for this.

3.10 IYCF and maternal nutrition

IYCF and maternal nutrition support is generally already part of the role of LHWs, This is
advantageous because:

2  The LHW can ensure that mothers in the programme or with children in the programme
whao require [YCF support receive it through home visits or group support [i.e. through
mother support groups). The messages in (Annex 2] can provide a basis on which to
offer support.

@  Maothers and children that the LHW meets through IYCF home visits and mothers support
groups can be screened for admission to the programme

3.11 Follow-up
Community outreach workers play an important role in tracing and follow-up through home visits.

@  Children and PLW who are absent or who have defaulted should be traced and
referred back to the programme to complete treatment

o Thereasons for absence should be understood

@ Children who have static weight or have lost weight also reguire follow up at home.

The reasons for absence and defaulting should be understood to determine (Fany changes need to be
made to the programme, for example whether the designated day needs changing,

The community outreach worker should collect /receive information on which cases require follow-up
after each TSFP/OTP session and feedback the information before/at the next session.
Communication links with the Stahilisation Centre should be ongoing to receive information about any
defaulters, so they can be encouraged to return and continue treatment, or those that have been
discharged to ensure they continue to be managed in OTE:

18
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5.  TARGETED SUPPLEMENTARY FEEDING
PROGRAMME (TSFP)

This guideline focuses on targeted supplementary feeding (TSFP).
L | The purpose of TSFP
o To treat moderately acutely malnourished children, and acutely malnourished pregnant
and lactating women
o  Beduce mortality and morbidity among children & to 59 months.
o  Torehabilitate referrals from therapeutic feeding programmes {ie. children cured from SAM).

5.2 Basic requirements for TSFP
WHO is qualified to run TSFP: T5FP can be operated by a trained professional
WHERE: A TSFP may run alongside an OTP or at a separate site,
WHEN: TSFP sessions operate on a designated day and can run every two weeks or every
month if there are accessibility issues.

5.3 Basicequipment and supplies for TSFP

Basic equipment Basic supplies Protocols and reference sheets

o Weighing scales |@ S5FP card Annex 3: Anthropometric measurement techniques
o MUAC tapes o Transfer slip to OTF | Annex 18: Iron and folic acid doses

@ Essential medlcines | Annex 6: T5FP routine medicines

o Supplementary ration | Annex 7 and 8: TSFP enroliment register

Annex 9 and 10: Ration card

Annex 11:; Transfer slip

Table 4. Basic equipment and supplies for TSFP

5.4 Admission criteria
Category Criteria

TARGET GROLIP:
children 6-59 months
pregnant women
lactating women {with infant less than 6 months old]
Children 659 months MUAC = 11.5 and < 12.5 cm (Yellow)

Pregnant and lactating women
[with Infant less than & months ald]) MUAC < 21.0cm

r reasons for TSFP admission

R Children or PLW previously discharged cured from TSFP but
P meet TSFP admission criteria again within 2 months
Discharged from OTP oF SC E!-I.i Id is Tr_a nsferred to TSFP after completion of treatment in
OTP or 50C
Return after default Children or PLW who return after default within two months
Other e.g- moved from another TSFP site

Tahle 5, Admission criteria to TSFP



2.3 Procedure for admission and treatment
o Explain to the caretaker or PLW that they/their child needs to be enrolled in the
programme and why, Explain the purpose ofthe programme to the PLW or caretaker.

@  Fillinthe TSFF register (Annexes 7 and )

STEP 1: Measure MUAC, weight, assess oedema and health condition
o Measure MUAC
@  Checkforoedema
o  Measure weight [children only)
o Askabout the health condition - appetite and any clinical symptoms
If there is bilateral oedema then refer the child to OTP. For PLW, if oedema is present refer for medical
assessmiant,

If the child meets the criteria for OTP [severely acutely malnourished) refer to the nearest OTE [fthe
child iz not alert, reports to have no appetite and is clinically unwell admit to the TSFP but refer for
medical treatment. Management of MAM will continue once any medical complications have been
resolved.

STEP 2: Give routine medication and supplementation
The following medicines are routinely given in TSFP:

¢ Deworming- exceptfor pregnant women and children less than one year old

g Measles

¢ lron-folic acid or Multiple Micronutrient Supplement {micronutrient sachets) are given
to children.

Details are given in Annex &6

STEP 3: Give TSFP ration and key messages

@  The supplementary ration is given to the mother /caretaker to take home. Itis to be given
to the malnourished PLW or child enrolled in the programme only,

Nutritional treatment in TSFP is through a take home supplementary ration. This is intended to
supplement the diet taken at home. The ration should provide 750-1200 keal fperson/day with 10-
12% energy from protein.

Rations are usually a fortified blended food or a Ready to Use Supplementary Food (RUSF). There is
RUSF production in Pakistan, the RUSF is known as Acha Mum and the main ingredients are chickpeas,
dried milk, vegetable oil and sugar.

o Fortified Blended Food:

two commion types: corn soy blend [C5B) and wheat soy blend [W3E)
fortified with vitamins and minerals

contain about 350-400kcal /100g

oil should also be included in the ration to ensure adequate energy
nil should be fortified with Vitamin A

oo o oo



TSFP

A typical blended food ration:
Daily ration: 200-300g blended food/person/day 25-30 g of oil /person fday
GETGT R TRTVRT T 3-5 kg blended food 300-450g of oil

Ration for one month: 6-10kg blended food 600-900y oil

Tahle &, Blended food rations
Other commuodities such as sugar, pulses and high energy biscuits may be added to the ration
depending on what is available. Sugaris already included to some blended foods.

Blended foods can be mixed with oil, sugar prior to distribution. This is known as premix. The aim in
using premix is to ensure that rations [particularly high value commodities such as oil) do not end up
being used for general household use or being sold on the market. However, the process of pre-mixing
can be time consuming, It also reduces the shelflife of the ration, Onee oil is mixed with blended food, it
will lasta maximum of two weeks before going rancid,

B Mewhlended foods: CSB ++ and WSE ++
o  increased fat contentand improved micronutrient content
&  are aimed at children less than 24 months with MAM
o  the recommended ration size is 200g/person/day.

m  Ready to use supplementary food [RUSF]):

highly energy and nutrient dense

fdoes not require cooking

similar to RUTF [used for treatment of SAM] but does not contain milk powder
light in weight making it easy to transport and distribute

weight gain is much better when using RUSF compared to standard blended foods.

o oo o0

Ration size for RUSF for MAM should be:

Daily suggested dosage for MAM child [(6-59months of age): 100gm sachet/child /day
Acha Mum provides [per 100g): 513 kcal, 30g fat and 13g protein.

RUSF should not be used for treating SAM

Itis not currently routine practice to use RUTF for the management of MAM but it has been practiced.
There are some advantages in using the same product for treating both SAM and MAM particularly if
hoth SAM and MAM are managed at OTF and by the same community health workers. Children with
MAM will receive a standard ration of 1-2 sachets aday.

STEP4: Give key messages

o Giveclear advice to mothers fcaretakers on how to prepare the ration.

&  When using blended foods, preparation and cooking demonstrations should be given at
the TSFP site or in the commumnity.

@  Ensure the mother/caretaker uwnderstands that the ration is intended for the
malnourished individual and is not to be shared.

o Explain howtostore the ration safely

o Make sure the mother/caretaker knows the date to return to the TSFP



STEFP 5:

TSFP follow-up visits
@ Children and mothers should attend the TSFP every month or every two weeks for
monitoring and to receive their supplementary ration.

TSFP

@  Eachvisitthe MUAC and weight is measured and oedema and general health assessed

@  Children who are clinically unwell should be referred for medical treatment but remain in
the TSFP and continue treatment on their return.

2 |f the child has not pained weight after two consecutive monthly visits or after three
weekly visits, or if the child is loging weight refer him fher for a medical check-up at the
nearest health facility,

@  Children who are admitted to TSFP and then deteriorate or develop cedema and meest
entry criteria for OTP should be transferred to OTE.

.6 IYCF and maternal nutrition in TSFP

Where there is a designated IYCF person the following actions can be undertaken at each stage of the

TSFP:

& (ive encouragement
to mothers who are
breastfeading to
continue
breastheeding

* Niscuss any
hreastfesding
difficulty

Figure 5.

Annex 2,

Key messapes around maternal nutrition can also be conveyved (Annex 2). Details of the session can be

recorded using Annex 12,

* Give encouragement bo
breastfeeding mothers to
continue breastfeeding
and discuss any difficulty

# Agzeso age-appropriate
feeding

* Conduct breastfeeding
counselling

= Action-oriented group
sessions with other
muothers (story, drama,

use of visuals] [see below]

Integration of IYCF into TSFP
IYCF support can be conducted in a designated "breastfeeding corner” that Is apart from other TSFP
activities, It should offer privacy and be spacious and comfortable. Eey IYCF messages can be found in

Discharge

® [Niscuss impartance of
breastfeeding

* Support, encourage and
reinforce recommendead
breastfeeding practices

* Work with the
maother fcareglver to
address any an-going
child feeding problems

* Link mother to CHW

2

4
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Exitcriteria from TSFP

Category

Criteria

and lactating women

Recovered Children | MUAC =12 5cm AND
6-59 months Minimum 8 weeks stay in the programme
Recovered Pregnant | MUAC =21.0cm or when baby reaches 6 months old AND

Minimum of 8 weeks stay in programme

Absent for 2 consecutive visits if TSFP is monthly or 3 consecutive visits

SAM discharges

Defanlted if TSFP is every 2 weeks
Died Died during time registered in TSFP
Non-recovered Child has not reached discharge criteria within 4 months
Medical transfer Referred for medical treatment
ofer to TEP Child has become severely acutely malnourished and referred to

Other reasons for exit

therapewtic feeding programme.

Thaose children that were transferred to TSFP from OTF and are cured,
defaulters, non-recovered, died

Other

e.g. Moved to another TSFP site

Table 7. Exit criteria from TSFP

[
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6.
(OTP)

6.1

OTP

Basic requirements for OTP

OUTPATIENT THERAPEUTIC PROGRAMME

WHO is qualified to run OTP: A skilled, trained health care provider

WHERE: The number and geographical location of OTPs should allow maximum geographical
coverage and aim to ensure those accessing the service don't have too far to travel. OTPs can be run
from any level of health facility; to be closer to the community they can be operated at first level health
care facilities but cam also be run from larger facilities such as hospitals to reach a more urban
population. OTPs may also be run in tents (in camps) or in the open in acute emergencies or disaster
situations. Where accessibility isa particularissue, mobile OTPs can operate.

WHEN: Where the treatment of SAM is integrated into local primary health services or the caseload is
low, newly admitted OTP beneficiaries may be seen as part of the normal clinical caseload in the health
facility and children can be admitted at any time. Otherwise, all new admisslons are seen on the
designated OTP day. The follow up visits continue on a weekly basis until the child is ready for
dizcharge. OTP follow up sessions may operate on a designated day every week,

OTP can also be held every two weeks in situations WHEN:

6.2

Basic equipment

Basic equipment and supplies for OTP

Basic supplies

Protocols and references

o Weighing scales
2 MUAC tapes

@ Thermometer
@ Time watch
Where possible;
@ Clean water for

drinking {jug and cups)

@ Water and soap for
hand-washing

o List of Stabilisation
centres

o List of other QTP /
TSFP sites in the area
(if TSFP is available)

6 Essential medicines as
required in the routing
medical protocol for
TR

o RUTF

Annex 3: Anthropometric measurement
techniques

Annex 13: OTP register and follow-up
card

Annex 14: Action protocol (OTP)
Annex 11: Transfer slips
Annex 15: Key RUTF messages

Annex 16: Routine medical protocol for
oTP

Annex 17: RUTF ration for OTP

Annex 18: lron and Folic acid doses
(Optional use)

Annex 19: Malaria protocol for OTP

Annesx 20: Additional medicines for severe
acute malnutrition in OTP [optional use]

Annex 21: Paracetamol and metronidazole
doses (Optional wse)

Table 8. Basic equipment and supplies for OTP



6.3 Admission criteria
N.B. Infants =6 months who are visibly wasted, have bilateral cedema, failing to gain weight, have WFH
< -3 Z-scores, or have nutritional complications are referred to the Stabilisation Centre (infants 1-6
months) or the paediatric ward (neonates) (see Sections 7 and 8). On discharge, these infants are
followed upin OTP but DO NOT RECEIVE RUTE Other infants should NOT be treated in OTR,
Category Criteria (any of the following]:

Target Group: Children 6-59 months with SAM with APPETITE and NO medical complications

MUAC<11.5cm

Bilateral pitting oedema grade + or ++
[Marasmic-kwashiorkor cases are referred to the Stabilisation centre )

Children 6-59 months

Other reasons for OTP admission

Relapse Child returns after discharged cured within two months and meets the
OTP admission criteria

Transfer from
Stabilisation Centre Child transferred to OTP after treatment in 5C
T S Children who return within two months after defaulting continue their

treatment if they still fulfill the enrolment criteria for OTP

e.g. Transfer rom other OTP site: Child is referred from another
Other OTP site Infants who have received treatment in the 5C are followed up
in OTP but DO NOT RECEIVE RUTF

Table 9, Admission criteria to OTP

SC refusal Where the mother/caretaker refuses transfer to Stabilisation Centre despite advice and
counselling, the child should be carefully monitored in the OTF and followed up by community health
workers. Inreporting, they are not classed as a separate category but as a new admission.

6.4 When a child presents at OTP
STEP 1: Offer sugar water

e Offer water on arrival to all cases, Sugar water [10%% sugar] should be given if sugar is
available. Two teaspoons of sugar/ 100ml of water or 20 teaspoonsin 1 litre of water:

STEF Z: Measure MUAC, weight and assess for oedema

Measure MUAC [Annex 3).

Check for oedema (Annex 3.

Measure weight {Annex 3)

If the child meets the criteria for enrolment, complete the admission section of the OTP
register and assign the child a number and note this on the register (Annex 13).

If the child does not meet the criteria for OTP, decide if the child requires medical treatment or is
eligible for TSFE If TSFP is not available refer to other ongoing community health and nutrition
programs and health educatlon and communication interventions (IEC). If the child is not acutely
malnourished but requires medical treatment, refer to the outpatient department.

STEP3: Medical Assessment

o Conductamedical assessment and record results inthe OTP register
o Usethe Action Protocol to determine ifthere are any medical complications (Annex 14).

o o0Qo0



STEP 4: Appetite Test

Ask thecaretakertowash her/his hands and the child's hands with soap.

Show the caretaker how to use the RUTF

Give the mother/caretaker the RUTF and ask the caretaker to give the RUTF to the child

and watch to see if the child eats the RUTF This is called an "appetite test”

[fthe child is reluctant to eat the RUTFE the caretaker and child should move to a quiet and

private area to encourage the child to take the BUTE while the health care provider

watches. This may take up to one hour,

o It is essential that the health care provider observe the child eating at least two small
spoonfuls of RUTF before the child can be accepted for OTE Care must however be taken
toensure the child is mot forced to eat,

L= = = T =+ = ]

STEP5: Decide if the child should continue in QTP ar be transferred to the Stahilisation
Centre
Achild is referred to the Stabilisation Centre if:
o thereisapoorappetite or they refuse to eat RUTF
o thereis nedema +++ or marasmum-kwashirokor
2 thereare medical complications
Appetite test with RUTF

Appetite Dbservation Action
Good Child takes the RUTF eagerly Child may continue in OTP

Child takes RUTF with persistent Child may continue in OTP but must
be observed carefully for any weight

loss or clinical deterioration

P t‘l'll:ﬂlJl.?EE]TlE!'lt

Child refuses RUTF even after - o
Refused persistent encouragement lransfer to Stabilisation Centre

Table 10. Interpretation of appetite test
If the child meets criterla for transfer to Stabilisation Centre:

@  Explainthe situation to the caretaker.

o Advise the caretaker to keep the child warm and give frequent small amounts of 10%
suparwater and if possible give the first antibiotic dose.

o Complete a transfer slip to the nearest Stabilisation Centre. Give one copy to the caretaker
and keep one copy for your file (Annex 11].

@ Notethe transfer to Stabilisation Centre on the OTP card
o [nform the commumnity cutreach worker of child's transfer to Stabilisation Centre,
6.5 EnrolmentinOTP

Children may be enrolled directly into the OTF if they have appetite (pass the appetite test) and have no
medical complications. Explain the purpose of the programme to the caretaker.

N
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STEP 6. Medical treatment in OTP
Routine medicines are given to all children enrolled in OTE. These are;

a Antibiotic

¢  Measlesvaccination

e  Antl-malarial (if symptomatic)

@  Dewormer

e  [ron/folicacid (where there is mild /moderate anaemia only)

Details are given in [Annex 6].
The tollowing should be taken into consideration:

@  The health care provider should give the first dose of amoxicillin at admission to the OTP
to ensure it is taken. A clear explanation should be provided to the caretaker on how to
continue treatment of antibiotics at home. The caretaker should then repeat the
instructions back to the health care provider to make sure they have been well
understood.

@  All children should be referred for other routine childhood vaccinations, Check the
child's vaccination card.

@  Additional medicines may be prescribed to treat other medical problems for children
with severe acute malnutrition in OTF. [Annex 20).

©  Children who have been transferred from the Stabilisation Centre should not receive
routine medications that have already been administered in the Stabilisation Centre.
Check the OTP card and transfer slip from the Stabilisation Centre for details of the
medications that have already been given.

STEP7 Nutritional treatment in OTP

o Provide RUTF ration by weight using the RUTF protocol [Annex 17).

e  Explain how RUTF should be used using the key messages (Annex 15), Only RUTF should
he consumed for the first three weeks of treatment, Thereafter, other family foods may be
added once the child has breastfed (where appropriate) and consumed the RUTE

STEF 4: Appetite Test

Nutritional treatment in OTP is given through ready to use therapeutic food (RUTF). RUTF is a pre-
packaged energy and nutrient dense paste which is specifically designed for the treatment of SAM.
RUTF provides approximately 545 Kcal per 100g.

The amount of RUTF given to a child is based on his/ her weight on the day of the visit [175-200
keal fkgfday]. Bey information messages are given to the caretakers of children admitted to QTP on
how to use the RUTF including the importance of regular feeding in small amounts and the need for
plenty of clean drinking water (2 cups per packet of RUTF). The caretaker should repeat back the key
messages to the health care provider to make sure the messages have been understood.
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STEPS.

OTP

Other admission procedures

Instruct the caretaker that she/he will need to bring the child back to the health facility
every week (or two weeks) for medical check-ups, to he weighed to see that the child is
getting better and to get the RUTF rations.

Advizse the caretaker to return to the OTP clinic immediately if the child refuses to eat RUTF
or becomes ilL

Give medicines according to routine drug protocol [(Annex 16). See medical treatment
section,

Check immunisation status. If required immunisations have not been given, refer the child
forimmediate immunisation.

Tell the caretaker when she/he should come back for the next OTP visit (date and time].
Make it clear that the child should be brought back to the health facility at any time if the
child's condition deteriorates.

Conduct IYCF and maternal nutrition support (see section 5.6).

OTP follow-up visits

Children should attend the OTP every week or two weeks to have a medical check-up and to receive
their supply of EUTE The health worker at the health facility should record the information on the OTP
card during each follow up visit.

2
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Take MUAC, weight and assess for oedema at every visit and record this on the OTP card.
Appetite test is done at every follow up visit.

Conduct the medical check-up and medical /dietary history (illness in the previous week/
two weeks and RUTF or other food eaten) at every follow up visit. Record this on the OTP
card.

Complete doses of routine medicine according to routine medical protocols.

Any additional medications given during follow up visits should be noted on the OTP card.
Follow the Action Protocol to determine if there are complications and there is a need to
transfer to the Stabilisation Centre

Determine if follow up by a community outreach worker is needed at home, Children
should be followed up at home if:

Child has lost weight on two consecutive visits.

*  Weight or medical condition does not improve within 3 weeks
Child was initially treated in a Stabilisation Centre.

The child has been absent or defaulted from the programme

Provide RUTF ration

If there iz an issue with attendance due to distance or other reasons, it might be
necessary to ask the caretaker to come to OTP every two weeks (if this is the case,
amount of RUTF given needs to be adjusted).

Complete the OTP card.

30



Follow-up in the community

Follow-up in the community is essential to ensuring quality care and effectiveness

Absentees: [f a child is transferred from OTP to the Stabilisation Centre and does not return to
OTP after one or two weeks, community health workers and community volunteers should find
outwhat has happened to the child.

Defaulters should be followed up by community health workers and volunteers. The caretaker
should be encouraged to take the child back to the programme for treatment. [fthe child does not
return the reason for default should be investigated by community health workers and
volunteers and the information reported back to the health care provider and recorded on the
card. This may help health care providers address the problem of the individwal child but also to
determine whether changes need to be made to the programme. For example if several children
repeatedly default due to distance, it might make sense to operate the OTP every two weeks
rather than weekly.

Deaths: If a child dies while enrolled in the OTF, information on their symptoms and a suspected
diagnosis can be collected by community health workers and volunteers. This can help identify
problems with treatment and the use of the action protocol.

Children who are not responding and need follow up: When children are not responding well
in the programme and follow up visits are needed according to the Action Protocol (for instance
the child has lost weight), community health workers and volunteers should feed-back
information regarding the possible reasons for non-recovery to the health care provider. This
information can be used to make decisions about whether to transfer the child.

6.6 IYCF and maternal nutrition in OTP

When a child is first admitted to the OTP, the key messages about how to give RUTF, routine medicines
and hasic hygiene messages should be clearly understood, No other messages are given at this time to
avoid overloading the caretaker with too much information however, encouragement can be given to
maothers who are breast feeding and any difficulties discussed. During follow-up sessions, key
messages through individual counseling and group activities can be conveyed.

Infant and voung child feeding

I¥CF support can be conducted in a designated "breastfeeding corner” that is apart from other OTP
activities. It should offer privacy and be spacious and comfortable. [YCF sessions can run while the
OTP is running by a designated IYCF person and mothers can be taken aside to the breastieeding
corner. The actions below can be undertaken at each stage of progression through the OTP and key
IYCF messages are provided in Annex 2, On some weeks the I'YCF designated person may decide thata
group session would be more beneficial. Details of the sessions can be recorded using Annex 5.



Figure 5. Integration of IYCF into OTP

* Give encouragement & Give encouragement to breastfeeding * Discuss importance of
to mothers who are mothers to continue and discuss any breastfeeding
breastfeeding to diffficuley
continue . & Support, encourage and
breastfeeding » Assess ageappropriate feeding reinforce recommended

» Conduct IYCF counselling breastfeedingand
* Discuss any _ complementary feeding
breastisedin * 'When appetite returns after child finishes practices
i B RUTE and/or at 2 weeks before discharge ;
difficulty i 1 e * Work with the
counseliing on complementary feeding mother/caregiver to
o Action-oriented group sessions address any on-going

child feeding problems

; * Encourage mothers to
* Form IYLF support groups take part in mother

& Link IYCF o CHW, support groups

(story, drama, use of visuals)

Figure &, Integration of I'YCF into OTP

Maternal nutrition
Simple messages maternal nutrition and also be conveyed at the OTP through counseling or group

sessions (Annex 2.

6.7 Exit criteria from OTP

Recoverad Where there is no TSFP Where there is TSFP
MUAC =11.5¢cm MUAC =11.5cm for two consecutive
Clinically well visits
No cedema for two consecutive visits  Clinically well
Minimum stay of B weeks in the No oedema for bwo consecutive visits
programme
Absent for 3 consecutive visits (OTP is every week)

Defaulted Absent for 2 consecutive visits (OTF is every two weeks)

Died Died during time registered in OTP

Mot recovered® | Has not reached exit criteria within 4 months,

Medical transfer | Child is referred for medical treatment

Transfer to SC Child has developed complications and requires inpatient care

Other reasons for exit

Other &g Move to another OTF site

Table 11. Exit criteria from OTP



OTP

*Before this time, children should have been followed up at home, Children who hasve had weight loss
for 3 consecutive weels or have not gained weight for 5 consecutive weeks must be transferred to a
Stabilisation Centre according to the Action Protocol. Children who have not met the exit criteria after
3 months should be referred for medical attention.

6.8
o

a

Exit procedure

Explain to the caretaker that the child is recovered (or ifnot recovered why herfshelsbeing
discharged).

Where there is a TSFF, children discharged from OTP are referred to it. Explain to the
motherfcaretaker that the child will remain in TSFEP for at least 2 months, Provide a referral
slip to TSFP ifneeded.

Where there is no TSFP refer to other ongoing community health and nutrition programs and
health education and cornmunication interventions (1EC).

Children who have not recovered [not met the exit criteria) after four months in the
programme should be sent to the TSFP and/or other support programmes. N.B. children
who do not gain weight for 5 consecutive weeks will have been referred to the Stabilisation
centre as per the Action Protocol.

Mote the final outcome on the OTP card

Advise the caretaker to take the child to the nearest OTP or health facility if the child refuses
to eator has any of the following:

«  High fever

« Frequent watery stools with blood or diarrhoea lasting more than 4 days

¢ Difficult orfastbreathing

» Vomiting

« Developmentofoedema

Follow the IYCF discharpge actions.
Ensure the caretaker understands how to use any medications that have been given /
prescribed.

]
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INPATIENT CARE

7. INPATIENT CARE IN A STABILISATION CENTRE
(6-59 MONTHS)

7.1 The purpose of the Stabilisation Centre

Children 6-59 months
@  treatment for severely acutely malnourished children who do not have an appetite and/or
have medical complications.
2 purposeistostabilize their condition
Infants lessthan 6 months
¢ [nfants 1-6 months who are severely acutely malnourished or are unable to breast-feed
also require specialised treatment in inpatient care,
@  Neonates who are visibly wasted, failing to gain weight or unable to breast feed should be
referred tothe paediatricward

7.2 Screening and referral to the Stabilisation Centre

Children may arrive at Stabilisation Centre through:
¢  Transfers from OTP
@ Referrals by health care providers e.g. at health facility or hospital level
@ Childis brought directly to the Stabilisation Centre by the caretaker

73 Basic requirements for a Stabilisation Centre
WHO is qualified to run a Stabilisation Centre: The staff should include the following:

@  Trained staff with the ability to treat the medical complications.

@ Assistant staff - these should provide 24 hour cover and should have the necessary skills
to be able to take vital signs, administer the appropriate medication and monitor the
intake of therapeutic milk.

e Staff responsible for preparing milk formula and for keeping the facility clean [can be
assistant staff depending on workload),

WHERE: A Stabilisation Centre is located where inpatient capacity is available, usually a district
hospital or health facility where:

@ Children can stay for 24 hours a day

@  Theappropriately skilled personnel are available

Cleanliness and hygiene are important as these children are particularly vulnerable. The provision of
clean water is also cruclal. The Stabilisation Centre must have facilities to prepare therapeutic milk on
site.



INPATIENT CARE

WHEN: Children stay in the Stabilisation Centre until the medical complications are treated and
they have re-gained appetite, On average thisis 47 days,

74  Basic supplies and equipment

Basic equipment Basic supplics Protocols and

reference sheels

Weighing scales
Infant scales [20g accuracy)

Height/length board [for
Iinfants < 6 months)

MUAL tapes

Weight/Height tables [for
infants < 6 months)]

Caleulator
Clean water for drinking

Water and soap for hand-
washing

Kitchen equipment Lo prépare
feeds including a blender*

Cleaning products

Jugs and cups for therapeutic
milk

Beds and bedding(including
blankets)

Mosquito nets (in malarial
areas )

85T bonls

Tools for senso-neural

stimulation of the recovering

children e.g. Recreational
tools/toys, Television, Play
area

®  5Ccard

= Transfer slips from i5C to
OTP

= List of OTP sites in
catchment area

= Essential medicines and
medical equipment

&  MNutritional products for
inpatient care [F75, F100 ]

= RUTF

*  ReSoMal (for rehydration)

Annex 3
Anthropometric
measurement techniques

Annex 17: RUTF ration

Annex 18: lron and Folic
acid doses

Annex 19; Malaria
protocol

Annex 22 History and
examination form

Annex 23: 8C cand

Annex 24: Boutine
medicines for inpatient
care

Annex 25 Treatment of
Complications

Annex 26 Amount of
F75 and F100

Annex 27; Recipes for
F75 and F100

Annex 11; Transfer and
referral slip

Table 12. Basic equipment and supplies for Stabilisation Centre

*In a government-led programme these items may not be available due to resources
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7.5 Admission criteria

Criteria

Category
Children 6-59
maonths

Bilateral pitting oedema +++

Marasmic-Kwashiorkor MUAC <11.5cm with any grade of oedema

MUAC <11.5cmor bilateral oedema + /++

WITH any of the following complications

o Anorexia, noappetite for RUTF

Yomits everything

Hypothermia £95.9°F

Feverz1(01,3°F

Severe pneumaonia

Severe dehydration based on history of diarrhoea, vomiting, fever or
sweating

Severe anaemia

Motalert [very weak, lethargic, unconsclous, fits or convulsions)
o Conditions requiring IV infusion or NG tube feeding

00000

o o

Infants <6
months
[see section B)

Any of the following:

o Aszevere wasting [weipht-for-length less than -3 Z-score) for infants 45cms
OF More

o visible severe thinness for Infants less than 45cms

2 hilateral pitting ocedema

o any sericus clinical condition or medical complication as outlined for
infants more than 6 months of age with severe acute malnutrition,

@ Recentweight loss or failure to gain weight.

o [neffective feeding (attachment, positioning and suckling) directly
observed for 15-20 minutes, ideally in a supervised separated area.

o Any medical or social issue needing more detailed assessment or intensive
support [e.g. disability, depression of caretaker, or other adverse social
circumstances).

Relapse

Children previously discharged from the 5C but meets admission criteria to the
SCagain within two months

Relapse

Return after
defanlt

Children previously discharged from the 5C but meets admission criteria to the
SCagain within bwo months

Other reasons for enrolment to SC

Children who return within two months after default (away from 3C for 2
consecutive days] if they meet the admission criteria

Transfer from
oTP

The child has deteriorated whilst receving treatment in the OTP

Other

Tahle 13. Admission criteria to Stabilisation Centre
*Weight for length is difficult and in some cases dangerous to take in very small infants. Care should be
taken. Suitable MUAC cutoffs to identify acutely malnourished infants less than & months are currently

being explored.
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Steps for admission and treatment

Triage urgent cases
Identify and treat urgent cases first
Give sugar water 10% to all children who arrive (2 teaspoons of sugar per 100ml water or Z0
teaspoonsin one litre of water )

Measure MUAC, weight, and assess foroedema
Measure MUAC

Check for oedema and measure the grade
Measure weight

Even if measurements have been already taken elsewhere, they should be taken again for confirmation.

STEP 3:
o
o
o

STEP 4:

a8 & o

STEP 5:

Medical Assessment

Take a medical history and conduct and physical examination [Annex 22).

Record results on the SC card (Annex 23).

[f the child meets the criteria for OTP and has appetite and no complications then refer the
child to OTP using the transfer slip (Annex 11).

Admission to Stabilisation Centre

Explain the situation to the caretaker and make sure he/she consents to stay in the
Stabilisation Centre,

Fill outa SCcard.

Assign a number [use the same number on the transfer slip if child is from OTP).

Keep the child warm.

Aszess and treat any complications

During the full medical examination, particular attention should be given to assessment of the
following conditions which are closely associated with severe acute malnutrition.

o o00O0GCOCO0

Dehvdration

septicshock

Congestive heart failure
Hypoglycaemia

Severe Anaemia
Hypothermia

Dermatitis of lowashiorkor

CAUTION

The routine use of IV fluids is strongly discouraged. IV fluids should only be used to
resuscitate severely acutely malmourished children from hypovolaemic collapse [shock). IV
fluids should only be used by a skilled health worker who is experienced in the care of

severely malnourished children.

Paediatric doses: Care should be taken in the calculation of welght related paediatric dosing of
medications.
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STEFP &: Give routine medicine
See Annex 18
@ Routine medicines are given to all children admitted to the S5C if they have not already
been givenin OTP
o Malaria treatment given if symptomatic/tested [Annex 19).

STEPT: Start nutritional treatment with F75

Most children with SAM who fulfill the criteria for inpatient care have infections, impaired liver and
intestinal function, and problems related to imbalance of electrolytes when first enrolled. They are
unable to tolerate the usual amounts of dietary protein, fat and sodium. Itis important to begin feeding
these children with a dietthat is low [n these nutrients.

F75 therapeutic milk is a product that has been especially designed for use with the treatment of
complicated cases of severe acute malnutrition. Energy density of F75 is 75kcal F100ml (this is
equivalent to 100kcal fbodyweight /day)

o  F75 is given at regular intervals throughout the day (135ml/kg/day). Depending on the
capacity of the Stabilisation Centre, this should be eipght times a day at three hour intervals
over 24 hours or five to six feeds at regular intervals throughout the day,

e Amountsof F75 togive are shown in [Annex 26].

o Use pre-packaged commercially available F75 whenever possible. Where this is not
available, F75 can be prepared locally. Recipes for locally prepared F75 can be found in
[Annex 28).

o If the child is breastfed, encourage the mother to continue breastfeeding. Breastfed
children should he offered breast-milk before giving F75 and always on demand.

Preparation of commercially prepared F75

o Addonepacket[410g)of F75 to two litres of bolled slighthy warm water and mix
o Where a few children are being treated use the red scoop in the packet (20ml of water
per one red scoop).

7.7 Feeding technigques in the Stabilisation Centre

Cup and spoon feeding: Muscle weakness and slow
swallowing in children with SAM means aspiration and
pPReUmMGnia are commaon.

The child should sit on the caretaker's lap against
her/his chest, F75 should be given by cup. Bottles
should NEVER be used. The child should not be force
fed. Other food should not be given and this must be
clearly communicated to caretakers. Giving other food
can be dangerous.

Figure 7. Feeding a child with a cup
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Communication with caretakers; It is important to communicate clearly with caretakers so that they
fully understand the treatment and how to feed their children. Caretakers may be anxious about the
child, Caretakers should be engaged as much as possible in the care of the children. Meal times should
be sociable so that caretakers can talk to and support each other. Nurses and assistants should correct
any faulty feeding techniques. Meals for caretakers should be provided in a separate area if possible.

Maso-gastric tube feeding: Maso-gastric tube feeding (NGT) is used when the child is not taking
sufficient diet by mouth. This is defined as intake less than 75% of the prescribed diet of 100 Kcal f kg /
day. The reasons for use ofan NG tube are:

Takingless than 75% of the prescribed diet per 24 hours
Pneumonia with rapid respiration rate

Painful lesions afthe mouth

Cleft palate or other physical deformity

Disturbances of consciousness

o o o0 o0

F75 by mouth should be tried patiently before use of NGT. The use of the NGT should not
normally exceed 3 days

7.8 Monitoring the condition ofthe child

Children who require inpatient care can deteriorate guickly. Itis essential to monitor them closely so
that any deterioration in their clinical condition can be picked up rapidly. Ensure that all the following
information is completed on the SC card.

Measurements to be Measurements to Measurements to be taken and

taken be taken recorded
AT EACH FEED TWICE DAILY ONCE DAILY
»  Weight
= Amount of F75 = Body » Dedema (grade assessed daily)
feed the child temperature »  Frequency and type of stools
takes = Respiration rate | = Amount and frequency of vomiting
= Any occurrence of | = Pulse » Dehydration
vamiting / » Respiration/chest drawing in
regurgitation of » Cough
the feed * Liver size
v  Extremities
* Palmar pallor

Table 14. Monitoring the child in the Stabilisation Centre

7.9 Transition to RUTF
Children can start on RUTF when: Any complication has been treated, oedema has resolved or
decreased toatleast 1+ and the child begins to have an appetite.

o [fthe child initially refuses RUTE, continue to offer every day (without forcing) until it is
accepted, Poor appetite can be an indication of complications,

o [tmaytake a few days to develop an appetite for RUTE

e Give RUTF according to the weight of the child {Annex 17), Plenty ofclean water should
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ke given tothe child to drink. Breast-fed children should be always offered breast milk
before RUTE

@ The child should be able to take at least 75% of RUTF (according to weight) for 1-2 days
before he/she is eligible for discharge from the Stabilisation Centre and transferred to
oTp’

In some instances the child takes time to tolerate the paste texture of RUTFE If there are no signs of
complications, any vedema has resolved and the child begins to have an appetite the child may starton
F1o0

7.10 Failure to respond to treatment
Ifa child is failing to respond, the underlying causes must be investigated and addressed appropriately
and recorded on the SCcard,

underlying cause may be associated with the treatment facility or a specific problem with the
individual child. Failure to respond can be defined as:

o Failure to regain appetite by day 4 after admission

o Failure to starttolose oedema by day 4 after admission
@ Dedemaisstill presentatday 10 after admission

2 Failure to gain more than 5g/ke/d by day 10

The common causes of fatlure to respond to treatment in inpatient care are shown below;
Problems with individual children

Problems with treatment facility

@ Poor environment for malnourished | @ Insufficient feeds given

=]

-]

-]

=]
=]

children

Lack of adherence to treatment protocols
for SAM

Failure to treat malnourished children in a
separate area
Failure to complete the individual

treatment card correctly, resulting in gaps in
data for monitoring the child’s progress

Insufficient staff [particularly at night) or
inadeguately trained staff

Inadequate supervision and constant
rotation of staffin treatment facility

Inaccurate weighing machines
Food prepared or given incorrectly

Vitamin and mineral deficiencies
Malahsorption of food

Psychological trauma (particularly in
refugee situations and families living with
HIV)

Rumination [regurgitation and rechewing
of food)

Infection, especially: diarrhoea
[amaeblasis, glardlasis, dysentery],
preumoenia, TB, urinary infection/fotitis
media, malaria, HIV, schistosomiasis,
kalazar/leishmaniasis, hepatitis fcirrhosis

Other serious underlving disease;
congenital abnormalities [e.g. Down's
syndrome), neurclogical damage [e.g.,
cerehral palsy), inborn errors of
metabolism

Table 15. Common reasons for failing to respond

" Insame instances the child mies o me cospberate the paste texmre of RUTE. Bthere are na siges of complications. any oedema has resoived aad the child begins
b e an apganing thd clillid msy searted FLOD wile comvtinuing o offer BUTE. As sean ol the child sooems RUTE dhey Soiild anly e gven ot and the F100

wharald dlogp,
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7.11 IYCF and maternal nutrition in the Stabilisation Centre

Mothers/caretakers will spend 24 hours a day in the Stabilisation Centre. This provides a good
opportunity for mothers and caretakers to support each other and for health care providers and
assistants to determine and address some of the reasons why the child became severely malnourished
and to prevent this from re-occurring.

During a child's stay in the stabilisation centre, the aim is to support breastfeeding for those children
that are breast-fed. As the mother stays at the facility, it is an opportunity to engage her with key IYCF
messages [Annex 2). Key messages on maternal nutrition canalso be conveyed [Annex 2],

.
\

f’ll'

Table 15. Common reasons for failing to respond

7.12 Household Hygiene Actions

Simple hygiene messages on hygiene and also be conveyed through counseling or group sessions,
These messages can focus on:

©  Treatmentand safe storage of drinking water

©  Handwashing with soap or ash at critical times; after defaecation, after handling
children's laeces, before preparing food, before feeding children, before eating

o Safedisposal of faeces

@ Properstorage and handling of food to prevent contamination

Messages around handwashing can be practiced whilst in the Stabilisation Centre.

7.13 Play

Play stimulation can also speed the recovery of the malnourished child. Play therapy is intended to
develop language skills and motor activities aided by simple toys. [t should take place in a relaxed and
stimulating environment. Storytelling and music can also help create a relaxed and stimulating
EAVIFONITent,
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7.14 Discharge from the Stabilisation Centre
Discharge criteria from the Stabilisation Centre (children 6-5% months)

Category Criteria

@  There are no medical complications

Kt o Appetite has returned (the child has taken at least 75% of the prescribed
RUTF ration for atleast 1-2 consecutive days)
e Oedemaisresolvingand hasreduced to 1+
o Weightgain for 2 consecutive days
Died Child died while in SC
Defaulter Child is absent from 5C for 2 consecutive days

Non recovered Child that does not reach the discharge criteria after 45 days in 5C

Medical transfer] YWhere the medical condition of the child requires referral out of the 5C to
another health facility e.g. to referral hospital

Other
Table 16, Discharge criteria from Stabllisation Centre

7.15 Discharge procedure

o  Explain to the mother fcaretaker that the child will continue treatment in the OTP If the
mother/caretaker has been transferred from OTF, then he/she will continue the
treatment at the same OTE  If the child has not been transferred from OTE inform the
caretaker where the OTP is. If possible, inform local community outreach worker so the
child can be tracked.

6  Complete a transfer slip including relevant details of treatment and drugs given. (Annex
11]). Give the top copy to the mother/ caretaker and keepacopy  inthe file
Complete routine medications. Give de-worming treatment on exit from the

o Stabilisation Centre if not previcusly received in OTP.

o Givethe mother/caretaker enough RUTF to last until the next OTP zession, [Annex 17}

L
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8. INPATIENT CARE OF INFANTS 1-6 MONTHS
6.1 Basic requirements for OTP

Severely malnourished infants under 6 months need special care and should be treated in inpatient
care wherever possible,

Meonates are a group that need particular special care and therefore should be referred to the
paediatric ward where protocols for neonates will be followed.

The purpose of treatment includes:

Improving and re-establishing breast feeding where possible in breast-fed infants
Appropriate therapeutic feeding in non breast-fed infants

Mutritional, psychological, and medical care for the mothers /caretakers of infants.
The management of infants <6 months is divided into:

Breastfed infants and those where there is prospect of breast feeding

Infants who are not hreastfed and there is no prospect of breast feeding

o o0 o000

81 Admission criteria

Severe wasting (weight-for-length less than -3 Z-score] for infants 45cms or more

Visible severe thinness for infants less than 45ems

Bilateral pitting oedema

Any serious clinical condition or medical complication as outlined for infants more than &

months of age with severe acute malnutrition.

Recent weight loss or failure to gain weight.

Ineffective feeding [attachment, positioning and suckling) directly observed for 15-20

minutes, ideally in a supervised separated area.

o  Any medical or social issue needing more detailed assessment or intensive support (e.g
disability, depression of caretaker, or other adverse social circumstances).

o oo o0

o

Breast-fed infants 1-6 months

Treatment has a different purpose to older children, the aim is not to regain weight but to re-establish
full and exclusive breast-feeding to a quality that allows for catch-up on breast milk alone.

8.2 Procedure for admission and treatment
STEP1: Take anthropomelric measurements
e  Measure the weipht. Use appropriate scales {with accuracy to at least 20g). Infants
should be weighed naked because welght of clothes can make a big difference to the small
changes in weights seen in such small infants,
@  Measure length if > 45cm. Caution should be used in measuring the length of small
infants.

STEP2: Assess breastfeeding positioning, attachment and suckling
o Infants who are too weak to suckle effectively should be admitted to the Stabilisation
Centre. Breastfeeding (positioning, attachment and suckling) should be carefully
assessed.

ATy
e,
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STEP 3: Admit the infant and mother

o Theinfantshould be admitted if he/she meets the admission criteria.

© Completea5Ccard [Annex 23)

@ The mother and the infant should be placed away from other children as infants are
particularly vulnerable to cross-infection.

0  Keepthe infant warm. Putawoollen cap on the infant of possible and place the child on the
front of the mother/caretaker with her arms wrapped round the child [skin to skin
technique). Wrap the mother and baby in blankets together

©  Givea hot drink given to the mother to increase the heat she makes in her skin to warm her
infant.

© Encourage mother-to-mother support such as linking up a mother whose child is
recovering and gaining weightwith a mother who has justarrived.

8.3 Medical treatment

STEF4:  Treatcomplications

Any complications such as hypothermia, hypoglycemia, dehydration, infection, septic shock should be
treated. Check carefully to avoid over-treatment, particularly of dehydration, as fluid overload is
dangerous. See [Annex 25) for treatment of complications.

STEP 5: Give routine medical treatment
Give to all infants 1-6 months routine medical treatment. (Annex 28)

8.4 Nutritional treatment - supplemental suckling technigue
STEP &: Provide supplemental suckling for breastfed infants
The aim of nutritional treatment is to:
e Stimulate breast-feeding.
e Supplement the breast-milk with therapeutic milk until breast milk is sufficient to allow
the child to gain welght on breastmilk alone,
2  Treatment is based on the Supplemental Suckling Techmigue [S5T). This is a technique
that stimulates breast-feeding and allows the infant to take supplemental milk through a
tube attached to the breast as well as suckling at the breast.
@ [tisimportanttoputthe child to the breastas often as possible.
@  Thetherapeutic milk used in the 55T is F100 diluted (F100D).
o Infants with oedema should be given F75. When the oedema has resolved switch to
F100 dilute.

CAUTION:
Use ONLY commercially produced F100 which has been diluted. Home prepared milk-

based feeds/modified animal milk recipes are not suitable for malnourished infants under
& months.
Do not use RUTF for infants less than 6 months.

8.5 How to give 55T feeds to infants

e Onadmission immediately give one feed.

@  Breast-feed every 3 hours for at least 20 minutes, more often if the child cries or seems to
want more.

o 30-60 minutes after offering a normal breast-feed give maintenance amount of F100D

@  FI00Disgiven Btimesaday - 135/ml /kg/dayis given
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On admission immediately give one feed.
Breast-feed every 3 howrs for at least 20 minutes, more often if the child cries or seems to

want more,
30-60 minutes after offering a normal breast-feed give maintenance amount of F100D

F100Dis given 8 times aday - 135 ,/ml /g /day is given

The feed should provide 100keal fkg /day

[fthe infant isvery ill give breast-feeds every two hours.

[fthe infant is not able to suckle, give feeds by cup, dropper, syringe, or naso-gastric tube.
At each feed try the supplementary suckling technigue before using other methods, only
use these methods ifinfant is nottaking milk by supplementary suckling.

o o

o0 0o oo

Table17. AmountofF100 diluted (by weight) for infants during S5T

Weight [(kg) mil of diluted F100/feed

==1.2 25

1.3-15 30

1.6-1.7 35

1.8-2.1 40

2.2-2.4 45

2.5-2.7 50

2.8-2.9 55

3.0-3.4 60

3.5-3.0 65

4.0-4.4 70
Preparation of F100 diluted
Add one packet (456g) of F100 to 2.7ml of water [instead of the standard 2 litres) to make F100
dilute.
For small quantities of F100 dilute
Use 100 ml of F100 already prepared and add 35 ml of water (gives 135ml).

8.6 The Supplementary Suckling Technigue

Supplemental milk (F100 diluted) is given using a tube the same size as an n°8 naso-gastric tube {if
this is not available use the next best tube). The infant suckles and stimulates the breast, and at the
same time draws the supplement through the tube, Mothers should sit ima quiet place and should be
given support. Another mother who is using the technigue successfully is the best person to
demonstrate the technique to others,
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@ Cutasmall hole in the side of the tube, near the end
of the part that goes into the infant's mouth, This
helps the flow of milk.

©  F100 diluted is put in a cup. The end of the tube is
putinthecup

@ Thetip ofthe tubeis puton the breast at
the nipple and the infant i offered the breast in the
normal way so that the infamt attaches
properly. Some mothers find it better to tape the
fubetothe breast

o  Whenthe infant suckles on the breast, with the tube
in his mouth, the milk from the cup is sucked up
through the tube.

o At first an assistant may need to help the mother by
holding the cup and the tube in place.

Figure B, The supplemental suckling technique

o  Theassistant should encourage the mother After some time, mothers usually manage to
hold the cup and tube without assistance.

o AL first, the cup should be placed at about 5 to 10cm below the level of the nipple so the
milk can be taken with little effort from a weak infant. As the infant becomes stronger the
cup should be lowered progressively to about 30cm below the breast. Raising or lowering
the cup determines the ease with which the infant gets the supplement. For very weak
infants it can be at the level of the infant's mouth, If itis above this level there is danger of
aspiration. It may take one or two days for the infant to get used of the tube and the taste of
the mixture of milks, but it is important to persevere

o  After feeding, the tube is flushed through with clean water using a syringe and then spun
rapidly to remove the water I possible the tube can then be left exposed to direct sunlight.

8.7 Monitoring the infant
The progress of the child is monitored by the daily weight:

2 Weigh the baby daily with a graduated scale to within 20g.

@  The quantity of feed is NOT increased as the infant starts to gain weight. If there isan
increase in weight thisis due to increased quantity of breast milk

o [fafter a few days the child does not finish all the supplemental food but continues to gain
weight, it means the breast milk is increasing and the child has had enough.

@ I the child loses weight over 3 consecutive days, vet seems hungry and is taking all the
F100D, add 5mls to each feed

When the baby is gaining weight at 20g /day®

2 Decreasethe quantity of F100 diluted to one half of the maintenance intake

@ If the weight gain is maintained [10g/day) for 2 consecutive days then stop the
supplementand continue on breast milk alone,

o Iftheweight gainis not maintained when the F100D is cutin half, change the amount given
to 75% of the maintenance amount for 2 days and then reduce it again if weight gain is
maintained

o Ifpossible keep the child in the Stabilisation Centre for 2 days on breast milk alone to make
sure he/she continues togain weight.

*After any cedema has resolved and the child is on F100D
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8.8 Care of mothers

The rehabilitation of the baby is related to the well-being of the mother, it is therefore essential to care
for the mother. Mothers and babies should sitin a separate room orin a corner where they can support
each other. Health care providers and assistants should communicate clearly with mothers regarding
the care and treatment of their infants and provide patient and continuous support.

¢  Check mother's MUAC MUAC <21.0cm indicates that the mother is acutely
malnourished. Acutely malnourished mothers with malnourished infants should be
given RUTF (2 sachets/day]) ifsufficient supplies are available as well as other foods,

o Do not make the mother feel guilty for the state of her child or blame her for giving other

foods,

Strongly reassure the mother that the 85T works and that she will get enough milk herself

to make her baby better.

Encourage and teach correct positioning and attachment for breastfeeding.

Treat any breast infections such as mastitis.

Be attentive to her and introduce her to the other mothers.

She should drink at least 2 litres of water per day.

The mother who Is admitted to the Stabilisation Centre with her child should receive

Vitamin A: [Fthe child is above & weeks give the mother 200,000 1L

Micronutrient supplementation should be given to the mother. It is critical that the

mother is properly fed during her stay in the Stabilisation Centre with her infant.

o

oo 00000

8.9 IYCF and maternal nutrition in the Stabilisation Centre

As the mother will stay with her child, it is an opportunity to engage her in breastfeeding counseling
[seeSection 7).

8.10 Exit Criteria for infants who are breast-fed
Breast-fed infants less than 6 months being breastfed can be discharged when:

o  Theinfantisgaining weight [10g/dayv]) on breast milk alone after the 35T has been used,
o  Thereisnomedical problem.
o Nooedema
The infantshould be transferred to OTP where they can continue to be monitored.
o Completeatransferslipto OTFP (Annex 11)
o  The mother and infant should be followed up at home by a8 community health care
provider.

During the follow up visits:
=  Monitorthe infant's weight gain and general health
= Assess breastfeeding practice and provide supportif needed
= Demonstrate the appropriate use of complementary foods.
= Assess the health and well-being of the mother
= Refertothehealth facility if necessary

Infants 1-6 months who are not breast-fed

8.11 Medical treatment
Seec Annex 28
The same systemic treatment is given to both breast-fed and non-breast-fed infants
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B.12 Phased nutritional treatment for infants who are not breastfed
When there is no prospect of being breastfed, the malmourished infant should be treated according to
the standard protocol with the following modifications.

PHASE1

@  Nonbreastfed wasted infants <6 months can be given F100 diluted.

e Infants with cedema should be given F75.

@  Babies should be fed by cup, dropper or naso-gastric tube, Bottles and teats should
NEVER be used.

2 Theamounts of F100 diluted to give are shown below.

@ Infants should receive feeds at 3 howrly intervals or 2 hourly intervals if the infant is very
ill.

Monitor the infant in phase 1 as follows:
@ Record how much feed the infant takes, whether the infant vomits.
Body temperature is measured twice per day.
Asgess clinical signs dailby
Take weight daily using scales graduated to 20g. Record and weight loss.
There will be noweight gain during phase 1.
Aszzess oedema daily,

Continue to give the full volume of milk until:
o  Anyoedema hasdisappeared.
o  Appetite has improved.
@  When these criteria are met, the infant can progress to transition phase.

Transition phase
@ During the transition phase only F100 diluted should be given., The volume of feed is
increased by approximately 3094,
o The duration ofthis phase is on average about 4-5 days.
2@  Continue to monitor the child. Infants should start to gain weight during this phase.

Rehabilitation phase

@ Thevolume of feed can be increased by another 30%.

o [ftheinfantisstill hungry after having taken all the feed, give more. Increase the feeds by 5
ml per feed.

o Involve the caretaker of the infant. Show the caretaker how to prepare breast milk
substitute feeds using infant formula and how to clean utensils carefully. The caretaker
should give the feeds under supervision while the infant is still in the Stabilisation Centre
s that staff can see thathe/she is confident and can prepare and give feeds correctly,

@ Continue feeds until the infant gains weight. Once the infant has gained weight for 5
consecutive days begin tointroduce breast milk substitute,
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Table 18, Amount of F100 dilute to give to non-breasted infants <6months by weight of infant
and phase of treatment

Weight Phase 1 Transition phase Rehabilitation phase

Kg ml of F100 diluted per  ml of F100 diluted per  ml of F100 diluted or
feed feed breast milk substitute per

feed

8 feeds/day 6-8 feeds/day 6-8 feeds/day

==1.5 30 0 (11

1.6-1.8 35 5 FiLt]

1.9-21 4l 55 80

2.1-2.4 45 B0 a0

2.5-2.7 50 T 100

2.8-2.9 55 o 110

3.0-3.4 a0 B0 120

3.5-3.9 a5 BS 130

4.0-4.4 70 g0 140

8.13 Exit criteria for infants who are not breastfed

Infants <6 months with no prospect of bring breast fed can be discharged from the Stabilisation Centre
when:

@  There is steady weight gain for 5 consecutive days.
AND

@  Theinfant istaking breast milk substitube successfully.

o  Thecaretaker is able to give feed correctly.
Close follow-up after exit from the Stabilisation Centre is essential for these infants to ensure welght
gainis maintained.

@  Transfer the caretaker and the infant to OTP so that the infant can be monitored in the

OTF. Complete a transfer slip to OTP,
@  Followupvisits by community health care providers should continue for 3 months.

Ateach follow-up visit:
*  Monitor the infant's weight gain and general health
*  Monitorthe use of breast milk substitute
*  Demeonstrate the appropriate use of complementary foods
= lvesupportcare to caretaker of the infant

49
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9. MONITORING AND REPORTING

8.1 Purpose
The purpose of monitoring and reporting is ultimately to know if the programme is effective but also to

ensure the quality of the programme in terms of its acceptability, efficiency, accuracy and
appriopriateness.

Effectiveness is measured by comparing a set of internationally agreed indicators with minimum
standards [SPHERE]. Indicator data is collected through a reporting system, Supervision assesses
other aspects of the programme such as accuracy and appropriateness. Findings from reporting and
monitoring will shape the programme.

Information Systems in Pakistan

cted the y tHonal Information

d MIS-lite, NIS is m hensive and used
in resource intensive setbings (e Lilhs ] riate for government use.
The reporting requiréments in this guideline can be used in both government and NGO settings).

9.2 Data flow
The figure below shows the Aow of data in Pakistan.

Frovinge

Datm
OO B G

Community
sp —
aOTF
Stabilsation
Centre

Figure 9, The flow of data in Pakistan
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9.3 Numbering system

@ Aregistration number is given toeach child when the child is first admitted to OTP or SC
or TSFF. This number should follow the District Health Information System (DHIS).

o ALL records concerning the child should follow the same numbering system. Returning
defaulters who return to the programme within a month retain the same number. Their
treatment continues on the same monitoring card.

¢  Readmissions (meet admission criteria after being discharged as recovered) are given a
new number and new card, They are suffering from another episode of malnutrition and
therefore require full treatment again,

9.4 Data collection
For each CMAM component, certain tools are used to collect the necessary data for each case.
Information on all the cases in that particular component can be aggregated into a monthly report. See
Annex 29, Annex 30 and Annex 31 for the TSFF, OTP and 5C monthly reports.
TSFP oTP
TSFF card OTP cards
_Report format _| Report format

Stabilizsation Centre
SC cards
| Report format.

Individual data

Caselpad data

M.B. LHWs use a register which should include MUAC
Table 19, Toals used to collect data at TSFP OTPand 5C

The monthly reports detail the basic admission and discharge categories at each site. This is shown in
the table below, This data helps determine the number that are entering the programme and why, as
well as the proportion of cases that are leaving the programme according to each particular reason.

TSFP 6-59 and OTP 6-59 month Stabilisation Centre 6-59 and

PLW

1-&6 months

Mew Admizsions MUAC =12 5cm MUAC<115¢cm | MUAC<11.5¢cm
MUAC < 21.0 cm Dh=dema Infants < -3 Z scores, wasted, no
welgh_’rga in et
Relapse Relapse | Relapse
Moved in Return after Return after Return after defaulting
| defaulting defaulting
Transfer from OTF | Transfer from SC | Transfer from OTP
or 50
Other (ther | (ther
L. ]
Discharges | Recowered Recoverad | Exit to OTP
Death Death | Death
Defaulter Defaulter | Defaulter
| Non-recovered Mon-recovered | Mon-recovered
‘Medical transfer | Medical transfer Medical transfer
Transfer to TFP Transfer to 5C |
Moved out SAM discharges |
Other Other [ Other

Table 20, Basic admission and discharge categories to be collected at TSFP, OTP and 5C
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9.5 Programme indicators

The data collected through the monthly reports can be wsed to understand the programme
performance.

Admissions

The number of new admissions should be tracked. New admissionsare:
Component New admission calculation
TSFP | # MUAC <12.5cm + # MUAC < 21.0 cm + # Relapse # return after defaulting
OTP | #MUAC < 11.5 cm +# Oedema + # Relapse + # return after defaulting
Stahilisation | # MUAC < 11.5 cm + # Dedema + Rela pse + # return after defaulting + # transfer
Centre | from OTP + # other

Table 21. Calculating new admissions

Minimum standard indicators
Performance can be measure by a minimum set of indicators:

SAM treatment [5C + OTP) L

Cure rate =7 50 =T 50 =750 =T 50y
Death rate = 10% =10% =30 = F04
Default rate <1 5% ] 5l ] 5% < 1 50y

Table 22, Sphere minimum standards

These are measured are follows:

Cure rate: Death rate; Drefaulter rate:

no of cures x100 noof deaths x100 no of defaulters x100

Total discharged Total discharged Total discharged
Total discharges are;

Mo of cures + no of defaulters + no of deaths + no of medical transfers + no of non-recovered + no of
medical transfer +no. Transfer to TFP

N.B. Those "'moved out’ are not included exceptin the SC

Weight gain and length of stay

Weight gain should be investigated and reported during monitoring fsupervisory visits by looking at
individuals patent cards. The weight gain per week should be investigated which is easily
determined by looking at the weight gain since the last visit [if weekly). The weight gain should be
over 200g per week but if it is more than B0Dg, this is an indication that weights might not be
measured properiy.

Length of stay in an important indicator of the programme effectiveness since a long length of stay
would indicate a problem such as poor adherence to treatment protocols or a high number of absents.

Length ofstay : no of days in either SAM treatment or MAM treatment

Coverage

Coverage |5 an important indicator of how well a programme |5 meeting needs. There may be very
good quality programme with very few deaths, low default and high recovery rates, but if vou are only
reaching a low proportion of the children who need treatment, the programme is not having a
satisfactory.
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Coverage is expressed as a percentage of the acutely malnowrished children in the target area who are
receiving the appropriate treatment.

Itis measured against aminimum standard.

The Sphere standard for coverage is:
= 50% in rural areas, =70 % in urban areas and
=90%, in camp situations

Coverage |5 usually determined by a coverage survey. Coverage surveys should ideally be conducted
every 6 months, Coverage surveys can reveal alotof information about why children do notattend the
program, why some maybe excluded and possible barriers to access,

A new technique for measuring coverage using engoing programme data and additional inquiry and
information has been developed. This is called the Semi- Quantitative Evaluation of Access and
Coverage (SQUEAC). Squeakuses quantitative and qualitative methods to give an accurate estimate of
COVErage

Simple mechanisms to gauge coverage levels can be used in on a continual basis to monitor the
programme. In the absence of more formal coverage techniques, simple mapping can also be done.
This will help determine where most of the admissions are coming from and can help determine if
more sites should be opened. This will help better understand possible issues in the programme such
as high default or low coverage.

Feedback to providers and community

Programme results should be fed-back to field-level CMAM providers so they can be informed how
well the programme is running and make any adjustments as necessary. Using community networks,
the performance of the programme should be fed-back to the community to enable engagement from
them and understanding,

9.6 Uizing reports to improve programme

If there are high mortality rates or default rates that exceed the minimum standards it is essential to
investigate the reasons for this and to make necessary changes to the programme.

Additional information may be gathered from community health workers and community volunteers
and through discussions with caretakers of children and other community members.

High mortality rate: High mortality mates mayvbe associated with poor quality of treatment in the
Stabilisation Centre or caretaker refusal to be admitted to the Stabilisation Centre. It may be
assoclated with disease outbreaks andfor insufficient coverage so that children are not identified
early enough for treatment to be effective. Programmes that identify, refer and treat children early
(before complications) have very low mortality rates.

High default rate: High default rate is often associated with access and the mother/caretaker’s time. If
default rate is high consider increasing access and /or moving OTP to every two weeks. In some cases
community health workers will have to deliver RUTF to household level. Once children start to gain
weight, mothers and caretakers may begin to drop out of the programme. [t is therefore important to
have strong relationships at the community level to ensure that drop out before treatment is complete
iz minimized. Occaslonally high default may be due to a miscalculation. If the OTP s running every
twio weeks, ensure the default rates are calculated correctly.
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High non-response: Commoen reasons for non-recovery may include high infectious disease
prevalence, sharing of food in the household, poor water and sanitation. It may indicate the need for
stronger programme linkages with other sectors, better follow up and stronger more effective

messages

Low coverage: this is often due to poor community outreach resulting in poor active case-finding and a
lack of awareness about the programme within the community and therefore poor self-referral. In
addition it is necessary to review potential barriers to uptake of services such as frequency of sessions,
unacceptability of the programme, accessibility of sites, Outreach mechanisms need reviewing and
changing where necessary and any barriers to uptake addressed.

2.7

Supervision

Responsibility for supervision should be established during the planning stages.
Supervisors are responsible for ensuring the programme is running smoothly and overall
programme guality. The Supervisor should pick up on errors and correct them as well as
address any issues thatarise in the programme.

Supervision visits may be conducted by the District Health Management Team or
equivalent and may be part of an integrated supervisory visit. A supervision checklist can
be found in [Annex 33].

Supervisors should be responsible for ensuring cards are filled in correctly. Supervisory
visits should review the OTP cards particularly the cards of children who have died,
defaulted and those not responding to treatment. The supervisor should ensure
admission and discharges are made according to the protocol and treatment protocols
are performed correctly. The supervisor should check the action protocol is properly
followed so cases are transferred and followed up where appropriate.

Supervisors should work closely with the health care providers, community health
workers and community volunteers at the health facility to ensure any issues in
programme delivery, follow up (outreach visits) or In the management of individual
children can be identified and followed up. The appropriateness and acceptability of the
programme can also be discussed,

Supervisors and health workers and community health workers and volunteers should
have monthly meetings to discuss any programme issues. This should cover the issues
below:

* review the caseload number - whether this is manageable for the number of staff
available

» any expected increases/decreases in the caseload because of season or sudden
population influx should be discussed,

= Factors that may affect attendance.

= Staffissues.

Supply issues and planning.

Areview of deathsin OTP and 5C to identify any problems.

Areview of defaulters, children failing to gain weight.

Areview of transfers to ensure effective tracking between components.

Issues in the community that may affect access and uptake

Review of monitoring and reporting systems

Review of weelly and monthly reports
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GLONSARY

Absent child or PLW is absent for one visit but is not yet a defaulter (see Defaulter)

Acute malnutrition also known as ‘'wasting”, acute malnutrition is characterized by a rapid
deterioration in nutritional status overa short period of time. [t can be measured using the mid-upper
arm circumference, There are different levels of severity of acute malnutrition: moderate acute
malnutrition [MAM] and severe acute malnutrition [SAM].

Bilateral Pitting Dedema - Bilateral pitting oedema, also known as nutritional oedema, kwashiorkor
or oedematous malnutrition, is a slgn of severe acute malnutrition (SAM). It is defined by hilateral
pitting oedema of the feet, verified when thumb pressure applied on top of both feet for 3 seconds
leaves a pit [indentation] in the foot after the thumb is lifted, There are different clinical grades of
ocedema: mild, moderate and severe,

Blended foods Mixtures of milled cereals and other ingredients such as pulses, dried skimmed milk
and possibly sugar and oil. Blended foods are produced by dry-blending of milled ingredients:
toasting or roasting and milling of ingredients; extrusion cooking, which results in a "pre-conked”
food. The final product is milled into a fine powder and fortified with a mineral and vitamin premix
and is subject to specific requirements. Examples of blended foods include wheat-soy blend and corn-
sov blend.

Community-based management of acute malnutrition (CMAM) -refers to the management of
acute malnutrition through: 1] inpatient care for children with SAM with complications and infants
below & months of age with visible SAM in a Stabilisation Centre, 2} outpatient care for children with
SAM without complications, and 3} community outreach. Services or programmes for children with
moderate acute malnutrition [MAM]) may be provided depending on the context. The approach aims
to maximize coverage and access of the population to treatment of acute malnutrition.

Complementary feeding - The use of age-appropriate, adequate and safe solid or semi-solid food in
addition to breast milk or a breast milk substitute, The process starts when breast milk or infant
formula alone is no longer sufficient to meet the nutritional requirements of an infant. It is not
recommended to provide any solid, semi-solid or soft foods to children less than & months of age. The
target range for complementary feeding is generally considered to be 6-23 months.

Cured child or PLW has recovered and meets discharge critera
Defaulter child or PLW is absent for two consecutive visits

Exclusive breastfeeding - An infant receives only breast milk and no other liquids or solids, not even
waber, with the exception of oral rehydration salts [ORS) or drops or svrups consisting of vitamins,
mineral supplements or medicines. UNICEF recommends exclusive breastfeeding for infants aged 0-6
months.

Infant and young child feeding (IYCF) - Term used to describe the feeding of infants [less than 12
months old] and young children (12-23 months old). I¥CF programmes focus on the protection,
promotion and support of exclusive breastfeeding for the first six months, on timely introduction of
complementary feeding and on continued breastfeeding for two years or beyvond.

Kwashiorkor - Clinical form of acute malnutrition characterized by oedema (swelling). Children with
kwashiorkor typically have bilateral pitting oedema, reduced fat and muscle tissue, skin lesions
(dermatosis) and frequent skin infections, and appear apathetic and lethargic.
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Marasmus - Clinical form of acute malnutrition characterized by severe weight loss or wasting,
Marasmic children are extremely thin and typically have grossly reduced fat and muscle and thin
flaccid skin, and areirritable.

Medical transfer child is referred for medical treatment
Non-recovered - child has not reached discharge criteria within 4 months

Outpatient therapeutic care programme - Dutpatient care for treatment and management of severe
acute malnutrition that connects treatment in the health facility, but does not require admission to the
health facility. Treatment is carried out while patients remain at home, and involves intermittent
health facility visits and community outreach.

Ready-to-use supplementary foods - Specialized ready-to-eat, portable, shelf-stable products,
available as pastes, spreads or biscuits, that meet the supplementary nutrient needs of those who are
not severely malnourished. They are increasingly used for the management of moderate acute
malnutrition.

Ready-to-use therapeutic foods - Specialized ready-to-eat, portable, shelf-stable products, available
as pastes, spreads or biscuits that are used ina prescribed manner to treat children with severe acute
malnutrition,

Relapse child or PLW has been discharged cured but return within two months and has deteriorated
and now meets the admission criteria.

Resomal - Oral rehydration solution for children with severe acute malnutrition.

Sphere Project or Sphere Standards - The Sphere Project Humanitarian Charter and Minimum
Standards in Disaster Response is a voluntary effort to improve the quality of assistance provided to
people affected by disaster and to enhance the accountability of the humanitarian agencies in disaster
response. Sphere has established Minimum Standards in Disaster Response (often referred to as
Sphere Standards) and indicators to describe the level of disaster assistance to which all people havea
right. www.sphereproject.org

Stabilisation centre - Inpatient care facility established for the treatment of severe acute
malnutrition with complications.

Supplementary suckling - A technique used to induce lactation by providing therapeutic milk to the
infantwhile he or she is suckling. When suckling, the child gets therapeutic milk from a tube attached to
the mother’s nipple, Suckling stimulates breastmilk production, which eventually replaces therapeutic
milk.

Targeted supplementary feeding programmes provide nutritional support to individuals with
moderate acute malnutrition.

Therapeutic feeding programme - A programme that admits and treats severe acute malnutrition
either atthe health facility level or on an outpatient basis.

[Source: UNICEF Nutrition glossary. A resource for communicators, April 2012, ENN, AED,
FANTA, USAID. Workshop report Integration of CMAM. Washington DC, April 28-30, 2008]
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ANNEX

ANNEX 1: CMAM REFERRAL FORM

Referral Form

{circle): OTP SFF SC (child]

CHILDS fPLW RAME CARETAKER FHUSBAND MAME.

Village /Union Council

Referred to:

Dhatee:

Referred by:

ANNEX 2: KEY IYCF AND MATERNAL NUTRITION MESSAGES

Recommended Breastfeeding Practices and Possible Points of Discussion for Counselling

gncnn:;ue:lded Possible Points of Discussion for Counselling
i (choose most relevant tosituation)

Practice

Exclusively Breastmilk is all the infant needs for the first 6 Months

breastfeed (no other : : o

food or drink or water) « Do not give anything else to the infant before 6 months,

for & months nat even water

«  Giving water will fill the infant and cause less
suckling; less breastmillk will be produced.

Breastfeed frequently, Breastfeed the baby often, at least 8-12 times for a newborn, and B.
day and night or more times after breastfeeding is well-established, day and
night, to produce lots of breastmilk

=  More suckling [with good attachment) makes more breastmilk.

Continue breastfeeding for | Breastmilk contributes a significant proportion of energy and
2 years of age or longer nutrients during the complementary feeding period and helps
protect babies from illness

+  Inthe first year breastfeed before giving foods to maintain
breastmilk supply.

Mo feeding bottles Foods or liquids should be given by a spoon or cup to reduce
nipple confusion and the possible introduction of contaminants,




RECOMMENDED COMPLEMENTARY FEEDING PRACTICE AND POSSIBLE
POINTS OF DISCUSS510N FOR COUNSELLING

Recommended Complementary | Possible Points of Discussion for Counselling

Feeding Practice (choose most relevant to situation)

At six months of age add complementary | &io o | ocal Examunles of fi t types of I s
foods [such as thick porridge 2-3 times a day) TR il ki Sl

to breastfeeds

As baby grows older Increaze feeding | Gradually increase the frequency, the amount, the texture
frequency, amount, kexture and variety [thickness fconsistency], and the variety of foods.

Give babvy 2 to 3 different family foods:
staple, lepumes, vegetables Mfruits, and
animal foods ak each serving

Try to feed different foods at each serving.

Continue breastfeeding for two years of age | During the first and second years, breastmilk is an

or langer important source of nutrients for your baby

* During the first year breastfeed first to maintain
breastmilk supply.

Source: ENN, IFE Core Group, IASC. Integration of IYCF support into CMAM. October 2009

Maternal nutrition messages

+ During your pregnancy, eat one extra small meal or "snack” (extra food between meals)
each day to provide energy and nutrition for you and your growing baby.

*  During breastfeeding, eat two extra small meals or "snacks” (extra food between meals)
each day to provide energy and nutrition for you and your growing baby.

+ You need to eat the best foods available, including milk, fresh fruit and vegetables, meat,
fish, epgs, grains, peas and beans.

+ Drink whenever you are thirsty.

+ Attend antenatal care at least 4 times during pregnancy. These check -ups are important
for you to learn about your health and how your baby is prowing.

+  Adolescent mothers: you need extra care, more food and more rest than an older
mother. You need to nourish yvour own body, which is stll growing, as well as your
growing baby's,
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ANNEX 3:
Checking for

ANTHROPOMETRIC MEASURE TECHNIQUES

bilateral pitting oedema

You must test for oedema with I':inger pressure
you cannot tell by just looking

Grading of nedema

Grades of Dedema Definition

Absent Absent

Grade + Mild: both feet/ankles

Grade + # Moderate: both feet, plus lower legs, hands, or lower arms
LR f;;erer generalized oedema including both feet, legs, hands, arms and

Measuring Mid Upper Arm Circumference [MUAC)

The MUALC is us

+

59

el to gee il the child i malnourished or nof

Keep yvour worlk at eve level, Sit down when possible. Very young children can be held by
their mother during this procedure, Ask the mother to remove clothing that may coverthe
child's left arm,

Calculate the midpoint of the child’s left upper arm by first locating the tip of the child's
shoulder [arrows 1 and 2] with vour finger tips. Bend the child's elbow to make the right
angle (arrow 3]. Place the tape at zero, which is indicated by two arrows, on the tp of the
shoulder [arrow 4] and pull the tape straight down past the tip of the elbow [arrow 5).
Read the number at the tip of the elbow to the nearest centimetre. Divide this number by
two to estimate the midpoint As an alternative, bend the tape up to the middle length to
estimate the midpoint. A piece of string can also be used for this purpose. Mark the

midpoint with a pen on the arm [arrow 6.
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atraighten the child's arm and wrap the tape around the arm at the midpoint. Make sure the

+

numbers are right side up. Make sure the tape is flat around the skin [arrow 7).

Inspect the tension of the tape on the child's arm. Make sure the tape has the proper tension
¥ [arrow T)and is not too tight or too loose [arrows B and 9], Repeat any step as necessary.
+ When the tape is in the correct position on the arm with correct tension, read and call out the

measurement to the nearest 0.1cm (arrow 10).

+ Llmmediately record the measurement.

Using a MUAC tape

Arrn ol et oo
L=

|I.

s Hirer 5o P and Plaains Dildres: 8 psisag te Matrtsmed S of Tegeg Chieives, United Maion 1584

()
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Measuring weight
Place the zcale on a flat, hard and even surface with enough light
Explain the whole procedure to the mother or puardian- child should be weighed in minimum clothing.

L]

£ 3

+*

FOR CHILDREN ZYEARS AND OLDER

[F the child can stand still, weigh the child alone. Ask the mother to
help remove shoes and clothing of the child,

£ 3

+

$

FOR CHILDREN LESS THAN 2 YEARS )
Turn on the scale if digital i \\5

the scale reading should be stable at 0.00 [ should stop blinking)

The mother should stand in the middle of the scale with feet slightly apart .?’?ﬁ

and remain still, P ﬂh\

Press the button after taking the weight of the mother as she stands on the ll}h{ L]
- |
scale

The scale reading should be stable at 0.00 { should stop blinking)

With the mother still on the scale, hand the undressed baby to the mother
and ask her to remain still Q ty
X

Read and note the weight on the scale{the scale will automatically compute
the child's weight)

Record the child's weight to the nearest 0.1kg

™,

Turn on the scale if digital/ scale should be stable at 0.00

Ask child to stand in the middle of the scale, feet slightly
apart and remain still until the weight appears in display

Record the child's weight to the nearest 0.1kg.

Taking length (for infants < 6months only)

For children less than 85 cm, the measuring board is placed on the ground. The child is placed, lying
along the middle of the board. The assistant holds the sides of the child's head and positions the head
until it firmly touches the fixed headboard with the hair compressed. The measurer places his hands
on the child's legs, gently stretches the child and then keeps one hand on the thighs to prevent flexion.
While positioning the child's legs, the sliding foot” plate is pushed firmly against the bottom of the
child’s feet. To read the measure, the foot’ plate must be perpendicular to the axis of the board. The
height is read to the nearest 0.1 centimetre.

61



i

Bt 3 2 >
{ o Arme cormfortably ! o i
| ..-l-"""-': =l ﬁh’mn‘l !
" L T -

Ry 4 Hands on knges or shins; . . .
: : 'a\ | , g e | : I
1?( . J "_ ) ‘.Tj‘ -‘ - "( ‘ #) -
ﬁ_.!_‘— .. L 3

—— ; .
‘ ” Hands cupped over &ars: head
\- U ; against base af board
Feet flat Child fiak on board
against footpiece . /m\___‘?

f i
Ling of si ndicular “
1o base h.,gfd"“ Fecord form and pencll on clipboard
» ! on floar or ground
i




InSadda wapddng [N/ R) (=g (4] (Suog )  Jsdpunp PeEjun’)
SHIEWEY  JULOMa3g WWItE Emwmapag  vnwl Kag afy LA 5Py AWEY JIIES AUMEY

12L051( [13unog woy) EYneL/TIsYaL

R yieay adeqa AWEN IO YI[EIH

(NTHOTIHD SHINOW 65-9) 44.1S19T4
ONINTIHIS (WYIWD) NOLLIMLANTYIN ALNDV 40 INTWIADYNYIW AASYE ALINNIWIWOD  # XINNY



ANNEX

PP

nopeyuaurapddng [T (S ) LN RN JXENLIOT)
Brmay WKWIoH  ovnwl /4 afly M SEAIppY aurey puEgsny ey §s e
123510 EXNEL/syaL [FAUmaTy woup
Ayoeg yesy age[IA auey JAIOM [i[EaY

(NTWOM DNLLVLIVT/ LNVNOHU)
HALSIDAY ONINTAHOS (WVIWD) NOLLIMLONTVW JLN0V 40 INAWADVNVIN qIsvE ALINNWWOD

B4



ANNEX

ANNEX 5: CMAM SCREENING REPORT

Week# Date e i
SCREENING CHILDREN [6-59 months)
Total children  papg MUAC SAMMUAC  B/D MUAC

Health Facility -59 he d 5 - u

ERAL LAY (6 m_:‘:';':fj 5) (11.5-12.4 cm) (<11.5cm) (>12.5-13.5cm)
Total
Boys
Girls

SCREENING PREGNANT /LACTATING WOMEN

ractliby PLWs MUAL
Health Facility it (<21cm)

Total |
Pregnant
Lactating

Report prepaired by

Mame :

Signature:
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ANNEX

ANNEX 11: TRANSFER SLIPS

Transfer slip

Mame Registration Number:

Age (for children): Addreszs:

Sex (for children): M fF

Admission information: Welght _ MUAC: Oedema (circle) = + =4+
Transfer from: Name of health Facility and please circle type] SFP/ OTP /S IP
Transber to; Marme of health Fcility and please circle type) SFF S/ OTF /I

Date of transfer:

Reason for transher {ciccle):

Transfer o 5C: No appetites Medical Complications ;  Oedema; Mo weight gain: Infant < & months:
Transfer to OTP: discharped from 5C  Infant requires follow-up Meets eriterla for OTP [MUSC<11.50m or osdepma 4, es):

Transfer to SFP: Discharged from OTP; Mesets criteria for 5FP but not OTP ;. Pregnant and lactating women

Other (pleaze state) Treatment given:

Transferred by (name of health cave provider)




ANNEX 12: SESSION AND PARTICIPANTS INFORMATION SHEET

Dated g / Session conducted at

CMAM 5ite Seszion Topic
S Name Gender | Address New Attendant ¥ /N

=

O = e o e | e | B

s
=

-
sk

[y
)

f— |
e || L]

k-
i

e
o

o
=]

—
un}

=
0

'
O

]
i

I | P
L [ B
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)

P |
L= 0 Ly |

12
==d

A0
Summary of the day:

¥o: of Females Total New

o= ol -
No: of Males 1 Femiliz other thin PLWY alttendees

Wo: of participants (only indicate |
those new attendees who have
received sesslion on this topic

fir the first time)




ANNEX

ANNEX 13: ENROLMENT DETAILS: OUTPATIENT THERAPEUTIC PROGRAMME

Namie OTF Reg.# IF:l'r.I'l.m NIC H
: Time to Travel OTF site
Father fCaregiver [Minwtes)
Tkl Maother Alive
i i Tatuka ¥/N
Aglmonths] LT | F Date of Admission
From in
Referred From Direct from Community From SRR [ otivse Feadrdssl o [Relapse) In-prativsn Refusal
FELWHSH
THY LHW (ST Tira it Fn::‘!'lrl‘lrm DO Stafl SELF Paer Mother's
Admission Anthropometry
Weight (k) MLUAL [cm)
Admiszinn Criteria | MUAC<L1S Diederma Infani< fm Other [specify]
I.II;|I'r|'I.d-HI Yes M Staals [/ Day I-3 15 =5
Vomiting es Ho Fassing Urine s Ho
Cough) ¥es Mo H wsiedirinicn, v lom siwsllon?
Appeting Gl P Mo :Buul:rer.-uma Yk Y
Dietary history]
Rapaitiod Frolibems
Clinical Examination
Check lor msedleal
complicatisns
Routine Admission Medication
ademigsion: Dving Diade Desage Dirugy Date Dosage
R—— Antl Malarial
_ Amuyeillin
Ind wisi: dih wisll rate
|
Mehemdazale Mheasles
Other Medication
DCrug Date Dosage Crrug Date Dosage

Waoirition stafl Mamee and Signature




ANNEX

FOLLOW UP: QUTPATIENT THERAPEUTIC PROGRAMME
|Weak am | 2]l 3]l 4|l s] 6] 7] 8] 9)w|uliz|z]a]lis]is] iz
In.IEI

Anthropometry
Weight
MUAC
LE4i)]
Dedema
(¥ 4+ +#+)
Histary
Physical Examination

Erah= abwent{mone than I conseoutive vists) D= default (3 consecutive absences or 2 if OTF is eveny 1 wessks) T= transfer to inpatert
K= ded DR= dschanged recosered RAT= refusasd trarsier to iInpateint canes HW= hom vish MC= dischamged nob reoovennd

*= Action Taken (Include date)

—

Fi &



ANNEX @f‘.—%
H
OTP Beneficiary Follow Up Card
L Father's NIC #:
OTP Follow Up Card
Registrationd:
SITE: VILLAGE: uyc:
CHILDS NAME F/Mame:
TARGET WEIGHT [kﬂ .A.Er ADMISSION CRITERIA
DATE Dedema MUAC (cm) | Weight [kg)| RUTF Sachet | HEB Packs S Remarks
meedication
Motes:
Tatcomes: lEurﬂ:d ]H'r-l:d ] Defavlter Il Mon-Responder Tmnsfcrmdl
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ANNEX 14: ACTION PROTOCOL (OTP): TO DETERMINE THE NEED FOR
TRANSFER TO SC OR OUTREACH VISIT: ON ADMISSION AND ON

EACHFOLLOWUPVISIT

AFFETITE

DEDEMA

VOIMITING

THANSFER TO INPATEINT CARE

Refeses to eat or has diffiosdsy taking!
waallaaning BUTF
Grade &=

Mairassebe. Bwashiorkor
e et b

Vomics everyvihing

TEMFERATURE

i L L
Hypatherinis <95 F

RESPIRATORY HATE [rr) AND PAST
EREATHING [eccording bo IMMNOI

4} repira bioms fminute under bam months

=51 respiraboss fminuke from 2-12 months

DUTREACH YESIT
Eats l=ss than % of the BUTF by third wisit

Opdema persisting

peidelines for age) >ADresplragions mimute from 1-5 years
. ;im:::ﬂ;:::sl::;n;:um I S General medical defemmeration
HYDILATION STATLS Pizir uring oulpul
Sunken eyes, skin patch pees hack very
sl ly sl oy
Severe debydration based on history of diarrhoea,
wamiting, liver or swesting
AMAEMIA dnme nrsevere palmar pallor, difficelty bres temg
SUPERFECIAL INFECTHON Extensive infection requiring 1M bregtment
SHIN Extensive open sido | esions fimdection
ALERTNESS Vary weak RUhargic, unoonsckees
ek e s l.'.."_'lllll.l.-.; Bl convulsions or B ceavulsing sow
MEET FOR INFUSION O NG TUEE Ay vnndition it regjuires infusses ar NG fube
e pding

WEIGHT CHANGES

Weelght boss for 3 Consocutive weeks

Wizl ghit beess B 2 coms ecutive woeks

Sz e 'ﬁl_r"l_ﬂlt far s Emmih[iu‘ﬂ wizks

EETIRN FROM INFATEINT

CABE HEFUSES INFATEINT CAKE

Static welght fnr 3 cossecutivi winks

Frlaarn Brom inpatient care or refuses jppatiant

care [for two weeks)

MALNOUREISHED INFANTS
<0 MONTHS

Require supervised and special treatment

Rebarn Erem Inpaticnt care o refises inpatent

care [untl dischargs)

NOT RECOYERING

H et recovered after 3 montbs refer b hospital e

ABSENCE

.t

Absenk for 1wk

CEEI e i ¥ eevbam aed coidhod deen Vs Cesdrs fo P, JRE




ANNEX

ANNEX 15: KEY MESSAGES FOR OTP

+ RUTF is food and medicine for malnourished children only. It should not be shared

+ Sick children often don't want to eat. Give small regular meals of RUTF and encourage the
child to eat often (6 times a day is possibla)

+ Your child should have X [note the amount according to weight of child) amount of RUTF a
day

+ RUTF is the only food your child needs to recover during the time in OTPE

+ Breastfeed before giving RUTE. Young children should continue to breast feed regularly

+ Always offer plenty of breastmilk or clean water to drink while eating RUTE. RUTF makes
children thirsty and vour child will need to drink more than normal.

+ Use soap to wash your child's hands before eating if possible.
+ Keep food cean and covered

+  When a child has diarrhea, never stop feeding. Give extra food and extra clean water.

+ Children with oedema only: Don't worry if vour child looks thinner at first, This is because
he/she is losing fluid from the body. Continue to give RUTE

Motes:
The caretaker should be asked to repeat back the messages to check they have been understood.

As the child reaches the end of their treatment in OTF, other foods can be given in addition to the
RUTE

These messages are basic essential messages for OTP. They can be supplemented with other health
and education messages durlng follow up visits and in the community.
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ANNEX

ANNEX 16: ROUTINE MEDICAL PROTOCOL FOR OTP

Wiheh

Age Weight

Prescription

[hinge

maasles [do NOT
o i aoduma)

o 2-12 mosiths [4-10kg) Syrup 125 mg
AMONVCILLIN b admis=ion Sml 1
- . times fday for 5 days
12mamths-5 years [10- Syrup 125me
15kg) 10l
ANTI MALAREAL® ?:;ﬂ‘u'l’:;:? =2 months okl g;’::;:l'“" Sea mularia proteco]
= | wsar ) NOT GIVE Mg
MEBENDADOLE"* Second wisit 12-2% months 250 mg o
__'H e — Singhe dode o seconid visil
500 mf
MEASLES WADCINATIDN = g ek & Froms & mnnths Standard Omce on week 4
On day 14 fer See irom folic
TN S FORLIC ACIT) === 11|IIl|_|'I'n4.H1F'|=II.' = & moniha obd .a-cld protocal G o Qe Radly e 14 cdays
Rn#EmIn
S
nﬂfluml:jf“ #months bo 1 year 100 Qo aw
defickncy or Sieghe dose nm admissbon [for children
FUTANN: £ histosry of g i G600 with oedonsa - sleghe dose on discharga] |

*ANTE-MALARIAL: Give if chilld has fever for more than €8 bours and other cause of fever is absent AND child lives in high malarial area

ALBENDAZOLE: Albendacole may be uyed instead of Mebemlazole: = 1 year; D0 BOT GIVE; 12-23 months: 200mg =2 years H0mg

"FTMEASLES: Chiklran should be reforrad io EP for any catatanding vaLcinalions

=R RON /POLIC ACID: Mot bo be given rowtimely, Where there iz modersite anaemia as identified by some palmar pallar ghve ron/Folic
acid after 14 days in the programme and not before [see probpcBer severs anaemia refer to Inpatient care.



ANNEX %

ANNEX 17: RUTF RATION FOR OTP

RUTF=92g packets containing 500 kcal (packed in cartons of 150 sachets)

Weizht of child packets per week S
g Provide double quatity if OTP is DR DD
every two weeks

day

9.5 - 10.4 28 4
10.5 - 11.9 32 4.5
=12 35 5

Calculating how much RUTF is needed
Imported RUTF is packed in cartons of 150 sachets.

A Number of children in OTP

B Monthly consumption of RUTF per child [based on 80
average of 20 sachets /week)

E Beneficiaries x monthly consumption AXB

] Monthly Carton consumption for OTP C/150
Monthly net weight 13.8kg/1000 (MT)

€ 150x13.8 =X/1000MT Ox13.8/1000

*jmpraried HUTF is maade fram paanui pase, milk posnder; vwprishie ol and s & speci fically desdpned micreouiieni mix i sdéml The BUTF s mado o the ssme

Farmdarinan az Fl 00 ared fa dedpned sa mes the specly] peads of spverey souieky real rararihesd chillieen,
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ANNEX 18: IRON AND FOLIC ACID DOSESMEDICAL PROTOCOL FOR OTP

IRON/FOLIC ACID DOSAGES

Give one dose daily for 14 days
IRON/FOLATE TABLET IRON SYRUP

AGE or WEIGHT (KG) of child | Ferrous sulfate 200 mg + | Ferrous fumarate 100 mg

250 mcg folate per 5 ml
Z - 4 months (4 - <=6 kg) 1.00 ml
4 - 12 months (6 -<10 kg) 1.25 ml
12 months - 3 years (10 -<14 kg) 1/2 2,00 ml
3-5 years (14~ 19 1og) 1/2 2.5ml




ANNEX

ANNEX 19: NATIONAL SUMMARY TREATMENT PROTOCOL FOR CASE

Diagnosis

Clingcal

Malaria

MANAGEMENT OF MALARIA
Treatment Choices

Firstlinedrug
Chloroguine aralonly
Zndlinedrug

During fellow upifthe response is partial, or
the symptoms reappear within 28 days
{recrudescence of falciparum case with
imitial response te Cf but due to resisiance ta
Ci}thesymptoms reappear]

Artemether plus lumefantrine for three
days

In case af developing symptoms of severity
the patient should be referred to secondary
care Facility after pre-referral treatment
with 1V IM or suppository of Artesunate,
Artemether M

Contra-Indication/Alternate treatment

1M Quinine in case the patient is a pregnant
wWormnan

Fortreatmentatsecondary care facility see the
treatmentbelow forseverefalclparumecazes

Confirmed
uncomplicated
falciparam
mualaria [by
RET ar
microscopy)

First line treatment

3 days treatment with Artesunates 5P
Znd line treatment in f@ilure cases
3days Artemether plus
lumefantrine(5ee the dosage]

in 1st trimester of pregnancy give Oral Quinine
for T days (see the dosage of Quinine
cral]Artesunate+ SFcan be prescribed during
therestofpregnancy periedwith confidenca

In failure cases during pregnancy Artemether
plus lumefantrineis contra-indicated. In this
case Oral Quinine has to be givenas above

Conflrmed
VIVAK ClseEs
{by ROT ar
microscopy

Firstlinetreatment
Idaystreatmentwithoral Chlorogoine
Zndlinetreatmentinfatlurecases

Qral (puinine for 7 days should be prescribed
toallcagey

Resistance e COQ in ¥ivax malaria has not been
detected yetin Fakistan howeverifsymptomsor
parasitaemia still persists afver day 3, Oral
(inine for 7 days should be prescribed to all
CaAsEs

PF/PV
mixed
infections

Artemether plas lumefanirine for 3 days
should be given with fatty diet (milk, butter
etc.] Plus 14 days Primagquine shouldalsa he

prescribedasinvivaxcases

Pregnancy i the contraindication. 5o enly
Quinineoral hastobedispensedtotreatbath the
speciesol parasites

Severe and
complicated

falciparum
mialaria

a3

IV Artesunate where not centraimdicated
once daily till the patient takes the drug
orally or ¥ days treatment is completed with
this monothrapy. Patient is switched over ta
oral ACT fier 3 days (Artesunate plus 5F)

In areas where parenteral Artesunate is not
available, IV Quinine in diluted form should
bedispensed under close manitoring

Where Artesunate ar any other parenteral
artemesinin derivatives are contraindicated,
patient should be treated with IV Quinine
imitially followed by oral QJuinine when the
patient s able totake the drugorally. Completa 7
daystreatmenthastobedispensedinthiscase.




1 | Chloroguine Oral

Artesunate plus
2 | Sulfadoxinepyr
imethamine

3 | Artemether plus
lumefantrine

Dosage schedule

Provided in 250 mg salt with 150 mg base [dose recommended as base] |
| Provided in co blister packing both for adults and children

Single dose for 3 days See table A and B below |
= |

See below table C

4 A.rte:iunal:e_]!u! SV

Artesunate IV or IM should be used in preference to parenteral quinine :
forthe treatment of severe malaria. '
Artesunate; 2.4 mg,/ kg IV or IM given on admission (time=0] then at 12 |
and Z4 hours, then once a day until the patient can swallow. It is |
available in ampoules, containing 60 mg anhydrous artesunic acid with |
a separate ampoule of 5% sodium bicarbonate solution.

Reconstitution: the vial of artesunate powder should be mixed with 1 ml |
of 5% sodium bicarbonate solution [provided) and shaken 2-3 minutes i
for better dissolution

The solution should be prepared freshly for each administration and |
should not be stored. Then: |
IV administration: add 5 ml of 5% glucose or normal saline to make the |
concentration of artesunate as 10 mg/ml and administer by slow |
infusion;

IM administration: add 2 ml of 5% glucose or normal saline to make the |
concentration of artesunate as 20 mg,/ml

5 | Quinine 300 mg
tablets for oral use

Z0mg/kg hﬂd].r 'l._'-'E!iEhI: loading oral dose followed by 10 mg/kg bw

| every B hours for 7 days.

A.  Artesunate tablets containing 50 mg and sulfadoxine /pyrimethamine (SP)
tablets containing 25 mg/500 mg)

Weight [kg)

Artesunate 50 mg tablets Sulfadoxine-Pyrimethamine

(500/25)

Day 1[Single Dose)
5-10 1/2 1/2 1/2 172
>10- 24 1 1 L 1 1
=24 - 50 2 2 L 2 2
=50 4 4 4 3
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B. Artesunate tablets containing 100 mg and sulfadoxine /pyrimethamine (SP)
tablets containing 25 mg/500 mg)

Weight Artesunate 100 mg tablets Sulfadoxine-pyrimethamine (500/25)
(kg
5-10 | 14 | 14 | o | 12
=10 -24 1/2 1,2 1/2 | 1
=24 - 50 1 1 1 | 2

C.  Artemether-lumefantrine:artemether 20 mg and lumefantrine 120 mg

Body - gy Der 1 f " s s Ly Dax 8 14
weight Ageln L- - _ days
kg) | P '
0 hr B hrs 24 hrs 36 hrs 48 hrs 61 hirs Daily
5-14 1-3 1 1 1 1 1 1 0
15-24 | =3-8 2 2 2 2 2 Z 1/4
2a-34 | B-12 3 3 3 3 3 3 172
= 35 =12 4 4 4 4 4 4 1
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ANNEX 20: ADDITIONAL MEDICINES FOR SEVERE ACUTE MALNUTRITION IN

OoTP

Mame of Product

Prescription

Special Instructions

Vo be geeen as second line
Chloramphenicool
antisla e for ciildren Tt A Thi chokce of ceplalesparin b to ke acoondeg to e
mw ruspanding o amssgillin Le E']']I':HL'H,!: dluldu-lnﬁ wwailahiliey at that partbcedar cores Dotige i 0o b
contiraed fever that = not dee iy Cusage. mdjusted pooordinghy
&0 mialaria
For the treatment of all hloody
METRONIDAZOLE diarrheea and diarrhaes that S separate probeo| fitve 3 times a day for 5 days
i lagtind Tor more thas 7 dis
Apply 3 times a dag.
TETRACYCLINE EYE = . Wash hands before ared afer nse. Wash eyes befor =
DINTSENT Far wresement of eye infection. | morning. alenoom A A | gy Coaeined foe 2 das aftar (nfetion his goni
night hiforw abiep
100 Y omigs §1 ml] 4
. ) rires @ &y after Food .
MYSTATIN For reament of cesdida [ P Contlnue lor T davs
the carer bow o wse )
P rchild fth I
PARACETAMH. - ”;;.r_‘.' .:"”"w Few = parshe protoo| Singhe dose anly - do MOT ghve o take home
S 1RQF
Apphy ever whole body
BENIVL CENTOATE - : Repeat witheut hathing Aveld eye conimct. Do Bet use on broken or secomdary
ks o i Bl loriain g disy. Wiksds infactail skin
nff 24 hours |ater
FoT Ersitinti f Firl o of LomEinmoe trent tuntil conditien has compleely
WHITFIELDS other fungal infections of the Apply twice a day T T -
resahvedl
ghin.
For crestmsiil of minog
CENTIAN VIDLET s anlons o Tungal Hifctices Moy i Tk Can Bu rpuiatod a1 nase vinitand sosgipoed untd condition
resn e
ol the skon.
CILFADDK] 2nd ling enti-madarial
H’HHH‘I‘IM::I! ereatiment for child ren who St s parale prtocn| Gl oot b dosw in eline
haree not responded &o first line
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ANNEX 21: PARACETEMOL AND METRONIDAZOLE DOSES
Paracetamol
For severely malnourished children use with extreme caution

Giwve one Lime treatment ondy and Start antibiodic or anti-malarial immediately. Monitor child - if the lever is greater than
IFCLI0EE where possible, refer to inpatient care. If inpatient care is not possibie, give a single dose of paracetamol and
tepid sponge the child until feser subsides. Return toclinicif high fever continees at home.

farve o singile dose immedistely [etat dose] for gemptometic treetment of fever

TABLETS - 10e0 mg

Wedght of Child kg Do Wedght of Child kg [
=40 5 Ifgg 1 ml] simghe Gnse =41 E5 g % pakder] Aiigghe Base
+0- 8.0 &0 myg {25ml] single duse 440 - 8.0 50 mg [ ¥ tablet) simgle dase
BO- 150 120 mg {5ml] simghe dose BiE- 150 100 mg [1 tahlet) singhe dase
= 15.0¢ 240 mg - {10 mi) ' simghe dose =15.0 200 mg - [Z tablatx) simghe dose

NOTE: Always check label on bottles for dosapes and dilution of syrups as this can change between
different manufacturers, Give ONE DOSE only and start antibiotic or antimalarial.

Metronidazole

For the treatment of all bloody diarrhoea and diarrhoea that has lasted for more than 7 days
Give 3 times o day for 5 doys

SYRUP - 125 mg / 5 ml

TABLETS - 200 mg

WEIGHT DOSE WEIGHT ISE

=40 kg dia not give =4 kg an nok give

4.0 79 kg . 625mg (Z5ml]  tid 4.0 -59 kg 50mg (% tablet) 64

820 - 14.9 kg 125mg (Sml)  &d 60 - 11.9 kg 100 mg (¥ tablet] tid

15.0 - 35.0 kg 250mg (10mi] did 12.0-15% kg 150 mg (3 tablet] od
160 - 3500 kg 200 mg (1 tablet] wd
= 35.0 kg 400 mg (2 tablets) oid

o



o
g
H

ANNEX 22: EEIIS';ITI%%T AND EXAMINATION FROM FOR USE IN STABILISATION

History
History

Has the child been eating and drinking [if so what)

Breast feeding Yes
Appetite
Diarrhoea
Vomiting
Breathing

No Infant <6 months Yes Yes No

Good  Poor None

fies Mo Stools per day....... Normal fwatery Ssoft/blood /mucous,/pale
Yes Nao No.per day

Mormal/ fast/ noisy  Difficult for how long................

Cugh s i
BT o e e

Convulsions
Unconscious

ey Mo
Yes Nao

Examination
Does the child look: Mot ikl very il comatose
Mood and behaviowr | Wormal /apatheticfinactive firritable frepeated movements -
Eyes Hl:ll:‘mal_,l'5uni:rn,n'-;iarlrlﬂl.":nhbuh:rj'nu_:_,f:l:emsl-lfl-hrnu|I'r.|.1J.'.|LI.u
 Ears Normal /discharging
Mouth Normal/sorefred fcandida/smooth tongue herpes fangular stomatis
Membrane colour Wormal/ palefjaundiced /cyanased
Gums Normal/bleading
Breathing Mormal /nobsyfasymmetrical flabored fwheesing fin-drmwing
Chest | Mormal /asymimetric ‘pigeon/sulcus
Hydration Hurmal_.l'drh].rr.lr..it-edl." shoek
Passing uring Yes/n
Dedema Hnue + £+
Peripheries Normal/fwarmfcold
FPulse Rate.../minute. Normal fstrong/weak
Heart sounds Mormal/gallop/maurmur
Stool | Mot seen/normal/soft 'watery/green/pale/mucous/blocd
Abdomen Kormal/ distended ftender fvisible fpericialsis
Bowel Sounds normal factive /guiet/absent
Splazh Niofyes
Liver == elow costal margin, normal ffirm hard smooth finregolar
Spleen Mot feltlarge-normal/ firm /hard -tender /painless
Tinne Normal /staffy flopme
Meninges | Wormal /stiff neck/Brudzinski ffontanelle bulging
Skin changes Mone/ o/ ulcers finfection fouts hruises
Perineam Normal frash/raw,'candida
Purpura Mo fves
Scahies Wone/lecal fgeneralised
Lymph nodes None/ grodnfaxillameck tender fpalnlese fsoft firm fhard /fieed
Hair Normal/easily plucked balding




SLINSTY AL M

F_ﬁ_uﬂuniﬁw:

BdAL
Pl 3jog

¥ MIAFEIL
au g A
- aurxoprgdyng

153l

aunbosn

SHNENOIW ANLLOOH

| “sdop or-£
ugpadxomy

I1 (i) f # [ ) g ¥ £ i | 41580

surzgasg papssday

AT

Q ]
g N H

mypadidy

ANNEX

aN

=,

[uapoms Bung o ‘euapan j

ﬂu_._.._..__.- Hnsseyg

=1

wiman

g=

E<%

drg / spemg

—— Aty g | poon

9K

sy, | Sy

9H

=y, | eaogLreg

AHOLSTH

L+ ++ )
Fuiapan

[T
NN

Fe s e=]
- J0)-Wis

| [EE]
nam

[Ajun syuons

G 3] () e

21

11

ot

[ ]

a1va

LHYHI HHIAWOd CHHLNY

L) HOpss|py

mnL paLajay

L5

_|r¥

sapany nopensiiay

AN

RATI[ELS]

auma yuaed-og

JAYD FHLNAD NOLLYSITISVILS £7 XANNV

89



ANNEX

aflaeE g g AL

ASLIRASE 0 3

g

SHHRE

sunnendsay

EALVETE TR

[Emasay
aqum N/

SHMIEL O

W 00

WY 00'E

W 0T

d DL

Wd DO

d 00T

WY 0T

MY L

SAMILL TYIN

Aep amd jeaog,

{iep 12d seaan 5] |
e gl pumowmy .

ALnMnm

BUAIES SFERARN

SANIDIIAW TYEDAdS |




ANNEX

Medical Follow Up Form
MEDICAL FOLLOW UP FORM SC

NAME:

NUMBER:

DATE

SICHATURE

DATE

BN ATIHE




ANNEX 24: ROUTINE MEDICINES FOR CHILDREN WITH ACUTE
MALNUTRITION (6-59 MONTHS) IN STABILISATION CENTRE

Name of Product Ape/Weight Prescription Dose
) 15t line: Injectible benzyl penicillin
benzyl penicillin | op ampleillin 1Y or 18 plus
ANTIBIOTIC From day 1 All beneficiaries ar ampicillin gEntamycin
100m
B/ke Znd line: Chlarenphenicol
Dy 1 Children=2 manths Sea malaria
ANTIMALARLAL®* 5 1 i
" As reguired protocol oF TEACH proocs
= | year DO NOT GIVE None
ALBENDAZOLE*** | On discharge 12-23 months 20 M ; \
T P Single dose on exit
=2 years M m
\"H?[I:Ji:;sﬁl:lﬁsﬂﬂ O aday | Froam 6 months Stanclard Once on day 1 and at 49 week
Do ot give
unless signs of | & months to <1 year | 100 000 1
itamin A :
VITAMIN A ;:&HE"L:; o Single dose on day 1
h]srpr}l of =] year 200 0400 10
et |es

= ANTIMALARIAL: Give if child has fever lor more than 48 hours and other canse of fever is abgent AND child [ves n ligh
malarial area

=+ ALBENDAZOLE: can be glwen again after 3 months If signs of re-infectlon appear
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Annex 25: Treatment of Complications in the severely malnourished child

A severely malnourished child without appetite and for with medical complications must be referred
toinpatientcare,

Reference; World Health Organization [2013) Pocket book of hospital care for children: guidelines for
the management of common illnesses. Second edition. Geneva: World Health Organization

Meonates are a group that need particular special care and therefore should be referred to
the paediatric ward where protocols for neonates will be followed.

Dehydration

Misdiagnosis and incorrect treatment for dehydration is the commonest canse of death in malnourished
children,

Many of the signs that are normally used to assess dehydration are unreliable in a child with acute malnutrition,
making it difficult or impossible to detect dehydration reliably or determine its severity.

Severaly acutely malnourished children are deficient in potassium and have abnormally
high levels of sodium, therefore standard Oral Rehydration Solution [(ORS) must not be used. Instead a
Rehydration Solution for Malnutrition [ReSoMal) is used.

CAUTION: The only indication for intravenous infusion in a child with severe acute malnutriion is
circulatory collapse caused by severe dehydration or septic shock [excluding cardiogenic shock] as
children can quickly sulfer from Auid overload, ReSoMal should never be given freely,

Breastfeeding should be continued wherever possible during re-hydration therapy.

The rate of re-hydration must be slower for severely malnourished patients than other patients, Do not exceed
the recommended doses. This is particularly Impartant in patients with bwashiorkor, who harbour excess fluid
and sodium, butwho can be hypovolaemic at the same ime [(decreased fluid circulating in the vascular space]. s
clinical condition improves with treatment, Buid may quickly be remobilised back into the drculation, making
these patients particularly susceptible to luid overload, Therefore, correction of hypovolasmia in kwashiorkor
patients should be done carefully, under close monitoring and should be stopped immediately when clinical
condition improves,

Diagnosis of dehydration
= Do NOT use the skin pinch test to diagnose dehydration - in marasmus skin normally lies in folds

and is inelastic.
= Do NOT assume that malnourished children with sunken eyes have dehydration - in marasmus eves
are normally sunken without any dehydration.

The main diagnosis of dehydration comes from the HISTORY rather than the examination, There
needs to be:

= A definite history of significant fAuid loss —usually diarrhoea which is clearly like water and
frequent with sudden onset within the past few hours or days.

= A history of a recent change in the child's appearance. If the eyes are sunken, the
maother/caretaker must say that the eyes have become sunken since the diarrhoea began



Diagnosis of shock with dehydration
When there is definite dehydration based on the history and the examination and:

8 Aweakor absent radial pulse.
- Cold hands or feet.
= Urine flow is diminished or there is nourine Aow

Then the child is going into shock. When, in addition to the above signs, there is also decrease in level of
consciousness so that the child is semi-conscious or cannot be roused. Thisis severe shock,

Treatment of dehydration
Wherever possible children should be rehydration orally as the use of IV fluids can lead to fluid overload very
easily resulting in the death of the child,

IV infusions should only be wsed where there 15 zevera shock with toss of consclousness from confirmed
dehydration.

Management in bazed on an accurate measurement of welght. Welght of the child should be taken on an infant
scale or a hanging scale far older children. Clothing [(except underclothes] should be removed.

Use ReSoMal to treat rehvdration in acutely malnourished children, This usually comes in ready prepared
packets which are mixed with water. Where pre-packaged ReSoMal Iz not avallable, It can he made as follows:

ReSoMAL recipe

| Ingredient (uantity
Standard WHO -0ORS One packet [1 litre packet)
Mineral-vitamin mix {where available) 6g
Sucrose (sugar) g
Water 2000ml {two litres)

During re-hydration breastfeeding should not be interrupted.

ReSoMal should be administered as follows:

Give 5ml/kg of ReSoMal every 30 minutes. Children whe can drink may be given the required amount
assipsor by spoon every few minutes. Malnourished children are weak and quickly become exhausted,
s0 they may not continue to take enough Quld voluntarily, Il this occurs, the solution should be given by
MG tube at the same rate,

see ReSoMal protocol below

Every 30 minutes assess
#  [Clinical signs of improvement.
& [linical signs of over-hydration, especially signs of heart-failure {e.g. respiration rate].

As the child gains weight during re-hydration there should be clinical improvement and the signs of
dehydration should disappear. ReSoMal should be stopped when:

The respiratory and pulse rates increase;
#  Thejugularveins become engorged; or
= Thereisincreasing cedema [e.g. puffy evelids).

Ifthereis resolution of the signs of diarrhoea and weight galn stop ReSoMal and start the child on F75

9%
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Aﬂ:rz howrs make o thorough assessmeni;
Ifthere s continued weight loss then increasze rate of administration of ReSoMal by 10ml kg hour
Heaszess after one hour.
. [Fthere is noweight gain thenincrease the rate of ReSoMal by 3mil /kgfhour
Reassess alter one hour,
- Ifthere is weight gain and deterioration of the child’s condition, the diagnosis of dehydration was
wrang. Stop ReSoMal and start the child on F75.

Starting F75
When there is resolution of the signs of diarrhoea and welght gain stop ReSoMal and start the child on F75

F 75 can usually be introduced within 2-3 hours of starting re-hydration. ReSoMAL and F75 can be given
alternately for a few hours ifthere 5 s6ll some dehydration and continuing diarrhoea,

."I.:-:'!:I"'\-:.‘_-i'l1'|;__d| target Luili_g_hl! lor rehivilration with walery diarrhoea

Weight loss is generally 2-5% of body weight

Do not atterpt to increase body weight by more than 5% in consclous children

Ifthere is weight gain of up to 5% of body weight with BeSoMal rehywdration therapy, the dehypdrated child sill
show dramatic improvement and treatment can continue with F 75,

If there is definite debydration (a history of fuid lesses, a change in the appearance of the eyes and the patient
has all ofthe following:

- Semi-conscious or uNCoONECOUS,

. Rapid weak pulse.

- Cold hands and feat,

The child should be treated with IV Auids. Use one ofthe following solutions (in order of preference]:
" Half-strength Darrow’s solution with 5% glucose [dextrose),

- Ringer's lactate solution with 5% glucose.

. 0.45% [(half-strenpgth] saline with 5% glucose.

. Give 15 mil kg IV over the first hour and monitor the child carefully forsigns of over hydration.

b IFthere is improvement repeat the 15ml kg IV over the next hour,

- [Fthereis still no improvement assume the child has septic shock.

. As soom as the child regains consciousness or the pulse rate drops to & normal level, stop the IV

Muids and treat the child orally or by NG tube with 10ml /&g of ReSoMal per hour. Continue the
protocol above fororal relpd ration.

Resomal protocol
Torbe used OMNLY after careful diagnosis of dehydration (histery and clinical signs],
Monltar regularly

If respiratory rate increases or there is increasing eedema [e.g of eyelids) or neck veing become distended,
stop ReSoMal. Beagsess after the first howr,

.
w0}
LN



Weight of Child First 30 Minutes Second 30 Minutes 2nd Hour

kg ml ml ml
20-29 10 10 20
3.0-39 15 15 30
4.0-49 20 20 40
50-59 25 25 50
6.0-6.9 30 30 60
7.0-79 35 3 70
HO-89 40 40 a0
9.0-99 45 45 90
10.0-109 50 50 100
11.0-11.9 55 55 110
12.0-129 &0 60 120
13.0-13.9 65 65 130
14.0-14.9 70 ?El 140
~ 15.0-159 75 75 150
Septicor toxicshock

Dehydration and septic shock are difficult to differentiate in a child with zevere malnutrition, Most of the signs of
true dehydration are seen in septic shock. A careful history and clinical examination can usually lead to the
correct diagnosis and appropriate treatment.

Diagnosis of septic shock

A fastweak pulse with::
. Cold peripheries [hands and feet]
- Alrered consciousness
- Absence of signs of heart failure.

Incipient septic shock: The child is usually limp, apathetic and profoundly anorexic, but is neither thirsty nor
regtless.

Developed septic shook: The superficial veins, such as the external jugular and scalpveins, are dilated rather
tharn constricted. The veins in the lungs may also become engorged, making the lungs stiffer than normal, For this
reason the child may groan, grunt, have a shallow cough and appear to have difficulty breathing. As shock
wiorsens, kKidney, liver, intestinal or cardiac failure may ocour. There may ke womiting of blood mixed with stomach
contents [“coffee-ground vomit™), blood in the stool, and abdominal distension with “abdominal splash”. Whena
child reaches this stage, survival is unlikely.,

Treatment of septic shock
. Give broad-spectrum antibiotics
- -Second and third line together
- -Fordeveloped septic shock consider third line antibiotics, antifungal treatmentand anti-
staphylococeal treatment
. Keep the child warm to prevent or treat hypothermia
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. Give sugar-water by mouth or naso-gastric tube as soon as the diagnosis is made (o prevent
hypoglycaemia

- The child should not ke handled any more than is eszential for treatrent. Mor should the child be
washed or bathed; after the child has defecated, his or her bottom can be cleaned with a damp

cloth.
Incipient septic shock: Give the child F75 by NG tube

Developed septicshock: Ifthe patient isunconscious give:
= Begin IV rehydration immediately swith one ofthe following:
halt-strength Darrow's solution with 5% glucose (dextrose]
Ringor's lactate solution with 5% glucose?
= [LA5% (half-normal) saline with 5% glucose,2
. Give 15 mil kg per hour
. Monitor every 10 minutes for signs of over-hydration and congestive heart failure:
Inereasing respiratory rate
- Development of grunting
= Increased liver size
- Viin engorgement
. If zsigns of congestive heart fallure develop or the child does net iImprove after 1 howr of 1V therapy,
give a blood transfusion (10ml/kgslowly over at least 3 hours). If bloed is not available, give
plasma. During the bleod transfusion, nothing else should be given, so as to minimize the risk of
congestive heart failure, If congestive heart Bilure develops {e.g, distension of the jugular veins,
increasing respiratory rate or respiratory distress), give a diuretic [the most appropriate cholee is
furosemide {1 mg/kg) and slow the rate of ransfusion
. [f there are signs of liver failure [e.g. purpura, jaundice, enlarged tender liver], give a single dose of
Ling el vitamin Kintramuscularh

As soon as the radiol pulse becomes strong and the child regoins consciousness, Start F 75

CAUTION: Steroids, epinephrine or nikethamide are of novalue and should never be used,



@

Heart failure

This is usually a complication of over-hydration [especially when an [V infusion or standard ORS solution is
glven], very severe anaemia, blood or plasma transfusion, or giving a dletwith a high sodium content

Clinical deterioration with weight gain

Asudden increase inliver size

Tenderness developing over the liver

Anincrease inrespiration rate

Anacute Increase In resplration of more than 5 breaths per minute [particular during rehydration
reatment)

50 breaths per minute up to 1 year of age

=4in children 1-5vears

Respiration that has or develops a 'grunting' sounds during each expiration
Crepitations or ralesin the lungs

Prominent superficial and neck veins

Engorgement of the jugularvein

Increase of pedema or reappearance of oedema during treatment

Arapid pulse,

Cold hands and feet

Cranosis of the fingertips and under the tongue.

Heart failure must be differentiated from respiratory infection and septic shock, which uwsually occur within 48
hours of admission, whereas heart fallure usually occurs somewhat later.

Treatmemnt

for heart failure

stop all oral intake and 1V Auids. The treatment of heart failure takes precedence over feeding the
child. Mo fluid zhould be given until the heart failure is improved, even if this takes 2448 hours,
Small amounts of sugarwater can be given orally to prevent hypoglycaemia.

Give adiuretic IV, The mostappropriate choice is lurosemide [ 1 mg/kg).

Do not give digitalis unless the diagnosis of heart failure is unequivocal (jugular venous pressure is
elevated]) and the plasma potassium level ls normal. Inthat case, Smg/ kg of body weight of digosdin
may begiven [V as a single dose, or orally, if the IV preparation is not available.

If heart filure is associated with severe anaemia, the treatment of the heart failure takes
precedence over the treatment of anaemia. A patient In heart failure should not be transfused
unless there is experience and the necessary facilities to deal with exchange transfusion.

Children with oedema can go into heart Failure without a gain in weight, if the expanded circulation
i& due to pedema Quid being mobilised firom the tissues to the vascular space. Initial over-treatment
can lead to death several days later from heart failure when intracellular sodiurm (marasmus and
oedematous malnutrition) and oedema fluid are being mobilised. All children have a fall in Hb
during the early phase in treatment. This is known as “dilutional anaemia” and should not be
transfused,
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Hypoglycaemia

Hypoglveaemia can be a sign of infection or can occur when the child has to travel far to reach the in-patient care
facility, Sugar water should be given to children on arrival at the health facility:

Hypoglycarmia and hypothermia often ocour together  Check for hypoglycaesmia whenever hypothermia is
found,

Frequent feeds will usually prevent hypoglycaemia ecourming.
Diagnosis of hypoghycaemia

There are often no signs of hypoglycaemia. One sign that does ocour in malnourished children is eye-lid
retraction (gives a staring appearance to the eyes or causes the child to sleep with his fhereves open).

Treatment of hypoghcaemia
Ifthe patient is conscious or can be roused and is able to drink:
e Give 50 mlof 1096 glucose or sucrase[ sugar),
Or
. Give F-75 diet by mouth

Ifthe child is losing consciousness, cannot be aroused or has convulsions:
= Give IV sterile 10% glucose [3ml/kg), followed by 50ml of 10% glucose or sucrose by naso-gastric
tube,

When the child regains consclousmess:
= Immediately hegin giving F-75 diet
= Continue frequent oral or NG feeding with F-75 diet to prevent a recurrence.
. All children with suspected hypoghveaemia should also be given the second line antibiotic,

The response to treatment is rapid. 1f a very lethargic or unconscious child does not respond with treatment,
there is anothor cause for the clinical condition which must be found and treated.

99



ANNEX

@

Severeanaemia

fthe haemoglohin concentration is less than 40 g/ or the packed-cell volume is less than 12%, the child has very
severe anaemia, which can cause heart failure.

Treatment of severe anaeniia
IfChildren with wvery severe anaemia need a blood transfusion.
- Give 10 ml of packed red cells or whole blood per kg of body weight stowly over 3 hours.
= [tis particulardy important that the volume of 10 mi/kg is not exceeded in severely malnourished
children. If the severely anaemic child has signs of cardlac fallure, transfuse packed cells [5-7
ml,/kg) rather thanwhole blood.

Ensure thatblood is screened for Hepatitiz B, Cand for HIV

= All children should be fasted during and for at least 3 hours after a blood transfusion

= [Ifthe child is dehydrated and has severe anaemia = treat the dehydration fiest.  [fthe blood is to be
ghven for anaemia it should be given during the first 24 hours after admisslon. Children who
recaive hlood for anasmia should not be getting ReSaklal.

= Where o blood transfusion is not avoilable, the health care provider only has the option of giving
folic acid on admission and giving iron once the child has an appetite and is gaining weight (usually
after 1 4days], The fallowing doses should be given:

Age Group Duration

= & vears 25 mg iron + 100-400 pg follc acid daily 3 months

2-12 years 60 mg iron + 400 pg folic acid daily 3 months
CAUTTON:

Increasing anaemis and heart Bilure or respiratory distress is a gign of Auid overdoad and an expanding plasma
volume - the heart failure is not being caused by the anaemia; these patients should never be glven a stralght
transfusion of blood ar even packed cells

Do not give iron during the initial phase of treatment, as it can hive (oxic effects and may reduce resistance to
infection

Monitor for signs of transfusion reactions. ITany of the following signs develop during the transfusion, stop the
transfusion:

. Fewer
itchy rash
Dark red urine
. Confusion
v Shock

Monitor the respiratory rate and pulse rate every 15 minutes. If either of them rizes, transfuze more slowlw
Following the transfusion, if the Hb remains less than 4 g/dl or between 4 and 6 g/dl in a child with continuing
respiratory distress, DONOT repeat the transfusion within 4 days. In mild or moderate anaemia, oral iron should
be given for two manths to replenish iron stores BUT this shoold not be started until the child has an appetite
and is paining weight (usually atter 14 days].
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Hypothermia

severely malnourished childeen are highly susceptible to hypothermia, The room where children are treated
should be warm especially at night (between 28 and 32°¢). There should be adequate blankets. Windows and

doors should be shut at night.

Diagnosiz afhypothermia
- Rectal temperature below <35.5%C
. Underarmtemperature < 35 °C

Treatment of hypothermia
- Use the skin to skin technigue for children with a caretaker. Place the child on the front of the
mother / caretaker with the mothers / carctakers arms wrapped round the child, The mother /
caretaker and the child are wrapped in blankets together. Give hot drinks to the mother / caretaker
20 her skin gets warmer
- Puta hat on the child as most heat is lost through the head
¢ Donotuseahot water bottle - thisis too dangerous
Place a heaterorlamp nearby
Ensure that the room iz notcold
Treat tor hypoghycaemia and give second line antibiotic.
Monitor body lemperature during re-warming,
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Dermatosis of Kwashiorkor

Dermatosis presents in children with severe kwashiorkor, [t often spontanesusly resobves with nutritional
treatment. The zinc supplement contained in the nutritional treatment is particularly important in these
children, as they are usually severely zinc deficient

Diagnosis of dermatosis

- Hypo-or hyperplgmentation

= Desquamation

= Uleeration (spreading over limbs, thighs, genitalia, groin, and behind the ears)
Lesions [resembling severs burns ) often with secondary infection, Including Candida

Treatment of dermatosis
- UAtrophy of the skin in the perineum leads to severe nappy dermatitis, especially if the child has

diarrhoea. The nappy area should be left uncovered. If the nappy area becomes colonized with
Candidaspp,, it should be treated with nystatin ointment or cream { TO0000 10 {1 g)) twice daily for
2weeks and the child should be given oral mystatin (100 00 IU fouwr times daily).

- In other affected areas, application of zinc and castor oil cintment, petroleum jelly or paraffin gauze
dressings helps to relieve pain and prevent infection,

' Bathe the affected areas in 1% potassium permanganate solution for 10-15 minutes daily. This
dries the lesions, helps to prevent loss of serum, and (nhiblts Infection.

- Polyvidone iodine, 104 ointment, can also be wsed. 1t should be wsed sparingly especially if the
lesions are extensive, as there is significant systemic absorption.

«  Allchildren with kwashiorkor-related dermatosis should receive systemic antibiotics
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ANNEX 26: AMOUNT OF F75 TO GIVE IN PHASE 1 [STABILISATION CENTRE)
AMOUNT OF F100 TO GIVE IN TRANSITION PHASE

Recomimendation:

Provide F75 feeds every 3 hours for the first 1- 2 days and move to six feeds a day if there is no
vomiting or diarrhoea.

F75 contains:75 kcal/100 ml and 0.9 g protein/ 100 ml. 130 ml of F75 = 100kcal

Weight Volume of F-75 per feed [mil]* il 1
of child TR e 1OUrs .|:-j |-_".,r|:-|-_|,.- 4 hours I; (5] Ddll}rr:'lﬂ:l?é;:i 30
feeds] .
2.0 20 a0 45 260
2.2 25 35 50 286
24 25 40 55 312
2.6 30 45 55 338
2.8 30 45 (1] 364
3.0 35 50 [ 390
3.2 35 55 70 416
34 35 55 75 442
3.6 40 &0 &0 168
38 40 &0 5 194
4.0 45 65 a0 520
4.2 45 TO a0 546
4.4 50 T0 a5 572
4.6 a0 75 100 5980
4.8 55 B0 105 624
5.0 55 BO 110 650
5.2 55 B5 115 G676
5.4 6l o0 120 702
5.6 a0 gl 125 TiR
5.8 i 95 130 754
6.0 65 100 130 780
6.2 7O 100 135 L]
6.4 70 105 140 832
6.6 75 110 145 858
6.8 75 110 150 BE4
7.0 75 115 155 910
7.2 g0 120 160 936
74 80 120 160 962
7.6 85 125 165 988
7.8 B5 130 170 1014
B.0 a0 130 175 1040
8.2 a0 135 180 1066
8.4 a0 140 185 1092
B.6 a5 140 150 1118
8.8 95 145 195 1144
9.0 100 145 200 1170
9.2 100 150 200 119G
9.4 105 155 205 12Z2
9.6 105 155 210 1248
o8 iid 160 215 1274
10.0 110 160 220 1300




Amount of F100 to gh"l?.' intransition ]:I]'I-HSE
Give F100 full strength to children in transition [where RUTF is not available). Provide & feeds /day.

CAUTION: F100 Full strength is NOT given to infants less than & months or less than 3kg. These
infants should be given F100 diluted.

Weight(kg) 6 feeds/day

334 80

+-+.4 85

4.5-4.9 95

e 110
5.5-5.9 120
6-6.9 140
=19 160
B-8.9 1HOD
9.9 190
10-10.9 200
11-11.9 230
12-12.9 250
13-13.9 275
14-14.9 290
15-19.9 300
20-24.9 320
25-29.9 350
30-39.9 a7n
40-60 400
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ANNEX 27: RECIPES FOR F75 AND F100
Recipe lor locally prepared F75

| CMy* Water
Type of milk Milk (g) Eggs () Sugar(g) Gil (g) powder Red scoop (ml)
(g) =bg
Dry skim milk 25 1] 70 27 35 i 1
Dry whole milk 35 i 70 20 is 2 Lo
Fresh cow [or
| gat) Inill-l{ 280 ] a5 20 2 L (vl
Whole eggs i 20 7l 20 il 2 L Chibih

*CMY=special mineral and vitamin powder mix designed for the trestment of severe acute malnutrition, This can be obtained
from Mutrlset, This showld be used wherever pessible. Where this Is not availabe use the mineral and vitamin mix recipes below,
Auddd 20ml of mineral migand 140ml of vicamin mix
How to prepare the recipe:

«  Cereal powder should be cooked for about 10 minutes.

= Add the milk, sugar, and oil to the cereal powder

= Add some water and mix.

=  Boil mixture for 5-7 minubes.

= Allow to cool, then add the mineral mix and vitamin mix and mix again.

=  Make up the volume to 1000 ml with water.

Recipe for locally prepared F100

CMY* Water

Tyvpe of milk Milk [z) Eggs () Sugar (g] il [g) Red scoop (ml)
:ﬁg
Dry skim mill Bo 0 50 Wl 2 1000
Dry whole millk 110 0 50 30 z 1000
Fresh cow [or
_E“ﬂt-] milk S0 0 L0 . 25 z IR
Whole eggs 0 220 90 | 35 2 1000

Recipes for mineral solution and vitamin mix used in the preparation of F75

Mineral salution

Weigh the following ingredients and make up to 1000 ml. Add 20 ml of electrolyte /mineral solution
to the recipe for F75 above.

Potassium Chloride: Kcl #9.5g
Tripotassium Citrate: CoH5K307 . HZ0 324p
Magnesium Chloride: [MgCI2 - 6HZ0) 305g
Zinc Acetate; Zn{CH3C00)2.2ZH20 33g
Copper Sulphate: CuS04.5H20 056 ¢
Sodium selenate® 10 mg
Potassium iodide* 5 mg
Water: Make up to 1000 ml

*IFitis nat possibde to accuratehrweigh these small amounts, these substances can be omitted




The selution can be stored at room temperature [or fridge where poessible], It is added to the milk
at a concentration of 20 mil/litre,

= Dissolve the ingredients in cooled boiled water.
= Discard if it turms cloudy.

= Make fresh each month.

= Store the solution in sterilised bottles

Vitamin Mix

Amount per litre of

yHamn liquid diet
Water soluble:
Thiamine [vitamin B1) 0.7 mg
Riboflavin {vitamin B2) 20 mg
Micotinic acid 10 mg
Pyridoxine [vitamin B&] 0.7 mg
Cvanocobalamin (vitaminB12) [ 1 pz
Folic acid 0.35 mg

| Ascorbic acid (vitamin C) | 100 mg
Pantothenic acid [vitamin B5} | 3 mg

| Biotin 0.1 mg
Fat soluble;
Retinol [vitamin A) 1.5 mg
Calciferol [vitamin Y 30 pg
7 -Tocopherol {vitamin E} 22 mg
Vitamin K 40 g
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ANNEX 29: MONTHLY REPORT - SUPPLEMENTARY FEEDING PROGRAMMES

E1: Cursd = child nr mother that hees reached the exit crigeria

E¥: Dedaalter = child or mother absent for 2 consecutive vislo

E4: Mom recoversd = child or mother that does not reach the exit criseria alter + months in 5FF

13; Relapse after cures previoushy sxited ax cured baet currently fulfills enmiment crigeriy withi 2 menths

Bt Medicsl bramslor = lransder 1o s healfh Bility for medical ressses whers there i no setrfion tresiment

RAMEOF HEALTHE FACILITY | | |
DHETHICT
Tahall/ Taluks
Srw Afmimicns |B) Hrreed [n M I
TFeiul im PP »
Tirgelgroup | Beghnisting of - e T Trunahr TOTAL IN
e menth [A) | MUAE 11 £. | Mitic <244 |r:._.i.1'5t. |.rr..u.|r sETl S HING (D) B i LT o1 .
<1zbemEa | emmy | AEere | Gl warammey | VHHERLLL
]| B}
IC1]
6~ S9 marihe a o
Fregaantand
bactitia f waimen L] L
ToTaL i} g | B ] a I l‘ L]
DHEFINITIDMS

B Ouher - sdindssbes wikich deses nol ull age ertderia or anthropomerie coileris but who meod moiforing and sesmenl

B Retars afier defanlving Clldres or prengant and Lictating women whi have refurned o the programme afer detauldng withbs I oiontks
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BSTH
e
Extis [} Maved vl (1)
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T [E1 HERALILTER [EX) e T EE TR‘.'I.:f!'-:F: W mser (HE)
- THTAL Tl i SFF £
MRCHARGE (5] bl ol ths mmimih [1]
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ANNEX 30: MONTHLY REPORT - OUT-PATIENT THERAPEUTIC PROGRAMMES

HAME OF HEALTH FACILITY
I BISTRICT
Thail/ Taligka
Mesw Admissicns (0] Moved In Moved In
Totnl in oTP My Tramsfur
HLALT = CEDEMSA | RELAFSE aftar
Inning of -
.ﬁ.".",:,,'m 115emgm1y| e (B3 dfault TOTAL ":'i':"! f"-’ At
Ags group 1A} (B4} Ah-H{I:IﬂmH TOTAL IN
o}
B-53 months a L]
TOTAL -] o a a a o o
DEFINITIONS;
B3: Relapse after cure: previously exited as cured but currently fulfills admission criteria within 2 months
B4: Raturn after defaulting: Children wha have retumed 1o the program s within 2 manths
21 Other - admission which does not fufil age ortieria or anthropometric oritera but who need monitoring and treatment
El: Recovereds childran that have reach thae axit critaria
E3: Defaulter = child absent for 3 consecutive visits or 4 visits if OTP every 2 weaks
E4: Mon recovered = child that does nat reach the exit criteria after 4 months in OTP
ES: Medical transfer = transfer to 5 haalth facility for meadical resgsons wheare there (s no nulrition treatmant
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Repart prepared by

MONTH § YEAR
Disecharge [E) Moved out
z - MEMCAL
EXIT TOOTP [HEATH N -RECO%ERED
{E1) ) FEFALILTER [EZ]} (4] TRAKSFER THER
{EL L ; 43 Tdal in in-
IJI!E[-I.!H.EI.EE patient at end of
151 1 e st 1)
0 -]
o ]
i n [l @ o i [ ]
AMMY /0 amvo! BV D! ] ] ¥RV
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ANNEX 31: MONTHLY REPORT - STABILISATION CENTRE

NAME OF Health facllty
IHETHICT
Taluba Tebsil
Muw Admizsions [B) Sloreriad In
MUAL = JENEMA RELAPSE Aegurn after | Transfer from Cithir (03
Totslinin- |1L5cm i) |{E2) TP (1 defauit {01 [arT® (2] w [0)
patient care WFH -2 2 TUTAL
Age group
o begimining ol SCORES, AMMTESIN [
thse it 1) WASTED, HO
WEIGHT
GAIN eic
« i montha i
1359 renarf 1]
TiNTAL 1] n n 1]

El: Relapse after cores previowsly exited as cured buat currently foiflls admission criteria within 2 months
1 Betarm after defaulting: Children who have returmed to the programme after defanlting and who meet admdssion criteria withdn 2 months

[C3: Drther - admission which does not fulil age criferia or anthropometric criteria bol whe need monitoring and treatment

1 Exit to OTF = children that have reach the criteria to discharge from in-patient care
4 Defaolter = child absent for 2 days
4: Kom recovered = child that does mot reach the dischange criteria after 45 days in in-patient care

5: Medical transfer = transfer to a bealth facility for medicl reasons where there is no natrition treatment
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Repori prepares by
MONTH f YEAR
Diszharge [E} Mowed aud
1 MIELHCAL
EXIT TO OTP DEATH MOK-RECOVERED
[EL) [ ¥EFALILTER |E3] (B4 TRAKSFER OTHER
[EZ] el Tatal i i
ool bead o el off
DISCHARGE |G
e the month (1]
1] a
n n
(1] 1] 1] L] 1] 1] o o
AV 01 LLLILE T HEIV o AV 0l ANV
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ANNEX

Annex 33: Checklists for Supportive Supervision
COMMUNITY OUTREACH

Communities: Date:

Community outreach worker{s]

Referral Health facility: MName of Supervisor:

Quality Discussed

#++ Correct ++Needs improvement + Wealk Y/ Comments
0 Notdone or done incorrectly

Community work
Regular contact and discussions with community
leaders, groups and caregivers made

Screening
Active screening and referral of cases

Home visit
Home wvisits to absentees and defaulters from
previous week done

Home visits for non-responders home visit done

IEC on IYCE, health and nutrition (see job aid) to
caregivers during the home visit given

Outreach worker helpful, positive attitude with
caregivers observed
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Targeted supplementary feeding

Health Facility:

ANNEX

Date;

Location:

Name of Heath Care providers present:

Name of Supervisor :

Quality

+++ Correct++ Needs improvement
+ Weak 0 Notdone/done incorrecthy

Number of staff present

Discussed

Y/N

Staff

Comments

Staff greet the mothers/careglvers and are
friendly and helpful

Registration numbers assigned and written on
cards

Grade of hilateral pitting cedema measured
accurately

Mid-upper arm circumference [MUAC) measured
accurately

Woeight measured accurately

Admission is according to correct criteria (spot
check monitoring cards

Routine medicatlons given according to protocol
and recorded accurately

Ration given

Appropriate education given to mothers

Naoide Lopic:

Cases for follow up are correctly identified

Priorities tor follow up home visits are discussed
with a outreach worker if needed

Follow-up carried out

Beneficiaries discharged according to protocol

Correct number of absentees/defaulters passed
to outreach worker for follow up

Reports correctly completed [spot check)

Appropriate [YCF fhealth education given to
mothers/caregivers at home

Dutreach worker feedback provided on a timely

basis (before the next session]

RECOMMENDATINS: IMMEDIATE ACTIHON TAKEN:
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OUTPATIENT CARE
Health Facility: Date:

Location:

Mame of Heath Care providers present:

MName of Supervisor ;

Quality Discussed

++ Needs improvement Y/N
+Weak 0 Notdone/done incorrectly

Mumber of staff present Staff

staff greet the mothers fecaregivers and are
friendly and helpful

Registration numbers assigned and wrltten on
cards

Grade of bilateral pitting oedema measured
accurately

Mid-upper arm circumference (MUAC) measured
accurately

Welght measured accurately

Admission is according to correct criteria [spot
check monitoring cards

Medical history recorded accurately
Physical examination performed accurately

Child’'s appetite assessed using [RUTF) [on
admission and at all followon visits) Note topic:

Routine medications given according to protocol
and recorded accurately

Amount of RUTF needed is correctly calculated

Appropriate education given to mothers

Follow-on medicines given according to protocol
and recorded accurately

Cases for follow up are correctly identified

Reports correctly completed (spot check)

Priorities for follow up home visits are discussed
with a outreach worker if needed

Follow-up carried out
Beneficiaries discharged according to protocol

RECOMMENDATIONS: IMMEIMATE ACTION TAKEN:
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Stall greet the mothers /caregivers and are
friendly and helpful

Correct number of absentees fdefaulters passed
to outreach worker for follow up

Reports correctly completed [spot check)

Appropriate IYCF fhealth education given to
mothers/caregivers at home

Mother/caregiver referred for additional care or
services if appropriate

Timely and appropriate referral to the clinician
made for non-responders
Follow-up carried out

Outreach worker feedback provided on a timely
basis (before the next outpatient session)

HECOMMENTMTIONS:

IMMEDIATE ACTION TAKEN:

RESOURCES NEEDED:
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INPATIENT CARE'
Checklist for Inpatient Care - Ward Procedures

Health Facility: Date:
Location:

Mame of Supervisor;

OBSERVE Comments

Feeding

Are feeds prepared correctly with appropriate
hygiene?

Are correct feeds served in correct amounts?

Are feeds given at the prescribed times, even on
nights and weekends? [timings)

Are children held and encouraged to eat [never
left alone to feed)?

Are children fed with a cup [never a bottle or
other]?

15 food intake [and vomiting/diarrhoea)
recorded after each feed?

Are leftovers recorded accurately and removed?
Are lefrovers recorded accurately and removed?

Are amounts of F75 adapted with welght
changes? Note topic:

Are milk amounts correctly measured and are
leftovers discarded after use if no rEh'iEeraﬁnn?

Are safe measures used for rewarming children?

Are temperatures taken and recorded correctly?

Weighing

Are scales functioning correctly and
standardised?

Are welghts taken correctly? Do staff adjust the
srcale to zero before weighing?

Adapred from: WHO. 2002 Training Course on the Management of Severs Malnutrition Geneva: WHQ.
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Giving medications AND supplements

Are antibiotics given as prescribed (correct dose
at correct time] and recorded?

Is folic acid given daily and recorded?

Is vitamin A given according to schedule?

Are medical complications treated correctly as
per the protocol?

Is there a good level of hygiene?

[5 the stabilisation centre clean?

Are the patient cards filled in accurately?

Are the reports filled in accurately?










