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1. Introduction

These interim national guidelines for Southern Sudan address the integrated management of severe
acute malnutrition (SAM) in children under 5, and include community outreach, outpatient care and
inpatient care for the integrated management of SAM. Southern Sudan has opted to name the
appr oadregatédMaimage ment o-BAM§ Arkdlinifg th&limportance and the linkage
of the different components as one approach.1 Community outreach is an essential part of the
integrated approach since the success of the service relies on early detection and referral of cases
with SAM through community participation, with an aim to reach children early in the development of
the acute malnutrition condition.

The Interim National Guidelines for the Management of IM-SAM (the Guidelines) provide practical and
easy-to-follow guidance based on current evidence and best practices in the integrated management
of SAM. Job aids will accompany the guidelines. The Guidelines seek to improve the integrated
management of SAM in children 6-59 months with medical complications in inpatient care and without
medical complications in outpatient care, as these children do not require hospitalisation but can be
treated at the community level. Infants under 6 months with SAM follow a specific treatment protocol
in inpatient care only. A separate paragraph addresses the management of SAM in inpatient care in
older age groups (i.e., older children ages 5-9 years, adolescents ages 10-18 years, adults over 18
years). SAM occurs as a primary disorder in these age groups in extreme conditions of privation and
famine, or in association with other illnesses. In the latter case, both the primary iliness and the acute
malnutrition must be treated.

Adherence to the Guidelines will contribute significantly towards improving the management of SAM
as measured by increases in recovery rates, reductions in case fatality and defaulter and non-
recovery rates, and increases in service access and utilisation (coverage). They will contribute to
improved standardised treatment and standardised monitoring and reporting (M&R). They can also be
used as a mobilising force for addressing SAM and strengthening capacities. They should facilitate
the integration of the management of SAM into the primary health care system, while compliance will
contribute in the overall reduction of child mortality in Southern Sudan.

The Guidelines for IM-SAM are intended to be used by health and nutrition managers and health care
providers working at different levels of health and nutrition service provision in Southern Sudan.

The Guidelines for IM-SAM will be expanded to the Guidelines for Integrated Management of Acute
Malnutrition (IM-AM) to include the management of moderate acute malnutrition (MAM) adhering to
the World Health Organisation (WHQO) 2006 Child Growth Standards (WHO standards),2 and
reflecting new evidence and best practices in the integrated management of MAM (IM-MAM).

1 IM-SAM is equivalent to Community-Based Management of (Severe) Acute Malnutrition (CMAM).
2 The WHO 2006 Child Growth Standards were developed from a multi-centre growth reference study that followed optimal
child growth of a cohort of children in Oman, Norway, Ghana, India and the United States (US).
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1.1 Acute Malnutrition as a Form of Undernutrition

1.1.1 WHAT IS UNDERNUTRITION

Undernutrition is a composite form of a deficiency in nutrient intake and/or absorption in the body.
There are four forms of undernutrition: acute malnutrition, stunting, underweight and micronutrient
deficiencies. The four forms can appear isolated or in combination but most often they overlap in one
child or in a population.

Undernutrition is identified through anthropometric indicators and clinical signs. Nutrition indicators®
are an interpretation of nutrition indices* based on cutoff points. They measure the clinical
phenomena of undernutrition and are used for making a judgment or assessment.
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There are four common anthropometric nutrition indicators: mid-upper arm circumference (MUAC)
and weight-for-height (WFH), which are used to assess wasting; height-for-age (HFA), which is used
to assess stunting; and weight-for-age (WFA), which is used to assess underweight. The presence of
bilateral pitting oedema is a clinical sign indicating SAM.

1.1.2 WHAT IS ACUTE MALNUTRITION

Acute malnutrition is caused by a decrease in food consumption and/or illness resulting in bilateral
pitting oedema or sudden weight loss. It is defined by the presence of bilateral pitting oedema or
wasting. Anorexia, or poor appetite, and medical complications are clinical signs indicating or
aggravating the severity of acute malnutrition.

There are two forms of acute malnutrition:

1 SAM, or severe acute malnutrition, is defined by the presence of bilateral pitting oedema or
severe wasting, and other clinical signs such as poor appetite. A child with SAM is highly
vulnerable and has a high risk of death.

1 MAM, or moderate acute malnutrition, is defined by moderate wasting.

The following terms are used to describe the clinical manifestations of SAM®:
1 Marasmus, characterised by severe wasting of fat and muscle, which the body breaks down
forenergyy, | eaving 6skin and bonesbd
1 Kwashiorkor, characterised essentially by bilateral pitting oedema (usually starting in the feet
and legs), accompanied by a skin rash and/or changes in hair colour (greyish or reddish)
1 Marasmic kwashiorkor, characterized by a combination of severe wasting and bilateral
pitting oedema

1.1.3 ASSESSING ACUTE MALNUTRITION

Bilateral pitting oedema is a clinical manifestation of acute malnutrition caused by an abnormal
infiltration and excess accumulation of serous fluid in connective tissue or in a serous cavity. Bilateral
pitting oedema is verified when thumb pressure applied on top of both feet for three seconds leaves a
pit (indentation) in the foot after the thumb is lifted.

Wasting in children 6-59 months is assessed by a low MUAC measurement and/or a low WFH using
the WHO standards.

- MUAC involves measuring the c-ippecarmMeACemlb e of a ch
millimetres (mm) for childrenages6-59 mont hs i ndi cates SAM. MUAC O 1
mm for children ages 6-59 months indicates MAM. MUAC is a better indicator of mortality risk

3 A good nutrition indicator detects as many people at risk as possible (sensitivity) without including too many people who are
not at risk (specificity). A good nutrition indicator should also be functionally meaningful (i.e., related to the risk of morbidity and
mortality) and be sensitive to change.

4 When body measurements are compared to a reference value, they are called nutrition indices.

® WHO. 2000. The management of nutrition in major emergencies. Geneva: WHO.



associated with acute malnutrition than WFH z-score.® MUAC is used for children 6 months
and ol der . A c loiabed Gss adsastees soefd bbiarsteld on t he mot
or recall, and no proxy of height to assess age is used for infants and young children.
T The WFH i ndex s ho wshtcbhmparesdo the Wwaightdféa shildvokthe game
height and sex using the WHO standards. A WFH standard deviation (SD) below -2 z-score of
the median (WFH < -2 z-score) of the WHO standards indicates wasting. Severe wasting is
indicated byaWFH<-3zscor e. Moder ate wasting -3and<d-2adi cat e
score.

Acute malnutrition in infants under 6 months is identified by the presence of bilateral pitting oedema
and/or visible wasting. In addition, infants at high risk of wasting will receive community-based care to
support infant and young child feeding (IYCF) and maternal care practices to address the related
inadequate feeding or care of the infant or lactating mother.
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Table 1. Independent Indicators and Clinical Signs of Acute Malnutrition with Cutoff for SAM
and MAM for Children 6-59 Months

Bilateral pitting MUAC WEFH z-score
oedema
SAM: Present <115 mm <-3
MAM: Not present O 115 mm and < O-3 and <-2

In most cases, anthropometric measurements alone can confirm the clinical diagnoses of severe
acute malnutrition (see Table 1).

Clinical signs are essential to assess because they will indicate the severity of illness. In the presence
of anthropometric confirmation of SAM, it is essential to assess the following clinical signs:

1 Anorexia, poor appetite 1 Hypothermia

1 Intractable vomiting 1 Severe dehydration

1 Convulsions 1 Lower respiratory tract infection
1 Lethargy, not alert 1 Severe anaemia

1 Unconsciousness 1 Eye signs of vitamin A deficiency
1 Hypoglycaemia 1  Skinlesion

1 Highfever

Other clinical signs of wasting may be present without the anthropometric confirmation, e.g., skinon
the buttocks has a fAibaggy pantso | ook.

1.1.4 PATHOPHYSIOLOGY OF SAM

There are approximately 40 known essential nutrients which, when not available in the right balance,
result in undernutrition and increase the risk of severe illness and likelihood of death in young
children. The nature and consequences of deficiencies of these essential nutrients is determined by
t he bodyds mdponseitodHeindgpriatioh. The essential nutrients have been classified
into Type 1 (functional) nutrients and Type 2 (growth) nutrients.

Examples of Type 1 nutrients are iron, iodine, vitamin C and vitamin A. Inresponse to Type 1 nutrient

deficiency, childrends bodies continue to grow using up th
depletion, metabolic dysfunction, and consequent ill health. Examples of Type 1 nutrient deficiency

include iron deficiency anaemia and scurvy. Even though the iliness resulting from Type 1 nutrient

deficiency has characteristic signs and symptoms, the deficiency is not identified through

anthropometric measurements.

® WHO, WFP, UN/SCN and UNICEF. 2007. Community-Based Management of Severe Acute Malnutrition: A Joint Statement by
the World Health Organization, the World Food Programme, the United Nations System Standing Committee on Nutrition and
the United Nat i o@Ganeve WHO; WH@ and WNICEE. 2099. WHO child growth standards and the
identification of severe acute malnutrition in infants and children: A Joint Statement by the World Health Organization and the
United Nati ons GerdevalwWHOeno6s Fund.



Examples of Type 2 nutrients are potassium, magnesium, zinc, selenium and amino acids. In
response to a Type 2 nutrient deficiency, the body stops growing and repairing tissue to conserve
nutrients, and the body breaks down its own tissue to make the nutrients available. While Type 2
nutrient deficiency can be identified through anthropometric measurements (wasting and stunting),
identifying the deficit nutrients is complex because deficiency in one Type 2 nutrient is often
accompanied by deficiency in other Type 2 nutrients. Undernutrition accompanied by infection can
operate in a self-reinforcing downward cycle of tissue depletion and lowered resistance to disease.

The pathophysiological responses to nutrient depletion place children with SAM at increased risk of
life-threatening complications that lead to increased risk of death. Therefore, successful management
of SAM in children requires systematic medical treatment of underlying infections and a dietary
treatment or rehabilitation with specially formulated therapeutic foods, such as F75 and F100 milk, or
a ready-to-use therapedutic food (RUTF). Therapeutic foods have the correct balance of Type 1 and
Type 2 nutrients and a high nutrient density and bioavailability. The treatment aims to restore the
metabolism through correction of electrolyte balance, reversal of metabolic abnormalities, restoring
the organ functions and provision of nutrients for catch-up of growth.

Because of the pathophysiological changes that accompany SAM, these children often do not present
typical clinical signs of infection that sick children without SAM have when they are ill, such as fever.
Consequently, severely malnourished children need to be provided with systematic medical treatment
for underlying infections. Treatment protocols for children with SAM for some medical complications,
such as dehydration or diarrhoea, differ from the classical treatment protocols for ill children without
SAM. Misdiagnosis of medical complications, inappropriate treatment and feeding of severely
malnourished children contributes to slow convalescence and increased risk of death, thus adherence
to these Guidelines in their entirety is critical.

1.2 The Burden of Acute Malnutrition

1.2.1 BURDEN OF ACUTE MALNUTRITION AT THE GLOBAL LEVEL

Childhood undernutrition is an underlying cause of 35 percent of deaths among children under 5 in the
developing world. According to the 2008 Lancet Series on Maternal and Child Undernutrition, SAM is
one of the most important contributing causes of childhood mortality. An estimated 19 million children
under 5 suffer from SAM, with half a million dying directly because of SAM each year. These numbers
do not include children suffering from bilateral pitting oedema, which is the most lethal form of acute
malnutrition.”

Undernutrition also has a lasting effect on its survivors, reducing their income potential by leaving
them less able to learn or perform physical labour and trapping them in a generational cycle of
poverty. Undernutrition is responsible for 11 percent of disability adjusted life years among young
children worldwide. Severe wasting during the first 24 months of life leads to a loss of up to 18 points
of anindividual's expected intelligence quotient score. The negative impact of undernutrition on the
physical and mental potential of the population diminishes national productivity, costing countries as
much as 3 percent of their gross domestic product.

The international aid community has traditionally considered high rates of acute malnutrition the result
of crises such as drought and conflict rather than a chronic problem with developmental causes. As a
public health concern, acute malnutrition has therefore mainly been the target of stand-alone,
emergency nutrition interventions. While humanitarian emergencies do cause widespread
undernutrition, in reality, the majority of acutely malnourished children live in stable countries not
currently experiencing a crisis. They are undernourished because of complex behavioural and
environmental factors rather than a temporary loss of access to food due to an emergency.
Addressing the majority of the global burden of undernutrition requires that nutrition programmes be
integrated into health systems in sustainable ways.8

"Black, RE, LH Allen, ZA Bhutta, LE Caulfield, M de Onis, M Ezzati, C Mathers, and J Rivera. 2008. Maternal and child
undernutrition: Global and regional exposures and health consequences. The Lancet 371(9608): 243-60.

8 Gross, R, and P Webb. 2006. Wasted time for wasted children: Severe child undernutrition must be resolved in non-
emergency settings. The Lancet 367: 1209-11.

c
=l
=
o
=
S
o
=}
=
—




In 2000, United Nations member states adopted the Millennium Declaration, committing themselves to
reducing poverty and improving the lives of the world's poorest citizens by 2015. A series of eight
goals, known as the Millennium Development Goals (MDGs), lays out an action plan to reduce
poverty, disease and hunger worldwide. MDG One is to eradicate extreme poverty and hunger by
2015. MDG Four is to reduce child mortality by two-thirds by 2015. As this deadline fast approaches,
achieving these goals is further threatened by global food price increases, inadequate mother and
child feeding and care practices, and civil strife and environmental disasters. Investments by the
international community and national governments in evidence-based, high-impact nutrition
interventions to prevent and treat acute malnutrition are therefore critical.

1.2.2 BURDEN OF ACUTE MALNUTRITION IN SOUTHERN SUDAN

Malnutrition rates have soared in Southern Sudan because of poor health conditions, suboptimal
maternal and child feeding and care practices, and food insecurity. This has been compounded by
high rates of poverty and illiteracy, long years of civil strife and recurrent environmental shocks (e.qg.,
floods, droughts). The 22 percent prevalence of wasting is significantly higher than the WHO 15
percent threshold for nutrition emergencies. Among children under 5, stunting affects 34 percent and
underweight affects 33 percent. Although few data exist on the prevalence of vitamin and mineral
deficiencies, they are almost certainly widespread given the general malnutrition situation; for
instance, only 2.6 percent of children under 5 currently receive vitamin A supplementation. Among
young children, Southern Sudan has a heavy burden of communicable diseases most associated with
undernutrition, such as fever, acute respiratory infection and diarrhoea. At the same time, appropriate
health-seeking behaviour is limited and the health system struggles to meet the needs of the country
for primary care. At any given time, 45.5 percent of children have a fever, but only 3.4 percent receive
treatment. A mere 16 percent of children are fully immunised.®

Sout her n h&lthdniastbucture is being rebuilt and remains heavily dependent on
nongovernmental organisations (NGOs) and external funding. Aid officials estimated in 2006 that
NGOs provide 85 percent of primary health care services, which reach only 25 percent of the
population.g

IYCF practices are also highly inadequate. Inappropriate breastfeeding practices and low dietary
quality of complementary foods are recognised as the major causes of undernutrition in infants and
young children. Throughout Southern Sudan, only 20 percent of infants are exclusively breastfed and
just 15.8 percent of children 6-11 months receive complementary foods. Dietary diversity is limited
and food prescriptions prevent mothers and young children from consuming many of the accessible
nutritious foods. Environmental health and hygiene are also problematic, with only 48.5 percent of
households having access to improved drinking water sources and only 6.9 percent of households
safely disposing of excreta.’

Access to and availability of food in this heavily agrarian society have suffered because of widespread
poverty, the protracted conflict and resulting mass population movements, the seasonal hunger gap,
climate conditions such as floods and drought, cattle raids, and continued inter-ethnic violence. More
than 90 percent of the population lives on less than 1 United States (US) dollar per day and nearly
one-third, or 31.3 percent, of households experience poor food consumption. With 76 percent of the
population unable to read and the economy still being weak, food security will be precarious for the
foreseeable future. *°

1.3 Principles of the Integrated Management of Acute
Malnutrition (IM-AM)

For a number of years, the main intervention for the treatment of SAM globally has been inpatient
care provided either in paediatric wards or specialised therapeutic feeding centres, following the WHO
1999 treatment protocol for SAM. However, a new approach was developed following the invention
and use of RUTF, whereby children with SAM without medical complications can start treatment for

® GOSS MOH, Central Bureau of Statistics (BCS) and Southern Sudan Commission for Census, Statistics and Evaluation
(SSCCSE). 2007. Sudan Household Health Survey (SHHS) 2006. Juba, Southern Sudan: SSCCSE; FAO and WFP. Crop and
Food Supply Assessment Mission to Sudan, 1 February 2007. Rome: FAO and WFP.

© GOSS MOH. 2007. Health Policy 2007-2011. Juba, Southern Sudan: GOSS.
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SAM in outpatient care (rather than inpatient care) and continue drug and dietary treatment in the
home. Meanwhile, children with SAM with medical complications are admitted to inpatient care but are
referred to outpatient care as soon as their medical complication is resolving, and continue treatment
until full recovery in the home. Table 1 shows the classification of SAM that is used in the community-
based management of SAM (CMAM) approach, adopted in Southern Sudan as IM-SAM. The use of
MUAC as an independent criterion for SAM for children is also approved and makes detection of SAM
in the community and at the health facility simple and effective.

Evidence accumulated from early studies and field practice in Malawi, Ethiopia and Sudan, followed
by more evidence from other countries, has led to the decentralised community-based or integrated
approach that makes a distinction in severity of the condition of the child with SAM. The majority of
children with SAM over 6 months who have appetite and no medical complications can be treated in
outpatient care without the need to have residential treatment. Small numbers of children with SAM
who have lost appetite or developed medical complications need inpatient care. The approach is built
upon a strong community outreach element for community mobilisation and early case-finding and
referral, which in turn increases service access and utilisation (coverage) and decreases the risk of
children developing medical complications. As evidence shows, the impact of this intervention
contributes considerably to reducing mortality associated with SAM.
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The following is a brief overview of the IM-SAM approach based on a few key principles.
1.3.1 COMMUNITY OUTREACH

Good community outreach is essential to make sure that undernourished children are detected early
and referred for treatment. The aim is to detect and start the treatment of SAM before the onset of life-
threatening complications.

Community outreach also mobilises communities; it raises awareness of the aims of services and

builds support for them. Mor eover , it strengthens the
treatment of SAM, and promotes health and nutrition behaviour change. Through community

outreach, health care providers can better understand the needs of the local community and the

factors that may act as barriers to accessing care, while promoting and supporting infant and child

nutrition and care practices in the communities to prevent malnutrition.

It is important to link community outreach for SAM with existing community health and nutrition
outreach systems or initiatives, and further strengthen the outreach system.

1.3.2 OUTPATIENT CARE FOR CHILDREN 6-59 MONTHS

A nutrition and medical assessment carried out by a qualified health care provider should determine if
a child 6-59 months with SAM has good appetite (passed the appetite test) and no medical
complications, and can thus be admitted to outpatient care. The child should receive systematic
medication according to the treatment protocol, as well as a home ration of RUTF equivalent to about
200 kilocalories per kilogram of bodyweight per day (kcal/’kg bodyweight/day) to last until the next
health visit (usually weekly). Treatment is managed at the health facility, mobile clinic or decentralised
health outreach points, and continued at home. The child returns to the health facility or outreach
point for follow-up of the health and nutrition progress and replenishing RUTF supplies until full
recovery.

Outpatient care is provided to the majority of children with SAM, those without medical complications

and who have appetite. Outpatient care is also provided to children after stabilisation and referral from
inpatient care to continue treatment and nutrition rehabilitation.

1.3.3 INPATIENT CARE

Anorexia, severity of illness and presence of medical complications are the main determinants for
providing inpatient care to children 6-59 months with SAM.



A small proportion of children with SAM have poor appetite™ or will develop medical complications
that require intensive medical and nutrition care until their medical condition has stabilised, the
medical complication is resolving and their appetite has returned. Children requiring inpatient care for
stabilisation will be treated in paediatric wards or health facilities that provide 24-hour inpatient care
for SAM with medical complications by skilled health care providers.

IM-SAM inpatient care treatment protocols are adapted from the WHO 1999, 2007 and 2009 protocols

for the management of SAM™ and refer the child 6-59 months with SAM to outpatient care as soon as

the childoés bilateral pitting oedema begins eeduc
has returned. The child will then continue treatment in his/her home and receive monitoring and RUTF

in outpatient are on a weekly basis until full recovery. In rare situations, children 6-59 months remain

in inpatient care until full recovery.
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All infants under 6 months with SAM as well as other age groups with SAM are treated in inpatient
care until full recovery.

1.3.4 THE MANAGEMENT OF MAM IN CHILDREN 6-59 MONTHS AND
PREGNANT AND LACTATING WOMEN

The management of MAM in children 6-59 months and other vulnerable groups consists of providing a
fortified food supplement, antihelminthic drug, and vitamin and mineral supplementation, and the
monitoring of health and nutritional status. A commonly known approach in food-insecure
environments or emergencies is targeted supplementary feeding for children 6-59 months and
vulnerable individuals with MAM. Vulnerable groups with MAM might include pregnant women and
lactating women with infants under 6 months, individuals with special needs such as people living with
HIV (PLHIV), people with tuberculosis (TB) and the elderly. Specific anthropometric criteria for entry
and discharge are used. Also, children with SAM should benefit after recovery from a dietary
supplement and regular monitoring.

The dietary requirements and programmatic evidence for the management of MAM are under revision
at the global level and improved guidance is expected shortly.

Note: Ina next step, these Guidelines will include the Integrated Management of MAM (IM-MAM)
reflecting the transition to the WHO standards and latest evidence of best practices.

™ Infection leads to loss of appetite in the acute phase. In addition, liver and metabolic disturbances that accompany Type 2
nutrient deficiency also leads to loss of appetite in children with SAM.

2 \WHO. 1999. Management of severe malnutrition: A manual for physicians and other senior health workers. Geneva: WHO;
WHO, WFP, UN/SCN and UNICEF. 2007. Community-Based Management of Severe Acute Malnutrition: A Joint Statement by
the World Health Organization, the World Food Programme, the United Nations System Standing Committee on Nutrition and
the United Nat i o@Ganeve WHO; WH@ and YNICEE. 8099. WHO child growth standards and the
identification of severe acute malnutrition in infants and children: A Joint Statement by the World Health Organization and the
United Nati ons GerdevalwWHOeno6s Fund.



Table 2. Admission and Discharge Criteria for IM-SAM for Children Under 5

Inpatient Care

Outpatient Care

ADMISSION CRITERIA

Children 6-59 months

Bilateral pitting oedema +++

Or

Any grade of bilateral pitting oedema with severe wasting
Or

SAM with any of the following medical complications:
Anorexia, poor appetite

Intractable vomiting

Convulsions

Lethargy, not alert

Unconsciousness

Hypoglycaemia

High fever

Hypothemmia

Severe dehydration

Lower respiratory tract infection

Severe anaemia

Eye signs of vitamin A deficiency

Skin lesion

S Q="=a=Aa=A-a-a-a-a-a-a-a-a-n

Referred from outpatient care according to action protocol

Infants <6 months
Bilateral pitting oedema
or

Visible wasting 5
-l ncludes SAM O 6

infants with

n

Children 6-59 months

Bilateral pitting oedema + and ++

Or

Severe wasting (MUAC < 115 mm or
WFH < -3 z-score)

And

Appetite test passed
No medical complication
Child clinically well and alert

REFERRAL/DISCHARGE CRITERIA

Children 6-59 months

Referred to outpatient care:
Appetite returned (passed appetite test)
Medical complication resolving
Bilateral pitting oedema decreasing
Child clinically well and alert

(If admitted due to bilateral pitting oedema and severe wasting:
criterion for referral is bilateral pitting oedema resolved)

Discharged cured (special cases):
15 percent weight gain maintained for two consecutive days
Oedema free for two consecutive weeks
Child clinically well and alert

Infants <6 months

Discharged cured:
If successful re-lactation and appropriate weight gain maintained
(minimum 20 g per day on breastfeeding alone for five days)
and infant clinically well and alert
(if infant has no access to breastfeeding, see other guidance for
non-breastfed children on replacement feeding)

Children 6-59 months
Discharged cured:

15 percent weight gain maintained
for two consecutive visits (of
admission weight or weight free
of oedema)

Oedema free for two consecutive
visits

Child clinically well and alert

Children are referred to Supplementary
Feeding if available
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Figure 1: Components of Integrated Management of Acute Malnutrition (IM-AM)
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1.4 IM-SAM in the Context of Southern Sudan

1.4.1 OPERATIONAL PRACTICES OF IM-SAM TO DATE

No geographic mapping yet exists of programmes focusing on the management of SAM in Southern
Sudan. Overall, the capacity to manage acute malnutrition can be characterised as fragmented with
low coverage. Ministry of Health (MOH) and a number of nongovernmental organizations (NGOSs)
currently support acute malnutrition intervention programmes following a facility- or community-based
approach with differing treatment protocols operating integrated or in parallel to the MOH health
system. Since 2003, community-based or services for SAM have been implemented and gradually
expanded to about 10 of the 62 counties. Country-specific lessons from implementing IM-SAM will be
reviewed and may lead to recommending adaptations to these interim Guidelines.

Other nutrition programmes, such as the Essential Nutrition Actions (ENA), growth monitoring and
micronutrient supplementation, are part of the Basic Package of Health and Nutrition Services
(BPHNS) and are implemented in some areas.

1.4.2. POLICY FRAMEWORK FOR IM-SAM

The national Health Policy (2007-2011)"° recognises that nutrition is one of the priority areas in
health; however, it does not recognise acute malnutrition as a priority health problem. According to
the Health Policy, the MOH will develop and expand nutrition programmes, especially at the
community level, to improve the nutritional status of the population. Strategies will focus on reducing
the existing prevalence of malnutrition and related morbidity and mortality by increasing equitable
access to nutrition services through an integrated health programme. The Health Policy ensures that
components of nutrition such as breastfeeding, weaning practices, nutrition education and
counselling, the management of acute malnuitrition, inpatient feeding, and dietary therapy will be
integral parts of primary health services.

¥*G0OSS MOH. 2007. Health Policy 2007-2011. Juba, Southern Sudan: GOSS.
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The National Policy for Health Promotion™ guides health promotion activities across all health
technical areas in Southern Sudan. It establishes leadership for health promotion through the Health
Education and Promotion Sub-Directorate of the MOH. Health promotion cross-cuts all health sectors
and layers of programming, from national policy makers to community health workers (CHWSs), as
well as multiple public sectors such as education, agriculture and information, The health promotion
activities are ideally linked to a health facility, but in places where there is no facility, implementers will
work directly with the communities. The national policy promotes improved maternal nutrition,
exclusive breastfeeding and appropriate complementary feeding, diagnosis and treatment of SAM,
and vitamin A supplementation. The policy also promotes interventions that indirectly improve the
nutritional status of mothers and children. It provides strategies for improving the coverage of primary
health care activities such prevention and treatment of communicable diseases, as well as increasing
good hygiene and sanitation practices at the household level.
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The Basic Package of Health and Nutrition Services (BPHNS) for Southern Sudan®® to be
implemented at the primary care levels of the county (district), payam (sub-district), and boma
(community), comprises a selection of interventions that address priority health problems accessible
at appropriate levels of care at affordable cost to improve maternal and child health, control
communicable diseases, improve community nutrition, and control the most common non-
communicable diseases. The integrated essential child health care (IECHC) component of the BPHS
stipulates strategies of ENA in reducing malnutrition, including the management of acute malnutrition.

The national Nutrition Health Policy (NHP), currently under development, will lay forth the policy
framework for key strategies and priority interventions proven to have a high public health and
nutritional impact to prevent maternal and child malnutrition, including the integrated management of
acute malnutrition. Implementation of essential nutrition actions as integral part of the BPHS will
become the responsibility of all front-line primary health care workers and nutrition staff at primary
health facilities and the community level.

1.4.3 NATIONAL STRATEGY AND IMPLEMENTATION FOR IM-SAM (2010)

The overall objective of integrating and scaling up IM-SAM in Southern Sudan is to reduce under-5
morbidity and mortality rates related to acute malnutrition through increased access to quality services
for the management of acute malnutrition.

The Nutrition Directorate at the national and state MOH, in collaboration with the National Nutrition

Technical Working Group (TWG), the IM-AM Thematic Group (ThG) and the IM-AM Support Team,

wi |1 coll aborate with the Uni tthedVordiaiealthdOngsnis@ibni | dr e nd s
(WHO), the World Food Programme (WFP), national training institutions, NGOs and other relevant

partners to strategically plan, coordinate, technically lead and support IM-SAM integration into the

national health system. The Guidelines are based on international guidelines and best practices and

reflect country-specific adaptations and lessons learned from early implementation of IM-SAM.

Operational guidance booklets and job aids for the different levels of implementation of IM-SAM will

be developed and made available.

A capacity-development plan targeting different audiences through various training strategies will be
developed and implemented based on a capacity assessment.

The IM-AM Support Team i based at the MOH and together with the national MOH, the state MOH,
national academic and training institutions and partners i will provide continuous technical support for
strengthening capacities. In the long term, health professionals and health care providers will need to
have access to pre-service training for IM-AM. In the short term, in-service training and mentoring,
including other created opportunities for learning using training materials adapted from internationally
developed generic sources, will gradually be made available. Learning sites for inpatient and
outpatient care and community outreach for IM-SAM will be established and supported by a qualified
mentor to accommodate trainees for gaining practical experience and expertise. ThG meetings and
technical workshops will also serve as learning fora. Formal and informal links with international

 GOSS MOH. 2009. National Policy for Health Promotion. Draft. Juba, Southern Sudan: GOSS.
* GOSS MOH. 2009. Basic Package of Health and Nutrition Services for Southern Sudan. Draft. Juba, Southern Sudan:
GOSssS.
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experts and amongst national experts and implementers will be nurtured. Research opportunities will
be sought.

Reviews on IM-AM country practices since 2003, on community outreach opportunities building upon
and strengthening existing community initiatives and on integrating IM-AM into the BPHNS will be
conducted. A national workshop will be convened after a period of service implementation following
the interim guidelines. This event will be an opportunity to consolidate lessons from reviews of country
experiences, revise the interim guidelines and adopt the final guidelines.

Besides the numerous IM-SAM implementation sites of partners in the country, the MOH-lead IM-
SAM capacity development and integration and scale-up will start and be consolidated at learning
sites, consisting of an inpatient care site at the teaching hospitals, a selection of outpatient care sites
at primary health care centres (PHCC) and/or primary health care units (PHCU), and expanded
community outreach in the communities of their catchment area. IM-SAM will be integrated into the
BPHNS in the learning sites. Expansion will be planned to occur gradually. This initial operational
learning experience will inform the strategic planning for expanding services across priority counties
and states.

To ensure quality of services, standardised monitoring and reporting (M&R), and support and
supervision systems will be set up. Generic planning and quality assurance tools will be adapted for
country-use. National and state IM-AM data repositories based on standardised IM-AM M&R tools,
and informed by a minimum reporting package, will be established. The IM-AM repository and
reporting will link to the national health management information system (HMIS) and the national
nutrition surveillance system.

11
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Community outreach is a critical component in IM-SAM and can be undertaken on its own or
integrated into community health outreach activities, further strengthening and supporting existing
health outreach systems.

The main aims of community outreach for IM-SAM include:

1 Empowering the community through increasing knowledge of causes, types, identification and
treatment of SAM; promoting health and nutrition behaviour change; and involving the
community in planning and implementing the services

1 Increasing service access and uptake (coverage) for the management of SAM

 Strengthening early case-finding and referral of new SAM cases and follow-up of problem
cases

1 Strengthening the responsibility of the Village Health Committee to encourage sustainability
and ownership

Community outreach increases knowledge and acceptance of IM-SAM services and enables
behaviour change in care practices for children with SAM. It also provides a feedback loop that
enables nutrition workers and health care providers to understand the constraints that might hinder
effective provision of care in outpatient and inpatient care settings. Community outreach should form
one of the important initial steps towards development of a successful programme for the
management of SAM.

Community outreach is a continuous process that contributes toward strengthening case-finding,
referral and follow-up of children with SAM in the community. It should aid in effective monitoring of
screening activities to increase programme coverage and ensure that the majority of children with
SAM receive the appropriate care they require. Ultimately, communities are empowered and are
better able to fulfil their roles and obligations related to the care of malnourished children.

BOX 1. SUMMARY OF STEPS IN COMMUNITY OUTREACH

Planning for Community Outreach Implementation of Community Outreach

Step 1: Conducting a Community Assessment Step 5: Conducting Community Mobilisation

Step 2: Formulating a Community Outreach Strategy ~ Step 6: Conducting Case-Finding and Referral of New
Step 3: Developing Messages and Materials Cases with SAM

Step 4: Conducting Training on Community Outreach Step 7: Conducting Home Visits of Problem Cases
Step 8: Linking with other Community Services,
Programmes and Initiatives
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Step 1: Conducting a Community Assessment

An assessment of the community is the first step in the planning of community outreach for IM-SAM.
The assessment is key to determining the factors that are likely to impact both service delivery and
demand.

The IM-SAM outreach coordinator (i.e., one focal point or a team consisting of the health outreach
coordinator, community health nurse, members of the county health department) should conduct the
assessment with the objective of answering two main questions:
1 What aspects of the community are likely to affect the demand for the IM-SAM services?
1 How can community outreach be organised to meet the demand for the IM-SAM services
most effectively?

The community assessment comprises the following activities:

1 Engage the community in a participatory discussion on its understanding of acute malnutrition
and its causes, the magnitude of the problem, and possible solutions. This may be done
through local social structures or meetings or during child survival outreach services. Groups
to engage with include key community leaders, elders and other influential people, mothers,
fathers, caregivers, and traditional health professionals.
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1 Identify local terms for malnutrition, perceived causes and common local solutions.
1 Gather information on ethnic, social or religious groups, and the most vulnerable groups (e.g.,
single mothers, orphans and vulnerable children, PLHIV).
1 Identify existing community systems and structures, and community-based organisations
(CBOs) or informal groups (e.g., fathb ased groups, youth groups, wome
1 Identify formal and informal channels of communication that are known to be effective.
1 Identify health attitudes and health-seeking behaviours.
1 Identify available services and resources for mother and child care.
1 Review Knowledge, Attitudes and Practices (KAP) and coverage surveys or other sociological

studies conducted on health-seeking, care and feeding practices and behaviours.
1 Map (and/or list) the information that is gathered.

Prior to the community visits, key questions will be identified to guide the community discussions (see
example in Annex 22. Community Assessment Questionnaire and Tools). Information that is
gathered during the community assessment is consolidated to facilitate ease of understanding and
utilisation. A variety of tools will be used to simplify this process (see Box 2). This information will be
later used in methods to evaluate the service access and tilisation (coverage).

BOX 2. SUMMARY OF COMMUNITY ASSESSMENT TOOLS
1. Geographic community map

Plot the presence of NGOs, CBOs, community health committees and community volunteer networks on a
geographic representation of the catchment area. Add geographic and demographic information and
community structures (e.g., road, river, canyon, marketplace, mosque, health facility, water source).
Represent the information on a hand drawn map on, e.g., a flip chart.

2. Matrix of community actors and their initiatives, target population and coverage

List NGOs, CBOs, community committees and community volunteer networks by community and/or
assessment area in a matrix. List the various community actors with their initiatives and/or activities, target
population and coverage.

3. SWOT analysis for community participation and outreach for IM-SAM

Conduct a strengths, weaknesses, opportunities and threats (SWOT) analysis consisting of the identified

strengths and weaknesses of the current situation and the identified opportunities and threats for future
community participation and outreach strategies and activities for IM-SAM. Plot the analysis on a matrix.
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4. Matrix of key perceptions and practices on health and nutrition

List key perceptions and practices impacting health and nutritional status and implications for community
outreach strategies and activities for IM-SAM. Identify potential ways to appropriately address the identified
key issues.

5. Matrix of potential community outreach workers for IM-SAM

List community outreach workers, including various extension workers and volunteers with potential for
involvement in community outreach for IM-SAM. Identify the strengths and weaknesses of involving these
actors for community outreach for IM-SAM.

6. Matrix of community actors selected for community participation and outreach for IM-SAM

List the various community actors that are identified to be used for community outreach activities and

coordination/supervision, outlining respective responsibilities at start up and during the implementation
phase.
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Step 2: Formulating a Community Outreach Strategy

Outreach for IM-SAM will be tailored to the context in which it is being implemented and is designed
and planned in participation with the communities. The Government of Southern Sudan (GOSS), state
MOH or county health department will take the lead role and decide how to strategise and roll out IM-
SAM activities.

The IM-SAM outreach coordinator will:

1 Negotiate for the adoption of IM-SAM to manage acute malnutrition in the community

1 Identify (and agree upon) the best mechanisms for community outreach:

o Outreach workers (e.g., CHWSs, extension workers, volunteers who are respected in
the community)

o Sites and/or the type of screening that will be conducted (e.g., house-to-house, home
visits, regular gatherings in the community)

1 Discuss and develop clear definitions of roles and responsibilities for the outreach worker to
ensure that children with acute malnutrition are identified and referred for treatment and
subsequently followed up in their homes as needed; outreach workers will also provide
feedback to the health facilities on problems rel

Strategies to identify and refer children with acute malnutrition could include:
1 House-to-house visits
1 Screening during national campaigns, at any contact with the primary health service, at health
facilities and any other health outreach points
1 Screening at community activities and services (e.g., community meetings, markets, activities
of CBOs, other available opportunities)
1 Self referrals from the community

Step 3: Developing Messages and Materials

Note: Standardised messages will be developed and adapted to the local context of Southern
Sudan and are expected to be used in materials including pamphlets or radio messages.

The use of standardised messages adapted to different audiences will facilitate uniform and accurate
information sharing on malnutrition, its causes and treatment, and places where treatment services
are available.

Pamphlets, local radio and television messages, and meetings with community and religious leaders

provide essential information about the service/programme aims, methods and actors. In particular,
communities should understand what the service/programme will mean to them in practice: what it will
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do, who is eligible, where it will operate, who will implement it, how to access it and what the overall
benefit of the service/programme is to the community.

Activities at this stage could include:

1 Developing messages for different audiences and messaging tools (e.g., pamphlet, radio
message, letter) that will provide information about IM-SAM services in the community (see
Annex 1. Community Outreach Messages)

1 Developing an orientation and dissemination plan on community mobilisation for key
members of the health system (e.g., health care providers, health extension workers or other
support staff, managers and supervisors) and outreach workers

1 Developing a training plan for outreach workers on active screening for referral and home
visits in the communities

Step 4: Conducting Training on Community Outreach

Training for coordinators, planners and supervisors of community outreach could include:
Outreach strategies

Basic information on the causes, types, identification and treatment of malnutrition
Objectives and target population for the management of SAM

Practice in the identification of bilateral pitting oedema and the use of MUAC and WFH
measurements

Case referral and follow-up strategies and issues

Health and nutrition education and strategy

Community mobilisation and how to engage with the communities and share information
Training and supervising community outreach workers

Roles and responsibilities of community outreach coordinators and workers

=a =4 =4 -4 -9 =A =4 =4 =9

Training for community outreach workers could include:
1 Basic information on the causes and types of malnutrition, and its identification and treatment
1 Objectives and target population for the management of SAM
1 Practice in the identification of bilateral pitting oedema and the use of MUAC and WFH
measurements
IM-SAM services, sites and referral for treatment
Follow-up strategies and issues
Health and nutrition education
Community mobilisation and how to engage with the communities and share information
Roles and responsibilities of community outreach workers

=A =4 =4 -8 -4

Step 5: Conducting Community Mobilisation

Community mobilisation aims to raise awareness of the service/programme. It promotes
understanding and service access and use and lays the foundations for community ownership.

Community mobilisation is an ongoing activity, not a one-time-only event. Much of the community
interaction takes place early in the programme, but should be continually reinforced throughout the
implementation phase to be effective. Community mobilisation should be seen as a process of
constant dialogue in which communities can periodically voice their views and suggest alternative
courses of action. The aim is to continue a dialogue with community members, address concerns,
encourage positive behaviour changes and share success stories.

When the community outreach strategy for IM-SAM includes volunteers, the community mobilisation

activity should engage community leaders and village health committees to identify volunteers for IM-
SAM from their community.
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Step 6: Conducting Case-Finding and Referral of New Cases
with SAM

Active case-finding involves identification of children with SAM in the communities and is important to
ensure that children with SAM are identified before they develop of severe medical complications,
which make their condition harder to treat. Identified children are referred to the appropriate care
services.

It is recommended that all children under 5 are routinely screened for SAM since it is one of the most
important contributing causes of childhood mortality. Widespread identification of children with SAM at
the community level is achieved through timely screening using MUAC measurement and assessment
for the presence of bilateral pitting oedema. Community outreach workers can perform the bilateral
pitting oedema check and MUAC measurement after having received training to ensure they can
accurately screen.
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Case-finding and referral is carried out by community outreach workers (e.g., CHWSs, volunteers) who
are trained to identify children with SAM at all points of contact with the community, according to the
developed strategy. The community screening and its training is standardised (see Annex 3.
Anthropometric Measurements). Therefore, the quality of the community screening i whether
performed by community volunteers or extension workers i is the same as the screening performed
at the health facility by a health care provider. In this way, children who are correctly screened at the
community level will also be admitted to the treatment service. Thus, there is no discrepancy between
the two systems.

The screening procedure is as follows:

1 Bilateral pitting oedema is checked by pressing the thumbs for three seconds on both dorsal
sides of the feet. If the indentation remains after removal of the thumb pressure, the child is
diagnosed with having bilateral pitting oedema or kwashiorkor, a sign of SAM (see Annex 3.
Anthropometric Measurements).

1 Measurement of MUAC for children 6-59 months is made possible through use of simple
plastic tapes designed to measure the arm circumf
card or birth certificate, determination of an in
The height cut off is never used as a proxy to determine age.

1 Infants under 6 months with bilateral pitting oedema and/or visible wasting are not measured
but referred to the health facility where they are further investigated.

A referral slip is used to refer children identified with SAM to the nearest health facility with IM-SAM
services. (See Annex 23. Referral Slip Community Screening.)

BOX 3. COMMUNITY SCREENING AND REFERRAL FOR TREATMENT

1 Presence of bilateral pitting oedema
T MUAC < 115 mm (children 6 -59 months)

Note: Infants under 6 months with visible wasting or at high risk of SAM because of inadequate feeding of
infant or lactating mother are referred to the health facility for investigation.

Step 7: Conducting Home Visits for Problem Cases

The role of the community outreach worker is to identify children with acute malnutrition and refer
them for treatment. Thus, they know most of the children in their community who are in treatment.
They will be asked to follow the children more closely in the case of a problem or concern, if they are
at increased risk of death or developing other serious illness.

Children in treatment for SAM are monitored at the health facility to ensure sustained improvement in
their condition. If the child is not thriving, the health care provider will discuss this with the
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mother/caregiver and request that the outreach worker pay a home visit to provide support and/or
investigate the home environment (see Annex 17. Action Protocol in Outpatient Care)

The outreach worker will provide feedback to the health care provider on problems related to the
childdés home environment.

Cases where home visits are critical include:
1 Child is absent or defaulting
1 Child is not gaining weight or is losing weight on a follow-up visit
1 Childé sedema is not reducing
1  Child returned from inpatient care or caregiver refused inpatient care

Absentees from outpatient care should be followed up with by outreach workers. It is important to gain
an understanding of the reason for the absence and to encourage a return to treatment. The absentee
should not be reprimanded as this can discourage return. If possible, a home visit record is filled and
shared with the health care provider at the outpatient care site (see Annex 24. Home Visit Record
Form). A checklist for home visits is made available to guide the outreach worker with the
investigation in the home (see Annex 25. Checklist for Home Visits).

The health care provider liaises with the community outreach worker by direct contact or through
exploiting available communication channels in the community to convey the message to arrange a
home visit to high-risk children.

Step 8: Linking with Other Community Services, Programmes
and Initiatives

Children with acute malnutrition are often from very poor families and /or live in a very vulnerable
environment exposed to food insecurity, poor mother and child feeding and care practices, and a poor
public health environment. It is recommended that families with children with acute malnutrition are
targeted by community initiatives that improve their home environment and promote access to an
improved quality diet.

Through the mapping exercise (see Step 1), community health, nutrition or livelihoods services or
initiatives are identified that exist in the area and may be complementary to IM-SAM. It is
recommended that health care providers, health managers and community outreach coordinators
discuss ways to link mothers, caregivers or households with children with acute malnutrition to these
initiatives.
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Figure 2. Stages in Community Outreach
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3. Outpatient Care for the
Management of SAM Without Medical
Complications in Children 6-59 Months
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Outpatient care is aimed at providing treatment for children 6-59 months with SAM who have an
appetite and are without medical complications in the community. It achieves this objective through
timely detection, referral and early treatment before the health condition is severe or before the onset
of a complication. Effective community mobilisation, active case finding, referral and follow-up form
the cornerstone of successful outpatient care. The treatment protocol of SAM for children 6-59 months
in outpatient care is similar to that for inpatient care. If the condition of a child in outpatient care
deteriorates, or if a complication develops, then the child is referred to inpatient care for stabilisation,
and returns to outpatient care as soon as the medical complication is resolving.

Outpatient care services should be carried out on a weekly basis; however, sessions can be
conducted every two weeks under certain circumstances:
1 Poor access or long distance to the health facility increases the opportunity cost for the
caregivers and may prevent weekly participation
1 Weekly sessions and high case loads overburden health facility schedules or staff at smaller
health facilities; in this case, biweekly sessions could allow for splitting the group of children in
two and alternating by week
1 Seasonal factors or events that involve caregivers, such as harvest or planting season, may
prevent caregivers from participating weekly
1 Decision on a case by case basis as determined by nutrition or health staff

3.1 Screening of Children for SAM

Successful management of SAM in the community requires that an efficient, active case-finding and
referral system is established to ensure that children receive appropriate care in a timely manner. The
planning phase of the community outreach component for IM-SAM identifies strategies for
comprehensive community screening and referral that will be achieved in a number of ways:
1 Referral by a trained community outreach worker
1 Self referral (i.e., child brought for treatment by caregiver)
T ARi ppl e ef f e-totcaregivef referral wichig theroemmunity
1 Referral by health or nutrition programmes or initiatives, such as growth monitoring and health
extension campaigns, or through any contact with the primary or secondary health care
system

Children are screened for SAM at the health facility. For some of these children, this could be a
second-level screening. It is essential that the strategy for community screening is compatible with the
screening upon admission to IM-SAM services at the health facility. The quality of the community
screening should be high so as to avoid referrals being refused by the facility, as this could be
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damaging for the appreciation and the uptake of the service. If referred children are inaccurately
assessed on a regular basis, action should be taken to retrain the outreach worker.

3.2 Admission Criteria for Outpatient Care

Usually, the first point of contact with the health care system for a child under 5 with SAM will be the
health facility providing outpatient care. The trained health care provider will conduct a medical and
nutrition assessment to guide the decision of whether to admit the child 6-59 months to outpatient
care or refer the child to inpatient care based on certain admission criteria (see Table 3). The
outpatient care site is usually the entry point for admission to IM-SAM.

Criteria for admission are based on anthropometric assessment of severe wasting and clinical

presence of bilateral pitting oedema. In addition, clinical signs in children 6-59 months with SAM are
essential to assess because they indicate the severity of illness and will determine whether the child is
treated in inpatient care or outpatient care. Table 4 provides the case definitions for medical

complications of importance in the presence of SAM. Moreover, other clinical signs of wasting may be
present without anthropometric confirmation,e.g.,s ki n on t he buttocks has a
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In exceptional cases, a child 6-59 months with SAM with medical complications but who has appetite
and is refusing inpatient care can be admitted to outpatient care for social reasons. And vice versa, a
child 6-59 months with SAM eligible for outpatient care can be admitted to inpatient care for social
reasons.

Table 3. Admission Criteria to IM-SAM for Children Under 5

Inpatient Care Outpatient Care

Children 6-59 months Children 6-59 months
Bilateral pitting oedema +++ Bilateral pitting oedema + and ++
Or Or
Any grade of bilateral pitting oedema with severe Severe wasting (MUAC < 115 mm orWFH < -3 z-
wasting score)
Or
SAM with any of the following medical complications: And
Anorexia, poor appetite
1 Intractable vomiting Appetite test passed
91 Convulsions No medical complication
1 Lethargy, notalert Child clinically well and alert
Y Unconsciousness
1 Hypoglycaemia
T Highfever
T Hypothemia
 Severe dehydration
T Lower respiratory tract infection
f Severe anaemia
T Eye signs of vitamin A deficiency
§ Skinlesion
Or
1 Referred from outpatient care according to action

protocol
Infants < 6 months
Bilateral pitting oedema
or
Visible wasting
-l ncludes infants with SA
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Table 4. Case Definitions of Medical Complications with SAM

Medical Complication

Case Definition

Anorexia, poor appetite* Child is unable to drink or breastfeed. Child failed RUTF appetite test.

Intractable vomiting*

Child is vomiting after every oral intake

Convulsions*

During a convulsion, the child has uncontrollable movements of limbs and/or face,
and/or rolling eyes and/or loss of consciousness. Ask the mother if the child had
convulsions during this current iliness.

Lethargy, not alert*

Child is difficult to wake. Ask the mother if the child is drowsy, shows no interest in what
is happening around him/her, does not look at the mother or watch her face when
talking, or is unusually sleepy.
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Unconsciousness* Child does not respond to painful stimuli (e.g., injection).

Hypoglycaemia There are often no clinical signs for hypoglycaemia. One sign that does occur in a child
with SAM is eye-lid retraction: child sleeps with eyes slightly open.

High fever Child has a high body temperaturei a x i | | ary t e mperrectlur e (o)
t emper at un ékin@ intd @rsidetation the ambient temperature.

Hypothemia Child has a low body temperature i axillary temperature < 35° C or rectal temperature <

35.5° Ci taking into consideration the ambient temperature.

Severe dehydration

For children with SAM, diagnosis of severe dehydration is based on recent history of
diarrhoea, vomiting, high fever or sweating, and on recent appearance of clinical signs
of dehydration as reported by the caregiver.

Lower respiratory tract
infection

Child has a cough with difficult breathing, fast breathing (if child is 2-12 months: 50
breaths per minute or more; if child is 12 months - 5 years: 40 breaths per minute or
more) or chest indrawing.

Severe anaemia

Child has palmer pallor or unusual paleness of the skin (compare the colour of the
childoés palm with t helaemoglobngHb)s#0 goanshperiitrec h
(g/l), or if there is respiratory distress and Hb is between 40 and 60 g.

Eye signs of vitamin A
deficiency

Stages of xerophthalmia are: conjunctival xerosis or dry, opaque and dull conjunctiva
with or without Bitotdéds spots (f o aonlyama
dull cornea; keratomalacia or ulceration, necrosis, perforation of cornea, leading to total
blindness.

Skin lesion

Child has broken skin, fissures or flaking of skin.

* denotes Integrated Management of Childhood Iliness (IMCI) danger signs

3.3 Admission Procedure at the Health Facility

Upon arrival at the health facility with IM-SAM services, the child and caregiver are welcomed and
informed about the admission procedure. Critically ill children are triaged and receive priority
treatment. Sugar water is made available to prevent hypoglycaemia (see Box 4 and Annex 9. Sugar

Water Protocol).

First, t he

a staituk id definedrbasedron staindardised measurements and checks (see

Annex 3. Anthropometric Measurements). The nutrition assessment involves:
1 Clinical check for the presence of bilateral pitting oedema
1 MUAC anthropometric measurement for children 6-59 months
1 Weight measurement
1 The target weight for discharge at 15 percent weight gain (of admission weight or weight free
of oedema) is identified and indicated on the treatment card (see Annex 5. Guidance Table
to Identify Target Weight for Discharge)

If equipment and skills are available:
1 Lengthor height is measured.
1 The WFH category is identified and indicated on the treatment card (see Annex 4.
Anthropometry Look-Up Tables).

Children who meet the admission criteria for IM-SAM receive a medical assessment consisting of a
medical history and physical examination, including an appetite test (see Box 5).
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The medical history includes:

Diet before current episode of illness
Breastfeeding history

Food and fluids taken in the past few days
Recent sinking of eyes

Duration and frequency of vomiting or diarrhoea, appearance of vomit or diarrhoeal stools
Time when urine was last passed

Contact with people with measles or TB

Any deaths of siblings

Birth weight

Milestones reached (e.g., sitting up, standing)
Immunisation status

Place of origin

E R L

The physical examination includes:

1 MUAC, weight and length or height

1 Bilateral pitting oedema

1 Appetite test: anorexia

1 Enlargement or tenderness of the liver, jaundice

T Abdominal distension, bowel sounds, ilabdomi

1 Severe pallor

1 Signs of circulatory collapse: cold hands and feet, weak radial pulse, diminished
consciousness

1 Body temperature: hypothermia or fever

1 Thirst

1 Eyes: signs indicative of vitamin A deficiency

1 Ears, mouth, throat: evidence of infection

1 Skin: evidence of lesion, infection or purpura

1 Respiratory rate and type of respiration: signs of pneumonia or heart failure

1 Appearance of stool

The outcome of both the nutrition and medical assessment determines if the child will be admitted and
receive treatment in outpatient care or is to be referred to inpatient care. All infants under 6 months
with bilateral pitting oedema or visible wasting and children over 5 years are referred to inpatient care
immediately. The choice of the caregiver to enrol the child in inpatient or outpatient care will be
considered and options and consequences will be discussed with the caregiver. If the child is admitted
to outpatient care, he/she receives medical and dietary treatment that will be continued at home.

The caregiver receives advice on the treatment, progress and duration of the iliness; the intake of
antibiotics and RUTF; and care practices and is asked to return to the health facility for follow-up
monitoring sessions or whenever a problem arises until the child has recovered (see Annex 18. Key
Messages Upon Admission to Outpatient Care).

The caregiver will be linked to the community outreach worker that covers his/her community. The
caregiver will also be linked with other services or initiatives as appropriate.

Additional points to consider during the admission procedure:

1 Explain to the caregiver the outcome of the assessment and the treatment, and decide with
the caregiver whether the child will be treated in outpatient or inpatient care. The social
condition of the caregiver must be taken into consideration. Children who fail the appetite test
should always be referred to inpatient care. If the appetite test is inconclusive, the child
should always be referred to inpatient care until the appetite has been restored.

Note: Children in the community and at all points of contact with the primary health care system are
checked for signs of acute malnutrition.

Children with SAM who are referred by a community outreach worker during community

screening are reassessed at the health facility to cross check on the accuracy of the referral
decision. The referral criteria at community screenings and admission criteria have to be
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compatible. If the referred child fails to fulfil the admission criteria, he/she should not be
admitted, but the caregiver can be linked with other primary health services or initiatives as
appropriate (e.g., supplementary feeding, expanded programme of immunisation [EPI]).

During referral, the outreachewdowkmanydee ski |l |l s
referred that did not fulfil the admission criteria?) and the need for improved supervision or
retraining can be identified.

BOX 4. ADMISSION AND INITIAL TREATMENT PROCEDURES

Welcome the child and caregiver and provide initial care:
Triage and check critically ill children first.
1 Provide sugar water to all children awaiting screening or examination to avoid hypoglycaemia.
Sugar-water solution should contain approximately 10 percent sugar solution or 10 grams (g) of
sugar per 100 millilitres (ml) of water.
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Define nutritional status:
1 Checkfor bilateral pitting oedema, take MUAC, and measure weight and height.
 Use the admission criteria (see Table 3) to guide decision making for admission.
T Indicate target weight for discharge at 15 percent weight gain (of admission weight or weight free of
oedema) (see Annex 5. Guidance Table to Identify Target Weight for Discharge).
1 Register the child and record measurements on treatment card.

Conduct a medical assessment:

T Take the childdéds medical hi story, conduct a p
health problem or a medical complication, and record on the treatment card.

1 Fast-track children with SAM with medical complications in need of inpatient care and start treatment
(no need for appetite test, administer first dose antibiotic).

1 Testthe appetite (see Box 5). The appetite test is a critical criterion for deciding whether a child with
SAM without medical complications is treated in outpatient care or in inpatient care.

1 Decide whether to treat the child with SAM in outpatient care or refer to inpatient care.

Provide treatment:

1 Provide treatment for underlying infections and decide if treatment for additional health conditions is

needed.

1 Provide weekly (or biweekly) amount of RUTF based on +- daily 200 kcal of RUTF per kg

bodyweight (see Annex 11. Dietary Treatment).

1 Counsel the caregiver on key messages for treatment, the intake of antibiotics and RUTF, and care
practices, and instruct him/her to return to the health facility for monitoring sessions or whenever a
problem arises (see Annex 16. Key Messages Upon Admission to Outpatient Care).

Link the caregiver with the community outreach worker.
Link the caregiver with other services or initiatives as appropriate.

=8 =8
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BOX 5. APPETITE TEST

For children meeting the anthropometric criteria for admission for treatment of SAM, the appetite test, in addition
to the presence or absence of severe medical complications, forms one of the most important criteria for
deciding whether to treat a child with SAM in outpatient care or inpatient care.

The pathophysiological responses to nutrient depletion in children with SAM are such that liver and metabolic
functions are disturbed and dysfunctional, leading to poor appetite. In addition, children with a significant
infection also lose appetite, especially in the acute phase. This puts children with SAM with poor appetite at
higher risk of death.

The appetite is tested upon admission and is repeated at each follow-up visit to the health facility.

Points to consider when conducting an appetite test:
1 Conduct the appetite test in a quiet separate area.
1 Provide an explanation regarding the purpose of the test to the caregiver and describe the procedure.
1 Observe the child eating the RUTF during 30 minutes, and decide if the child passes or fails the test.
1 Aduvise the caregiver to:
o Wash hands before giving the RUTF
o Sitwith the child in lap and gently offer the RUTF
o Encourage the child to eat the RUTF without force-feeding
o Offer plenty of clean water to drink from a cup when child is eating the RUTF

Appetite Test:

Pass Appetite Test Fail Appetite Test
The child eats at least one third of a packet of The child does NOT eat one third of a packet of
RUTF (92 g) or three teaspoons from a pot. RUTF (92 g) or three teaspoons from a pot.

Note: If necessary, arrange a quiet corner where the child and caregiver can take their time to get
accustomed to eat the RUTF. Usually the child eats the RUTF in 30 minutes.

A child who fails the appetite test should be admitted to inpatient care.

3.3.1 ADMISSION CATEGORIES
New Cases

Children 6-59 months with SAM meet the criteria for outpatient care and are directly admitted for
treatment in outpatient care.

Note: Relapsed cases are considered new cases, as the children were successfully treated before
and now have a new episode of acute malnutrition.

Children Referred from Inpatient Care (Old Cases)

Children with SAM are referred from inpatient care after stabilisation to continue treatment as
outpatients. Children with SAM under treatment in another outpatient site could move to the new
outpatient care site.

Returned Defaulters (Old Cases)

Children who defaulted from treatment before recovery return to continue treatment.
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Figure 3. Admission and Treatment Flow Chart, Children 6-59 Months with SAM

Screening:
Measure anthropometry andheck
bilateral pittina oedema

Medical History and Physical Examination:
- Evaluate nutritional status and health condition
- Check for medical complications
- Perform the appetite test

If SAM without medicatomplication and If SAM with medical complication
passed appetite test and/or failed appetite test

E.g., medical complication

developed, decreased appetit

weight loss or stagnant weigh
oedema increase or no

decreasgSee Action Protocol

Referral for continuing
treatment in outpatientcare:
Appetite returning
(passed appetite test)
Oedema decreasing
Medical complication resolving

Treatment Treatment

TREATMEN]
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3.3.2 KEY MESSAGES FOR THE INDIVIDUAL COUNSELLING OF THE
CAREGIVER UPON ADMISSION

The key messages upon admission are brief and simple (see Annex 18. Key Messages Upon
Admission to Outpatient Care). Upon the next visits to the health facility, the health and nutrition
messages are expanded (see Annex 19. Health and Nutrition Education Messages).

The key messages are:

RUTF is a food and medicine for very thin and swollen children only. Do not share it.

2. Sick chil

dren oft

en dondt i

k e

to eat.

child to eat often (if possible, eight meals per day). Your child should have __ packets per

day.

»w

water than normal.
Use soap

©CoNo

Ret ur n
eating sufficiently.

Note:

to

car e.
t he

for

t he

correctly understood.

heal t h

Al ways gi ve

chil dos

hands
Sick children get cold quickly. Always keep the child covered and warm.

For children with diarrhoea, continue feeding. Give them extra food and water.
facility whenever t

For young children, continue to breastfeed. Offer breast milk first before every RUTF feed.
RUTF is the only food sick and thin/swollen children need to recover during their time in

outpatient
5. Always offer plenty of clean water to drink while eating RUTF. Children will need to drink more

RUTF before

and face

Ask the caregiver to repeat back the information to check that the messages have been

Upon the next visits to the health facility, the health and nutrition messages are expanded
(see Annex 19. Health and Nutrition Education Messages).

3.4 Routine Medication

Gi ve

S

ot he

befor ¢

he

3.4.1 CHILDREN ADMITTED DIRECTLY INTO OUTPATIENT CARE

Children admitted directly into outpatient care receive routine medication. Children with SAM do not
show the usual signs of infection, such as fever, and infections are hidden. Therefore, routine

medication is provided upon admission. The health care provider will decide if additional medication is
needed for apparent medical conditions. (See Annex 6. Routine Medicines Protocols, Annex 7.
Supplemental Medicines Protocols and Annex 8. Drug Doses.)

Antibiotic Treatment with Amoxicillin

1 Give oral antibiotic treatment for a period of five days to be taken at home (give 10 days if
needed), based on a dose 50-100 mg/kg bodyweight/day.
1 The first dose should be taken during the admission process under the supervision of the
health care provider. An explanation should be given to the caregiver on how to complete the

treatment at home.

1 Ifthere is a need for a second-line antibiotic drug, the child will be referred to inpatient care
(see Annex 8. Drug Doses).

Table 5. First-Line Antibiotic Treatment: Amoxicillin, Three Times a Day for Seven Days (50-100

mg/kg Bodyweight/Day)

Age Syrup Syrup Tablets
(or weight) of the child 123 ma/s ml 220 )i ) 2810 5
ays 5 days 5 days
<12 months 125 mg or5 ml 125mgor2.5 ml 125 mg or %2 tablet
(or <10 kg) 3xaday 3x aday 3xaday
1-<10years 250 mg or 10 ml 250 mg or5 ml 250 mg or 1 tablet
(or 10-30 kg) 3x aday 3x aday 3x aday
(i? Zggrlfg) Give tablets Give tablets & mgxoe{ 5 ;;lblets,
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Malaria Treatment

1 Systematically screen all children for malaria in endemic areas on admission regardless of
their body temperature, if diagnostic tests are available. If in clinical doubt, repeat the malaria
test in the weeks following of the initial test.

If no diagnostic test is available but malaria symptoms are diagnosed, treat the child.

Treat malaria according to the national treatment protocol with first-line artemisinin-based
combination therapy (ACT) in compliance with Integrated Management of Childhood llinesses
(IMCI) treatment.

= =4

Note: A child with SAM cannot auto-regulate his/her body temperature well and tends to adopt the
temperature of the environment; thus the child will feel hot on a hot day and cool on a cool
day.

In malaria-endemic areas, children with SAM should be provided with insecticide-treated bednets to
prevent malaria.

First-Line Antimalarial i ACT: Artesunate (AS) and Amodiaquine (AQ)

Table 6. Malaria Treatment Based on Artesunate [AS 50 mg Tablet] and Amodiaquine [AQ 153
mg Tablet]

(or @g?ght) Irlﬂ?iillly Day 2 Day 3 TOTA#a'l;l?eq;ber °
<4 kg Not recommended
(07143_’;%) % AS and % AQ % AS and % AQ 1% AS and ¥ AQ 3
( c}r‘%}'&a{fg) 1AS and 1 AQ 1AS and 1 AQ 1AS and 1 AQ 3
( fr'1156}’3653|g) 2 AS and 2 AQ 2 AS and 2 AQ 2 AS and 2 AQ 12
(orédsusltk a 4AS and 4 AQ 4AS and 4 AQ 4AS and 4 AQ 24

Second-Line Antimalarials: Coartem or Quinine

Inthe case of severe malaria, the child is referred to inpatient care and treatment with a second-line
antimalarial drug is provided (see Annex 8. Drug Doses).

Measles Vaccination

1 Give a single vaccine on week four (or upon discharge) if there is no record of a previous
vaccination.

1 Infants under 12 months who receive a measles vaccination will need one routine measles
vaccination when they have reached 12 months.

1 Inthe case of a measles epidemic in the area, provide measles vaccination upon admission
to outpatient care and repeat the vaccination on week four (or upon discharge).

Deworming Treatment
1 Give a single dose of Albendazole or Mebendazole at the second week in treatment, in

compliance with the IMCI treatment protocol and/or adapt according to the national protocol.
1 Do not give Albendazole or Mebendazole to children under 1 year.
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Table 7. Antihelminthic Drug Dosage, Single Dose Albendazole [400 mg Tablet] or
Mebendazole [500 mg Tablet]

Age (Weight) of the child Albendazole Mebendazole
<1lyear NO NO
1-2 years (or <10 kg) 200 mg or %2 Tablet 250 mg or % Tablet
O 2 years ( 400 mg or 1 Tablet 500 mg or1 Tablet

Vitamin A

1 Give a single dose on the fourth week or upon discharge: 100,000 international units (IU) for
infants 6-11 months and 200,000 U for children 12 months and older. Cases with bilateral
pitting oedema should receive vitamin A when the oedema has resolved or upon discharge.

1 Refer any child with signs of vitamin A deficiency to inpatient care, as the condition of the
eyes can deteriorate very rapidly and the risk of blindness is high.
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Iron and Folic Acid

Iron and folic acid are NOT to be given. Small amounts are available in RUTF.

Where anaemia is identified according to IMCI protocols, children are referred to inpatient
care and receive treatment in compliance with the IMCI treatment protocol.

1 Ininpatient care, if the child is on a therapeutic milk diet, folic acid 5 mg on day one and 1 mg
per day starting on day two is given, and iron 3 mg/kg bodyweight/day is given after two days
on F100 when the child is gaining weight. In inpatient care, if the child is on a RUTF diet,
neither folic acid nor iron is supplemented. Iron and folic acid should never be provided
together with a malaria treatment.

= =4

Vaccination Schedule Update

Good collaboration is required between the EPI and outpatient care for updating the vaccination
status of the child. It is important to know the schedule of the child health weeks/national
immunisation campaigns and if the child participated to avoid double administration of vitamin A.
Vaccinators should be trained to identify and refer children with SAM during regular vaccination
sessions or campaigns.

Note: Children identified with SAM commonly have diarrhoea but should not be referred for oral
rehydration therapy (ORT) to receive oral rehydration salt (ORS). Children with SAM and
severe dehydration (diagnosis based on recent history of profuse watery diarrhoea and recent
change in childdéds appearance) are referred to inp
for malnutrition (ReSoMal) instead of ORS, which contains less sodium and more potassium
then ORS. ReSoMal is always provided in controlled amounts and never given freely for use
to the child and/or caregiver. ORS in a child with severe wasting will invoke sodium overload
and enhance bilateral pitting oedema.

3.4.2 CHILDREN REFERRED FROM INPATIENT CARE

Children who have been referred from inpatient care or another outpatient care site should not be

given routine medicines for a second time as they have already been administered to them. The

childbés records and documentation should be checked f
where applicable, and the remaining schedule of medications and supplements should be continued

according to this protocol.

3.5 Dietary Treatment

Children receive RUTF based on a dose of +- 200 kcal/kg bodyweight/day given as a take-home

ration. A weekly supply of RUTF is prseeviablee8dThe ependi ng
dietary treatment is managed at home, with the children attending outpatient care sessions on a

weekly basis for monitoring health and nutritional status and replenishing stocks of RUTF.
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3.5.1 QUANTITIES OF RUTF TO PROVIDE

1 Provide 200 kcal per kg bodyweight per day of RUTF. Use the RUTF look-up tables for the
amounts of RUTF to give on each weekly vist, based on the chil doés
of 92 g provides 500 kcal.

1 Explain the daily amount the child will need to consume to the caregiver.

1 Give the required RUTF ration to the caregiver.

Table 8. Look-Up Table for Amounts of RUTF to Give to a Child per Day or Week Based on a
Dose of 200 kcal/lkg Bodyweight/Day Using 92 g Packets Containing 500 kcal

Childd s\Veight (kg) Packets per Day Packets per Week

4.0%1 4.9 2 14
501 6.9 25 18

701 84 & 21

851 94 35 25
951 104 4 28
1051 11.9 45 32
212 5 35

* Infants < 4 kg are referred to inpatient care
3.5.2 FEEDING PROCEDURE

The caregiver is advised to feed the child with small amounts of RUTF, encourage the child to finish
the allocated daily ration before giving any other foods (except for breast milk) and encourage the
child to eat as often as possible (every three-to-four hours). The RUTF ration is a full food ration for
the child; the child should not eat anything else except breast milk during the first week.

The breastfed child should be offered breast milk on demand and before being fed RUTF.

Safe drinking water should be given after feeding the child RUTF to keep the child hydrated.
Caregivers should be advised not to mix RUTF with liquids as this may foster bacteria growth.

Key messages are provided upon admission and are also repeated upon every visit and follow the
sequence of: wash hands before feeding, breastfeed first, offer small amounts of RUTF spread over
the day and offer safe drinking water during the feeding (see Annex 18. Key Messages Upon
Admission to Outpatient Care).

Caregivers could be asked to return empty RUTF packets (or pots) at each follow-up visit.

3.6 Individual Monitoring during Follow-up Visits

Il ndi vidual moni toring of the childds progress
weekly (or as circumstances dictate, biweekly) return visits to the health facility or outreach point. The
following parameters are monitored and recorded on the treatment card during the follow-up visit:
1 Anthropometry
o MUAC
o Weight
1 Physical examination
o Degree of bilateral pitting oedema
o Weight gain:
- The weight is compared with the target weight for discharge (see Annex 5.
Guidance Table to Identify Target Weight for Discharge)
- Childrenwho lose weight or have no weight gain or have their weight
fluctuating receive special attention during the medical examination (see
Annex 17. Action Protocol in Outpatient Care)
0 Body temperature
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o Standard clinical signs: stool, vomiting, dehydration, cough, respiration, liver size,
eyes, ears, skin condition and peri-anal lesions are assessed

0 Appetite test

o Any iliness suffered by the child since the last visit

0 Any action taken or medication given in response to a health condition

Ateachfollow-up visit, the caregiver should be infor med

group counselling is provided on standardised health and education messages. Special attention
should be paid to the gradual introduction of quality complementary foods to prepare the child for
gradual weaning off the RUTF (see Annex 19. Health and Nutrition Education Messages).

Follow-up action is based on the action protocol (see Annex 17. Action Protocol in Outpatient
Care). The action protocol describes when to decide for home visit, referral to inpatient care or referral
for medical investigation. Children who were absent for one or more visits are traced in the community
(including those who were discharged because they became defaulters after three absent visits).

3.7 Home Visits

The outreach worker covering the geographical
make home visits for children requiring special attention during the treatment process. Home visits
should include assessing the nutrition and health condition of the child, compliance with feeding
practices for RUTF and home caring practices. The outreach worker provides individual counselling to
the caregiver and feeds back the information to the health care provider.

Home visits for children with SAM are essential in the following cases (see Annex 17. Action
Protocol in Outpatient Care):

Child is absent or defaulting

Child is not gaining weight or is losing weight on a follow-up visit

Childé sedema is not reducing

Child returned from inpatient care or caregiver refused inpatient care

Child has a deteriorating medical condition

=a =8 =4 -8 -8

A system to monitor home visits should be kept at the outpatient care site (see Annex 24. Home Visit
Record Form and Annex 25. Checklist for Home Visits).

3.8 Criteria to Refer the Child from Outpatient Care to Inpatient
Care or for Medical Investigation

Children with SAM in outpatient care who develop medical complications or who are not responding
well to treatment are referred to inpatient care, according to the action protocol (see Annex 17.
Action Protocol in Outpatient Care).

The following medical complications and deterioration of nutritional status require referral to inpatient
care or for medical investigation:

1 Poor appetite: failed appetite test

1 Other IMCI danger signs: intractable vomiting, convulsions, lethargy/not alert,
unconsciousness
Deteriorating general condition
Increase in or newly developed bilateral pitting oedema
Less than admission weight on third week
Weight loss for two consecutive visits
Static weight (no weight gain) for three consecutive visits
Hypoglycaemia, dehydration, high fever, hypothermia, high respiratory rate, anaemia, eye
signs of vitamin A deficiency, skin lesion, infection in need of second-line or intramuscular
(IM) antibiotic treatment, no response to treatment

=A =4 =4 -8 -89
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In addition, the absence or death of the caregiver can lead the new caregiver to request inpatient
care. Also, referral to inpatient care must be granted upon request from the caregiver at any time.

If a child is referred to inpatient care, it is essential that a referral form or health card is used to
provide basic health and nutrition information, including a description of the treatment, reasons for
referral, and vaccination status (see Annex 30. Referral Form for Inpatient Care/Outpatient Care).
If a referral system already exists in the health facility, then this should be used. What is of importance
is that the nutrition and medical information is recorded and shared with the health care provider at
the next level.

3.9 Failure to Respond to Treatment in Outpatient Care

Some children in outpatient care will fail to respond to treatment or their condition can deteriorate
despite the treatment. A child in outpatient care who meets any of the criteria as described in Table 9
are diagnosed as failing to respond to treatment.
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Based on the action protocol (see Annex 17. Action Protocol in Outpatient Care), the child
receives a home visit or is referred to a health facility with expertise in inpatient care for SAM with
medical complications for medical investigation and specialised treatment.

Table 9. Criteria for Defining Failure to Respond to Treatment in Outpatient Care

Primary failure* to respond to treatment Time since admission
Failure to gain weight (non-oedematous child) 21 days

Failure to start to lose oedema 14 days

Bilateral pitting oedema still present 21 days

Weight loss since admission (non-oedematous child) 14 days
Secondary failure* to respond to treatment Time or duration
Failure of appetite test At any visit
Weight loss For 14 days

Static weight For 21 days

Below admission weight After 21 days in treatment

* Primary failure to respond means when the criteria has been noticed since admission. Secondary failure to respond means
when the child has shown improvement and then later deteriorates as described by the criteria.

Actions to be considered:
1 Community health worker or volunteer conducts home visit to check whether a child should
be referred back to the health facility between follow-up visits
1 Health care provider discusses with caregiver aspects of the home environment that may
af fect t he c Hthesedadtions are mtgnmmediasely successful, an external
evaluation could be requested to verify the organisation of the services and the compliance to
treatment protocols.

Common causes of failure to respond to treatment (see Box 6) should be systematically examined to
determine and rectify the problem.

BOX 6. EXAMPLES OF FREQUENT CAUSES OF FAILURE TO RESPOND TO TREATMENT
IN OUTPATIENT CARE

Problems Related to the Quality of the Treatment
T Il nappropriate evalwuation of childds health c
1 Inappropriate evaluation of appetite test
T Non-adherence to RUTF protocol
T Non-adherence to routine medication protocol
T Inadequate guidance for home care provided

Problems Related to Home Environment
1 Inappropriate frequency of visits and reception of RUTF
I Inadequate intake or sharing of RUTF and/or medicines
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3.10 Discharge Criteria

The child is fully recovered if the following discharge criteria are met:
1 15 percent weight gain maintained for two consecutive visits (of admission weight or weight
free of oedema) (see Annex 5. Guidance Table to Identify Target Weight for Discharge)
1 No bilateral pitting oedema for two consectutive visits
1 Clinically well and alert

Other children that are discharged but did not meet the discharged cured criteria (thus did not
recover) are children who:
1 Died while in treatment
1 Defaulted or were absent for the third consecutive week or outpatient care session
1 Did not recover or did not meet the discharge criteria after four months in treatment; during
the treatment, these children would have shown signs of non-response to treatment and been
referred to inpatient care or for medical investigation based on the action protocol
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It is recommended that the following elements are considered at discharge:
1 Health and nutrition education scheme is completed
1 Appropriate weaning of RUTF is reached
1 Immunisation schedule is updated
1 Adequate arrangements for linking the caregiver and child with appropriate community
initiatives (e.g., supplementary feeding) and for follow-up are made

3.11 Discharge Procedures

The following elements should be addressed before the child is discharged:
1 Provide feedback to the caregiver on the final outcome of treatment
1 Counsel caregiver on good feeding and care practices, including on providing and preparing
appropriate complementary food
1 Ensure caregiver understands importance of follow-up care to prevent relapse (e.g.,
enrolment in supplementary feeding and other child health and nutrition programmes)
1 Note discharge outcome in register and treatment card
1 Advise the caregiver to immediately go to the nearest health facility if the child refuses to eat
or has any of the following signs:
o Highfever
Frequent watery stools or stools with blood, diarrhoea lasting more than four days
Difficult or fast breathing
Vomiting
Not alert, very weak, unconscious, convulsions
Bilateral pitting oedema
1 Give final ration of RUTF (one week supply)

O OO0 0o

Ideally, children discharged from outpatient care should be referred to supplementary feeding where
available for a minimum of four months, regardless of their nutritional status.

3.12 Infant and Young Child Feeding Support

Annex 19. Health and Nutrition Education Messages summarizes health and nutrition education
messages that can be used for individual and group counselling for improving and supporting IYCF
practices. It provides a list of key behaviours to promote, summarizes the importance of breastfeeding
for the infant and young child, and recommends IY CF practices on breastfeeding and complementary
feeding.16 It also provides an example of a country-adapted tool for recommended foods for infants
and young children.

%% |FE Core Group. 2009. Integration of [YCF supportinto CMAM.Faci | i t at or 6 s G OkfadeUKaENN. Handout s .
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4. Inpatient Care for the Management
of SAM with Medical Complications for
Children 6-59 Months

(5]
—_
©
©)
—
=
(<)
=]
©
o
[
<

Inpatient care for the management of SAM with medical complications can be provided in a special
section of the paediatric ward or health facility with 24-hour care. Staff at these health facilities should
have been specifically trained in the management of SAM with medical complications.

Children 6-59 months with SAM with poor appetite or with medical complications and children being
referred from outpatient care because their medical condition is deteriorating (see Annex 17. Action
Protocol in Outpatient Care) are admitted to inpatient care. Children with SAM with appetite or
without medical complications may exceptionally be admitted to inpatient care for social reasons (e.g.,
no caregiver, security problem), to be decided by the supervisor of the health facility.

Children 6-59 months admitted into inpatient care for stabilisation will be referred to outpatient care as
soon as the medical complication is resolving, the appetite has returned and/or the oedema is
reducing. Exceptionally, children will complete the full treatment in inpatient care, because, e.g., child
cannot eat RUTF, RUTF is not available, social reason.

All infants under 6 months with SAM are admitted in inpatient care until full recovery (see Section 5).

Older children, adolescents and adults with SAM will be admitted in inpatient care until full recovery
(see Section 6).
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4.1 Admission Criteria

BOX 7. ADMISSION CRITERIA FOR INPATIENT CARE
Children 6-59 months

Bilateral pitting oedema +++

Any grade of bilateral pitting oedema with severe wasting

SAM (bilateral pitting oedema + or ++ or severe wasting) with any of the following medical complications:
Anorexia, poor appetite
Intractable vomiting

Convulsions

Lethargy, not alert
Unconsciousness
Hypoglycaemia

High fever

Hypothemia

Severe dehydration

Lower respiratory tract infection
Severe anaemia

Eye signs of vitamin A deficiency
Skin lesion
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Referred from outpatient care according to action protocol

Other: e.g., infants O rBonths and < 4 kg with SAM follow the SAM treatment protocol as infants < 6 months

4.2 Admission Procedure

1 Upon arrival at the health facility, the child and caregiver are welcomed and informed about
the admission procedure. The ¢ h i Wweigdtsheight or length and MUAC is measured and
recorded.

1 Ciritically ill children are triaged and receive priority treatment. Sugar water is made available
to prevent hypoglycaemia (see Box 4 and Annex 9. Sugar Water Protocol).

1 Children, upon admission, should directly be assigned to the specific ward for inpatient care.
They are not treated or kept in an emergency ward unless the clinical staff in the emergency
ward has specific training in the management of SAM with medical complications. Critical
care of children with SAM differs from the standard protocols and trained medical staff need
to be involved to provide quality care for SAM to reduce the risk of death.

1T The childés medical c o -savingttreatment is Sarted eisseosiase d and | i f
possible, followed by routine WHO treatment protocols for SAM. The WHO 10-step treatment
summarises the different life saving steps that need to be considered in the treatment of SAM
(see Figure 4).

1 The medical and nutrition assessment information is recorded on the inpatient care treatment
card (see Annex 27. Inpatient Care Treatment Card): child information, medical history and
the results of the physical examination.

1 Admission registration is completed using the existing registration system.

1 The caregiver should receive counselling including on the medical and dietary treatment the
child will receive, and on breastfeeding and good hygiene practices. The caregiver should be
given soap for handwashing and general hygiene, and food during his/her stay in inpatient
care.

1 Ideally, children and their caregivers in the stabilisation phase should be physically separated
from those children in the transition and rehabilitation phases, and from children with other
diseases.

1 Achild 6-59 months in inpatient care who is alert should undergo the appetite test with RUTF
(see Box 5). If he/she passes the appetite test but needs admission to inpatient care for
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medical complications, he/she should take RUTF. A child who fails the appetite test will be put
on the milk diet and tested again as soon as the appetite has returned. As soon as the
appetite returns, the child graduates to the transition phase and is offered RUTF. The
transition from a milk diet to RUTF is gradual, but happens for most children within one day.
RUTF is always offered first and complemented with F100 in case of need.

1 Achild 6-59 months with SAM without medical complications and appetite will be admitted to
inpatient care only if there is an exceptional social or medical reason. This is decided by the
supervisor of the health facility in discussion with the caregiver.

4.3 Stabilisation Phase

Medical treatment and nutritional rehabilitation of children with SAM and medical complications in
inpatient care follow the adapted WHO SAM treatment protocol."” As soon as the medical condition is
stabilised, the oedema is reducing and/or the medical complication is resolving, the child is referred to
outpatient care to continue the nutritional rehabilitation. It is expected that the child is in stabilisation
for one to seven days.
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The general principles of the WHO SAM treatment protocol are:
Treat and prevent hypoglycaemia
Treat and prevent hypothermia
Treat and prevent dehydration
Correct electrolyte imbalance
Treat and prevent infection
Provide micronutrient supplementation
Start cautious feeding
Achieve transition to catch-up diet
Provide sensory stimulation and emotional support
Prepare for follow-up after stabilisation and transition
Also consider:
1 Treat incipient or developed septic shock, if present
1 Identify and treat any other problems, including vitamin deficiency, severe anaemia and heart
failure

=4 =8 =8 =8 -8 -8 -a e s

Figure 4. Overview Treatment of Children with SAM: WHO 10-Step According to the WHO 1999
Treatment Protocol®

Stabilisation Rehabilitation
(Phase 1) (Phase 2)
Days1i 2 Days 37 7 Weeks 27 6
1. Hypoglycaemia —_—
2. Hypothermia - >
3. Dehydration _ >
4. Electrolytes *
5. Infection - > o
. . No iron With iron ‘
6. Micronutrients >
7. Cautious feeding >
8. Catch-up growth _—
9. Sensory stimulation >
10. Prepare for follow-up EEE——

T WHO. 1999. Management of severe malnutrition: a manual for physicians and other senior health workers. Geneva: WHO;
WHO, WFP, UN/SCN and UNICEF. 2007. Community-Based Management of Severe Acute Malnutrition: A Joint Statement by
the World Health Organization, the World Food Programme, the United Nations System Standing Committee on Nutrition and
the United Nat i o@Ganeve WHO; WH@ and SNICEE. 2099. WHO child growth standards and the
identification of severe acute malnutrition in infants and children: A Joint Statement by the World Health Organization and the
United Nati ons.GerhevalWHOendés Fund

8 Ashworth, A, S Khanum, A Jackson, and C Schofield. 2003. Guidelines for the inpatient treatment of severely malnourished
children. Geneva: WHO.
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4.3.1 MEDICAL TREATMENT

Routine medicines and supplements should follow the schedule as described in outpatient care, (see
Section 3.4 Routine Medication). (See also Annex 6. Routine Medicines Protocols, Annex 7.
Supplemental Medicines Protocols and Annex 8. Drug Doses.)

Also, because children with SAM in inpatient care have a severe form of illness with medical
complications, they will need high-level care by very skilled clinicians. The Appendix provides
detailed guidance on the management of medical complications in the presence of SAM.

Note: The use of intravenous (IV) lines is strictly avoided except in case of shock or circulatory
collapse. Special care with IM injections is taken as children with SAM have reduced muscle
mass and the risk of nerve damage is high.

4.3.2 DIETARY TREATMENT
Quantities of F75 in the Stabilisation Phase

1 Give 130 ml of F75 (100 kcal) per kg bodyweight per day

1 Give six or eight feeds per day (every three or four hours)

1 Use the look-up tables for the volume of F75 to give to individual child per feed according to
t he chil dosseeblabtey Wandgiht (

Notes:

Breastfed children should be offered breast milk on demand before being fed F75.

Where night feeds are problematic, give five-to-six feeds during the daytime.

Hypoglycaemia becomes a risk if the daytime intake is low.

1 The larger volume of F75 that is required with a reduced number of feeds can on rare
occasions provoke osmotic diarrhoea. That is why ideally eight or more feeds should be
given daily.

= =

Feed Preparation

1 For alarge number of children:
Add one packet of F75 to 2 litres (L) of water. The water needs to be boiled and cooled prior
to mixing.

1 For few children:
Smaller volumes can be prepared by measuring small amounts of F75 using the red scoop.
Add 20 millilitres (ml) boiled and cooled water per one red scoop of F75 powder.

If pre-packaged F75 is not available, use one of the recipes to prepare F75 using locally available
ingredients and (imported) combined mineral and vitamin mix (CMV) (see Annex 14. Alternative
Recipes for F75, F100 and ReSoMal Using CMV).

Feeding Procedure

1 Feed by cup and saucer.

1 Only feed with a nasogastric tube (NGT) when the child is unable to take sufficient F75 by
mouth. A sufficient amount is defined as intake of 80 percent of the milk.

1 The use of a NGT should not exceed three days and should only be used in the stabilisation
phase.
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BOX 8. SUMMARY OF REASONS FOR USING A NGT TO FEED THE CHILD DURING
STABILISATION

A NGT should be used if the child:
1 Takes less than 80 percent of the prescribed diet per 24-hours during stabilisation
Has pneumonia (rapid respiration rate) and has difficulties swallowing
Has painful lesions of the mouth
Has cleft palate or other physical deformity

1
1
1
1 Shows disturbed level of consciousness

Feeding Technique
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Aspiration pneumonia is very common in severely malnourished children due to muscle weakness
and slow swallowing. Therefore, applying the correct feeding technique is important to ensure the
child has an adequate milk intake.

The child should be on the caregiverds |l ap agains
caregiverds arm enci r cdueandsauseeu rcche 1 dt lmendc hioll d&s t dle
should be sitting straight (vertical). The F75 is given by cup and any dribbles that fall into the saucer

are returned to the cup. The child should never be force fed, have his/her nose pinched or lie back

and have the milk poured into the mouth.

Meal times should be sociable. The caregivers should sit together in a semi-circle around an assistant
who talks to the caregivers, encourages them, corrects any faulty feeding technique and observes
how the child takes the milk.

The meals for the caregivers should be organised by t
never be taken beside the child. Sharing of the meal with the child can be dangerous given their

delicate pat hophysi ol og yadded shlt ot chreliment& it cengoé sufficieit ® me a | has
provoke heart failure in children with SAM.

Tables 10 and 11 provide volumes of F75 to give to children with severe wasting and severe bilateral

pitting oedema in the stabilisation phase. See also Annex 12. Therapeutic Feeds Look-Up Tables,
which provides F75 look-up tables for daily use in the ward.
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Table 10. Stabilisation Phase Volume of F75 for Persons with Severe Wasting

F75 F75 F75 F75
Weight (kg) (ml per feed (ml per feed (ml per feed (ml per feed
if 12 feeds per day) | if 8 feeds per day) | if 6 feeds per day) | if 5 feeds per day)

20i 21 20 40 50 65
22124 25 45 60 70
25127 30 50 65 75
28129 30 55 70 80
3.01 34 35 60 75 85
351 3.9 40 65 80 95
4071 44 45 70 85 110
45149 50 80 95 120
50i 54 55 90 110 130
551 5.9 60 100 120 150
601 6.9 70 110 140 175
70179 80 125 160 200
8.01 8.9 90 140 180 225
9.01 9.9 100 155 190 250
107 10.9 110 170 200 275
117 11.9 115 190 230 275
127 12.9 125 205 250 300
137 13.9 135 230 275 350
1471 14.9 145 250 290 375
1571 19.9 150 260 300 400
2071 249 160 290 320 450
251 299 175 300 350 450
307 39.9 185 320 370 500
40i 60 200 350 400 500

Table 11. Stabilisati
Oedema

on Phase Volume of F75 for Persons with Severe (+++) Bil

ateral Pitting

F75 F75 F75 F75
Weight (kg) (ml per feed (ml per feed (ml per feed (ml per feed
if 12 feeds per day) | if 8 feeds per day) | if 6 feeds per day) | if 5 feeds per day)
3.01 34 30135 501 60 601 75 701 85
351 3.9 307 40 501 65 651 80 751 95
401 44 351 40 551 70 701 85 9071 110
451 4.9 351 45 651 80 701 95 951 120
5.0i 54 457 55 701 90 9071 110 1051 130
551 5.9 507 60 8071 100 951 120 1207 150
67 6.9 551 70 907 110 1107 140 14071 175
7179 65i 80 1007 125 1307 160 1601 200
81 8.9 701 90 1107 140 1451 180 1801 225
91 9.9 751 95 1257 155 15071 190 2007 250
1071 109 8071 100 1351 170 1601 200 2207 275
117 119 951 115 15071 190 1851 230 2207 275
127 129 1007 125 1651 205 2007 250 2407 300
137 139 1107 135 1851 230 2207 275 28017 350
147 149 1157 145 2007 250 2307 290 30017 375
157 199 1207 150 2107 260 2407 300 3207 400
2071 249 12571 170 23071 290 25571 320 36071 450
257 29.9 1407 175 2407 300 28017 350 36017 450
30i 39.9 1507 185 2551 320 295i 370 400171 500
40i 60 1607 200 28017 350 32017 400 4001 500

4.3.3 INDIVIDUAL MONITORING

Individual monitoring of children with SAM in the stabilisation phase should be done continuously.

Based on i

mprovement in

transition phase of the treatment.

t he
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The following parameters should be monitored daily:

1 Weight is measured at the same time (before or after feeds), entered and plotted on the

individual treatment card

1 Target weight for discharge at 15 percent weight gain (of admission weight or weight free of
oedema) is recorded (see Annex 5. Guidance Table to Identify Target Weight for
Discharge)
Degree of bilateral pitting oedema (0 to +++) is assessed
Body temperature is measured (twice per day)
Standard clinical signs: stool, vomiting, dehydration, cough, respiration, liver size, eyes, ears,
skin condition, peri-anal lesions
MUAC is taken upon admission and thereafter on each seventh day
Length or height is taken upon admission and after 21 days
A record is taken (on the intake part of the treatment card) if the child is absent, vomits or
refuses a feed, and whether the child is fed by NGT or is given an |V infusion or transfusion;
there are appropriate places for these to be recorded each day
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4.3.4 PROGRESSION FROM THE STABILISATION TO THE TRANSITION PHASE

The criteria to progress from the stabilisation phase to the transition phase are:
1 Return of appetite, and
1 Resolving medical complication, or
1 Reduction of bilateral pitting oedema (checked by appropriate and proportionate weight loss
as the oedema starts to subside)

Children with severe bilateral pitting oedema (+++) should remain in the stabilisation phase ona F75

diet at least until their oedema has reduced to moderate (++) oedema; these children are particularly
vulnerable and at high risk of death.

4.4 Transition Phase

When children with SAM complete the stabilisation phase, they start treatment in the transition phase.

In the transition phase, medical treatment is continued and the dietary treatment changes for children
6-59 months: RUTF is progressively introduced and F100 therapedutic milk is used to complement the
RUTF feed if the child did not successfully complete the RUTF amount per feed.

The quantities of the milk diet provided remain the same as in the stabilisation phase, but the calorie
intake changes. The duration of treatment in the transition phase is two-to-three days on average.

1 Children 6-59 months are gradually prepared for referral to outpatient care. As soon as the
child passes the appetite test and eats 80 percent of his/her daily RUTF ration, the child will
be referred to outpatient care to continue treatment.

1 Older children, adolescents and adults remain on the F100 therapeutic milk diet.

4.4.1 MEDICAL TREATMENT

Routine medicines and supplements should follow the schedule as described in outpatient care.

The child can be referred to outpatient care and continue the drug regimen at home if the medical
complication is resolving. If a child has to complete his/her antibiotic schedule while in outpatient care,
thenthisshoul d be noted on t heseecAhnex 3. &Referraldbren for laplatiesta r d  (
Care/Outpatient Care). The information can also be provided on outpatient care treatment cards if

they are made available at inpatient care sites or on the road to health card.

4.4.2 DIETARY TREATMENT

Because of the return of appetite during the transition phase, the RUTF appetite test is done (see Box

5. Appetite Test). RUTF is offered at every feed and complemented by F100 if needed. Few children
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might initially refuse the RUTF but should be encouraged to eat RUTF at every meal. If the child takes
RUTF voluntarily, stop providing F100.

If both F100 and RUTF are being given, they can be substituted on the basis that about 100 ml of
F100 equals 20 g of RUTF.*

The diet should provide an average increase in energy intake of about one third daily over the amount
given during the stabilisation phase (e.g.,150 kcal/kg bodyweight/day).

Average expected daily weight gain is 5 g/kg bodyweight. Excess weight gain is not a good sign in the
transition phase.

For children over 6 months but weighing less than 4 kg, only F100-Diluted should be given. Full-
strength F100 should not be used. These children are treated as infants under 6 months (see Section

5).
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Number of Feeds

1 Eight feeds per day should be provided in 24-hour care if sufficient staff is present to prepare
and distribute the feeds at night.

1 Five-to-six feeds per day should be provided if there are no night feeds possible, ensuring
that the feeds are completed during the day.

1 Breastfed children should be offered breast milk on demand before being fed RUTF or F100.

Quantities of RUTF

1 Use the RUTF look-up table and provide quantities of RUTF based on the 150 kcal/kg
bodyweight/day (Table 12).
T Afull dayds amount of RUTF is given to the caregi
checked five times during the day.
1 Childrenthat are not taking sufficient RUTF as inpatients are given F100 to make up any
deficit in intake.
1 Whenthe child has passed the appetite test and is taking 80 percent of the daily prescribed
amount of RUTF, the child is ready for referral to outpatient care to continue the treatment at
home.

Tables 12 and 13 provide volumes of RUTF and F100 to give to children in the transition phase. See
Annex 12. Therapeutic Feeds Look-Up Tables, which provides F100 and RUTF look-up tables for
daily use in the ward.

Table 12. Transition Phase Look-Up Table for Amounts of RUTF to Give to a Child per Day
Based on a Dose of 150 kcal/lkg Bodyweight/Day Using 92 g Packets Containing 500 kcal

Childd sVeight (kg) Packets per Day

351 3.9 12
407 49 15
501 6.9 21
707 84 25
85194 2.8
957 104 31
1057 11.9 3.6

212 4

Quantities of F100 for Children Who do not Take RUTF

1 The volume of feeds remains the same as in the stabilisation phase.
1 Give 130 ml of F100 or 150 kcal’kg bodyweight/day.

' This is an acceptable approximation. If tables are to be constructed, 100 ml of F100 = 18.5 g of RUTF: 10 g of RUTF = 54 ml
of F100 should be used and the resulting values rounded to the nearest5 or 10 ml.
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1 Use the transition phase look-up table for the volume of F100 to give per feed according to
t he chil doé¢Talled8)y wei ght

Table 13. Transition Phase Look-Up Table for Volume of F100 per Feed if No RUTF is Taken,
Based on 150 kcal/kg Bodyweight/Day

F100 F100 F100
Weight (kg) (ml per feed (ml per feed (ml per feed
if 8 feeds per day) if 6 feeds per day) if 5 feeds per day)

30-34 60 75 85

3571 3.9 65 80 95
401 44 70 85 110
4571 4.9 80 95 120
50i 54 90 110 130
551 5.9 100 120 150
607 6.9 110 140 175
70179 125 160 200
8.01 8.9 140 180 225
9071 9.9 155 190 250
107 10.9 170 200 275
117 119 190 230 275
12-129 205 250 300
13-13.9 230 275 350
14 -149 250 290 375
15-19.9 260 300 400
20-249 290 320 450
25-29.9 300 350 450
30-39.9 320 370 500
40 - 60 350 400 500

Feed Preparation of F100

1 For alarge number of children:
Add one packet of F100 to 2 L of water (the water needs to be boiled and cooled prior to
mixing).

1 For few children:
Smaller volumes can be prepared by measuring small amounts of F100 using the red scoop
(add 18 ml water per one red scoop of F100 powder).

If pre-packaged F100 is not available, use one of the recipes given (see Annex 14. Alternative
Recipes for F75, F100 and ReSoMal Using CMV) to prepare F100 using locally-available
ingredients and CMV.

Feeding Procedure
RUTF

1 Provide the RUTF to the caregiver to feed the child. The caregiver should be encouraged to

provide RUTF feeds at the same time as feeds were provided during the stabilisation phase

(five-to-eight feeds per day).

Breastfed children should be offered breast milk on demand before being fed RUTF.

Children should be offered as much water to drink as they will take during and after they have

taken some of the RUTF.

1 Some children initially refuse the RUTF. If this is the case they should be given the F100 diet
for one or two days and then be reintroduced to RUTF when their appetite is fully established.

= =4

F100

1 Feeding and timing of F100 feeds in the transition phase is the same as in the stabilisation
phase.
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1 Breastfed children should be offered breast milk on demand before being fed F100.
1 Never force-feed the child.

Feeding Technique

1 RUTF should be given to the caregiver to feed the child. Children should be offered as much
clean water to drink as they demand during and after RUTF intake.
1 The feeding technique for F100 is the same as for F75 in the stabilisation phase.

4.3.3 INDIVIDUAL MONITORING

Individual monitoring of a severely malnourished child in the transition phase is done daily. Average
expected daily weight gain is 5 g/kg bodyweight. Excess weight gain is not a good sign in the
transition phase and needs further investigation.

Patients with bilateral pitting oedema (kwashiorkor) should remain in the transition phase until there is
a definite and steady reduction in oedema to the + level.

The following parameters should be monitored daily and entered on the individual treatment card:
1 Weight
1 Degree of bilateral pitting oedema (0 to +++)
1 Body temperature
1 Standard clinical signs: stool, vomiting, dehydration, cough, respiration, liver size, eyes, ears,
skin condition and peri-anal lesions are assessed
1 MUAC is taken each week
1 Lengthor height is taken every three weeks
1 Other records: e.g., absent, vomits or refuses a feed

4.4.4 PROGRESSION FROM THE TRANSITION PHASE TO OUTPATIENT CARE

Based on i mprovements in the childbés condition,

phase:
1 For children 6-59 months: referral to outpatient care to continue treatment until full recovery
1 For older age groups: transition to rehabilitation phase and remain in inpatient care until full
recovery

Recovering children 6-59 months can progress to outpatient care. Very few who cannot take RUTF
(or for other reasons) remain in inpatient care. Older age groups will remain in inpatient care until full
recovery.

Criteria to Progress to Outpatient Care for Children 6-59 Months

1 A good appetite: if the child passes the appetite test and takes 80 percent of the daily ration of
RUTF

1 Bilateral pitting oedema reducing to moderate (+ +) or mild (+)

1 Resolving medical complication

1 Clinically well and alert

Criteria to Progress to the Rehabilitation Phase in Inpatient Care

The following criteria for progression from the transition phase to the rehabilitation phase in inpatient
care are for the few exceptions of those who do not progress to outpatient care (i.e., children who will
not be able to return to their community, children who cannot eat the RUTF):

1 A good appetite: taking at least 90 percent of the F100 prescribed for the transition phase

1 Bilateral pitting oedema reducing to moderate (+ +) or mild (+)

1 Resolving medical complication

1 Clinically well and alert
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Criteria to Move Back from the Transition Phase to the Stabilisation Phase

The child should be moved back to the stabilisation phase if there is:
1 Weight gain of more than 10 g/kg bodyweight/day in association with an increase in
respiratory rate (indicative of excess fluid retention)
Increasing or developing bilateral pitting oedema
Rapid increase in liver size
Any signs of fluid overload
Tense abdominal distension
Significant refeeding diarrhoea so that there is weight loss
Note: It is common for the children to get some change in stool frequency when they change
diet. This does not need to be treated unless the children lose weight. Several loose stools
without weight loss is not a criterion to move back to the stabilisation phase.
1 A complication that necessitates an IV infusion
1 A need for feeding by NGT

4.5 Rehabilitation Phase

=a =8 =8 -8 -4
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Few children 6-59 months progressing from the transition phase will require inpatient care and will
move to the rehabilitation phase. This phase is associated with full recovery and rapid catch-up of
weight.

Children progressing to the rehabilitation phase and who are on an RUTF diet can be referred to the
outpatient department (OPD) of the health facility and monitored weekly if there is no outpatient care
site close to his/her community. They should not occupy a bed and be exposed to nosocomial
infections. Accommodations for the child and caregiver should be organised outside of the ward in
case this is needed.

Older children, adolescents and adults remain on the F100 therapeutic milk diet until full recovery.
4.5.1 MEDICAL TREATMENT

The medical part of the treatment for SAM is likely to be completed at this stage. There should be no
serious medical complications and the child should have a good appetite. The child is expected to be
taking large amounts of their diet and gaining weight rapidly.

Routine medicines that are added in this phase are (see Section 3.4 and Annex 6. Routine
Medicines Protocols):
1 Deworming medicine as a single dose
1 Vitamin A supplementation and measles vaccination on week four (or upon discharge)
1 If the child is on F100: Iron sulphate is added to F100 (one crushed tablet i 200 mg of iron
sulphate is added to 2-2.4 L of F100)
1 If the child is on RUTF: no additional iron is given as it already contains the necessary iron

4.5.2 DIETARY TREATMENT

This is the phase whent he chi l dés body f unct i orecugesate weighkttToer i ng and
diet based on 200 kcal/bodyweight/day will be RUTF. For those that cannot take sufficient RUTF,
F100 is given exclusively or to make up any deficit in intake.

The mother/caregiver should be encouraged and informed on appropriate care and feeding practices
and on how to prevent malnutrition in the child (e.g., separate feeds, good hygiene, return to the
health facility deferiotates. (Seehalsd Ahideg 19cHealtth and Nudrition
Education Messages.)

If both F100 and RUTF are being given, they can be substituted on the basis that about 100 ml of
F100 equals 20 g of RUTF.”

% This is an acceptable approximation. If tables are to be constructed, 100 ml of F100 = 18.5 g of RUTF: 10 g of RUTF =54 ml
of F100 should be used and the resulting values rounded to the nearest5 or 10 ml.
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Number of Feeds

1 Offer RUTF. Those that are not taking sufficient RUTF as inpatients are given F100 to make
up any deficit in intake. If both F100 and RUTF are being given, they can be substituted on
the basis that about 100 ml of F100 = 20 g of RUTF.*

1T Provide RUTF and/ or Fbdveight cordi ng to chil

1 Give five or six feeds of RUTF and/or F100 per day.

1 Breastfed children should be offered breast milk on demand before being fed RUTF and/or
F100.

1 Porridge can be added once a day as an extra feed to prepare the child for weaning off the
therapeutic food.

Note: Children weighing less than 4 kg must be given F100-Diluted. They should never be given
full-strength F100. (See regimen in Section 5.)

Quantities of Feeds

Quantities of RUTF

Use Table 14 to calculate the amount of RUTF to provide. RUTF is provided on the basis 200 kcal/kg
bodyweight/day, just as in outpatient care.

Quantities of F100 for Children Not Taking RUTF

Give 200 ml of F100 which provides 200 kcal/kg bodyweight/day. Use the look-up tables (Table 15)
for the volume of F100 int he i npatient rehabilitation phase and
bodyweight.

Tables 14 and 15 provide volumes of RUTF and F100 to give to children in the rehabilitation phase.
See also Annex 12. Therapeutic Feeds Look-Up Tables, which provides F100 and RUTF look-up
tables for daily use in the ward.

Feed Preparation for F100

1 For large number of children:
Add one packet of F100 to 2 L of water (the water needs to be boiled and cooled prior to
mixing).

1 For few children:
Smaller volumes can be prepared by measuring small amounts of F100 using the red scoop
(add 18 ml water per one red scoop of F100 powder).

Feeding Procedure

RUTF
1 Provide the RUTF to the caregiver to feed the child.
1 Breastfed children should be offered breast milk on demand before being fed RUTF.
1

Children should be offered as much water to drink as they will take during and after they have
taken some of the RUTF.

F100
1 Feed by cup and saucer.
1 Breastfed children should be offered breast milk on demand before being fed F100.
1 After the feed, always offer an additional quantity to the child if he/she takes all the feed
quickly and easily. The child should be able to take as much F100 as they want.
2 dem.
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1 Gradually replace one feed a day with a porridge.

Table 14. Rehabilitation Phase Look-Up Table for Amounts of RUTF to Give to a Child per Day
Based on a Dose of +- 200 kcal/kg Bodyweight/Day Using 92 g Packets Containing 500 kcal

Child6 s\Veight (kg) Packets per Day

35139 15 %
407 49 2 O]
507 6.9 25 =
707 84 3 K]
85i 9.4 35 T
957 10.4 4 g—
1057 11.9 45 -

212 5 <

Table 15. Rehabilitation Phase Look-Up Table for Volume of F100 per Feed if no RUTF is Taken
Based on +- 200 kcal/kg Bodyweight/Day

F100 F100
Child6 sVeight (kg) (ml per feed (ml per feed
if 6 feeds per day) if 5 feeds per day)

3.071 34 110 130
357 39 120 150
4071 4.9 150 180
5.07 5.9 180 200
6.07 6.9 210 250
707179 240 300
8.01 8.9 270 330
9.07 9.9 300 360
1007 11.9 350 420
1207 14.9 450 520
1507 19.9 550 650
20.071 249 650 780
2501 29.9 750 900
30.07 39.9 850 1,000
407 60 1,000 1,200

4.5.3 INDIVIDUAL MONITORING

Individual monitoring of the recovering child in the inpatient care rehabilitation phase is done daily.
The following parameters should be monitored daily and recorded on the treatment card:

1 Weight

1 Degree of bilateral pitting oedema (0 to +++)

1 Body temperature

1 Standard clinical signs: stool, vomiting, dehydration, cough, respiration and liver size, eyes,
ears, skin condition and peri-anal lesions are assessed

1 MUAC each week

1 Lengthor height is taken after 21 days

1 Other records: e.g., absent, vomits or refuses a feed

1 Afull medical examination is done every two days

4.5.4 PROGRESSION FROM REHABILITATION PHASE TO DISCHARGE

Based on the child fulfilling the discharge criteria, a decision can be made to discharge the child to
his/her home or for referral to supplementary feeding or other health, nutrition and livelihood services
that seek to address some of the underlying causes of malnutrition at the household level.
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BOX 9. DISCHARGE CRITERIA FROM INPATIENT CARE REHABILITATION PHASE

1 15 percent weight gain maintained for two consecutive days (of admission weight or weight free of
oedema) (see Annex 5. Guidance Table to Identify Target Weight for Discharge)

1 No bilateral pitting oedema for two weeks

1 Clinically well and alert

Additional concerns:
9 Nutrition and health education scheme completed
1 Immunisation schedule updated
1 Adequate arrangements for linking caregiver and child with appropriate community initiatives (e.g.,
supplementary feeding) and for follow-up made
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Criteria to Move Back from the Rehabilitation Phase to the Stabilisation Phase in
Inpatient care

If a child develops any signs of a medical complication he/she should be referred back to the
stabilisation phase. Routine drugs are individually prescribed depending upon what has already been
given and the cause of the referral (see Annex 17. Action Protocol in Outpatient Care).

4.6 Failure to Respond to Treatment in Inpatient Care

Some children undergoing inpatient care may show failure to respond to treatment or exhibit
deterioration in condition at different stages of the treatment. Criteria for defining failure to respond to
treatment are listed in Table 16.

Failure to achieve initial improvement at the expected rate is termed primary failure to respond to
treatment. This can be attributed to unrecognised infection or drug-resistant infections such as
bacterial (TB), viral (measles, hepatitis B, HIV) or parasitic (malaria) infections.

Deterioration in a childds conditiormhedistermed a sati sfac
secondary failure to respond to treatment. This secondary failure may be due to acute infection

contracted during inpatient care, reactivation of infection as immune and inflammatory responses

recover, or insufficiency in essential nutrients in the diet provided to the child.

Table 16. Criteria for Defining Failure to Respond to Treatment in Inpatient Care

Primary failure* to respond to treatment Time after admission
Failure to regain appetite 4 -7 days

Oedema is not reducing 4 -7 days
Oedemais still present 10 days

Failure to enter rehabilitation phase or outpatient care 10 days
Secondary failure* to respond to treatment During rehabilitation phase
Failure to gain more than 5g/kg bodyweight/day for 2 successive days
Static weight for 3 successive days

* Primary failure to respond means when the criterion has been noticed since admission. Secondary failure to respond means
when the child has shown improvement and then later deteriorates as described by the criterion.

A child who is undergoing treatment for SAM meeting any of the above criteria should be diagnosed
as failing to respond to treatment. When such a diagnosis is made, an extensive medical evaluation of
the child must be carried out (i.e., medical history, physical examination, laboratory investigations of
urine and stool samples). The overall management of these cases should be reviewed (e.g.,
evaluation of adherence to treatment protocol, availability of trained staff).

Failure to respond to treatment should be recorded on the individual treatment chart and the child

should be scheduled to be seen by more senior and experienced staff. Furthermore, corrective
measures should be taken to strengthen specific areas that need improvement in the practice of
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managing SAM while ensuring that treatment protocols are adhered to and that staff receives
adequate supervision.

4.6.1 CARE FOR CHILDREN FAILING TO RESPOND TO TREATMENT IN
INPATIENT CARE

When a child shows signs of failure to respond to treatment, the causal factors contributing to this
situation should be thoroughly investigated and the child should be treated appropriately according to
the recommendations in these guidelines. The most frequent causes of failure to respond to inpatient
treatment are listed in Box 10.

The child that fails to respond should receive a thorough medical examination. The following
laboratory investigations are recommended:

Urine analysis for pus cells and culture

Blood screening and culture

Screening for TB

Stool test for trophozoites and cysts of Giardia

HIV test according to the national guidance

Malaria screening

Hepatitis screening
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Primary Failure to Respond to Treatment

Every child with unexplained primary failure to respond should have a detailed medical history and
examination performed. In particular, the child should be assessed carefully for infection as follows:
1 Examine the child carefully. Measure the temperature, pulse rate and respiration rate.

1 Where appropriate, examine urine for pus cells and culture blood. Examine and culture
sputum or tracheal aspirate for TB, examine the fundi for retinal TB and do a chest x-ray.2
Examine stool for blood and look for trophozoites or cysts of Giardia. Culture stool for
bacterial pathogens. Test for HIV, hepatitis and malaria. Culture and examine the
cerebrospinal fluid.

2

Secondary Failure to Respond to Treatment

Secondary failure to respond to treatment is a deterioration/regression in condition after having
progressed satisfactorily to the rehabilitation phase with a good appetite and weight gain. It is usually
due to:

1 Inhalation of diet into the lungs: Severely malnourished children often have poor
neuromuscular coordination between the muscles of the throat and the oesophagus. It is quite
common for children to inhale food into their lungs during recovery if they are: 1) force-fed,
particularly with a spoon or pinching of the nose; 2) laid down on their back to eat; and/or 3)
given liquid diets. Inhalation of part of the diet is a common cause of pneumonia in all
malnourished patients. Patients should be closely observed while being fed by the caregiver
to ensure that the correct feeding technique is being used. One of the advantages of RUTF is
that it is much less likely to be force-fed and inhaled.

1 Anacute infection that has been contracted in the health facility from another patient (called a
nosocomial infection) or at home from a visitor/sibling/household member: At times, as the
i mmune and inflammatory system recovers, there ap
during recovery. Acute onset of malaria and TB (for example sudden enlargement of a
cervical abscess or development of a sinus) may arise several days or weeks after starting a
therapeutic diet.

f A limiting nutrient in the body that has been fAco
supplied in adequate amounts by the diet: This is very uncommon with modern diets (F100
and RUTF), but could occur with home-made diets or with the introduction of other foods.
Frequently, introduction of the family diet slows the recovery rate of a severely malnourished

2 Gastric aspirates are very rarely positive in the malnourished child with active TB, particularly if there is overnight feeding;
this test should not be relied on, is difficult to perform well and is traumatic for the child. Ifit is used, overnight feeds should not
be given.
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child. The same can occur at home when the child is given family food or traditional
complementary foods that are inadequate in Type 1 and Type 2 nutrients.

4.6.2 ACTION REQUIRED WHEN A CHILD FAILS TO RESPOND TO
TREATMENT IN INPATIENT CARE

1 Keep accurate records of all children who fail to respond to the treatment and of those who
ded. These records should include, at a minim
admission, MUAC, WFH, weight on admission, principal diagnosis, treatment and, where
appropriate, date and time of death, and apparent cause of death.

1 Always systematically examine the common causes of failure to respond and death and
identify areas where case management practices should be improved in order to rectify the
problems.

1 If these actions are not immediately successful, an external evaluation by someone
experienced with the inpatient care of SAM should be conducted. An investigation into the
organisation and application of the protocol for treatment should be carried out as part of the
evaluation.

1 Review the supervision of staff with refresher training, if necessary.

1 Recalibrate scales (and length-boards).
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BOX 10. FREQUENT CAUSES OF FAILURE TO RESPOND TO TREATMENT IN INPATIENT
CARE

Problems Related to the Health Facility

Poor environment for malnourished 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 (multi-chart) correctly, resulting in gaps in data for
monitoring the childds progress

Insufficient staff (particularly at night) or inadequately trained staff

Inadequate supervision and constant rotation of staff in treatment facility

Inaccurate weighing machines

Food prepared or given incorrectly

= =4 —a o =a =4 —a —a

Problems Related to the Individual Child

Insufficient feeds given

Vitamin and mineral deficiencies

Malabsorption of food

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

Rumination

Infection, especially: diarrhoea (amaebiasis, giardiasis, dysentery), pneumonia, TB, urinary
infection/otitis media, malaria, HIV, schistosomiasis, kalazar/leishmaniasis, hepatitis/cirrhosis

Ot her serious underlying disease: congenital
damage (e.g., cerebral palsy), inborn errors of metabolism

= =a =4 =4 —a —a 9

4.7 Criteria for Discharge from Inpatient Care After Full
Recovery

The child is fully recovered if the following discharge criteria are met:

1 15 percent weight gain maintained for two consecutive days (of admission weight or weight
free of oedema) (see Annex 5. Guidance Table to Identify Target Weight for Discharge)

1 No bilateral pitting oedema for two consectutive weeks
1 Clinically well and alert

It is recommended that the following elements are considered at discharge:
1 Health and nutrition education scheme is completed
1 Appropriate weaning of RUTF is reached
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1 Immunisation schedule is updated
1 Adequate arrangements for linking caregiver and child with appropriate community initiatives
(e.g., supplementary feeding) and for follow-up are made

Other children that are discharged but did not meet the discharge cured criteria (thus did not recover)
are children who:

1 Died while in treatment

1 Defaulted, or were absent for two days

1 Did not recover or did not meet the discharge criteria after two months in treatment

4.8 Discharge Procedures
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The following elements should be addressed before the child is discharged:
1 Provide feedback to the caregiver on the final outcome of treatment
1 Counsel caregiver on good feeding and care practices, including on providing and preparing
appropriate complementary food
1 Ensure caregiver understands importance of follow-up care to prevent relapse (e.g.,
enrolment in supplementary feeding and other child health and nutrition programmes)
Note discharge outcome in register and treatment card
Advise the caregiver to immediately go to the nearest health facility if child refuses to eat or
has any of the following signs:
o Highfever
Frequent watery stools or stools with blood, diarrhoea lasting more than four days
Difficult or fast breathing
Vomiting
Not alert, very weak, unconscious, convulsions
Bilateral pitting oedema
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Ideally, children discharged from IM-SAM should be referred to supplementary feeding, where
available, for a minimum of three-to-four months, regardless of their nutritional status.

4.9. Infant and Young Child Feeding Support

Annex 19. Health and Nutrition Education Messages summarizes health and nutrition education
messages that can be used for individual and group counselling for improving and supporting IYCF
practices. It provides a list of key behaviours to promote, summarizes the importance of breastfeeding
for the infant and young child, and recommends IY CF practices on breastfeeding and complementary
feeding.23 It also provides an example of a countryi adapted tool for recommended foods for infants
and young children.

% |FE Core Group. 2009. Integration of YCFinto CMAM.Faci | i tatorés Gui de and Handouts. Oxford
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5. Inpatient Care for the Management
of SAM for Infants Under 6 Months
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Infants under 6 months with SAM should be treated within the context of IY CF recommendations.?*
Breastfeeding support is an integral component of therapeutic care for severely malnourished infants.
This support includes protection and support for early, exclusive and continued breastfeeding. Hence
support to the mother on maternal feeding and care practices is crucial in the management of acute
malnutrition in infants.

Infants under 6 months with SAM are always admitted to inpatient care. They need special care and
ideally should be separated from the other older infants and children with SAM. The main objective of
treatment of these infants is to improve or re-establish breastfeeding; provide temporary or longer-
term appropriate medical and dietary treatment; and provide nutrition, psychological and medical care
for their caregivers. They are not offered RUTF as it is not suitable for infants under 6 months
because the reflex of swallowing semi-solid foods is not yet present.

Infants under 6 months with SAM who are not breastfed are particularly at risk and will need
protection and support to reduce the risks of artificial feeding. For these infants and their caregivers,
the potential for restoring or establishing breastfeeding should always be explored to the maximum.

Problems related to feeding that lead to SAM in infants that will need to be addressed include:

1 Lack of breastfeeding; Partial breastfeeding

1 Inadequate unsafe artificial feeds

1 Mother dead or absent

T Mot her mal nourished or traumati sed, il or unabl e t
M Disability that affects the infantés ability to suc

affecting infant feeding
This section provides guidance on treatment of the two categories of children under 6 months:
1. Breastfed infants or infants under 6 months with SAM with lactating female caregiver
2. Non-breastfed infants: infants under 6 months with SAM without the prospect of being breastfed

Infants with SAM over 6 months with a bodyweight below 4 kg will follow the same treatment protocol.

Infants with SAM of HIV-positive mothers are treated for SAM according to the international guidance
on the prevention of mother-to-child transmission of HIV (PMTCT).*®

# WHO and UNICEF. 2003. Global Strategy for Infant and Young Child Feeding. Geneva: WHO; IFE Core Group. 2007. Infant
and Young Child Feeding in Emergencies: Operational Guidance for Emergency Relief Staff and Programme Managers.
Version 2.1. Oxford, UK: ENN.

% \WHO. 2009. Rapid advice: Revised WHO principles and recommendations on infant feeding in the context of HIV. Geneva:
WHO.
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5.1 Breastfed Infants Under 6 Months WITH a (Potential)
Lactating Mother (or Caregiver for Wet Nursing)

5.1.1 ADMISSION CRITERIA

Infants under 6 months being breastfed, if the infant:
1 Has a presence of bilateral pitting oedema
1 Has visible wasting
1 Isat highrisk of SAM because of inadequate feeding of infant or lactating mother

Note: Infants under 6 months with SAM and their lactating mothers (or wet nurses) are both treated
and taken care of. In food insecure environments or an emergency situation, they are at high
risk of SAM, so it is important to include the following criteria:

Infant unable to suckle effectively (e.g., too weak)

Infant not satisfactory gaining weight at home despite breastfeeding counselling

Lactating mother (or wet nurse) with insufficient breast milk

Malnourished lactating mother (or wet nurse)

Absent lactating mother

(2]
=
e}

[

(©]
=
©

S

(5]
©

c
)

2]
=

c

©
y“—
c
o)

= =4 —a —a 9

5.1.2 ROUTINE MEDICINES AND SUPPLEMENTS

Antibiotics

No antibiotic treatment is provided unless there are signs of infection.

If there is any sign of infection, give Amoxicillin (for infants weighing a minimum of 2 kg) 30 mg/kg
bodyweight, two times a day (60 mg/kg bodyweight/day) in association with Gentamycin 7.5 mg/kg
bodyweight/day IM or IV for seven days.

Note: Do not use Chloramphenicol in young infants under 2 months, and use with caution in infants
2-6 months.

The Appendix provides detailed guidance on the management of medical complications in
the presence of SAM.

Folic Acid

Give 2.5 mg (tablet crushed) in a single dose.

Ferrous Sulphate

Give F100-Diluted, as F100 has already been enriched with ferrous sulphate and it is easier and safer

than to calculate and add ferrous sulphate to very small amounts of feeds. F100 with one-third water
makes the F100-Diluted (see Feed Preparation in Section 5.1.3).

5.1.3 DIETARY TREATMENT

The main objective is to restore exclusive breastfeeding. Therefore, stimulate and support
breastfeeding and supplement the childés breastfeedir
production of breast milk.

1 Breastfeed on demand or offer breastfeeding every three hours for at least 20 minutes (more
if the child cries or demands more). The infant should be breastfed as frequently as possible.

1 Between one half and one hour after a normal breastfeeding session, give maintenance
amounts of therapeutic milk.

1 Provide F100-Diluted for infants with severe wasting. F100-Diluted has a lower osmolarity
than F75 and thus is better adapted to immature organ functions. Also, the dilution allows for
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providing more water for the same energy with a better carbohydrates lipid ratio.?® (See
Annex 11. Dietary Treatment.)

1 Provide F75 for infants with bilateral pitting oedema and change to F100-Diluted when the
oedema is resolved.

Note: To prevent hypernatraemia in hot climates, sips of water or 10 percent sugar-water solution
are given in addition to the milk diet until the thirst of the child is satisfied (see Hypernatraemic
Dehydration in the Appendix).

Quantities of F100-Diluted

1 F100-Diluted is given at 130 ml/kg bodyweight/day, distributed across eight feeds per day.

1 Use the look-up tables (Table 17) for maintenance amounts of F100-Diluted to give to infants
using the supplementary suckling technique. The quantity of F100-Diluted is not increased as
the child starts to gain weight.

1 F100-Diluted provides 130 kcal/kg bodyweight/day.
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Regulation of Amount of F100-Diluted Given

1 The progress of the infant is monitored by the daily weight.

1 If the infant loses weight or has a static weight over three consecutive days but continues to
be hungry and is taking all the F100-Diluted, add 5 ml extra to each feed.

1 Maintenance amounts of F100-Diluted are given using the supplementary suckling technique.
If the volume of F100-Diluted being taken results in weight loss, either the maintenance
requirement is higher than calculated or there is significant malabsorption.

1 Ingeneral, supplementation is not increased during the stay in the health facility. If the infant
grows regularly with the same quantity of milk, it means the quantity of breast milk is
increasing.

1 If, after some days, the child does not finish all the supplemental feed, but continues to gain
weight, it means the intake from breast milk is increasing and the infant is taking adequate
quantities to meet his/her requirements.

1 The infant should be weighed daily with a scale graduated to within 10 g (or 20 g).

Table 17. Look-Up Table for Maintenance Amounts of F100-Diluted (Severe Wasting) or F75
(Bilateral Pitting Oedema Until the Oedema is Resolved) for Breastfed Infants

F100-Diluted or F100-Diluted or
Childd s\Veight (kg) F75in case of oedema F75 in case of oedema
(ml per feed if 12 feeds per day) | (ml per feed if 8 feeds per day)

O 1.2 20 25
13715 25 30
1671 1.7 30 35
1871 2.1 30 40
22124 35 45
25127 40 50
28129 40 55
3.01 34 45 60
351 3.9 50 65
4071 44 50 70

Once Infant is Gaining Weight at 20 g per Day (Absolute Weight Gain)

1 Gradually decrease the quantity of F100-Diluted by one-third of the maintenance intake so
that the infant gets more breast milk.

% Note: F100-Diluted has a lower osmolarity than some readily-available infant formulae and thus has a lower risk of causing
diarrhea. Studies have shown that F100-Diluted and some infant formulae give similar results in terms of mortality and weight
gain.
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1 If the weight gain of 10 g per day is maintained for two-to-three days (after gradual decrease
of F100-Diluted), stop F100-Diluted completely.

1 If the weight gain is not maintained, increase the amount of F100-Diluted given to 75 percent
of the maintenance amount for two-to-three days, then reduce it again if weight gain is
maintained.

Once the infant is gaining weight at 20 g per day on breastfeeding, the child is ready for discharge. If
the caregiver is agreeable, it is advisable to keep the infant in the health facility for an additional three-
to-five days on breast milk alone to make sure that he/she continues to gain weight. If the caregiver
wishes to go home as soon as the infant is taking the breast milk with increased demand, they should
be discharged. When it is certain that the child is gaining weight on breast milk alone, he/she should
be discharged, no matter what his/her current weight or weight-for-length.

Feed Preparation

1 For alarge number of children:
Add one packet of F100 to 2.7 L of water instead of 2 L. This is referred to as F100-Diluted.
1 For a small number of children

0 Add 35 ml of water to 100 ml of F100 already prepared, which will yield 135 ml of
F100-Diluted. Discard any excess milk after use. Do not make smaller quantities.

0 If you need more than 135 ml, use 200 ml of F100 and add 70 ml of water to make
270 ml of F100-Diluted and discard any excess milk after use.

o If F100 is not readily available, these infants can be fed with the same quantities of
commercial infant formula diluted according to the instructions on the tin. If there is a
range of milk formulas to chose from, use a formula designed for premature infants.
However, infant formula is not designed to promote rapid catch-up growth.
Unmodified powdered whole milk should not be used.

Feeding Procedure

1 Ensure good breastfeeding through good attachment and effective suckling. Avoid

distractions and let the infant suckle the breast at his/her own speed.

Build the motherds confidence to help milk

Encourage more frequent and longer breastfeeding sessions to increase milk production and

remove any interference that might disrupt breastfeeding.

1 Use the supplementary suckling technique to provide maintenance amounts of F100-Diluted.
OR, feed by cup and saucer or NGT by drip (using gravity not pumping).

1 Only feed witha NGT when the infant is not taking sufficient milk by mouth. The use of NGT
should not exceed three days and should be used in the stabilisation phase only.

E ]

Feeding Technique

Use the supplementary suckling technique to re-establish or commence breastfeeding and also to
provide maintenance amounts of F100-Diluted to severely malnourished infants. This technique
entails the infant sucking at the breast while also taking supplementary F100-Diluted from a cup
through a fine tube that runs alongside the nipple. The infant is nourished by the supplementary F100-
Diluted while suckling stimulates the breast to produce more milk.

The steps required in using the supplementary suckling technique are simple. The caregiver holds a
cup with the F100-Diluted. The end of a NGT (size n°8) is put in the cup and the tip of the tube is
placed on the breast, at the nipple. The infant is offered the breast with the right attachment. The cup
is placed 5-10 centimetres (cm) below the level of the nipple for easy suckling. When the child suckles
more strongly, the cup can be lowered to up to 30 cm.

After feeding is completed, the tube is flushed through with clean water using a syringe. It is then spun

(twirled) rapidly to remove the water in the lumen of the tube by centrifugal force. If convenient, the
tube is then left exposed to direct sunlight.
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Figure 5. Supplementary SLE:inng Technique

5.1.4 INDIVIDUAL MONITORING
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The following parameters should be monitored daily and entered on the individual treatment card:
Weight

Degree of bilateral pitting oedema (0 to +++)

Body temperature (twice per day)

Standard clinical signs: stool, vomiting, dehydration, cough, respiration, liver size, eyes, ears
and skin condition

Length or height (taken after 21 days when a new treatment card is used)

Any other record: e.g., absent, vomits or refuses a feed, whether the child is fed by NGT or
given IV infusion or transfusion
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As soon as the infant is 6 months of age and greater than 4 kg, the infant falls into the management
criteria for the age group 6-59 months. If the infant still has SAM (fulfilling the admission criteria),
introduce RUTF and refer to outpatient care.

5.1.5 SUPPORTIVE CARE FOR MOTHERS
Supportive Care for Breastfeeding Mothers

Supportive care for breastfeeding mothers should be provided, especially in very stressful situations.

Focus needs to be directed at creating conditions that will facilitate and increase breastfeeding, such

as establishing saf e finbthees and infaneseodeitorane counseltingand 6 f or
mother-to-mother support. Traumatised and depressed women may have difficulty responding to their
infants and require mental and emotional support which should also support anincrease in

breastfeeding. It is important to assess nutritional status of the mother (MUAC and bilateral pitting
oedema).

Explain to the mother the different steps of treatment that their child will go through. Efforts should be

made to strengthen the mot bself-é@itscisnforpdrceidedinabiliyta nd di scotl
provide adequate breast milk. Always alert the mother about the risk of pregnancy during

breastfeeding amenorrhea.

Adequate Nutrition and Supplementation for Breastfeeding Mothers

Breastfeeding women need about 450 kcal per day of extra energy. Essential micronutrients in breast

mi Il k are derived from the motherods food or micronutr.i
mot her &8s nutrient and energy needs ar &00maltperdag.he mot he
It is suggested that the health facility should provide nutritious food for the mother. The mother should

also receive vitamin A (200,000 IU, unless there is a risk of pregnancy) if the infant is under 2 months.

Dehydration may interfere with breast milk production. It is therefore important to ensure that the

mother drinks at least 2 L of water per day.
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Psychosocial Care of the Mother

Psychosocial care is a very essential component of the care for the mother and for the infant with

SAM as the mother may have many problems of physical or psychological origin. These problems

could affect her care of her infant or lead to defaulting. Table 18d e monstr ates some of
difficulties.

The mother should receive a thorough explanaton of her chil ddéds prob$hem an
should be guided through a breastfeeding session and the supplementary suckling technique. The

mother should also be counselled on social problems and receive a medical check if necessary.

Advice on hygiene and the correct way to breastfeed should be provided to the mother in a

supportive, participatory way through individual counselling or group discussions to relieve her stress

and fears.

Table 18. Possible Difficulties Encountered by Mothers of Infants with SAM

Mother Difficulties Action Points
Nutrition and fluid intake Provide enough fluid and balanced food; Screen the mother for malnutrition
Physical and mental health Provide medical advice whenever requested

Physical difficulties related to Treat sore nipples, cracked nipples and mastitis with breastfeeding
breastfeeding counselling

Misinformation and misconceptions Establish good communication with the mother
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5.1.6 DISCHARGE CRITERIA

Infants under 6 months or less than 4 kg being breastfed:
1 Successful re-lactation with effective suckling = minimum 20 g weight gain per day on breast
milk alone for five days
1 No bilateral pitting oedema for two weeks
1 Clinically well and alert and has no other medical problem

Note: Upon discharge, confirm that the mother has been adequately counselled and has received
the required amounts of micronutrient supplements during the stay at the health facility and
for use at home.

5.1.7 FOLLOW-UP AFTER DISCHARGE

Follow-up for these children is very important. In areas where services are available, the mother

should be included in a supplementary feeding programme (SFP) and receive high-quality food with

the right balance of nutrients to improve the quantity and quality of breast milk. It is also important to

monitor the infantdés progress and support breastfeedi
the appropriate age of 6 months.

5.2 Infants Under 6 Months Without the Prospect of
Breastfeeding

While the aim of the treatment of infants under 6 months with SAM with a caregiver with a potential of
breastfeeding is to decrease F100-Diluted gradually until they are gaining sufficient weight on breast
milk alone, the aim of the treatment of infants under 6 months with SAM without the prospect of being
breastfed in Southern Sudan is to receive F100-Diluted or infant formula until they are old enough to
take semisolid complementary food in addition to adapted cow milk. (See Annex 15. Use of Home-
Modified Cow Milk for Replacement Feeding in Case of No Access to Infant Formula.)

If infants under treatment still have signs of SAM at the age of 6 months and are greater than 4 kg,
these infants will move to the 6-59 months age group and continue the treatment accordingly (see
Admission Criteria for Children 6-59 Months in Annex 2. Admission and Discharge Criteria for IM-
SAM for Children Under 5).
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5.2.1 ADMISSION CRITERIA
Infants under 6 months not being breastfed (neither lactating mother nor wet nurse), if the infant has:
1 Presence of bilateral pitting oedema
1 Visible wasting
5.2.2 STABILISATION PHASE
Antibiotics
No antibiotic treatment is provided unless there are signs of infection.
If there is any sign of infection, give Amoxicillin (for infants weighing a minimum of 2 kg) 30 mg/kg
bodyweight two times per day (60 mg/kg bodyweight/day) in association with Gentamycin 7.5 mg/kg
bodyweight/day IM or IV for seven days.

Note: Do not use Chloramphenicol in young infants under 2 months, and use with caution in infants
2-6 months.

The Appendix provides detailed guidance on the management of medical complications in
the presence of SAM.

Folic Acid

Give 2.5 mg (tablet crushed) in a single dose.

Ferrous Sulphate

Give F100-Diluted, as F100 has already been enriched with ferrous sulphate, and it is easier and

safer to use F100-Diluted than to calculate and add ferrous sulphate to very small amounts of feeds.
F100 with one-third water makes the F100-Diluted (see Feed Preparation in Section 5.1.3).

Dietary Treatment

1 Infants under 6 months with wasting (marasmus) should be given F100-Diluted in the
stabilisation phase with cup and saucer. Never provide F100 full-strength or RUTF.

1 Infants under 6 months with bilateral pitting oedema (kwashiorkor) should always be given
F75 until the oedema has resolved and then F100-Diluted.

Note: Supplement the milk diet with sips of water or 10 percent sugar-water solution until the thirst
of the child is satisfied to prevent hypernatraemia.

Quantities of F100-Diluted or F75 to Give
1 Use the look-up table (Table 19) for amounts of F100-Diluted or F75 to give for non-breastfed

infants under 6 months in the stabilisation phase.
1 Amount given should be calculated based on 130 kcal/kg bodyweight/day.
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Table 19. Stabilisation Phase Look-Up Table for Volume of F100-Diluted (Severe Wasting) or
F75 (Bilateral Pitting Oedema) for Non-Breastfed Infants Under 6 Months

F100-Diluted or F100-Diluted or n

Childo sVeight (kg) F75in case of oedema F75 in case of oedema c
(ml per feed if 12 feeds per day) (ml per feed if 8 feeds per day) ‘E

O 1.5 25 30 )
16118 30 35 =

197 24 30 40 ©
22124 35 45 [¢D)
25127 40 50 2
287129 40 55 D

307 34 45 60 [%)
35139 50 65 =

401 44 50 70 g

=

Feed Preparation o)

1 For alarge number of children:
Add one packet of F100 to 2.7 L of water instead of 2 L for F100-Diluted.
1 For a small number of children
0 Add 35 ml of water to 100 ml of F100 already prepared to yield 135 ml of F100-
Diluted. Discard any excess milk after use. Do not make smaller quantities.
0 If you need more than 135 ml, use 200 ml of F100 and add 70 ml of water to make
270 ml of F100-Diluted and discard any excess milk after use.

Feeding Procedure

1 Feed by cup and saucer or NGT by drip (using gravity not pumping).

1 Only feed with NGT when the infant is not taking sufficient milk by mouth.

1 The use of NGT should not exceed three days and should be used in the stabilisation phase
only.

Feeding Technique

Apply the correct feeding technique (see Feeding Technique in Section 4.3.2). It is important to
ensure the infant has adequate intake.

Individual Monitoring

The following parameters should be monitored daily and entered on the individual treatment card:
Weight

Degree of bilateral pitting oedema (0 to +++)

Body temperature (twice per day)

Standard clinical signs: stool, vomiting, dehydration, cough, respiration, liver size, eyes, ears
and skin condition

Length or height after 21 days

Any other record: e.g., absent, vomits or refuses a feed, whether the child is fed by NGT or is
given IV infusion or transfusion

= =9 E R )

Criteria to Progress from the Stabilisation Phase to the Transition Phase

The criteria to progress from the stabilisation phase to the transition phase are both:
1 Return of appetite
1 Beginning of loss of oedema, which is normally judged by an appropriate and proportionate
weight loss as the oedema starts to subside; children with severe bilateral pitting oedema
(+++) should remain in the stabilisation phase until their oedema has reduced to moderate
(++), as they are particularly vulnerable
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5.2.3 TRANSITION PHASE
Routine Medicines and Supplements
See Section 5.1.2.

Dietary Treatment

Use the standard protocol for older children in transition phase with the following modifications:
1 Only F100-Diluted should be used.
1 The volume of the F100-Diluted feeds is increased by one-third in comparison to the
stabilisation phase.
1 F100-Diluted provides 130 kcal/kg bodyweight/day.
1 Use the look-up table (Table 20) for the amounts of F100-Diluted to give to non-breastfed
infants in the transition phase.
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Individual Monitoring

Continue surveillance as outlined in the stabilisation phase (see Section 5.2.2).
Criteria to Progress from the Transition Phase to the Rehabilitation Phase

1 A good appetite: taking at least 90 percent of the F100-Diluted prescribed for the transition
phase, and

1 Complete loss of bilateral pitting oedema, or

1 Minimum stay of two days in the transition phase for wasted, and

1 No other medical problem

Table 20. Transition Phase Look-Up Table for Volume of F100-Diluted for Non-Breastfed

Infants
N ) F100-Diluted
Cailele SEmE E) (ml per feed if 8 feeds per day)

O 1.5 45
167 1.8 53
197 2.1 60
22724 68
2571 2.7 75
281 29 83
3071 34 90
357 3.9 96
407 44 105

5.2.4 REHABILITATION PHASE
Dietary Treatment

Use the standard protocol for older children in the rehabilitation phase with the following modifications:
1 Only F100-Diluted should be used.
1 During the rehabilitation phase, infants receive twice the volume per feed of F100-Diluted
than was given during the stabilisation phase.
1 F100 provides 130 kcal/kg bodyweight/day.
1 Use the look-up table (Table 21) for amounts of F100-Diluted to give to non-breastfed infants
in the rehabilitation phase.
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Table 21. Rehabilitation Phase Look-Up Table for Volume of F100-Diluted for Non-Breastfed

Infants
oA . F100-Diluted
Sl et L)) (ml per feed if 6-8 feeds per day)

O 1.5 60
167118 70
197121 80
227124 90
25127 100
28129 110
3071 34 120
351 3.9 130
407 4.4 140

Individual Monitoring

Continue with rehabilitation phase surveillance as outlined in the treatment of older children in
Section 6.

5.2.5 DISCHARGE CRITERIA

Infants under 6 months or less than 4 kg being breastfed:
1 15 percent weight gain maintained (of admission weight or weight free of oedema)
1 No bilateral pitting oedema for two weeks
1 Clinically well and alert

Other Considerations:
1 Atdischarge infant can be switched to infant formula
1 Caregiver has been adequately counselled

5.2.6 FOLLOWUP

Continuity of care after discharge is important. Follow-up with these infants is needed to supervise the

quality of recovery and progress and to educate the caregivers. It is also important to support
introduction of complementary food at the appropriate age of 6 months.

5.3 Infant and Young Child Feeding Support

Annex 19. Health and Nutrition Education Messages summarizes health and nutrition education
messages that can be used for individual and group counselling for improving and supporting IYCF
practices. It provides a list of key behaviours to promote, summarizes the importance of breastfeeding
for the infant and young child, and recommends IY CF practices on breastfeeding and complementary
feeding.” It also provides an example of a countryi adapted tool for recommended foods for infants

and young children.

2 |FE Core Group. 2009. Integration of [YCF Supportinto CMAM.Faci | i tator 6s Gui de and
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6. Inpatient Care for the Management
of SAM in Older Age Groups
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In exceptional cases, older children, adolescents and adults with SAM will also be admitted in
inpatient care until full recovery.

The physiological changes and principles of the management of SAM for children over 5 years,
adolescents and adults are similar to those in children 6-59 months. However, there are differences in
indicator use and index cutoffs. Moreover, for adolescents and adults there are differences in the
diagnosis of bilateral pitting oedema and of acute weight. The amount of therapeutic food and drug
dosages and discharge of treatment is also adapted.

In adolescents and adults, SAM occurs as a primary disorder in extreme conditions of privation and
famine, or in association with other illnesses. Inthe latter case both the primary illness and the acute
malnutrition must be treated. Also, it is important to assess if the person has been losing weight in the
past four weeks to determine if the wasted condition is a result of an acute weight loss or catabolic
state, as this condition is more associated with increased risk of death.

Adolescents and adults do not always associate wasting or bilateral pitting oedema with their diet. As
a consequence, they do not necessarily understand that altering their diet will help them. Evenin
famine conditions, they are often very reluctant to eat anything except traditional foods, which they
view as perfectly satisfactory. Moreover, pregnant and lactating women often have food restrictions
based on cultural and religious beliefs.?®

6.1 Admission Criteria in Older Age Groups

BOX 11. ADMISSION CRITERIA FOR INPATIENT CARE FOR THE MANAGEMENT OF SAM IN
OLDER AGE GROUPS

Older Children 5-9 Years
Bilateral pitting oedema or severe wasting

Adolescents 10-18 Years
Bilateral pitting oedema or severe wasting (acute weight loss) depending on history and thorough examination
to exclude secondary malnutrition

Adults
Bilateral pitting oedema or severe wasting (acute weight loss) depending on history and thorough examination
to exclude secondary malnutrition

ZWHO. 1999. Management of severe malnutrition: A manual for physicians and other senior health workers. Geneva: WHO.
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6.1.1 OLDER CHILDREN 5-9 YEARS

Bilateral Pitting Oedema

In children 5-9 years, examine the ankles and lower legs for presence of bilateral pitting oedema. 3
o]

Severe Wasting =
O

1 The preferred indicator for severe wasting is MUAC < 135 mm.% Q

1 Also, body mass index (BMI)-for-age < -3 z-score could be used to indicate severe wasting é:m
(see Annex 3. Anthropometric Measurements and Annex 4. Anthropometry Look-Up _
Tables). ()

S

Note: O

(o]

Children 5-9 years with SAM will follow the same SAM treatment protocol and discharge
criteria from treatment based on 15 percent weight gain (of admission weight or weight free of
oedema) as children 6-59 months with SAM treated in inpatient care until full recovery (see
Section 4).

6.1.2 ADOLESCENTS 10-18 YEARS
Bilateral Pitting Oedema

Examinea d o | e s &nkles ainsl wer legs for presence of bilateral pitting oedema. Non-nutritional
causes of oedema can readily be identified by the history, physical examination and urinalysis.

Severe Wasting (Acute Weight Loss)

1 The prefggrred indicator for severe wasting in adolescents with acute weight loss is MUAC <
160 mm.

1 Also, BMI-for-age < -3 z-score could be used to indicate severe wasting in adolescents (see
Annex 3. Anthropometric Measurements and Annex 4. Anthropometry Look-Up Tables).

6.1.3 ADULTS

Bilateral Pitting Oedema

Examine a d u lankles@and lower legs for bilateral pitting oedema. If symmetrical oedema is present,
its cause must be determined. In addition to malnutrition, causes in adults include pre-eclampsia in
pregnant women, severe proteinuria (nephritic syndrome), nephritis, acute filariasis (the limb is hot
and painful), heart failure and wet beriberi. Non-nutritional causes of oedema can readily be identified
by the history, physical examination and urinalysis.

Severe Wasting (Acute Weight Loss)

1 The Bareferred indicator for severe wasting in adults with acute weight loss is MUAC < 185
mm.

1 Also, BMI<16.0 kg/m2 could be used to indicate severe wasting in adults, (excluding or
adjusted for) pregnant women and postpartum mothers (see Annex 3. Anthropometric
Measurements and Annex 4. Anthropometry Look-Up Tables).

® There is neither evidence nor international agreement on the cutoff.
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6.2 The Management of SAM in Adolescents and Adults

6.2.1 STABILISATION PHASE

A thorough examination should be conducted to exclude conditions that give rise to secondary
malnutrition. A careful dietary history should be taken. Blood sugar should be tested to exclude
diabetes mellitus.

1 Give routine antibiotics and, except for pregnant women, a single dose of 200 000 IU of
vitamin A orally after week four in treatment or upon discharge.

1 Give the same dietary treatment as children 6-59 months with F75 and F100, but with
adapted amounts. The initial goal of treatment is to prevent further loss of tissue. The amount
of feed given per kg of bodyweight is much less than for children and decreases with
increasing age, reflecting the lower energy requirements of adults. Recommended amounts
for different ages are given in Table 22. These amounts will meet all nutrient requirements of
adolescents and adults. As most severely malnourished adults are anorexic, the formula is
usually given by NGT during the first few days.

1 Treat hypothermia and hypoglycaemia, as adults and adolescents are susceptible to them.
The latter condition is managed as described for children (see Appendix).
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Table 22. Dietary Requirements of Adolescents and Adults in the Stabilisation Phase

Age r?a?qllljyirirrferg{* Volume of diet required
F75 F100 F100
I vears In kealkg (rmf (ml/kg (ml/kg (ml/kg
y bodyweight | hgt/hour) bodyweight | bodyweight | bodyweight
ywelg if 8 feeds a day) /hour) if 8 feeds a day)
7-10 75 42 336 30 24
1114 60 35 280 25 20
15-18 50 28 224 2.0 16
19-75 40 22 176 17 136
>75 35 2.0 16 15 12

* Individual needs may vary by up to 30 percent from these figures.

6.2.2 REHABILITATION PHASE

An improving appetite indicates the beginning of rehabilitation.

During rehabilitation, adolescents and adults usually become very hungry, often refusing the formula
feed and demanding enormous amounts of solid food. When this happens, a diet should be given that
is based on traditional foods, but with added CMV.

Also, a wide variety of foods is provided and the patients are allowed to eat as much as they want. If

possible, continue to give the formula feed with the vitamin and mineral mixes between meals and at
night. If necessary, present the formula feed as a medicine.

6.2.3 FAILURE TO RESPOND TO TREATMENT

Failure to respond to treatment in adults and adolescents is usually due to an unrecognised
underlying illness, a nutrient deficiency or refusal to follow the treatment regimen.

6.2.4 DISCHARGE CRITERIA
Adolescents and adults can be discharged from the SAM treatment if they are eating well, have
sustained weight gain and have a reliable source of nutritious food outside the health facility. They

should be referred for treatment of any other health problem that has been diagnosed prior to
discharge.
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7. Monitoring and Reporting

A well-designed monitoring and reporting (M&R) system is an essential component in IM-SAM. M&R
focuses on children under 5 as they are the primary target group for treatment. With well-informed
monitoring data, aspects of the management of SAM that need improvement can be identified in a
timely manner. Appropriate action then can be taken to improve on individual care, organisation of
care and overall quality of care.

The IM-SAM M&R system encompasses individual monitoring of admission, treatment process and
outcome. Service M&R of community outreach, inpatient and outpatient care sites individually and of
IM-SAM services combined involves timely collection of relevant information, aggregating and
disaggregating at various levels of the system, and subsequent analysis and reporting.

Monitoring is used to measure the monthly performance and report on effectiveness. Performance
indicators of interest are recovery (cure rate), case fatality (death rate), defaulting (default rate), and
non-recovery. Barriers to access for care and the degree of service uptake (coverage rate) are
indicating how well the service or programme is reaching the target population and meeting the
service needs. The objective of monitoring is to compare service performance against a set of
objectives, and to make adjustments to the service based on an analysis of routine data that is
collected on a monthly basis. It is also important to interpret the findings in the broader health and
nutrition information context obtained from secondary sources.

This section on the IM-SAM M&R system presents the specific M&R tools, describes the key
indicators and provides guidance on support and supervision and minimal reporting.

7.1 Monitoring Tools

Standardised M&R forms and tools are used to collect and aggregate community outreach, outpatient
care and inpatient care monitoring data. This will facilitate comparability of data across different sites
as well as aggregate data at the various administrative levels.

7.1.1 REGISTRATION

Unique SAM Number

All new admissions receive a unique SAM number that is maintained, even if a child is referred to
another health facility or site. It helps in tracking a child across different services and for sharing of
information. The unique SAM number should be used on all monitoring and referral forms pertaining

to the child. It is indicated on the Road to Health card that is provided to all children in treatment for
SAM.
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The standard numbering system for unique SAM numbers is organised per state and uses the
following format:

XXX/9999/MMYY/Z2Z

XXX Two- or three-letter code for health facility or site

9999 = Chil ddés individual number
MMYY = Monthand year of admission
2z = Two-letter code for start of treatment, OC is for outpatient care, IC is for inpatient

care

E.g.: JUH/0001/0109/IC is the first child admitted directly to inpatient care in Juba Hospital in
January 2009.

A system of coding all health facilities per state should exist or put into place.

Registration Book
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The heath facility will record admissions in their regular registration book. The registration book is
not used for monitoring the condition of the child, but only for recording admission and discharge. The
following basic information is recorded:

Registration number

Unique SAM number

Date of admission

Name, age, sex, place of residence

Date of discharge

Outcome of treatment

=a =4 =8 -4 -8 -9

7.1.2 INDIVIDUAL MONITORING

Il ndi vidual monitoring information of the treabmefitdds heal
cards.
Individualmoni t oring of the childds health and nutrition ¢

progress of the treatment, and, in case of a sudden deterioration, responding with a life-saving
intervention. Intensive daily monitoring is needed for the child with SAM in inpatient care. In outpatient
care, the child with SAM is in a better condition, does not need the same level of health monitoring
and is therefore monitored weekly.

Analysis of the individual treatment cards helps to identify and highlight problems which might
contribute to failure to respond to treatment. Also, it is important to systematically review the individual
treatment cards during supervision visits to ensure that proper treatment is given and that protocols
are being adhered to.

Inpatient Care Treatment Card
(See Annex 27)

The childdés i nfor mat i oinpatentcand trbatrbeat cardh Medicad hilstoy,n t h e
physical assessment at admission and daily surveillance information should be recorded. This helps
monit or t togressahd iffodrodecisipn-making during treatment. The outcome of the

treatment is also marked on the card.

Outpatient Care Treatment Card
(See Annex 29)

The childdés i nfor mat i ooutpaiénd aniedreabment eandtugon adchissmm t h e

and is updated during the weekly monitoring sessions. The outcome of the treatment is also marked
onthe card.
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Referral Form
(See Annex 30)

If the child is referred from inpatient care to outpatient care or vice versa, the caregiver is given a
referral form together with instructions on how and when to go where. The best form to use is the
IMCI referral form. If outpatient care treatment cards are made available at the inpatient care site,
these can be filled at the inpatient care site and used as a referral form when the child moves from
inpatient care to outpatient care.

Filing System

A filing system for treatment cards is kept at the health facility or site. A first file is for treatment cards
of all those currently in treatment, including in a separate section the cards of the children referred for
investigation. A second file is for treatment cards of those children who have been discharged, with
separate sections for the cards of children who were cured, died, defaulted or non-recovered.
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7.1.3 SERVICE MONITORING

Site Tally Sheet
(See Annex 31)

The site tally sheet indicates the name of the health facility and type of IM-SAM service; one sheet is
used per service. Site tally sheets provide information on weekly new admissions, old cases admitted,
discharges, internal movements and total cases under treatment. All children admitted to and
discharged from IM-SAM or referred are tallied; gender is tallied for all new admissions only.

The same site tally sheet is used in inpatient care or outpatient care. One site tally sheet covers a
calendar month (indicating four or five weeks), is completed by the responsible health care provider at
the end of each weekly session in outpatient care or weekly at inpatient care sites, and provides a
monthly summary at the end of the month. Monthly summaries are used to fill the monthly site
reporting sheet. Each health facility with an IM-SAM site should send the site tally sheet and/or site
report to the state MOH monthly.

Site tally sheets are regularly checked by a supervisor for accuracy. The tally information can help
identify differences in affected gender, age groups, type of SAM and trends.

Admissions i New Cases

New admissions are categorised as:
1 New admission 6-59 months
1 New admission other age group: infant under 6 months, child over 5 years, adolescent or
adult

Admissions i Old Cases

Old cases that are admitted are:
1 Referral from inpatient/outpatient care or from other site:
Il ncoming referrals are children |l eaving the heal't
counted as a new admission as they were already in treatment elsewhere in the state.
1 Returned defaulter:
Returning defaulters are children who left the service before ending the treatment and return
to continue their treatment (same episode).

Discharges
Discharges children 6-59 months are categorised as:

1 Cured:
Children who meet the discharge criteria
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1 Died:
Children who died during treatment

1 Defaulted:
Children who defaulted during treatment: were absent for two days in inpatient care or for the
third consecutive visit in outpatient care

1 Non-recovered:
Children who could not reach the discharge criteria as cured after two months in treatment in
inpatient care or after four months in treatment in outpatient care; during the period in
treatment they were referred for further investigation based on the action protocol

Referrals to Another Site (Inpatient Care or Outpatient Care)

Outgoing referrals are children leaving the site of treatment. They are not counted as discharged from
the service as they are still under treatment since they have not yet reached the discharge criteria.
They temporarily exit the current health facility to be referred to another health facility for continued
treatment because their condition deteriorated or they did not respond to treatment. Upon return, they
re-enter the site as a referral.
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Total Discharges

Total discharges are all children 6-59 months that leave the site as cured, died, defaulted or non-
recovered. The number of total discharges is used as a denominator to calculate performance
indicators for the cured, death, defaulter and non-recovery rates.

Total Exits

Total exits is a number that indicates all children that exit the site that week and includes all children
who are discharged (as cured, died, defaulted or non-recovered) and who are leaving the site as
referrals. The number of total exits provides the total number in treatment at the respective site and is
used for site planning.

Total Number in Treatment

Total number in treatment at the respective site is calculated and used for site planning. It also
provi des the start number for the next weekds tally co

Gender
Gender is tallied for all children 6-59 months with SAM who enter as new admissions.

Monthly Site Report
(See Annex 32)

The monthly site report is completed monthly with inputs from the site tally sheet. The
disaggregated report provides a summary of quantitative information to assess performance, monitor
trends and identify areas that require investigation at the health facility level:

Total number in treatment at the beginning of the month

Admissions as new cases

Admissions as old cases (incoming referrals and returned defaulters)

Total admissions of the month

The number and proportion of children that are discharged cured, died, defaulted or non-
recovered

Total discharges (denominator for discharge rates)

Total referrals

Total exits

Total number in treatment at the end of the month

Gender distribution for all new admissions children 6-59 months

=a =8 =8 -8 -9

=a =8 =8 -8 -9

Monthly site reporting sheets are regularly checked by a supervisor for accuracy.
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Note: Reporting is based on calendar months. Therefore one month will usually cover four weeks
and occasionally five weeks. This has to be taken into consideration when interpreting
changes in trends.

County/State Report
(See Annex 33)

The county/state report is completed monthly with inputs from all the site reports combining inpatient
care and outpatient care. Information on referrals is not captured in this report, as referrals have
remained in treatment within the county/state. The aggregated report does provide a summary of
quantitative information to assess performance and monitor trends at the county/state level:

1 Total number in treatment at the beginning of the month

1 Admissions as new cases

1 Total admissions of the month

1 The number and proportion of children that are discharged cured, died, defaulted or non-

recovered

1 Total discharges

1 Total number in treatment at the end of the month

1 Gender distribution for all new admissions only

Note: Reporting is based on calendar months. Therefore one month will usually cover four weeks
and occasionally five weeks. This has to be taken into consideration when interpreting
changes in trends.

Information on referrals is not captured in the aggregated monthly county and state report, as
referrals have remained in treatment within the county or state.

Community Outreach Report
(See Annex 26)

The community outreach reports summarize activities from community outreach activities based on
routine monitoring or from point activities at the community level. The information collected informs
the narrative report and provides a summary of the following information:
1 Scale of the service
1 Key indicators:
0 Human resources: number of community outreach workers i MOH staff; number of
community outreach volunteers
0 Training: number of community outreach workers including volunteers trained and
active; number of community representatives oriented
o Community mobilisation: number of communities targeted and involved; number of
communities meetings
o Community outreach activities: number of community screening sessions conducted;
number of children with SAM identified and referred for treatment; number of
community home visits for problem cases; number of community health and nutrition
education sessions held
o IM-SAM service coverage
1 Discuss the following:
0 Barriers to access
Reasons why areas are not covered
Reasons for absentees and defaulting
Reasons for non-response to treatment
Causes of death
Success stories
Identified problems
Planned activities

O O0OO0OO0OO0OO0OOo

Table 23 provides an overview of summary information on entry and exit categories for individual and
service monitoring of children 6-59 months treated in IM-SAM.
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Table 23. Summary Entry and Exit Categories for Individual and Service Monitoring for

Children 6-59 Months
Inpatient Care

Outpatient Care

ENTRY CATEGORIES

1. New admission:

New cases of children 6-59 months who meet the
admission criteria

- including relapse after cure

2. Other new admissions:

New cases of infants, children, adolescents or adults
(< 6 mont hs whorneedtreatmeneofa r s
SAM in inpatient care

3. Referral from outpatient care:

Condition of child deteriorates in outpatient care
(according to action protocol) and child needs
inpatient care

Or

Retumed after defaulting

(or Moved from other inpatient care site)*

1. New admission:

New cases of children 6-59 months who meet the
admission criteria

-- including relapse after cure

2. Other new admissions:

New cases who do not meet pre-set admission
criteria but need treatment of SAM in outpatient care
(special cases, based on decision of supervisor)

3. Referral from inpatient care:

Cases referred from inpatient care after stabilisation
continue treatment in outpatient care

Or

Retumed after defaulting

(or Moved from other outpatient care site)*

EXIT CATEGORIES

1. Discharged cured:

Child 6-59 months who meets discharge criteria, i.e.,
special cases that were not referred to outpatient
care earlier

2. Discharged died:
Child 6-59 months who dies while in inpatient care

3. Discharged defaulted:
Child 6-59 months who is absent for two days

4. Discharged non-recovered:

Child 6-59 months who remained in inpatient care
does not reach discharge criteria after two months in
treatment

5. Referred to outpatient care:

Condition of child has s
returned, the medical complication is resolving and
the child is referred to outpatient care to continue
treatment

1. Discharged cured:
Child 6-59 months who meets discharge criteria

2. Discharged died:
Child 6-59 months who dies while in outpatient care

3. Discharged defaulted:
Child 6-59 months who is absent for three
consecutive visits

4. Discharged non-recovered:
Child 6-59 months who does not reach discharge
criteria after four months in treatment

5. Referred to inpatient care:

Condition of child has deteriorated or child is not
responding to treatment (per the action
protocol), and child is referred to inpatient care

*Movement between sites is possible in mobile populations or during emergencies.

Narrative Report
(See Annex 34)

The narrative report provides a summary of key information on:

1 Scale of the service
1 Key performance indicators
1 Discussion on performance, including:

o0 Analysis of high and/or low performing sites

Barriers to access

0
0 Reasons for absentees, default, non-response to treatment and relapse
0

Common causes of death
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1 Contextual information as appropriate, including context changes in relevant sectors such as
food security, water and sanitation, health, and insecurity that may have an influence on
service operation or performance

1 Success stories

1 Action plan for next month and support needed/planned to be given

1 Quantitative information can be presented in figures if the capacity exists

Some information may be collected monthly or periodically from sites if considered useful, calculated
on all or a sample of treatment cards from discharged cured beneficiaries in a particular month:
1 Average length of stay (LOS) (expressed in days)
1 Average daily weight gain (AWG) (expressed in g/kg bodyweight/day)
1 Referral rate
1 Categories of admission, e.g., bilateral pitting oedema, severe wasting based on MUAC or
WFH z-score

7.2 Performance Indicators
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There are three basic sets of indicators for measuring the performance of IM-SAM services for
children 6-59 months, as described in the following sections:
1 Output indicators measure whether an IM-SAM service has completed the planned activities
needed to achieve the established objectives. They are measured as numbers.
1 Process indicators directly measure the performance of key processes, which in this case
relates to the IM-SAM treatment process.
1 Outcome indicators measure whether an IM-SAM service has achieved its objectives and
planned outcomes. They are measured as percentages.

7.2.1 INDICATORS MEASURING OUTPUT

Monthly output indicators:
1 Number of functioning inpatient care and outpatient care sites (or number of health facilities
with inpatient care and outpatient care sites)
Number of health care providers trained in outpatient care and referral based on action
protocol (plus gender distribution)
Number of community outreach workers trained in community outreach (plus gender
distribution)
Number of communities mobilised (number of meetings)
Report on use of F75, F100, RUTF, ReSoMal and CMV
Total number of new admissions
Total number of children under treatment

=a =8 -8 =4 = =

7.2.2 INDICATORS MEASURING PROCESS

The following are process indicators that are measured monthly and/or periodically depending on
capacity.

Barriers to Access

Assessing this information can help identify problems with KAP on malnutrition and health service
utilisation, and determine where strengthened support, training and mobilisation might be needed. It
can also refine key messages on social and behaviour change and communication.

Cause of Death

Assessing and compiling this information can help identify problems with treatment and use of action
protocols, and determine where strengthened support, training and supervision might be needed.
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Reasons for Absentees, Defaulting and Non-Response to Treatment

Compilation of this information can help identify common reasons for default or non-response to
treatment. Reasons for non-response might include a high prevalence of TB and/or HIV, sharing of
food in the household, or poor water and sanitation. This information might indicate a need for
stronger service linkages with other sectors. It is also important to understand the reasons for
defaulting, barriers to accessing services and/or unrecorded death.

Readmission After Discharge (or Relapse)

This can help service planners understand situations outside of the service. Interventions might be

needed at the household level to avoid high readmission rates. High readmission rates might also
indicate children are discharged too soardanddde | ap s
be tallied monthly or periodically from the treatment cards.

Average LOS of Discharged Cured
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LOS is the period in number of days that a child spends in treatment for SAM from admission to
discharge. LOS in outpatient care is normally long and can take up to 60 days, but is expected to be
shorter in inpatient care. Also, one child can cover both services.

Average LOS reflects effectiveness of the IM-SAM services and is best disaggregated per use of
service (i.e., outpatient care only, inpatient care only, both outpatient care and inpatient care). A long
average LOS might be the result of, e.g., a high proportion of children who do not respond to
treatment (non-responders or non-recovered), frequent absence, default, sharing of RUTF and/or
unresolved illness. A short average LOS might indicate that children are discharged too soon. If there
is a high relapse rate, this might be a possible cause.

Average LOS is calculated on a sample of cured discharges for kwashiorkor and marasmus
separately, as the sum of LOS divided by number of cards in the sample.

Calculation:

Average LOS
= sum of LOS divided by number of cards in sample®

AWG of Discharged Cured

AWG in outpatient care is expected to be greater than 4 g/kg bodyweight/day, while in inpatient care
this could be better (as feedings are monitored and there is decreased chance of sharing or eating
other foods that may interfere with the dietary treatment). A low AWG may indicate, e.g., high
absence, default, ineffective treatment, sharing of RUTF and/or non-compliance to the treatment
protocol.

AWG is calculated on a sample of cured discharges for kwashiorkor and marasmus separately, as the
sum of weight gains divided by number of cards in the sample.

Calculation:
Daily weight gain (g/kg bodyweight/day)
= [discharge weight ing i minimum weight in g] divided by [minimum weight in kg x number

of days between minimum weight and discharge day]

Average daily weight gain
= sum of weight gains (g/kg bodyweight/day) divided by number of cards in sample®

* A reasonable randomised sample of treatment cards of discharged cured cases is 20. If lower numbers have been
glischarged cured during the period of reporting, take all treatment cards.
Idem.
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Referral Rate

Children are referred from outpatient care to inpatient care (per the action protocol in outpatient care,
see Annex 17 Action Protocol in Outpatient Care) or from inpatient care to a higher level of care
when their condition deteriorates or when the child is not responding to treatment. After treatment for
the medical complication, the child returns to inpatient care and/or outpatient care to continue
treatment for SAM. The child was not discharged from the SAM treatment, but had temporarily exited
the respective SAM treatment site.

The referral rate provides information on severity of cases that are admitted and/or non-response to
treatment and hence highlights weaknesses in the care system (e.g., late presentation of cases,
quality of care, endemic patterns)

Calculation:

Referral rate = Number of children referred per number of children in treatment during the
time period of reporting

7.2.3 INDICATORS MEASURING OUTCOME
Monthly Outcome Indicators

1 % discharged cured (cure rate)
= proportion of children discharged cured of total discharged*

1 % discharged died (death rate)
= proportion of children who died when under treatment of total discharged*

1 % discharged defaulted (default rate)
= proportion of children recorded as absent for third consecutive week or outpatient care
session of total discharged*

1 % discharged non-recovered (non-recovery rate)
= proportion of children who do not meet the discharge criteria after four months under
treatment of total discharged*

* Total number of discharged = cured + died + defaulted + non-recovered

Note: Monthly outcome indicators are calculated for IM-SAM for children 6-59 months only.
Inpatient care site reports only calculate these indicators if children 6-59 months remain in the
IM-SAM inpatient care service until full recovery (large number of special cases or no
outpatient care available) and if the numbers discharged are greater than 10. Otherwise, the
results of the outcome indicators are maintained in proportions and not in percentages.

Periodic Outcome Indicator

Coverage

Coverage is an indicator expressing service availability, access and uptake. It indicates how well a
service is accessed and utilised. Currently, different methods exist to measure coverage for IM-SAM.
The methods are being refined and adapted for routine implementation for measuring coverage of IM-

SAM as an integrated service into national health systems. If coverage information is available, it is
important to specify the methods used for estimating the service coverage.

7.3 Supportive Supervision

As part of the M&R system, it is important to have focused attention on supportive supervision of
health managers and health care providers in data collection, analysis and reporting to ensure
accurate information at prescribed periods of time and to ascertain both the quality of information and
its usage to strengthen the quality of community outreach, inpatient care and outpatient care.
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Health care providers have job aids available at the health facility to guide them in implementing
quality IM-SAM services (see Annex 41. List of Job Aids). Some of the job aids will be laminated
and exposed as wall charts, some will be in individual possession and others will form part of the
equipment at the health facility.

Supervisors should perform regular supportive supervision visits and use a checklist to systematically
cover specific job functions to assess and address service performance (see Annex 35. Checklists
for Supportive Supervision). At the same time, the supervisor is a mentor and he/she should use
the opportunity to provide support to health care providers and community outreach workers based on
identified needs.

Supervision of the quality of protocol implementation entails monitoring admission and discharge
trends and adherence to protocols. Accurate recording and compilation of information regarding
admissions, re-admissions and referrals, and discharges from outpatient care or inpatient care sites is
important. Analysis of the outpatient care and inpatient care site data is essential for the supervisor as
it provides important information about the performance of individual sites and can be used to ensure
actions be taken to strengthen service quality.

7.3.1 SUPERVISION OF SERVICES

Supervisors should review the quality of services by the following (see Annex 35. Checklists for
Supportive Supervision):

Community mobilisation

Community screening and follow-up of problem cases

Completion of the treatment cards and other health documents

Adherence to medical and dietary treatment protocols

Progress of individual children, checking for consistent weight gain

Referral between services

Quality of health and nutrition counselling

M&R system: quality of tally sheets, monthly site reports and narrative reports

E R E

Regularly reviewing treatment cards, particularly of those children under treatment and of those who
have defaulted, died, who did not respond to treatment or did not recover, can identify weaknesses in
community outreach, the management of individual cases or service delivery. Treatment cards and
site reports reveal if admissions and discharges are carried out according to the national guidelines,
routine medicine and dietary treatments are administered correctly, and bilateral pitting oedema is
properly assessed. They highlight if deterioration in the condition of the child is identified and acted
upon according to the action protocol and whether these children who are not thriving are referred for
medical investigation before they are discharged as non-recovered. Review findings should be
discussed with implementing health care providers so that necessary improvements can be made.

7.3.2 SUPERVISION OF OPERATIONAL MANAGEMENT OF SITES

Supervisors should review the following (see Annex 35. Checklists for Supportive Supervision):
Organisational structure of service delivery

Crowd management

Supply flow and stock management for medicines and therapeutic foods

Organisation of human resources

Quality of health and nutrition group sessions at the health facility and in the communities
Links with community outreach

Links with other community services

=A =8 =8 -8 -8 8-

7.3.3 FEEDBACK OF INFORMATION

Health care providers and supervisors at outpatient care and inpatient care sites and those involved in
community outreach should hold regular meetings to discuss performance using the monitoring data.
Aggregated monitoring data should also be analysed and discussed at the county, state and national
levels. Experiences should be shared, feedback given and action plans for improving performance
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developed and discussed. In outpatient care settings, feedback can be provided to the community
through focus group discussions and community mobilisation activities.

It is also recommended that feedback be provided to the community on a regular basis to gain trust
and confidence in the new treatment and empower them to participate in the treatment of children with
SAM. This may be done through regular focus group discussions. Focus groups should be carefully
selected to ensure that specific issues are discussed with appropriate community representatives.
These may be, e.g., community leaders, teachers, or beneficiaries and non-beneficiaries. Discussions
should be a two-way process to allow for explanation of service protocols or specific issues and for
the community to provide input into the services. Discussion topics could cover: perceptions of
medical and dietary treatment, and why mothers/caregivers do not bring children to the outpatient
sites or health facilities and how this can be improved.

7.4 IM-SAM Information System

The tally and/or site reports are sent to the county MOH on a monthly basis. The site reports from
individual sites are compiled monthly into a monthly county/state report combining inpatient care and
outpatient care and reporting overall performance on the management of SAM. At the national level,
reports from the county/state are compiled into a national SAM data repository.

Analysis of site, county and state reports provides information about service performance for the
management of SAM for individual health facilities and the county and state as a whole. The results
are compared to international standards (see Table 24 with adaptations from Sphere Standards).

Table 24. Cutoffs for IM-SAM Outcome Indicators as per Sphere Minimum Standards®

IM-SAM Outpatient care site Inpatient care site
Cure rate >75 % >75% > 75 %*
Default rate <15% <15 % <15 %*
Death rate <10 % - -
Coverage >50% in rural areas, >70 % in urban areas and >90% in camp situations

*Only if treatment until full recovery

The information will help service planners see whether, e.g.:
Services are reaching the target population

Sites are performing well

Overall county and state services are performing well
Changes in strategy are needed or are having an effect
Supply and human resources need adaptation

=A =4 =4 -8 -4

In the initial phase of IM-SAM implementation, it is recommended to maintain a standardised and
comprehensive M&R system. The disaggregated monthly site reports and aggregated monthly state
and national reports provide the key outcome indicators for M&R effectiveness of IM-SAM services
(see Section 7.2 for indicators). Additional information can be added depending on available capacity.
More substantive reporting is indicated during periodical reviews.

The narrative report developed based on the minimum reporting guidance will enhance standardised
reporting. The quantitative information from the monthly reports will be interpreted together with
qualitative information derived from various sources, such as from stakeholder group discussions,
interviews, supervisory checklists and observations. Then this information is triangulated and will
strengthen the interpretation of the findings. The comprehensive information enables health
managers, health care providers and outreach workers, in collaboration with supervisors and the
communities, to strengthen the quality of services for IM-SAM. (See Annex 34. Minimal Reporting
Guidance for IM-SAM.)

2 The Sphere Project. 2004. Humanitarian Charter and Minimum Standards in Disaster Response. Oxford, UK: Oxfam; The
Sphere Project. 2010. Humanitarian Charter and Minimum Standards in Disaster Response. Draft. Geneva: The Sphere
Project.
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Roles and responsibilities for the management of IM-SAM M&R should be defined among staff at the
community outreach, inpatient care or outpatient care sites and also at the county and state MOH
levels. These roles should be integrated in the job descriptions (see Annex 40. Staff Needs, and
Roles and Job Descriptions).

Examples of the roles and responsibilities of IM-SAM information focal persons include:
Fill tally sheets

Complete monthly statistical and community outreach reports
Assess secondary contextual information

Complete monthly or periodic narrative reports

Analyse and discuss report results and provide feedback
Forward reports to higher level

Control quality of data

Train on IM-SAM M&R system

Provide support and supervision

Advocate for and ensure actions based on findings

Update and maintain database and repository
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Indicators collected from inpatient and outpatient care need to be continuously and systematically
reviewed to ensure quality information is collected. Quality checks should be conducted to identify
whether indicator levels have fallen below the established standards. A level of action should be
determined based on the context, the specific indicator that is faltering and whether aggravating
factors were present.

Minimum standards should not be taken as absolute, but as flexible levels for warning that vary
depending on the aforementioned factors, and must be established as such (see Table 24).
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Annex 1. Community Outreach Messages

Examples from Ghana are to be adapted for use in Southern Sudan.
TO COMMUNITY-BASED ORGANISATIONS

Dear Sir/Madam:

Re: New treatment for children with severe acute malnutrition

A new treatment is now available at Swedru hospital, Kwanyako, Abodom, Duakwa and Nsaba health
centres under Agona Locality Health Directorate for children who are very thin or swollen (signs of
severe acute malnutrition, or SAM). These children need referral to the health centre where they will
receive an assessment. If a child with SAM has a good appetite and no medical complication, the
child does not have to go to the hospital. S/he is given medicines and a weekly supply of the
nutritional f ooandfaldwedeu thréuhhuveekly ieaithn dentre visits. If a child with
SAM has poor appetite or has a medical complication, then s/he will be admitted to the hospital for a
short time until the complication is resolving and then will receive further treatment at the health centre
and at home. Children under 6 months who are very thin or swollen will need specialised care in
Swedru hospital.

Annexes

To determine whether a child is eligible for this treatment, his/her arm is measured in the community
to see if s/he is too thin and both feet are checked for swelling. The arm measurement is taken with a
tape similar to the cloth tape tailors use in the marketplace and can be taken by many types of
persons. Community health workers or volunteers are being trained in communities around the above-
mentioned health facilities to take the measurement so that it can be taken by a person the child or
his/her family knows.

If you know a child who is very thin or whose feet are swollen, tell the parents or guardians about this

new treatment. They can ask around their neighbourhood for a community health worker or volunteer

or someone else trained to take the arm measurement, or they can go directly to these health

facilities.

We are confident that this new treatment will signifi
recovery of malnourished children, and we look forward to your cooperation. Please do not hesitate to

contact me for more information or clarification.

Yours faithfully,

Director of Health

76



TO HEALTH FACILITIES
Dear Sir/Madam:
Re: Community-Based Management of Acute Malnutrition

As part of its mandate to improve the quality and accessibility of health services in Agona Locality, the
Ghana Health Services (GHS) has introduced a new treatment for children under 5 years who have a
severe form of acute malnutrition (bilateral pitting oedema or severe wasting). The service is called
Community-Based Management of Acute Malnutrition (CMAM). It brings the treatment of children with
severe acute malnutrition (SAM) much closer to the family, making it possible for children and their
mothers/caregivers to avoid the long stays at the Pediatric Ward or the Nutrition Rehabilitation Centre
that customarily have been necessary for treating undernutrition.

Annexes

Children in the communities and the health facilities are checked for bilateral pitting oedema and
screened for severe wasting based on a mid-upper arm circumference (MUAC) measurement with a
specially marked tape (MUAC tape) for referral and admission to the CMAM service at the health
centre.

At the health facility the child with SAM receives a medical evaluation. If a child with SAM has a good
appetite and no medical complications, s/he can be treated at home and followed up through weekly
health centre visits. If a child with SAM has poor appetite or has a medical complication, then s/he will
be admitted to inpatient care at Swedru Hospital for a short time until the medical complication is
resolving and then receive further treatment at the health centre and at home. Children under 6
months who are very thin or have swelling will need specialised care in inpatient care at Swedru
hospital. Early detection of cases and referral for treatment is essential to avoid medical
complications.

The treatment, which is free of charge, provides antibiotic, antihelminthic and malaria drug treatment;
vitamin A supplementation; and aready-to-us e t her apeutic food (RUTF) callec
families of eligible children can take home from the health facility.

We would like to involve a variety of health practitioners and service providers, including private
clinics, to help us identify children with SAM so they can be treated at an early stage. Currently the
services are provided in five sites (Swedru Hospital and Kwanyako, Abodom, Duakwa and Nsaba
Health Centres) under Agona Locality Health Directorate, but it is hoped that the services will be
extended to other health centres in Agona Locality. Therefore, we kindly request that your health
facility brief all staff members, especially those in the outpatient department, and have them refer
children with bilateral pitting oedema and severe wasting to any of the above-mentioned health
centres for treatment.

The GHS SAM team would be pleased to provide your clinic with MUAC tapes and train your staff in
identifying and treating children with bilateral pitting oedema and severe wasting.

We are confident that the CMAM services will significantlyi mpr ove t he Local ityés abil
recovery of malnourished children, and we look forward to your cooperation. Please do not hesitate to
contact us for more information or clarification.

Yours faithfully,

Director of Health
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TO MOTHERS/CAREGIVERS WITH CHILDREN 6-59 MONTHS

A new treatment is now available for children under 5 years with severe acute malnutrition (SAM).
These children are very thin or are swollen and need a specific treatment with medicines and a
nutritional food that will be provided at the health centre after a medical check. If a child with SAM has
a good appetite and no medical complications, s/he can be treated at home and followed up through
weekly health centre visits. These children do not have to go to the hospital but can stay at home with
their families. If the child with SAM has poor appetite or has developed a medical complication, then
s/he will be admitted to the hospital for a short time until the complication is resolving. The child will
continue treatment at the health facility and at home. Children under 6 months who are very thin or
are swollen will need specialised care in inpatient care in Swedru Hospital.

Annexes

How to know whether your child needs this treatment
Some people within your communities have been trained to take an arm measurement of children with
a small tape and check whether both feet are swollen.

The treatment

All children found to be thin or swollen are referred to the health centre, where the arm measurement

and swelling are checked again. If the children have an appetite and are clinically well, they are given
medicines and a weekly supply of®Qnlythecchildrerwhatareonal f ood
very small or very ill will need referral to inpatient care.

If you know a child who appears to be very thin or whose feet are swollen, tell his/her parents or
guardians about this new treatment. They can ask around their neighbourhood for a community health
worker, volunteer, or someone else trained to take the arm measurement. Or, they can go directly to
the health centres to have their child measured any day. Follow-up service days in the health centres
are:

Swedru Hospital on Monday

Kwanyako Health Centre on Wednesday

Abodom Health Centre on Wednesday

Nsaba Health Centre on Friday

Duakwa Health Centre on Friday

=a =4 =8 —a —a
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Annex 2. Admission and Discharge Criteria to IM-SAM for

Children Under 5

Inpatient Care

Outpatient Care

ADMISSION CRITERIA

Children 6-59 months

Bilateral pitting oedema +++

Or

Any grade of bilateral pitting oedema with severe wasting
Or

SAM with any of the following medical complications:
Anorexia, poor appetite

Intractable vomiting

Convulsions

Lethargy, not alert

Unconsciousness

Hypoglycaemia

High fever

Hypothermmia

Severe dehydration

Lower respiratory tract infection

Severe anaemia

Eye signs of vitamin A deficiency

Skin lesion

S Q=2=2=Aa=A-a-a-a-a-a-a-a-a-n

Referred from outpatient care according to action protocol

Infants < 6 months

Bilateral pitting oedema

or

Visible wasting i
-lncludes infants with SAM O

Children 6-59 months

Bilateral pitting oedema + and ++

Or

Severe wasting (MUAC < 115 mm or WFH <
-3 z-score)

And
Appetite test passed

No medical complication
Child clinically well and alert

REFERRAL/DISCHARGE CRITERIA

Children 6-59 months

Referred to outpatient care:
Appetite returned (passed appetite test)
Medical complication resolving
Bilateral pitting oedema decreasing
Child clinically well and alert

(If admitted due to bilateral pitting oedema and severe
wasting: criterion for referral is bilateral pitting oedema
resolved)

Discharged cured (special cases):
15 percent weight gain maintained for two consecutive
days
Oedema free for two consecutive weeks
Child clinically well and alert

Infants < 6 months

Discharged cured:
If successful re-lactation and appropriate weight gain
maintained (minimum 20 g per day on breastfeeding alone
for 5 days) and infant clinically well and alerti (if infant
has no access to breastfeeding, see other guidance for
non-breastfed children on replacement feeding)

Children 6-59 months

Discharged cured:
15 percent weight gain maintained for
two consecutive visits (of admission
weight or weight free of oedema)
Oedema free for two consecutive visits
Child clinically well and alert

Children are referred to Supplementary
Feeding if available
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Annex 3. Anthropometric Measurements

BILATERAL PITTING OEDEMA

Bilateral pitting oedema, or kwashiorkor, can be verified when thumb pressure applied on top of both
feet for three seconds leaves a pit (indentation) in the foot after the thumb is lifted. The pit will remain
in both feet for several seconds. Bilateral pitting oedema usually starts in the feet and ankles. It is
important to test both feet; if the pitting is not bilateral, the oedema is not of nutritional origin. A second
person repeats the test to confirm the presence of bilateral pitting oedema.

There are three grades of bilateral pitting oedema. When there is no bilateral pitting oedema, the
grade is fabsent. o Grades of bilateral pitting oe

Grades of Bilateral Pitting Oedema

Grade Definition

Absentor 0 No bilateral pitting oedema

Grade + Mild: Both feet/ankles

Grade ++ Moderate: Both feet, plus lower legs, hands or lower arms

Grade +++ Severe: Generalised bilateral pitting oedema, including both feet, legs, arms and face

Pictures of Bilateral Pitting Oedema

Grade +

In this child, there is bilateral pitting oedema in both
feet. This is grade + oedema (mild), however the
child might have grade ++ or +++, so legs and face
will also need to be checked.

Grade ++

In this child, both feet plus the lower legs, hands and
lower arms are swollen. This is grade + + bilateral
pitting oedema (moderate).

Grade +++

This child has +++ bilateral pitting oedema (severe).
Itis generalised, including both feet, legs, arms,
hands and face.
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MID-UPPER ARM CIRCUMFERENCE OR MUAC

MUAC is used for children 6-59 months. It is essential to use the age cutoff of 6 months for MUAC. It

is not recommended to use a height cutoff as proxy for 6 months of age; in a stunted population many

infants 6 months or older will have a height less than 65 centimetres (cm). If the birth date is

unconfirmed, usethe r ecal | of the mother/caregiver to esti

How to measure MUAC:
" MUAC is always taken on the left arm.
T Measure the | engt h olbetweehthe borie atlthd tdpsof thesimelder andr m,
the tip of the elbow (the childés arm should
1 Find the midpoint of the upper arm and mark it with a pen. It is recommended to use a string
instead of the MUAC tape to find the midpoint.
T The c brinkhdudghen be relaxed, falling alongside his/her body.
1T Wrap the MUAC tape around the childds arm, su
skin. It should be neither too tight nor too loose.
o For the numbered tapes, feed the end of the tape down through the first opening and
up through the third opening. The measurement is read from the middle window
where the arrows point inward. MUAC can be recorded with a precision of 1
millimetre (mm).
o For the simple three-color tape (red, yellow, green), slide the end through the first
opening and then through the second opening. Read the colour that shows through
the window at the point the two arrows indicate.

0
[}
X
()
c
c

<

Arm circumference “insertion” tape
O.cm

4. Place tape at tip of
shoulder

5. Pull tape past tip of
bant elbow

). Locace tp of 6. Mark midpoint

shoulder

3. Tip of elbow

9. Tape to0 loose 10. Correct tape position for arm circumference

Source: How to Welgh and Measure Children: Assessing the Nutritional Status of Young Children, United Nation, 1586,
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WEIGHT

To increase accuracy and precision, two people are always needed to measure weight. Weight can
be measured using a Salter-type hanging spring scale (as is commonly found in the field) or an

el ectronic scale such as the URiUNISGALEyahichismose Chi | d
precise and allows a child to be measured in the

Hanging Spring (Salter) Scale

A 25 kilogram (kg) hanging spring scale, graduated by 0.100 kg, is most commonly used. In the field
setting, the scale is hooked to a tree, a tripod or a stick held by two people. In a clinic, it is attached to
the ceiling or a stand.

Weighing pants (or a weighing hammock for smaller infants) are attached to the scale. Culturally
adapted sol utions, s uasinorgaass baskemmighhbe préferablesto asptp b
weigh the child. The weighing pants or hammock is suspended from the lower hook of the scale, and
the scale is readjusted to zero. The child's clothes are removed and the child is placed in the weighing
pants/hammock. The scale should be read at eye level.

How to use the Salter Scale:

1 Before weighing the child, take all his/her clothes off.

1 Zero the weighing scales (i.e., make sure the arrow is on 0).

1 Place the child in the weighing pants/hammock, making sure the child is touching nothing.

T Read the childbés weight. The arrow must be
eye level.

1 Record the weight in kg and to the nearest 100 grams (g) (e.g., 6.4 kg).

Considerations:

1 Make sure the child is safely in the weighing pants or hammock with one arm in front and one
arm behind the straps to help maintain balance.

1 Incold climates or in certain cultures, it might be impossible or impractical to undress a child
completely. The average weight of the clothes should be estimated and deducted from the
measure. It is helpful to retain similar clothing for girls and boys during weighing to help to
standardise weight deductions.

1 Whenthe child is steady and settled, the weight is recorded in kg to the nearest 100 g. If the
child is moving and the needle does not stabilise, the weight should be estimated by
recording the value at the midpoint of the range of oscillations. The measurer reads the value
on the scale aloud, and the assistant repeats it for verification and records it on the treatment
card. The child is then dressed.

1 The scale should be checked daily against a known weight. To do this, set the scale to zero
and weigh objects of known weight (e.g., 5.0 kg, 10.0 kg, 15.0 kg). If the measure does not
match the weight to within 10 grams, the springs must be changed or the scale should be
replaced.
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Weighing an Infant Using a Hanging Spring (Salter) Scale:

"
=\
1 .
Child hangs
A freely
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Weighing anInfantUsi ng an El ectronic Scale for fATared Wei

AfTared weighingo meanssethatother sc@ficearcadopewi th
onit.

Explain the tared weighing procedure to the mother as follows. Stress that the mother must stay on
the scale until her child has been weighed in her arms.

0
Be sure that the scale is placed on a flat, hard, even surface. Since the scale is solar powered, there $
must be enough light to operate the scale. 8
c
o) -
&t’/’g‘.‘eg '
15— /
W
) 1
|
f
k'L [ 4
\_
YR
B [
| Wy #
Mother's weight alone. Taring the scale . Baby's weight appears on display.
7 H5
1 Toturnon the scale, cover the solar panel for a second. When the number 0.0 appears, the scale
is ready.
1 Check to see that the mother has removed her shoes. You or someone else should hold the
naked baby wrapped in a blanket.
1 Ask the mother to stand in the middle of the scale, feet slightly apart (on the footprints, if marked),
and remai n st iclothing milishnetcower thédisplay er solar panel.
1 Remind the mother to stay on the scale even after her weight appears, until the baby has been
weighed in her arms.
1 With the mother still on the scale and her weight displayed, tare the scale by covering the solar
panel for a second. The scale is tared when it displays a figure of a mother and baby and the
number 0.0.
1 Gently hand the naked baby to the mother and ask her to remain still.
1T The babyds weight will appear o mefuttdiread the rmrpberay . Recor

inthe correct order (as though you were viewing while standing on the scale rather than standing
in front of the scale).

If the child is 2 years or older, you will weigh the child alone if the child will stand still.
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HEIGHT

To increase accuracy and precision, two people are always needed to measure length and height.

Children aged 2 years or older are measured standing up, while those under 2 are measured lying
down. If the age is difficult to assess, children at least 87 cm tall (World Health Organisation [WHO]
standards) are measured standing, and those less than 87 cm are measured lying down. If children
age 2 or older or at least 87 cm tall are measured lying down, 0.7 cm is subtracted from the

measurement.

For Children 2 Years or Older or with a Height of 87 cm or Greater

The child's shoes are removed. The child is placed on the height board, standing upright in the middle
of the board with arms at his/her sides. The assistant firmly presses the child's ankles and knees

against the board whi

e

thelae straightaTheuchild's head,shodlders,t h e

buttocks and heels should be touching the board, and his/her feet should be close together. The
measurer positions the sliding board and takes the measurement to the nearest 0.1 cm. The
measurer announces the measurement, and the assistant repeats it for verification and records it on

the anthropometric form or health card.

Hand on chin

Shoulders level

Child's hands
and arms at side

Left hand on
knees; knees
together

against board

888

Quaestionaire and pancil on
clipboard on floor or ground

Headpiece firmly on head

Right hand an shins;
heels against back and
base of board

Measurer on knees

Line
of sight

Source: How to Weigh and Measure Children: Assessing the Nutritional Status of Young Children, UN 1986.
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For Children under 2 Years or under 87 cm Tall

The height board is placed on the gr ounentlyplaced
on his/her back on the middle of the board, facing straight up with arms at his/her sides and feet at
right angles. The assistant holds the sides of the child's head and positions it on the board. While
holding down the child's ankles or knees, the measurer moves the sliding board up against the bottom
of the child's feet and takes the measurement to the nearest 0.1 cm. The measurer announces the
measurement, and the assistant repeats it for verification and records it on the anthropometric form or
health card.

estionaire and
d?;l‘:mrd mr‘ﬂoor m::d

Source: How 1o Weish and Measure Children: Assessing the Nutritional Status of Youns Children. UN 1986,
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BODY MASS INDEX (BMI)

BMior fAQuetel et ds i ndetrn-beightmtiolhat s eotsidered agoodviedexgfrbody
fat and protein stores. Body stores are of interest because they reflect the stores needed to cope with
physiological stress due to reduced intake and increased demands due to increased activity,
pregnancy and diseases. Adults who have a healthy nutritional status would be expected to have
body stores or BMI within a certain range.

The formula for BMI is the weight (in kg) divided by the height (in meters [m]) squared:

BMI = weight / (height) *

Annexes

Example: A man who weighs 55.5 kg with a height of 162.5 cm would have a BMI of
(55.5/(1.625x1.625)) = 20.9.

When an adult is too ill to stand or has a spinal deformity, the half-arm span should be measured to
estimate the height. This is the distance from the middle of the sternal notch to the tip of the middle
finger with the arm held out horizontally to the side. Both sides should be measured. If there is a
discrepancy, the measurements should be repeated and the longest one taken. The BMI is then
computed from the calculated height and measured weight. The height (in m) can then be calculated
as follows:

Height = [0.73 x (2 x half arm span)] +0.43

The WHO classification of malnutrition in adults by BMI is as follows:®

Nutritional Status BMI (kq/mz)
Normal O 18.5
Mild malnutrition 17.07 18.49

Moderate malnutrition 16.07 16.99
Severe malnutrition <16.0

While these categories are suggested, there is difficulty in using them to compare across populations
due to 1) a lack of understanding of the functional significance of these categories and 2) the
influence of body shape to interpreting BMI. The BMI look-up table is found in Annex 4.
Anthropometry Look-Up Tables. 3

BMI-for-Age

The release of the WHO 2006 child growth standards (WHO Standards) prompted the development of
the WHO 2007 growth reference for school-aged children and adolescents 5-19 years (WHO
Reference).

The new reference indicator for wasting for school-aged children and adolescents 5-19 years is BMI-
for-age (WHO Reference) and replaces the WHO previously recommended weight-for-height (WFH,;
National Centre for Health Statistics [NCHS] Reference) as indicator for wasting for children over 5
years. (The BMI-for-age [NCHS Reference] tables started at 9 years only). ** %

The BMI-for-age indicator for severe wasting is expressed in a z-score below 3 standard deviations
(SD) of the median and for moderate wasting below 2 SD of the median (WHO Reference). The BMI
and BMI-for-age look-up tables for boys and girls are found in Annex 4. Anthropometry Look-Up
Tables.

3 \WHO. 1999. Management of severe malnutrition: A manual for physicians and other senior health workers. Geneva: WHO.
% EANTA. 2003. Anthropometric Indicators Measurement Guide. Washington, DC: FANTA at AED.

% WHO. 2007. WHO Reference 2007, Growth reference data for 5-19 years. Geneva: WHO.

* De Onis, M, AW, Onyango, E Borghi, A Siyam, C Nishida, and J Siekmann. 2007. Development of a WHO growth reference
for school-aged children and adolescents. Bulletin of the World Health Organization 85: 660-7.
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Annex 4. Anthropometry Look-Up Tables

Weight-for-Length Look-Up Table, Children 6-23 Months, WHO 2006 Child Growth Standards

Boys' Weight (kg) Length ? Girls' Weight (kg)

-3SD -2SD -1SD Median (cm) Median -1SD -2SD -3SD
1.9 2.0 22 2.4 45 25 23 21 1.9
2.0 22 24 26 46 26 24 22 2.0
21 23 25 28 47 2.8 26 24 2.2
23 25 2.7 29 48 3.0 2.7 25 2.3
24 26 29 3.1 49 3.2 29 26 24
26 28 3.0 33 50 34 3.1 2.8 2.6
27 3.0 3.2 35 51 36 3.3 3.0 2.8
29 3.2 35 3.8 52 38 35 3.2 29
3.1 3.4 37 4.0 53 4.0 37 3.4 3.1
33 3.6 3.9 4.3 54 4.3 3.9 3.6 33
3.6 3.8 4.2 45 55 45 4.2 3.8 35
3.8 4.1 4.4 4.8 56 4.8 4.4 4.0 3.7
4.0 4.3 4.7 51 57 51 4.6 4.3 39
4.3 4.6 5.0 54 58 54 49 45 4.1
45 4.8 53 57 59 56 51 4.7 4.3
4.7 51 55 6.0 60 59 54 49 45
49 53 5.8 6.3 61 6.1 5.6 51 4.7
51 5.6 6.0 6.5 62 6.4 5.8 53 49
53 5.8 6.2 6.8 63 6.6 6.0 55 51
55 6.0 6.5 7.0 64 6.9 6.3 5.7 53
5.7 6.2 6.7 73 65 71 6.5 59 55
59 6.4 6.9 75 66 7.3 6.7 6.1 56
6.1 6.6 71 7.7 67 75 6.9 6.3 58
6.3 6.8 73 8.0 68 7.7 71 6.5 6.0
6.5 7.0 7.6 8.2 69 8.0 73 6.7 6.1
6.6 7.2 7.8 8.4 70 8.2 75 6.9 6.3
6.8 7.4 8.0 8.6 71 8.4 77 7.0 6.5
7.0 7.6 8.2 8.9 72 8.6 7.8 7.2 6.6
7.2 7.7 8.4 9.1 73 8.8 8.0 7.4 6.8
73 79 8.6 9.3 74 9.0 8.2 75 6.9
75 8.1 8.8 95 75 9.1 8.4 7.7 71
7.6 8.3 8.9 9.7 76 9.3 85 7.8 7.2
7.8 8.4 9.1 9.9 77 95 8.7 8.0 74
79 8.6 9.3 101 78 9.7 8.9 8.2 75
8.1 8.7 95 10.3 79 9.9 9.1 8.3 77
8.2 8.9 9.6 104 80 101 9.2 85 7.8
8.4 9.1 9.8 10.6 81 10.3 94 8.7 8.0
85 9.2 10.0 10.8 82 105 9.6 8.8 8.1
8.7 9.4 10.2 11.0 83 10.7 9.8 9.0 8.3
8.9 9.6 104 113 84 110 10.1 9.2 85
9.1 9.8 106 115 85 112 103 9.4 8.7
9.3 10.0 10.8 11.7 86 115 105 9.7 8.9
95 10.2 111 12.0 87 117 10.7 9.9 9.1
9.7 105 11.3 12.2 88 12.0 11.0 101 9.3
9.9 10.7 115 125 89 122 112 10.3 95

101 109 118 12.7 90 125 114 105 9.7
103 111 12.0 13.0 91 12.7 117 10.7 9.9
105 113 12.2 13.2 92 130 119 109 10.1
10.7 115 12.4 134 93 13.2 121 111 10.2
10.8 11.7 12.6 137 94 135 12.3 11.3 104
11.0 11.9 12.8 139 95 137 12.6 115 10.6
11.2 121 131 141 96 14.0 12.8 117 10.8
114 123 13.3 14.4 97 14.2 13.0 12.0 11.0
116 125 135 14.6 98 145 133 12.2 11.2
11.8 12.7 137 14.9 99 14.8 135 124 114
12.0 12.9 14.0 15.2 100 15.0 13.7 12.6 11.6

#Length is measured for children under 2 years or less than 87 cm height. For children 2 years or older or 87 cm height or
greater, height is measured. Recumbent length is, on average, 0.7 cm greater than standing height; although the difference is
of no importance to individual children, a correction may be made by subtracting 0.7 cm from all lengths above 86.9 cm if
standing height cannot be measured.
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Weight-for-Height Look-Up Table, Children 24-59 Months, WHO 2006 Child Growth Standards

Boys' Weight (kg) Height ? Girls' Weight (kg)

-3SD -2 SD -1SD Median (cm) Median -1SD -2 SD -3SD
59 6.3 6.9 74 65 7.2 6.6 6.1 5.6
6.1 6.5 7.1 7.7 66 75 6.8 6.3 58
6.2 6.7 7.3 7.9 67 7.7 70 6.4 5.9
6.4 6.9 75 8.1 68 7.9 7.2 6.6 6.1
6.6 71 7.7 8.4 69 8.1 74 6.8 6.3
6.8 7.3 7.9 8.6 70 8.3 7.6 7.0 6.4
6.9 75 8.1 8.8 71 8.5 7.8 71 6.6
7.1 7.7 8.3 9.0 72 8.7 8.0 7.3 6.7
7.3 79 8.5 9.2 73 8.9 8.1 75 6.9
74 8.0 8.7 9.4 74 9.1 8.3 7.6 7.0
7.6 8.2 8.9 9.6 75 9.3 85 7.8 7.2
77 8.4 9.1 9.8 76 95 8.7 8.0 73
79 8.5 9.2 10.0 77 9.6 8.8 8.1 75
8.0 8.7 9.4 10.2 78 9.8 9.0 8.3 7.6
8.2 8.8 9.6 104 79 10.0 9.2 8.4 7.8
8.3 9.0 9.7 10.6 80 10.2 94 8.6 79
85 9.2 9.9 10.8 81 104 9.6 8.8 8.1
8.7 9.3 101 11.0 82 10.7 9.8 9.0 8.3
8.8 95 103 11.2 83 109 100 9.2 85
9.0 9.7 105 114 84 111 10.2 94 8.6
9.2 10.0 10.8 11.7 85 114 104 9.6 8.8
94 10.2 11.0 119 86 11.6 10.7 9.8 9.0
9.6 104 11.2 12.2 87 11.9 109 100 9.2
9.8 10.6 115 124 88 121 11.1 10.2 94
10.0 10.8 11.7 12.6 89 124 114 104 9.6
10.2 11.0 11.9 12.9 90 12.6 11.6 10.6 9.8
104 11.2 12.1 131 91 12.9 11.8 10.9 10.0
10.6 114 12.3 134 92 13.1 12.0 11.1 10.2
10.8 116 126 136 93 134 12.3 11.3 104
11.0 11.8 12.8 13.8 94 13.6 125 115 10.6
111 12.0 13.0 14.1 95 13.9 12.7 11.7 10.8
11.3 12.2 13.2 143 96 141 129 119 10.9
115 124 134 14.6 97 14.4 13.2 12.1 111
11.7 12.6 13.7 14.8 98 14.7 134 12.3 11.3
11.9 12.9 13.9 151 99 14.9 13.7 125 115
12.1 13.1 14.2 154 100 15.2 13.9 12.8 11.7
12.3 133 144 156 101 155 14.2 13.0 12.0
125 13.6 147 15.9 102 15.8 145 13.3 12.2
12.8 13.8 14.9 16.2 103 16.1 147 135 124
13.0 14.0 15.2 16.5 104 16.4 15.0 138 12.6
13.2 14.3 155 16.8 105 16.8 15.3 14.0 12.9
134 145 15.8 17.2 106 171 15.6 14.3 13.1
13.7 14.8 16.1 175 107 175 15.9 14.6 134
13.9 151 164 17.8 108 17.8 16.3 14.9 13.7
14.1 153 16.7 18.2 109 18.2 16.6 15.2 139
144 15.6 17.0 185 110 18.6 17.0 155 14.2
14.6 15.9 17.3 18.9 111 19.0 17.3 15.8 145
14.9 16.2 17.6 19.2 112 194 17.7 16.2 14.8
15.2 16.5 180 19.6 113 19.8 180 16.5 151
154 16.8 18.3 20.0 114 20.2 184 16.8 154
15.7 17.1 18.6 20.4 115 20.7 18.8 17.2 15.7
16.0 174 19.0 20.8 116 21.1 19.2 175 16.0
16.2 17.7 193 21.2 117 215 19.6 178 16.3
16.5 18.0 19.7 21.6 118 22.0 199 18.2 16.6
16.8 18.3 20.0 22.0 119 22.4 20.3 185 16.9
17.1 18.6 20.4 22.4 120 22.8 20.7 18.9 17.3

#Lengthis measured for children under 2 years or less than 87 cm height. For children 2 years or older or 87 cm height or
more, height is measured. Recumbent length is, on average, 0.7 cm greater than standing height; although the difference is of
no importance to individual children, a correction may be made by subtracting 0.7 cm from all lengths greater than 86.9 cm if
standing height cannot be measured.
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