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Foreword

Malnutrition, especially under-nutrition, continues to be one of the major health problems in the Republic of South
Sudan. Nearly a third (31%) of the children under five years of age are chronically malnourished (stunted) and 28%
are underweight. The prevalence of acute malnutrition is equally high (Global Acute Malnutrition (GAM) at 23%
and Severe Acute Malnutrition (SAM) at 10%); with health facilities reporting it among the top ten health conditions
seen in outpatient departments (OPD).

These unacceptable indicators are sustained by food insecurity arising from poor food production capacity of families,
poor health and nutrition practices and habits, insecurity and vagaries of nature. The Ministry of Health is aware of
the multi-sectoral nature of the problem of malnutrition and is ready to engage with the other partner ministries of
government and development partners towards tackling the problem.

The National Health Policy (2016-2025) and the Health Sector Strategic Plan 2016-2019 (draft) have articulated the
resolve of the government and the Ministry of Health in tackling malnutrition as a major health problem at community
and health facility levels. It is in this spirit that the guideline for the Community Management of Acute Malnutrition
(CMAM) was developed, to ensure quality training for health and nutrition workers as well as nutrition services at
both community and facility levels.

This guideline is comprehensive, and is intended for the management of acute malnutrition along the continuum of
care, across three components of CMAM (community, outpatient therapeutic care [OTP] and supplementary feeding
programme [SFP]). It is written in a plain language for use by health and nutrition workers at all levels of the primary
health care system, trainers, supervisors, NGOs and Civil Society for their purposes.

The guideline will be followed by a specific training package, standard operating procedures and charts for the
community, SFP and OTP health and nutrition workers.

It is our hope that, this guideline will form the basis for all future programing for the management of acute
malnutrition in the Republic of South Sudan. I call upon all actors in the health sector to align their interventions
with the provisions of the guideline.

REPUBLIC OF SOUTH SUDAN
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Definition of term(s):

Acute malnutrition/ wasting - Defined by low Mid-
Upper Arm Circumference [MUAC], and/or low Weight-
for-Height/Length [ WFH/L]), or the presence of bilateral
pitting oedema. It is usually associated with a (sudden)
decrease in food consumption and/or illness resulting
in sudden weight loss and /or bilateral pitting oedema.

Anthropometry - The use of body measurements
to assess the nutritional status of an individual. Body
measurements include: mid upper arm circumference
(MUAC), weight, and height/length. Though age, sex,
and bilateral pitting oedema (fluid retention) are not
body measurements, they are important parameters in
taking anthropometry.

Bilateral Pitting Oedema - Swelling caused
by the accumulation of fluid in the body tissues.
Oedema due to acute malnutrition is always bilateral
(on both sides of the body) and pitting (leaving a dent
when applying pressure), and can be classified as 1)
Mild (+): oedema in both feet/ankles; 2) Moderate
(++): oedema in both feet plus lower legs, hands or
lower arms; 3) Severe (+++): generalized oedema
including both feet, legs, arms and face.

Blanket Supplementary Feeding Program
(BSFP) - A nutrition program designed to prevent acute
malnutrition in vulnerable groups by providing energy,
micronutrients, and nutrient dense supplementary foods
to ALL individuals in a vulnerable group in the population
usually for a defined period of time (e.g. hunger gap).

Cases with acute malnutrition - Any individual,
whether child or adult, that is undergoing treatment for
acute malnutrition.

Community Health Workers (CHWSs) - These are
cadres based at the PHCUs and PHCCs. They support
both static and outreach OTP/TSFP services and among
other duties, are responsible for supervising activities of
Home Health Promoters (HHPs). Depending on context,
CHWs may also support BSFP services.

Community Management of Acute Malnutrition
(CMAM) - A community - health facility linked approach
for the treatment and rehabilitation of cases with severe
and moderate acute malnutrition

‘ ‘ CMAM Guidelines Book.indb 9

Community mobilization - Is defined as a capacity
building process through which individuals, groups, or
organizations either on their own initiative or stimulated
by others, plan, carry out, and evaluate activities on
a participatory and sustainable basis to improve their
health and other needs (Howard G. and Snetro, 2004). As
applied to nutrition services, community mobilization is a
term used to cover a range of activities that help nutrition
program implementers (i.e. nutritionists, managers and
health workers) build a relationship with the community
and foster the uptake/use of nutrition services.

Community sensitization - A way to reach out and
educate people in a community on the causes, signs
and symptoms of malnutrition, how to seek treatment
opportunities, and get involved in nutrition programmes
for improved health and nutrition status.

Cured - A patient in the CMAM programme that
has recovered from acute malnutrition for which s/he
was treated.

Defaulter - A case with acute malnutrition who
leaves the program before being cured from acute
malnutrition for which s/he was treated; the patient
missed 2 consecutive visits for OTP/TSFP, or missed 2
consecutive days while admitted in SC/ITP.

Died - A case with acute malnutrition who dies while
registered in the CMAM programme.

Emergency - Extraordinary, urgent, and sudden
situations that require immediate intervention to avert
stress, morbidity and death.

Emergency nutrition interventions - Nutrition
interventions/immediate actions geared towards
saving lives.

Evaluation - A process that objectively determines
the relevance, effectiveness, efficiency and impact of
activities in light of specified objectives.

Global acute malnutrition (GAM) - A measurement
of the nutritional status of a population. Along with the
Crude Mortality Rate, it is one of the basic indicators
for assessing the severity of a humanitarian crisis. It is

Guidelines for Community Management of Acute Malnutrition 9
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an aggregate of moderate and severe acute malnutrition,
so the total proportion of SAM cases + MAM cases in
a specific population)

Home Health Promoters (HHPs/volunteers - People
living within the community who have been selected and
are willing to spend time providing health and nutrition
services to their neighbours without formal employment
or pay. Compensation can be given in kind or/and with
regular training.

Hypoglycaemia - Low blood sugar (<3mmol/I) or
< 54mg/dl

Hypothermia - Low body temperature (<35.0 °C -
axillary or <35.5 °C - rectal)

In-patient care -

e Health facility based care for patients with SAM
with medical complications (e.g. SC/ITP)

e Health facility based care for MAM with medical
complications (only for the treatment of the
specific illness).

In-patients - Patients admitted to an in-patient facility
for a specific period of time during treatment.

Malnutrition - A condition that develops when the
body does not get the right amount or type of nutrients
it needs to maintain healthy tissues and proper body
functions. Malnutrition is a broad term that refers to
both over-nutrition and under-nutrition.

MAM with medical complications - MAM with
medical complications, and/or with no appetite
(determined from history taking), or with other IMNCI
danger signs requiring in-patient care.

Mean - The average.

Micronutrient deficiencies - Form of malnutrition
due to lack of essential micronutrients (minerals and
vitamins) required by the body for proper growth,
development, and performance of other body functions.
The most common micronutrient deficiencies include
Iron Deficiency Anaemia (IDA), Vitamin A Deficiency
(VAD), and lodine Deficiency Disorders (IDDs).

10  Guidelines for Community Management of Acute Malnutrition
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Moderate Acute Malnutrition (MAM) - Description
of under nutrition (wasting) level. For children 6-59m,
it encompasses children > -3 z- scores and < -2 z- scores
(WFH/L) or MUAC >11.5cm and < 12.5cm. Children
with MAM are at 3 times greater risk of mortality
compared to well-nourished children, and face greater
risk of morbidity from infectious diseases and delayed
physical and cognitive development.

Monitoring - Periodic oversight of the implementation of
an activity, seeks to establish the extent of which inputs,
work schedules, and targeted outputs are proceeding
according to plan.

Mother/caregiver - Mother or guardian responsible
for the child attending any nutrition programme.

MUAC - Mid Upper Arm Circumference is a highly
sensitive and specific indicator used to measure acute
malnutrition and to determine SAM and MAM cases
for admission to treatment.

Non respondent - Case with acute malnutrition who
is not responding to the treatment provided within 4-7
days in SC/ITP; within three months or six months
for people infected with HIV/TB in the OTP; in TSFP
within three months or six months for people infected
with HIV/TB.

Nutrition - A broad term that refers to the processes
involved in ingestion (taking in of food), digestion, and
utilization of food by the body for growth and development,
reproduction, physical activity, and maintaining health.

Nutrition education - Process of imparting knowledge,
designed to increase education/awareness, change attitudes,
and promote positive behaviours and practices for adequate
health and nutrition of individuals and communities.

Nutrition emergency - Classification based on the
severity of the emergency using GAM levels in the
population as an indicator of stress as follows:

SEVERITY PREVALENCE OF GAM
Acceptable <5%

Poor 5-9%

Serious 10-14%

Critical >15%

Source: WHO (2003)
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Nutritional index - Compares an individual’s body
measurement with expected values. Nutritional
indices are calculated by comparing an individual’s
measurements with that of a reference population. The
nutritional indices commonly calculated for young
children are:
e Mid Upper Arm Circumference (MUAC)
- a measure of wasting or acute malnutrition;
(note: MUAC by itself is not an index, but it is an
important measure of nutritional status; indices
of MUAC with age, sex and/or height are not
commonly used in nutrition programmes)
e Weight for height - a measure of wasting or
acute malnutrition;
e Weight for Age - a measure of underweight or
combination of wasting and stunting;
¢ Height for Age - a measure of stunting or chronic
malnutrition.

Nutritional status - Refers to the state of a person’s health
in terms of nutrients in their body. It is a measurement
of the extent to which individual physiological needs for
nutrients are met.

Oedema - See bilateral pitting oedema

Out-patient Therapeutic Programme (OTP) -
A nutrition programme designed for nutritional
treatment and medical care for SAM without medical
complications at an outpatient care site.

Out-patients - People without medical conditions
who are admitted to an outpatient care facility to treat
their acute malnutrition. The treatment is managed at
home, with regular follow up at an OTP/TSFP at a health
facility or at a designated site in the community.

Ready-to-use supplementary food (RUSF) -
Pre-packaged energy and nutrient dense product
designed to treat MAM without medical complications.

Ready-to-use therapeutic food (RUTF) -
Prepackaged energy and nutrient dense product designed
to treat SAM without medical complications. Equivalent
to F100.

Referral for medical investigation (medical transfer)
- Cases with acute malnutrition who are referred from the
CMAM programme to another health facility for medical
investigation and care (not in any nutrition programme).

‘ ‘ CMAM Guidelines Book.indb 11
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Severe Acute Malnutrition (SAM) - Defined by a very
low weight for height (below -3z scores of the median
WHO growth standards), by visible severe wasting, or
by the presence of nutritional oedema.

SAM with medical complications - SAM with
medical complications, and/or with no appetite (failed
appetite test for RUTF), or with other IMNCI danger
signs requiring in-patient care.

Severe anaemia - Low haemoglobin levels < 4.0 g/dl
(40g/1) or packed cell volume (PCV)<12%.

Septic (or toxic) Shock - A dangerous condition
presenting with severe weakness, lethargy, or
unconsciousness, cold extremities, weak or fast pulse.
Difficult to diagnose in a malnourished child as
symptoms are not the same as in a well-nourished child
and are similar to symptoms of dehydration plus weak
pulse and cool/cold hand and feet, and poor capillary
refill in nail beds (>3sec)

Stabilization Centre (SC)/In-patient Therapeutic
Programme (ITP) - A nutrition program designed for
provision of health facility based (in-patient) nutritional
treatment and medical care for SAM cases with medical
complications and/or with no appetite.

Standard Deviation (SD) - a measure that is used to
quantify the amount of variation or dispersion of a set of
data values (also see z-score)

Stunting (or chronic malnutrition) - Stunting is
the impaired growth and development that children
experience from poor nutrition, repeated infection,
and inadequate psychosocial stimulation. Children
are defined as stunted if their height-for-age is more
than two standard deviations below the WHO Child
Growth Standards median.

Targeted Supplementary Feeding Programme
(TSFP) - A nutrition programme designed for treatment
of MAM in vulnerable groups (such as children 6-59m
and PLW), uses specific energy and nutrient dense
supplementary food rations and provides routine medical
treatment at an outpatient site.

Transfer - Cases with acute malnutrition who are
transferred within the same CMAM components (but
different sites), or between different components to

Guidelines for Community Management of Acute Malnutrition 11
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continue treatment.

Triage - The selection/sorting of patients into priority
groups depending on needs and resources available,
with the aim of fast tracking treatment and increasing
survival rates.

Under nutrition - Consequence of deficient energy
and nutrient intake and/or absorption in the body. In
the context of these guidelines, the term malnutrition
relates exclusively to under-nutrition. The different
forms of under-nutrition that can appear isolated
or in combination are chronic malnutrition (or
stunting), underweight, acute malnutrition (wasting
and/or bilateral pitting oedema), and micronutrient
deficiencies. These forms can be moderate or severe.

Underweight - A low weight-for-age (WFA) of a
z-score below -2 SDs of the median (WHO standards).
It is a composite form of under nutrition including
elements of stunting and wasting. This indicator is
commonly used in growth monitoring and promotion.

z-score — the number of standard deviations that the
anthropometric value (such as height or weight) of
an individual differs from the median value of the
reference population (also see standard deviation).
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ACRONYMS

PNC Post Natal Care

RM Resource Mobilization

RNA Rapid Nutrition Assessment

RRM Rapid Response Mechanism

RUIF Ready to Use Infant Formula

RUSF Ready to Use Supplementary
Food

RUTF Ready to Use Therapeutic Food

SAM Severe Acute Malnutrition

SC Stabilization Center

SCI Save the Children International

SD Standard Deviation

SDG Sustainable Development Goals

SMART | Standardized Monitoring and
Assessment of Relief and
Transitions

SRA Simple Rapid Assessment

SSD The Republic of South Sudan

SUN Scaling Up Nutrition

SWOT Strengths, Weaknesses,
Opportunities and Threats

B Tuberculosis

ToT Training of Trainers

TWG Technical Working Group

TSFP Targeted Supplementary Food
Programme

UN United Nations

UNHCR | Office of the United Nations
High Commissioner for
Refugees

UNICEF | United Nations Children’s Fund

U5MR Under five mortality rate

VAD Vitamin A Deficiency

WFA Weight for Age

WFH/L Weight-for-height/ length

VLBW Very Low Birth Weight

WASH Water, Sanitation and Hygiene

WFH Weight for Height

WEFP World Food Programme

WHO World Health Organization

ACF Action Contre la Faim (Action HIV Human Immunodeficiency
Against Hunger) Virus
ACT Artemisinin- based HMIS Health Management
Combination Therapy Information System
AFOD Action for Development iCCM Integrated Community Case
; - Management
AIDS Acquired Immunodeficiency
Syndrome IDA Iron Deficiency Anaemia
ALOS Average Length of Stay IDDs lodine Deficiency Disorders
ANC Antenatal Care IDPs Internally Displaced Persons
ART Anti-Retroviral Therapy IEC Information, Education and
. Communication
BHC Boma Health Committee
IMNCI Integrated Management
BHT Boma Health Team of Newborn and Common
BMI Body Mass Index Childhood llinesses
BPHNS | Basic Package of Health and ITp In-patient Therapeutic
Nutrition Services Programme
BSFP Blanket Supplementary Feeding MIYCN | Maternal, Infant and Young
Programme Child Nutrition
CBDs Community Based Distributors KAP Knowledge, Attitudes and
Practices
CH County Hospital
LLITN Long Lasting Insecticide
CHD County Health Department Treated bed Nets
@ CHWs Community Health Workers MAM Moderate Acute Malnutrition
CMAM Community Management of MOH Ministry of Health
Acute Malnutrition
MUAC Mid Upper Arm Circumference
CMAM Community Management of - -
TWG Acute Malnutrition Technical NCDs Non Communicable Diseases
Working Group NSP National Strategic Plan
CcPD Continuous Professional NGO National non-Governmental
Development Organization
css Corn Soya Blend ODF Open Defecation Free
DHIS2 District Health Information OPD Outpatient Department
System 2
ORS Oral Rehydration Solution
EPI Expanded Programme on
Immunization OTP Outpatient Therapeutic
L Programme
F100 Formula 100 therapeutic milk
. PDM Post-Distribution Monitoring
F75 Formula 75 therapeutic milk
: PHCC Primary Health Care Center
FAO Food and Agriculture
Organization PHCU Primary Health Care Unit
GFD General Food Distribution PLWs Pregnant and Lactating Women
GMP Growth Monitoring and POC Protection of Civilian site
Promotion ;
PHC Primary Health Care
GOSS Government of South Sudan -
PHCC Primary Health Care Centre
Hb Haemoglobin ) )
PHCU Primary Health Care Unit
HFA Height for age .
PLW Pregnant and Lactating Women
HHPs Home Health Promoters with infant less than 6 months
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Introduction

1.0 Background

11 Purpose

1.2 Specific objectives

1.3 Target and usage of the guidelines

1.4 Fundamentals of the management of acute malnutrition

1.5 Integration of CMAM services into primary health care services

1.0 Background

Maternal and child malnutrition is a significant public health problem in South Sudan.
Among children aged 6-59 months, 31% are stunted, 28% are underweight, and nearly
23% are acutely malnourished of which 13% are estimated to suffer from moderate
acute malnutrition and 10% from severe acute malnutrition.

In the absence of a single nation-wide nutrition surveillance system, NGO-implemented location specific SMART
surveys and the government-UN collaborative Food Security and Nutrition Monitoring System (FSNMS) are cur-
rently the two best sources of information. Global acute malnutrition (GAM) rates vary seasonally and substantially
across states; with peaks of up to 30 percent in some locations. Overall, South Sudan’s nutrition situation is worri-
some, with GAM persistently above the emergency threshold in the Greater Upper Nile, Northern Bahr el Ghazal
and Warrap states. Though data on micronutrient deficiencies is scanty, Vitamin A Supplementation (VAS) among
children 6-59 months stood at only 2.6% in 2010, showing low uptake (SHHS, 2010). This is against a backdrop of
high morbidity levels and a negligible proportion of children 6 to 23 months receiving at least the recommended
minimum acceptable diet. In order to ensure optimal child growth, it is essential to ensure good nutrition and basic
health care from pregnancy through two years of age (the first 1000 days).

Management of severe acute malnutrition (SAM) and moderate acute malnutrition (MAM) was previously guided
through the interim guidelines for Integrated Management of Severe Acute Malnutrition (IM-SAM) (2009), and the
Draft Guidelines for Management of MAM (2011), respectively. These guidelines provided a framework for early
identification, referral, treatment, and prevention of acute malnutrition. Over the years, there have been various devel-
opments and lessons learnt through their use, namely:

¢ Both guidelines focused mainly on treatment of acute malnutrition in children under-five years of age,
and pregnant and lactating women with infants less than 6 months of age. Therefore, there was need to
strengthen the component on the management of the increasing number of cases of acute malnutrition in the
context of HIV/AIDS, tuberculosis (TB), Kala Azar and other chronic conditions/illness and in older people
(=60years). Further, guidance on nutrition service delivery needed to be extended to address the root causes
of malnutrition through prevention and promotion programs such as education and counseling services
on optimal maternal, infant and young child nutrition (MIYCN) as well as water, sanitation and hygiene
(WASH) practices among others.

¢ The implementation strategy’s limited integration with the primary health care system, led to limited
linkage with other treatment and prevention services at the health facility level, such as the Integrated
Management of Newborn and Common Childhood Illnesses (IMNCI), Integrated Community Case
Management (iCCM), Expanded Programme on Immunization (EPI), Antenatal Care (ANC)/reproductive
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health, HIV and TB, among others;

¢ Existence of the guidelines as two separate documents was contrary to the MOH Policy Framework (2013-
2016) direction to implement and ensure a continuum of care where nutrition services are offered holistically.
Besides, the four components of CMAM are complementary to each other; hence having them in different
documents distorted the continuum of care.

* The separate guidelines required harmonization into one guideline for the integrated management of acute
malnutrition within the context of South Sudan, while adhering to the latest World Health Organization
(WHO) and other global evidence based recommendations and best practices.

Cognizant of the above, The Ministry of Health (MOH) through the department of nutrition, developed these com-
prehensive and standardized guidelines for management of acute malnutrition in line with the basic package of health
and nutrition services (BPHNS, 2011). These guidelines were developed in collaboration with partners, through a
consultative process involving international and national technical experts.

1.1 Purpose

The purpose of these guidelines is to provide a standardized model as an operational reference for integrated man-
agement of acute malnutrition across all levels of the health care system, focusing on the following groups:

e Children under five years of age;

¢ Pregnant and lactating women (PLW) with infants less than six months old;

e Other vulnerable groups including children >5 years, adolescents, adults infected with (and exposed to) HIV/
TB/Kala Azar and other chronic conditions/illnesses;

e Older people (60years and above).

1.2 Specific objectives

These guidelines aim to:

¢ Provide a framework for early identification, referral, quality treatment and prevention of acute malnutrition
thereby reducing the associated mortality and morbidity among vulnerable groups;

e Build capacity of the MOH at all levels (health and nutrition staff at facilities), partner staff and other
professionals in treatment and prevention of acute malnutrition;

¢ Promote a multisectoral approach to the prevention of malnutrition through strengthening linkages with
other sectors.

1.3 Target and usage of the guidelines

® The guidelines for Community Management of Acute Malnutrition (CMAM) give useful and practical
information for health and nutrition service providers at all levels of the healthcare system in the country.
They are intended for use by:

o Health and Nutrition Managers, Clinicians, Nutritionists, Nurses/Midwives and Home Health Promoters/
Volunteers;

o Training institutions in pre-service training of health and nutrition cadres. This contributes to
standardization of treatment of acute malnutrition, particularly among new graduates joining the health
and nutrition workforce.

e Appropriate care has been taken to make sure the recommendations outlined are consistent with other
guidelines at the time of publication. The guidelines should always be implemented in consideration of the
most recent recommendations from other relevant guidelines.

¢ To increase access to treatment of acute malnutrition, the individual components of CMAM can be
implemented at different levels of healthcare, depending on capacity.

Guidelines for Community Management of Acute Malnutrition
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The health and nutrition service providers need to apply the guidelines while adapting them to their
individual patients’/beneficiaries’ situations and local context.

The health and nutrition service providers should be supported by the required level of training and with
adequate resources to perform their activities and deliver treatment in a safe and effective manner.

The guidelines are intended to be a reference material for health and nutrition workers including nutritionists,
medical staff (clinicians, nurses/mid-wives) and other health and nutrition providers.

Key protocols are provided in the annexes. Medical protocols are based on current national and international
policies and protocols. A separate pack of protocols for community based service providers (home health
promoters/volunteers) will also be available.

1.4 Fundamentals of the management of acute malnutrition

1.4.1 DIAGNOSING ACUTE MALNUTRITION

To diagnose acute malnutrition, we need to:

Assess age and sex;

Assess for presence of bilateral pitting oedema;

Measure MUAC, weight and height/length;

Use the indices: bilateral pitting oedema or MUAC cut offs or weight for height/length (WFH/L), body mass
index (BMI) -for-age or BML.

1.4.2 PATHOPHYSIOLOGY AND TREATMENT OF ACUTE MALNUTRITION

Pathophysiology and treatment of severe acute malnutrition

Severe acute malnutrition can result in profound metabolic, physiological, and anatomical changes. All organs and
systems are involved in a “reductive adaptation” process due to nutrient shortage. Reductive adaptation is the physi-

ological response of the body to under nutrition (i.e., systems slowing down to survive on limited macronutrients and
micronutrients intake®).

The pathophysiological responses to nutrient depletion place individuals with SAM at increased risk of life-threat-

ening complications that lead to increased risk of death. Therefore, successful management of SAM requires both
systematic medical treatment of underlying infections and nutritional treatment with therapeutic feeds (for details
refer to guidelines for in-patient management of SAM with medical complications).

Pathophysiology and treatment of moderate acute malnutrition

Cases with MAM do not usually have profound changes in metabolism, physiology and immunological status as
those with SAM. Further, though MAM cases are at an increased risk of death compared to well-nourished individu-
als, the increase is relatively small compared to the greatly increased risk for SAM cases’. For both these reasons, the
treatment protocols for SAM and MAM are different. The diagnosis of illnesses is quite straightforward for MAM
cases, and they do not need special protocols for the management of medical complications'®. The IMNCI protocols
should be used.

1.4.3 COMPONENTS OF A CMAM PROGRAMME

In South Sudan the management of acute malnutrition has four main components: Community Mobilization,
Supplementary Feeding Programme (SFP), Outpatient Therapeutic Programme (OTP), and Stabilization Centre
(SC)/In-patient Therapeutic Programme (ITP) (see figure I).
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FIGURE 1 Components of CMAM
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The role of each component is described below:

Community Mobilization

Community mobilization is an essential component of CMAM that involves active case finding, identification, refer-
ral for treatment, care, follow-up of children and PLW with acute malnutrition on treatment as well as education and
sensitization on prevention of malnutrition.

Supplementary Feeding Programme (SFP)

The SFP aims to provide home-based treatment for cases with MAM without medical complications, and to pre-
vent acute malnutrition (SAM and MAM), thereby reducing the mortality and morbidity risks in specific vulnerable
groups through provision of supplementary food rations, routine medications, and a prevention package. SFP focuses
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mainly (but not exclusively) on children aged 6-59 months, pregnant and lactating women with infants less than six
months. It also includes other vulnerable groups with MAM such as children > 5 years, adolescents and adults who
are infected with HIV/TB/Kala Azar and the older people > 60 years.

Outpatient Therapeutic Programme (OTP)

OTP provides home-based treatment for SAM cases without medical complications and with good appetite.

Stabilization Centre (SC) or In-patient Therapeutic Programme (ITP)

SC/ITP provides in-patient treatment for SAM cases with medical complications and/or without appetite. These sites
are primarily health facility based with 24-hr in-patient care services.

Additionally, CMAM provides a continuum of care including services for promotion of good nutrition and prevention
of malnutrition such as promotion of MIYCN, Food Security and Livelihood interventions (FSL), WASH, micronu-
trient supplementation and linkages to accelerated child survival interventions, among others.

This guideline is intended for the management of acute malnutrition (SAM and MAM without medical complications)
along the continuum of care, across three components of CMAM (community, Outpatient Therapeutic Care [OTP] and
Supplementary Feeding Programme [SFP]). The management of SAM with medical complications is addressed in a sepa-
rate guideline.

1.5 Integration of CMAM into Primary Health Care Services

Until recently, the services for identification, referral and treatment of acute malnutrition were available mainly as part
of emergency programming. These services are now an integral component of the preventive and curative services deliv-
ered through the Ministry of Health three-tier system composed of County Hospitals (CH), Primary Health Care Centres
(PHCCs) and Primary Health Care Units (PHCU ), in close collaboration with Boma Health Teams (BHT), Home Health
Promoters (HHPs)/Volunteers and other community-based networks. The BHT consists of 3 community health workers,
who provide the link between the nutrition services in the community and the primary health care services.

The nutrition services are offered as follows:

Community level

At the community level (Village and Boma), nutrition services provided by HHPs/volunteers under supervision of
community health workers (CHW) include:

e [dentification and referral of cases with acute malnutrition for treatment;

e Follow up of problem cases in the community (absentee and defaulter tracing, follow up of non-respondents);

¢ Education and sensitization on causes, signs, treatment services for acute malnutrition, and prevention of
malnutrition with emphasis on optimal MIYCN and WASH practices, among others.

e Monitoring and reporting on nutrition activities undertaken in the community

Primary Health Care Units (PHCUs)

The main focus of CHWs at the PHCU is disease prevention and promotion of health and nutrition through implemen-
tation of growth monitoring and promotion (GMP), education and sensitization on MIYCN, health seeking behaviour,
vaccination, and use of mosquito nets, clean water and sanitary facilities.
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In addition, CHWs routinely screen children under-five, pregnant women, lactating women with infants less than six
months, and other vulnerable groups for acute malnutrition. They support static and outreach TSFP/ OTP services,
refer SAM cases with medical complications to in-patient care (SC)/ITPs and collect nutrition data at this first level
of the health management information system (HMIS).

Primary Health Care Centres (PHCCs)

Primary Health Care Centres are first level referral health facilities. PHCCs have qualified health professionals such as
Clinical Officers, nurses/midwives, nutrition assistants among others. When feasible, in addition to OTP and TSFP services,
PHCC:s can offer 24-hour in-patient care for management of SAM with medical complications (SC/ITP).

These facilities provide mentoring and supervision for the delivery of nutrition services in PHCUs in their catchment areas.

County Hospitals (CHs)

County hospitals together with the state hospitals and national teaching hospitals provide 24-hour quality
in-patient referral health and nutrition care. These hospitals have adequate capacity to manage critically ill
referral cases of SAM with medical complications, such as those who require blood transfusion, oxygen therapy and
other critical care services. In addition to SC/ITP services, these hospitals provide OTP services and refer discharges
from OTP, and other cases identified with MAM, at this level to the TSFP at the PHCCs and PHCUs.

Creation and strengthening linkages with other programmes in MOH/other sectors

A number of measures will be undertaken through the PHC system to promote and strengthen the integration of nutri-
tion specific interventions in the relevant programmes of the MOH, and in the activities of other sectors:

¢ Ongoing community and public health promotion messaging: to include awareness creation on the causes, signs
and symptoms, identification, treatment, and prevention of malnutrition;

¢ Linking with other health programmes such as IMNCI, iCCM, EPI, ANC/reproductive health, TB and HIV,
among others;

e Linking with MOH Monitoring & Evaluation (M & E) department and the Interior Sector to ensure proper age
identification for children under five years. This will enhance accurate targeting of children below the age of
five years;

e Linking with Food Security and Livelihood (FSL) to ensure families with malnourished children under 5 years
and PLW are targeted and supported with agricultural inputs e.g. seed distribution or re-stocking and other
livelihood projects (second level targeting);

e Linking with the Agriculture Sector to empower the public with knowledge, skills and capacity for adequate
food production;

¢ Linking with the Education Sector to ensure:

o School curricula development includes adequate nutritional training;

o School health programmes integrate nutrition services such as screening and referral for treatment of
cases identified with acute malnutrition;

o Pre-service training through which health personnel are equipped with knowledge and skills to prevent,
identify, and manage acute malnutrition.

¢ Linking with WASH sector to ensure that:

o Provision of water and sanitation services in nutrition centres is prioritized wherever WASH projects are
implemented;

o The community (beneficiaries) is equipped with adequate knowledge, skills, and capacity for optimal
hygiene and sanitation practices.
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2.0 Overview
21 Aims of community mobilization for CMAM
2.2 Steps in planning and implementation of community mobilization for CMAM

2.3 Monitoring and evaluation of community mobilization

2.0 Overview

Community mobilization is defined as a capacity building process through which
individuals, groups, or organizations plan, carry out, and evaluate activities on a
participatory and sustainable basis to improve their health and other needs, either on
their own initiative or stimulated by others."

Community mobilization can be undertaken on its own, or integrated into community health and nutrition outreach
activities to further strengthen and support existing health outreach systems. Community outreach activities include
identification, care, referral, and follow-up of children and PLW with acute malnutrition. It is the link between pre-
vention and treatment.

2.1 Aims of community mobilization for CMAM
® The main aims of community mobilization for CMAM include:
o Empowering the community through:
Increasing knowledge on causes, types, identification and management of acute malnutrition;
Passing on key messages to promote sustainable positive health and nutrition behaviour changes;
Provision of simple pictorial IEC materials in the local languages to reinforce the messages and;
Involving all the key stakeholders in the community in planning and implementation of CMAM services;
o Increasing service access and uptake (coverage) for the management of acute malnutrition;
o Strengthening early active case finding, referral and follow-up of cases with acute malnutrition on
treatment (e.g. absentee/defaulter tracing);
o Strengthening the responsibility of the Boma Health Committee (BHC) to encourage sustainability and
ownership;
o Creating community feedback mechanisms to provide accountability to affected populations;
o Promoting strong links between prevention and treatment so that the underlying causes of malnutrition
can also be addressed;
o Enhancing routine programming instead of campaign based programming.
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2.2 Steps in planning and implementation of community mobilization for CMAM

Figure 2 Shows the steps involved in the planning and implementation phases of community mobilization:

FIGURE 2 Steps in planning and implementation of community mobilization
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Source: Adapted with modification from GOSS IMSAM Guidelines (2009)

2.2.1 STEP 1: COMMUNITY ASSESSMENT

e Community assessment is key in determining factors that are likely to impact both service delivery and
demand (see Annex I).

* During community assessment, the following need to be identified:
o The key community persons, leaders, other influential people, and organizations to help sensitize the

communities on the CMAM programme;

o Existing structures and community based organizations/groups;
o Social and cultural characteristics related to nutrition;
o Effective formal and informal channels of communication;
o Attitudes and health seeking behaviours;
o Other existing nutrition and health interventions in the community.

¢ The health and nutrition staff in charge of CMAM services at the State Ministry of Health (SMOH) and the

County Health Department (CHD) should conduct the community assessment with support from the partners.

2.2.2 STEP 2: FORMULATING A COMMUNITY SENSITIZATION STRATEGY
e Community sensitization is one of the most crucial aspects of the process of community mobilization.
¢ Information gained during the community assessment should help to guide sensitization efforts.
¢ The following are two basic fundamentals to devise an effective sensitization strategy:

Develop sensitization messages:
e Develop simple but explicit messages based on the key findings from the community assessment
(see Annex 2). Use pictorials and local languages.
¢ Discuss the sensitization messages with some of the previously identified key community stakeholders to
ensure the messages are culturally appropriate prior to community-wide dissemination.
* The key messages can include:
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o Causes, signs, symptoms and consequences of malnutrition;

o Identification, referral, care, treatment, and follow-up of cases with acute malnutrition;

o Prevention of malnutrition through MIYCN, FSL intervention, WASH, disease prevention, EPI, ANC/
reproductive health, among others.

Develop a sensitization plan and disseminate the messages:

Develop a sensitization plan that specifies when, where, who and how to sensitize.

Involve all stakeholders in planning the sensitization.

Use the sensitization messages to sensitize the community leaders, representatives, and members through
the most effective communication channels. For example, you may complement community mobilization by
using radio/cinema.

Community sensitization is an on-going process, not a one-time event.

Ongoing community sensitization mainly involves constant dialogue, in which communities periodically
voice their views and suggest alternative courses of action.

Ensure monthly and/or quarterly meetings are held to discuss different aspects of the programme such as:

o Reviewing the selection and motivation of volunteers;

o The community’s perspective of the programme to identify new barriers to access/coverage;

o Joint solutions to problems limiting the implementation of the programme.

The aim is to continue dialogue with community members, address concerns, encourage positive behaviour
changes and share success stories.

2.2.3 STEP 3: CONDUCTING TRAINING

This involves training of HHPs/volunteers on the following:

o Basic information on the types, causes, identification and treatment of malnutrition;

o Objectives and target groups for the management of acute malnutrition;

o Screening for acute malnutrition, care, referral, and follow-up of children and PLW with acute malnutrition;
o Education and sensitization on prevention of malnutrition;

o Roles and responsibilities of HHPs/volunteers;

o Collecting and reporting nutrition data using community based HMIS, among others.

Note: It is the role of the Boma Health Team with the support of the partners to ensure that the identified HHPs/
volunteers are trained on community mobilization for CMAM services.

2.2.4 STEP 4: ACTIVE CASE FINDING AND REFERRAL

The aim of community level screening for acute malnutrition is to ensure maximum access, coverage,
and timely identification and treatment of cases with acute malnutrition before the onset of severe medical
complications that are harder to treat.

Active case finding, as opposed to waiting for the acutely malnourished to seek care, facilitates earlier
presentation to the health/nutrition facilities.

Who should screen?

Screening should be conducted by community nutrition providers who are trained to provide nutrition
services at the community level. These include:

Home health promoters (HHPs)/volunteers;

Mother-to-mother support groups (MtMSG);

Other community resource persons.

Where screening should be done?

Screening for acute malnutrition takes place at different contact points in the community and at the health
facilities:
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Contact points at community level

House-to-house (e.g. during home visits/follow up)
During mass campaign days/national immunization days (NIDs)
During regular EPI outreach days

Integrated child health days

Integrated outreaches/outreach clinics

Schools, kindergartens

Religious centres

Community activities such as MtMSG, markets etc.
Breastfeeding week

Community celebration days such as marriages
Water collection points

Cattle camps

Fishing camps

Prisons

Protection of civilians (PoCs)

Contact points at health facility level (hospital, PHCC, and PHCU)

Outpatient departments (OPD)

Triage /screening points

Immunization centres

Maternal and child health department (MCH)
HIV/AIDS/TB, Kala Azar, cancer care and support clinics
Antenatal care (ANC) and postnatal care (PNC) clinics
In-patient clinics or wards

How should screening for acute malnutrition be done?

Children aged 6 to 59 months: are screened by measuring MUAC and checking for presence of bilateral
pitting oedema (see Annex 3 for more details);

PLW are screened by measuring MUAC;

Infants less than 6 months: are screened by checking for bilateral pitting oedema, visible signs of
wasting, and any general danger signs including inability to breastfeed, difficulty in breathing,
high fever, among others.

How should the referral of cases identified with acute malnutrition be done?

The cases with acute malnutrition listed below should be referred directly to the nearest health/nutrition
facility (See figure 3) for further assessment and appropriate management.

Children 6 to 59 months of age with:

o Bilateral pitting oedema;

o MUAC >11.5¢cm and < 12.5 c¢m (yellow colour code) or <11.5cm (red colour code).
Infants less than 6 months of age who:

o Have bilateral pitting oedema;

o Are too weak or feeble to suckle effectively;

o Any weight loss and/or visible wasting;

o Any other medical complications or general danger signs.

Any PLW with a MUAC < 23.0 cm

Referral should be made using a community screening referral slip (Annex §&).
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FIGURE 3 Flow Chart for
Nutritional Strategy for
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2.2.5 STEP 5: HOME VISITS/FOLLOW-UP
e Throughout the treatment of acute malnutrition, cases receiving treatment and their mothers/caregivers will
need continued support.
Specific follow-up at home is conducted by HHPs/volunteers (on request by health and nutrition workers) to:
o Investigate reasons for absence or default and to encourage the family to return to the program;
o Investigate reasons for poor treatment response such as selling/sharing of ready-to-use therapeutic food
(RUTF), food insecurity, poor hygiene and sanitary conditions, among others;
o Provide education and counselling, support adherence to treatment and address any problems that mothers/
caregivers are having with the treatment;
o Sensitize and encourage male participation.
The HHPs/volunteers should use a home visit tool to collect and report information to the health facility (see
Annex 10).

2.2.6 STEP 6: LINKING WITH OTHER COMMUNITY SERVICES, PROGRAMMES AND INITIATIVES

If feasible, families of children with acute malnutrition should be targeted by community initiatives, services and
programmes for prevention of malnutrition, such as FSL intervention or other services identified during community
assessment (see step 1).

2.3 Monitoring and evaluation of community mobilization
e The services provided by HHPs/volunteers are supervised by the Boma Health Team.
The HHPs/volunteers record data on community nutrition services using the following tools:
o Community screening referral slip (4nnex §)
o Community nutrition screening daily tally sheet (Annex 40)
o Community nutrition screening monthly tally sheet (Annex 41)
o Home visit checklist (Annex 10) Refer to chapter 8 for details.
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3.0 Overview

341 Target groups for SFP

3.2 When to start SFP

3.3 Basic requirements for establishing SFP

34 Scheduling of SFP services

3.5 Supplementary foods and ration sizes

3.6 Targeted supplementary feeding programme (TSFP)
3.7 Blanket supplementary feeding (BSFP)

@ 3.8.  Whento close SFP @

3.9. Monitoring and evaluation of SFP

3.0 Overview

The Supplementary feeding programme (SFP) aims to treat cases with moderate
acute malnutrition (MAM) and to prevent acute malnutrition (SAM and MAM),
thereby reducing the mortality and morbidity risks in vulnerable groups. The

SFP also provides a continuum of care to cases discharged from the outpatient
therapeutic programme (OTP), and stabilization centres (SC)/in-patient therapeutic
programme (ITP). SFP is categorized into two types of nutrition interventions:

¢ Targeted supplementary feeding programme (TSFP): aims to treat MAM cases without medical
complications through the provision of outpatient treatment, consisting of high energy and nutrient dense
supplementary food rations, routine medications, and a prevention package.

¢ Blanket supplementary feeding programme (BSFP): aims primarily to prevent a deterioration in
the nutritional status and to reduce the prevalence of acute malnutrition among vulnerable groups through
the provision of energy and nutrient dense supplementary food rations, micronutrient supplements, and a
prevention package to all members of the at-risk groups.
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MANAGEMENT OF MODERATE ACUTE MALNUTRITION

3.1. Target groups for SFP
Targets groups for SFP are indicated in 7able 1

TABLE 1 Target groups for SFP

TARGET GROUPS FOR TSFP TARGET GROUPS FOR BSFP

Children 6-59 months with MAM; ALL children 6-59 months;
Pregnant women from second trimester and lactating women with ALL pregnant women from second trimester and lactating women with
infants less than six months with acute malnutrition and lactating infants less than six months (PLW).

women with wasted infants less than six months (PLW);
Other vulnerable groups with MAM:

Children > Syears, adolescents and adults infected with HIV/TB/Kala
Azar;

Older people (= 60 years)

3.2 When to start SFP

TSFEP should be implemented when one or more of the following situations occur:

¢ [fthe prevalence of GAM among children aged 6-59 months is 15% or more

e Large numbers of acutely malnourished individuals: If the GAM prevalence among children aged 6-59
months is at 10-14% without aggravating factors.

e There are large numbers of children aged 6-59 months predicted to become malnourished due to factors
like poor food security and high rates of disease. If the GAM prevalence is at 5-9% in presence of
aggravating factors'.

BSFP may be set up under one or a combination of the following circumstances:
¢ At the onset of an emergency when the TSFP and OTP are not adequately in place or not properly functioning;
¢ Prevalence of GAM equal or greater than 15% (among children 6-59 months);
* Prevalence of GAM at 10-14% in presence of aggravating factors;
e Anticipated increase in rates of malnutrition due to seasonally induced food insecurity or epidemics;
¢ In case of high risk and anticipated micronutrient deficiency, to provide micronutrient-rich foods to the
target population.

Note: The decision-making framework (Annex 25) can be used as a guide relative to local circumstances.

3.3 Basic requirements for establishing SFP
* The minimum basic requirements for setting up a functional TSFP and BSFP are listed in Annex 11;
e There should be a maximum of 500 beneficiaries per each BSFP site.

3.4 Scheduling of SFP services

To maximize access and coverage, SFP services are offered as an integral part of primary health care and can func-
tion either as static or outreach services.

Static TSFP services
* These are implemented through a large number of decentralized sites, including health facilities;
e TSFP may be located at same sites for OTP or nearby, thus facilitating referrals between TSFP and OTP;
* Admission of new MAM cases is done on a daily basis, while ration distribution is organized as follows:
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o TSFP rations for children 6-59 months are provided DAILY for new admissions;
o TSFP rations for PLW and other categories are scheduled for specific days of the week. Therefore, on
admission of these cases, appointments should be made for them to return to the facility and receive their

rations;

o Cases already admitted on programme are served on a bi-weekly basis. Monthly appointments can be
scheduled in special circumstances e.g. insecurity, poor access or long distances to the facility.

month, on a designated day;

BSFP can be conducted at any agreed upon site in the community. Ration distributions are done once a

In locations where static sites are not feasible, e.g. scattered pockets of people or post-disaster situations

with disrupted public health systems, outreach SFP services can be provided through outreach posts in the

community.

minimize defaulting.

SFP sites are usually located within a walkable distance (one day’s return walk) for the beneficiaries to

3.5 Supplementary foods and ration sizes

SFP rations are intended to supplement the home diet. They should be energy dense, high in protein, and rich

in micronutrients, culturally appropriate, easily digestible and palatable;

refuges, internally displaced persons ([IDPs]) when:

Rations include Fortified Blended Foods (FBF) and Lipid-based Nutrient Supplements (LNS) (see Table 2).
FBFs are provided as dry rations and in larger quantities to sharing to compensate for sharing within the family.
However, on-site (wet) feeding may be considered for a limited period of time, in particular contexts (e.g.

o Food supply in the household is limited, and it is likely that the dry ration will be shared with other family

members;

o Firewood and cooking utensils are in short supply and it is difficult to prepare meals in the household;

o The security situation is poor and beneficiaries are at-risk when returning home carrying the bi-weekly

supply of food.

TABLE 2 Types of SFP rations

TSFP RATIONS

GENERIC NAME PRODUCT TARGET GROUP

Lipid based RUSF Children 6-59 months

nutrient

supplement

(LNS)

Fortified blended Super PLW, other acutely malnourished

foods (FBF) Cereal Plus : ; : 13

cases, including patients on ART

(CSB+) gp /

DOTS'*/Kala Azar treatment and the
older people (= 60 years).
Alternative ration for:

Children 6-59 months

RATION /DAY RATION/2WEEKS PACKAGING
Daily ration: 1 sachet 14 sachets 92g per sachet
Energy-500kcal

Protein-13g

Fat-31g

Daily ration: 200g 2.8kg 1.5kg packet
Energy-787 kcal (2packets=3kg are

Protein-33g distributed)

Fat-20g

BSFP RATIONS

GENERIC NAME PRODUCT TARGET GROUP

FBF Super Children 6-59 months and PLW
Cereal Plus
(CSB++)

Note: See Annex 12 for more details
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200g

RATION /DAY RATION/MONTH
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3.6 Targeted Supplementary Feeding Programme (TSFP)

3.6.1 ADMISSION CRITERIA FOR TSFP

Admission criteria for TSFP is based on precise anthropometric cut-offs for moderate acute malnutrition, clinical
absence of bilateral pitting oedema, and any medical complications or general danger signs (7able 3).

TABLE 3 Admission criteria for children with MAM and PLW with acute malnutrition in TSFP

CHILDREN 6-59 MONTHS CRITERIA

Children 6-59 months - MUAC: 211.5¢m - <12.5cm
OR

Weight-for - Height/Length (WFH/L):
>-3 - <-2 z-score

AND

Good appetite

Clinically well and alert

ALSO

Children discharged cured from OTP

Children discharged cured from SC/ITP in the context where there
is no nearby functional OTP

Pregnant women (from the 2nd trimester/ visible pregnancy) - MUAC <23.0cm
Lactating women with infant <6 months + MUAC <23.0cm
OR

The infant is wasted

3.6.2 ADMISSION PROCEDURES FOR TSFP

STEP 1: TRIAGE AND HEALTH/NUTRITION EDUCATION
e This takes place in the waiting area of the TSFP site.
® Proceed as follows:
o Conduct triage. Triage is the sorting of patients into priority groups based on severity of their condition/
illness (for details refer to Annex 13);
o Fast track critically ill patients;
o Identify cases referred from the community, SC/ITP, OTP/other TSFP and other contact points.
o Conduct group health and nutrition education for mothers/caregivers of non-critically ill patients and PLW
(focusing on MIYCN).

STEP 2: SCREENING FOR ACUTE MALNUTRITION
e All children and PLW attending a health/nutrition facility for any reason (whether they are sick or are referred
from the community) should be systematically screened for acute malnutrition as follows:
o Determine the age of children from official records such as child health card or recall of the mother/
caregiver;
o Check for presence of bilateral pitting oedema;
o Take anthropometry (MUAC, weight, height/length) (see Figure 4 for details):
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FIGURE 4 Flow chart for nutritional
strategy for screening and triage for
acute malnutrition at the TSFP site.
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Passive screening
(at health/
nutrition facility)

3

Children
l 6-59 months l PLW
Bilateral pitting MUAC > 11.5¢cm MUAC > 125 cm MUAC > 23.0cm Bilateral pitting
oedema or <125 cmand no and no bilateral and no bilateral oedema* or
MUAC <11.5¢cm bilateral pitting pitting oedema pitting oedema* MUAC <23.0cm
oedema
Measure weight and height/length
Look up the WFH/L z-score
WFH/L <-3 WFH/L >-3 <-2
z-score z-score
MAM ACUTE

MALNUTRITION

Source: Adapted with modifications from Golden H.M. and Y. Grellety (2012), Protocol for Integrated Management of Acute Malnutrition, Version

6.6.2 Version 6.6.2 January 2012 for severe malnutrition and version 1.1 for moderate malnutrition

For children 6-59 months:
e [fthe child has normal nutrition status (no acute malnutrition): praise the mother/
caregiver and counsel on prevention of malnutrition (see chapter 6);,
e [fthe child has SAM or MAM, proceed to step 3.
For PLW:
e Take weight and MUAC and proceed as follows:
o If a PLW has normal nutrition status: Praise her and provide nutritional
counselling on prevention of malnutrition (see chapter 6 for details);
o Ifa PLW has acute malnutrition or if a lactating woman has a wasted infant,
proceed to step 3.

STEP 3: CLINICAL ASSESSMENT
e Take a brief history of feeding practices, assess for signs and symptoms of medical
complications and any other health conditions;
¢ For children with SAM with or without medical complications, or with MAM with
medical complications and/or general danger signs requiring in-patient care':
o Counsel the mother/caregiver.
o Fill in a referral slip (see Annex 9), refer and fast track the, child for admission at
the nearest SC/ITP or OTP or paediatric/children’s ward, as indicated in Figure 5;

IMPORTANT
NOTES:

¢ Patients who are
critically ill should
be fast tracked
for admission to
in-patient care
(see Fig.5);

e |fnecessary, im-
mediate steps
should be taken
to stabilize the
patient before re-
ferral (follow the
IMNCI or other
relevant proto-
cols).
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FIGURE 5 Algorithm for classification of acute malnutrition

Acute
malnutrition

Medical
complications

'

'

SAM with medical
complications

MAM with medical
complications

1

No medical
complications

¢

'

}

In-patient care for

SAM (SC/ITP)

'

In-patient Treatment

(Paediatric or

other relevant ward)

SAM without
medical
complications

MAM without
medical
complications

e Ensure all new MAM cases undergo a medical check'.

¢ A medical check should be conducted by a trained clinician or other qualified health provider (such as a nurse).
¢ DO NOT repeat a medical check for cases who have been seen already and have clinical notes from other
care points at the health facility.

Out patient care

for SAM (OTP)

'

Outpatient care
for MAM (TSFP)

e [fthe child or PLW meets the admission criteria for TSFP in 7able 3, proceed to step 4.

STEP 4: ADMISSION/REGISTRATION IN TSFP

* Assign a 3-digit registration number (e.g. 001), and record the child’s/PLW’s information in the TSFP register

book and treatment card (Annex 14).

¢ Admission categories include:

e New Admissions:

o

ii.

e Relapses: Children 6-59 months and PLW who were previously treated and discharged from TSFP as

New Cases: Children 6-59 months with MAM, PLW with acute malnutrition and lactating women with
wasted infants < 6 months who are directly admitted for MAM treatment in TSFP.

Discharges from OTP (follow up cases): Children 6-59 months who are discharged cured from OTP to
continue treatment in TSFP.

Discharges from SC/ITP (follow up cases): These include:

Children 6-59 months who are discharged cured from SC/ITP to continue treatment in TSFP, in the context where there is
no nearby functional OTP;

PLW with acute malnutrition and lactating women with wasted infants < 6 months who are discharged cured from SC/
ITP to continue treatment in TSFP.

“cured” and now have a new episode of moderate acute malnutrition (within a period of 2 months).

e Children that have relapsed are particularly vulnerable; the fact that they are relapses should be recorded
appropriately.

e Relapses are given their original registration numbers. If this cannot be found, give a new number but add a

postfix to indicate that this is a second admission e.g. 001-2.

Old cases/re-admissions include:

o Returned defaulters: Children 6-59 months and PLW who defaulted from treatment before recovery
(cases previously exited from TSFP as “defaulters”) who return within a period of 2 months and still
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fulfill admission criteria for TSFP. For PLW, the infant should still be < 6 months.

o Transfer in from other TSFP: Children 6-59 months and PLW who started treatment at a
different TSFP site and are transferred to a new site to continue treatment. Add ‘R’ to the
registration number to indicate that the child is a referral from another TSFP e.g. 001-R.

o Returned referrals: Children 6-59 months and PLW who were referred to a hospital/health
facility for medical investigation (not in any nutrition programme) and return within their
treatment period in TSFP, to continue treatment for MAM.

STEP 5: PROVIDE ROUTINE MEDICATIONS AND NUTRITIONAL TREATMENT

Routine medications:

e All children and PLW admitted directly to TSFP are provided with routine medications (7ables 4 and
35).

¢ Routine medications for PLW are usually provided at the health facility at ANC/PNC services. In
facilities where ANC/PNC services are not available, eligible PLW should be referred to the nearest
health facilities with ANC/PNC services.

e Record routine medications given both in the TSFP register book and on the TSFP ration card (see
TSFP ration cards for children 6-59 months and PLW in Annexes 15 and 16).

TABLE 4 Routine medications and prevention items for children 6-59 months with MAM
in TSFP

WHAT WHEN WHO DOSE DELIVERY
ROUTINE MEDICATIONS
VITAMIN A At admission if NOT using RUSF 6 months to < 1year 100 000IU Single dose on
and if NOT taken in the last 1 admission
month >1 year 200 000I1U
ALBENDAZOLE On second visit if NOT taken in <1 year DO NOT GIVE None
the last 3 months.
oR DO NOT give if child is from OTP] 122> Months 200 mg Single dose
SC/ITP. >2 years 400 mg Single dose
MEBENDAZOLE On second visit if NOT taken in <1year DO NOT GIVE None

the last 3 months.

12-23 months 250 m i
DO NOT give if child is from OTP/ g Single dose
SC/ITP. >2 years 500 mg Single dose
MEASLES On admission From 9 months Protocol for EPI Protocol for EPI

VACCINATION*

OTHER MEDICATIONS AND PREVENTION ITEMS (GIVEN IF NECESSARY AND AVAILABLE)

Iron/folate On admission only with signs of/ Children < 10kg 30 mg tab daily for 3 months
or diagnosed with anaemia

Children > 10kg 60 mg 1 tab daily 3 months
SOAP On admission Soap for hand washing One piece
Long lasting At admission except for children ALL mothers/ caregivers of  Prevention of malaria One bed net
insecticide treated from OTP and SC/ITP admitted children

net (LLITN)

*Check the child health card of every child and update/or refer for immunizations according to EPI protocols.
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TABLE 5 Routine medications and prevention package for
PLW with MAM admitted in TSFP

ROUTINE MEDICATIONS

WHAT WHEN DOSE DELIVERY

IRON/FOLATE On admission 60mg iron plus 400ug  Once daily throughout

OR E;fgr to ANC/ folate pregnancy

MULTI ane daily until infant IMPORTANT NOTES:
MICRONUTRIENTS is 6 months « DO NOT give Vitamin A to child
TABLETS (MMT) give Vitamin A to children

who are taking RUSF. Give only

when the children are given super
PREVENTION PACKAGE (GIVEN IF AVAILABLE) cereal plus asan alterr?ative raFt)ion

WHAT WHEN DOSE DELIVERY « Children referred from SC/ITP/ OTP
SOAP On admission Soap for hand washing ~ One piece should not be given routine medi-
BED NET (LLITN) On admission Malaria prevention One net cations again.

in malaria * ALL mothers/caregivers who are

prevalent areas pregnant or lactating and are eli-

gible for ANC/PNC services should
Nutritional treatment: be referred appropriately

For children 6-59 months with MAM:

¢ The nutritional treatment in TSFP aims to provide additional energy and nutrients to the existing home based
diet to support catch up growth in children 6-59 months with MAM.
¢ This means adding at least 25% additional energy and sufficient micronutrients.
e Give RUSF for each child as follows:

@ SACHETS/DAY SACHETS/WEEK SACHETS/2WEEKS @
1 7 14

e [fRUSF is NOT AVAILABLE, give super cereal plus (CSB++) as follows:

AMOUNT/DAY PACKETS/WEEK (=1.5KG)  PACKETS/2WEEKS (=3.0KG)
200g 1 2

¢ In absence of RUSF and super cereal plus (CSB ++), take the necessary steps to apply the expanded criteria
(Annex 17) and give RUTF in the same amounts as RUSF.
¢ In addition, the expanded criteria can be applied during Rapid Response Mechanisms (RRM) in locations
where the TSFP and OTP services are not functioning properly or there is inadequate coverage.
For PLW:

e The aim of the nutritional treatment is to provide adequate nutrition for PLW with acute malnutrition during
foetal development and the first 6 months of the infant’s life while the mother is breastfeeding the infant.
e Give and record a ration for 2 weeks as indicated in 7able 2 above;

STEP 6: HEALTH AND NUTRITION EDUCATION

* Mothers/caregivers of children and PLW in TSFP should be given key messages on the daily amount the
child or PLW will need to consume, and how to use and store the ration at home (see Annex 18).

¢ Ensure the mother/caregiver or PLW understands that the ration is intended for the child/or the PLW and
SHOULD NOT be widely shared with other family members or given to infants < 6 months;

e CHWs and HHPs/volunteers should conduct practical demonstrations on how to use/prepare the ration and
ensure that mothers/caregivers /PLW are actively involved;

¢ [n addition, conduct health/nutrition education and counselling sessions with emphasis on optimal MIYCN,
WASH and health seeking practices (see Chapter 6 section 6.3 for details);
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¢ Be sure that the mother/caregiver/PLW understands the key messages by asking
simple questions.
Where no ration is available
¢ In circumstances where TSFP rations and RUTF are not available, mothers/caregivers
of children with MAM should be advised on the preparation of locally available and
affordable high energy, nutrient dense foods (see Annex 19).

e A multi-micronutrient supplement such as Sprinkles could be provided to improve the WIE::’L:::EER:
micronutrient quality of the diet. is no TSFP:
* Counsel moth-
STEP 7: PROVIDE A PREVENTION PACKAGE ers/caregivers
e [faprevention package is available (see Tables 4 and 5), give it to PLW and mothers/ g:ocnrmcir:v?tg-w
caregivers of children who are newly admitted into TSFP. MAM, or PLW

with acute mal-
nutrition, on the
use of high ener-
gy/nutrient dense

e This excludes referrals from OTP/SC/ITP who already received the prevention package;
e Record the items given in the TSFP register book and on the TSFP ration card.

STEP 8: MAKE AN APPOINTMENT FOR THE NEXT VISIT local foods forti-
¢ Give and record biweekly appointments for the next follow up visit at the health fied with micro-
facility/TSFP site; nutrients (MNPs)
if available.

® Mothers/caregivers may be asked to return empty sachets of RUSF at each follow up
visit to monitor consumption and minimize sharing.

STEP 9: DISPENSE THE RATION TO LAST UNTIL THE NEXT VISIT
@ ¢ Dispense the prescribed ration; [O)
¢ Give the TSFP ration card to the PLW or mother/caregiver and advise her/him to bring it for the next visit.

3.6.3 FOLLOW-UP CARE DURING TREATMENT IN TSFP
e At each follow-up visit at the health facility/TSFP site;

o Conduct health/nutrition education and counselling sessions using standardized messages. Special
attention should be paid to optimal MIYCN, WASH and health care seeking practices, ANC/PNC (See
Chapter 6 for more details);

o Monitor progress of each individual child or PLW (Table 6), discuss the progress and any action taken
with the mother/caregiver or PLW and give advice for home care;

o For cases who are not improving, investigate possible causes of failure to respond (chapter 4 box B) and
take action according to Action protocol for TSFP (see Annex 20);

TABLE 6 Parameters and frequency for monitoring of children’s/PLW’s progress in TSFP

PARAMETERS FREQUENCY

Bilateral pitting oedema Every visit
MUAC Every visit
Weight Every visit
Height/Length* Once a month and at discharge
WEFH/L* Every visit
Body temperature Every visit
Clinical signs (breathing/pneumonia, stool/diarrhoea, vomiting, etc.) Every visit
Appetite (determined from history) Every visit

*Height and WFH/L apply only to children 6-59 months and NOT to PLW
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IMPORTANT NOTES:
* Monitor progress of children using the same criteria used for admission:

e [fa child is admitted based on MUAC, monitor MUAC ONLY on every visit;
e [fa child is admitted based on WFH/L z-scores, monitor WFH/L z-scores ONLY every visit
* Monitor progress of PLW by monitoring MUAC on every visit.

¢ Provide and record the ration and routine medications, according to protocol. Rations are provided even if

the child or PLW is referred for medical investigation;
e Ensure children and PLW are referred for further care/ or to other relevant programmes, including ANC/PNC

services for PLW.

IMPORTANT NOTES:
HHPs should be present at the health/nutrition facility on TSFP days to:
e Assistthe health and nutrition workers at the site;
¢ Conductthe practical demonstrations on how to use/prepare the rations;
¢ Follow up children who are absent/defaulters/not responding to treatment, as determined by the
health care provider.
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3.6.4 EXIT CRITERIA FOR TSFP
o The various forms of exiting Children and PLW from TSFP are indicated in Table 7:

TABLE 7 TSFP exit criteria for children 6-59 months and PLW

FORMS OF EXIT | EXIT CRITERIA ACTION TO TAKE

Cured Children

aged 6-59
months

Pregnant
women

Lactating
women
with infant
<6m

Defaulter

Non-respondent

Transfer out to OTP or
SC/ITP

Transfer out to another
TSFP site

Died

Medical Transfer/
referral

‘ ‘ CMAM Guidelines Book.indb 35

For a child admitted by MUAC:

MUAC = 12.5¢m for 2 consecutive visits
OR

For a child admitted by WFH/L:

WF H/L = -2 z-score for 2 consecutive visits

On delivery OR MUAC > 23.0cm for 2 consecutive visits
(when discharged at delivery with MUAC still <23.0 cm,
admit as lactating women)

MUAC > 23.0cm for 2 consecutive visits
OR

When the infant reaches six months (apply whichever criteria
is met first)

Child or PLW was absent for 2 consecutive visits

Child did not meet discharge criteria after 3 months in TSFP

Child referred to SC/ITP or OTP due to condition deteriorating
to SAM with or without medical complications, respectively;

PLW referred to SC/ITP due to condition deteriorating to SAM
with medical complications.

Child or PLW transferred to another nearest TSFP site

Child or PLW transferred to another TSFP site based on
request from the caregiver/PLW

Child or PLW died while registered in TSFP

Child or PLW referred to a hospital or health facility for
medical investigation and care and not in any nutrition
programme

Record outcome in TSFP register book as “cured”

Ensure linkage to appropriate primary health care services
and other community initiatives.

Give final ration (2 weeks)

Record outcome in the TSFP register book as “defaulter”

Request for a home visit

Record outcome in the TSFP register book as
“non-respondent”

Refer for medical investigation

Record outcome in the TSFP register book as “Transfer out”

Fill a referral slip (include treatment given and the reason for
transfer)

Record in the TSFP register book as “transferred to another
TSFP site”.

Prepare a referral slip with all the patient’s details

Follow up to ensure that patient is enrolled in another TSFP site as
per the referral

Record outcome in TSFP register book as “died”

Record outcome in the TSFP register book as “Medical
Transfer”

Fill a referral slip (include treatment given and the reason for
transfer)

REMEMBER:
FOR NON-RESPONDENTS, please refer for medical investigations including but not limited to:

¢ HIV counselling and testing
e TB screening
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3.6.5 DISCHARGE PROCEDURES FOR CHILDREN AND PLW WHO ARE “CURED”

STEP 1: IDENTIFY CHILDREN OR PLW WHO MEET THE EXIT CRITERIA FOR “CURED”
e Ensure the child or PLW meets the exit criteria for “cured” (Table 7).

STEP 2: PREPARE CHILDREN AND PLW FOR DISCHARGE
¢ Record discharge data in the TSFP register book, treatment and ration cards;
e For children, check child health card for vaccinations and link with EPI department as necessary;
e Counsel PLW and mothers/caregivers on MIYCN, childcare, and disease prevention practices.
¢ Ensure linkage with appropriate community initiatives (e.g., MtMSG/MSG, FSL interventions, BSFP etc.)
* Advise mother/caregiver to ensure that every 6 months the child receives vitamin A (starting at 6 months)
and treatment for parasitic infestation (starting at 1 year);
¢ Give final ration (2 weeks).

3.7 Blanket Supplementary Feeding Programme (BSFP)

3.71 ADMISSION CRITERIA FOR BSFP
BSFP for children:

e ALL children aged 6 to 59 months of age. This is applicable in the context where the OTP and TSFP
services are not functioning properly, or there is inadequate coverage, or where there are no functional
referral systems.

@ e ALL children 6-23 months (focuses on the first 1,000 days of life). This is applicable in the context where
the OTP and TSFP are properly functioning with adequate coverage, or where functional referral systems
exist or if resources are limited.

BSFP for PLW:

e ALL pregnant women from second trimester (visible pregnancy);
e ALL lactating women with an infant less than 6 months.

3.7.2 ADMISSION PROCEDURES FOR BSFP

The admission process is as follows:

STEP 1: REGISTER CHILDREN OR PLW
e Determine the eligibility for admission into BSFP as follows;

o For children, determine age from official records. If no records are available, use a height stick. All
children measuring between 65.0cm (average length for a 6 month old) and 110.0 cm (the average length
for a 59 months old) are included in the BSFP for children 6 to 59 months while all children measuring
between 65.0cm and 87.0 cm (the average length for a two-year-old) are included in the BSFP for children
6 to 23 months;

o Alternatively, if it is difficult to measure the length of infants less than 6 months of age, the child’s age
can be estimated based on average growth milestones, such as teething. In this case, a child with 2 incisor
median (lower jaw) is between 6-9 months and therefore is eligible for BSFP. The mother should NOT be
registered as a PLW (see below).

o For PLW, include all pregnant women from second trimester (visible pregnancy) and all lactating women
with infant less than 6 months of age.

e [fthe child or PLW meets the criteria for admission, complete the admission details in the BSFP register

book and the ration card (4dnnexes 21 and 23),
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¢ Explain to the mother/caregiver or PLW the purpose and duration of the programme, and when to return for
admission at the next distribution round;
e [fthe child or PLW does not meet the criteria for BSFP, explain why the child/PLW is not included.

STEP 2: SCREEN THE CHILDREN OR PLW FOR ACUTE MALNUTRITION AND REFER AS NEEDED

ALL children and PLW:
e Assess the child or PLW for bilateral pitting oedema and take MUAC. Screening record sheets (Annexes 22
and 24) are used to quickly count by category. The totals are later used for reporting.

Note: Oedema in adults may be due to medical or physiological causes. Therefore, bilateral pitting oedema in PLW
MUST be interpreted with caution.
If the woman is lactating:

e Assess her for any breastfeeding problems and check the infant for visible signs of wasting.

e Take actions using the BSFP action protocols (Annexes 20).

e Record any actions taken.

STEP 3: PROVIDE PREVENTION PACKAGE (IF AVAILABLE)
e [favailable, provide a prevention package consisting of: soap for hand washing, insecticide treated bed nets

(LLITN), and education sessions.

® FOUR essential messages are given in the BSFP:

o Exclusive breastfeeding (for 6 months). Mothers should understand that the ration MUST NOT BE
GIVEN TO INFANTS <6 MONTHS;

o Complementary feeding: At 6 months introduce semi-solid and solid energy and nutrient dense foods,
prepared appropriately using locally available and affordable foods. Continue breastfeeding up to 2 years
and beyond;

o Wash hands with soap and clean running water before eating and after using the toilet/latrine;

o Recognize danger signs and prevent illness and death through the use of LLITN, continued feeding during

illness and use of ORS (in case of diarrhoea).

¢ To ensure the quality of the education session and not lengthen the distribution session duration, focus on
one message a month;

e Record prevention items given in the register book;

e Refer all eligible children for EPI updates, and pregnant women for ANC and tetanus vaccination at the
nearest health facility;

e Refer children and PLW with health problems to the nearest health facility.

STEP 4: PROVIDE RATION

¢ Provide the ration for one month (see Table 2).

e Explain how the ration is to be used/prepared and stored at home (see Annex 18);

¢ Ensure the mother/caregiver or PLW understands that the ration is intended for the index child or PLW (child
or PLW registered in BSFP) and is not to be shared;

¢ Record the ration given in both the BSFP register book and on the BSFP ration card,

¢ Advise the mother/caregiver or PLW when the next distribution round will be. Remind the mother/
caregiver or lactating woman to come with the child to the BSFP site for assessment;

e Other family members may accompany mother/caregiver and child or the PLW to carry the ration.

STEP 5: CONDUCT PRACTICAL DEMONSTRATION ON THE USE/PREPARATION OF THE RATION
¢ In addition to the messages on how to use/prepare and store the ration (CSB+ and CSB++) at home, practical
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sessions should also be conducted. In order to ensure active participation, groups of NOT more than 10
mothers/caregivers should be organized per practical session.

3.7.3 FOLLOW-UP DISTRIBUTION ROUNDS

Children and mothers/caregivers or PLW should attend BSFP every month.

At every distribution round, proceed as follows:

o Assess the child and PLW for bilateral pitting oedema and measure MUAC. Record findings on screening
record sheet and in the register book.

o Determine if referral is needed according to the BSFP action protocols for children and PLW (4nnex 20).
If so, complete a referral slip as needed.

o Refer children and PLW with health problems to the nearest health facility.
o Provide the ration, and record it in the register book and on the ration card.

o Advise the mother/caregiver or PLW when the next distribution round will be.

3.7.4 EXIT CRITERIA FOR BSFP (WHEN TO DISCHARGE CHILDREN AND PLW FROM BSFP)

3.9.

Children are discharged from BSFP when they reach 60 months (if the BSFP is targeting children 6-59
months) or when they reach 24 months (if the BSFP is targeting children 6-23 months);

Mothers are discharged from the BSFP when their infants reach 6 months.

Where possible, the child should be registered in the BSFP for children.

. When to close supplementary feeding programme

The decision to close down a SFP should only be made after a nutrition survey has clearly shown a
significant decrease of GAM in the population.

Follow up nutrition surveys must be planned to detect any deterioration of the situation, even after SFP
closure.

TSFP can be closed when all of the following criteria are satisfied:

o Food consumption is adequate;

o Prevalence of GAM is below 5% without aggravating factors;

o Control measures for infectious diseases are effective;

o Deterioration in nutritional situation is not anticipated;

o The population is stable - no major influx is expected.

The duration of a BSFP depends on the scale and severity of the disaster, and the effectiveness of the initial
response'®.

BSFP can be closed when all the following conditions are met:

o Food consumption is adequate;

o Prevalence of GAM (in children 6-59 months) is below 15% without aggravating factors;

o Prevalence of GAM is below 10% in presence of aggravating factors;

o Disease control measures are effective.

Steps taken and final decisions should always be made in consultation with all stakeholders.

Guidance criteria (4nnex 26) relative to local conditions can be used for deciding to close SFP.

Monitoring and evaluation of SFP

Ongoing monitoring includes regular collection of data at the individual and programme level:

At individual level:

Progress of individual MAM cases is monitored through bi-weekly follow-up visits to the health facility or
TSFP site;
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¢ [ndividual cases are tracked as they are transferred between components using referral slips and registration
numbers.

¢ Individual nutritional status is not monitored in BSFP because the objective is to provide nutritional
protection at population level.

At programme level:

* Monitoring data is used to compile monthly reports at different levels of health care system;

e TSFP outcomes are compared to minimum standard performance indicators (SPHERE standards) (Table 8);

¢ Timely and correct interpretation of the different indicators by supervisors in charge of the TSFP is essential
to highlight problems and allow appropriate and prompt action.

e Supervisors at different levels of health care system do monthly and quarterly supervision.

TABLE 8 Indicators for monitoring TFSP

PERFORMANCE INDICATOR ACCEPTABLE ALARMING

Cure rate (%) >75 <50
Death rate (%) <3 >10
Defaulting rate (%) <15 >30
Coverage (%) Rural: > 50; Urban: > 70; Camp: > 90 <40

See chapter 7 for details on M & E.
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programme for management
of severe acute malnutrition
without medical complications
in children 6-59 months

4.0 Overview

41 Basic requirements for establishing OTP

4.2 Scheduling of OTP services

4.3 Admission criteria for OTP

4.4 Admission procedures for children 6-59 months with SAM
4.5 Follow-up care during treatment in OTP

4.6 Exit criteria

4.7 Discharge procedures for children who are cured

4.8 Monitoring and evaluation of OTP

4.0 OVERVIEW

The Outpatient Therapeutic Programme (OTP) aims to provide home-based treatment
and rehabilitation for children 6-59 months with severe acute malnutrition (SAM) with-
out medical complications and with good appetite.

Effective community mobilization, active case finding, referral, and follow-up form the cornerstone of a successful
OTP. To establish high coverage and maximize the public health impact, systematic active screening in the community
with passive screening at the health facility is essential. To maximize access and coverage, OTP services are offered
as an integral part of primary health care and can function either as static or outreach services.

« Static OTP services are offered as routine services at health facilities.

* Outreach OTP services are offered at decentralized outreach sites in the community, especially in an
emergency context.

4.1 Basic requirements for establishing OTP
. To set up a functional OTP, the basic requirements listed in Annex 11 must be available.

4.2 Scheduling of OTP services
» At the health facility (PHCU, PHCC and hospital levels), OTP services (including ration distribution) should
be offered DAILY for new admissions;
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* Children already admitted to OTP should attend weekly sessions. If weekly sessions are not possible (e.g.,
due to poor access or long distances to the facility, seasonal factors/events such as harvest or planting
season), bi-weekly appointments can be arranged.

4.3 Admission criteria for OTP

Admission criteria for children 6-59 months with SAM is listed in (Box A).

Box A: OTP admission criteria for children 6-59 months with SAM

Bilateral pitting oedema + and ++

OR
e MUAC<11.5cm

AND/OR
e Weight-for Height/Length < -3 z-score

AND
¢ Good appetite (passed appetite test for RUTF)
¢ C(linically well and alert

ALSO
¢ Children discharged from SC/ITP to continue treatment for SAM
e Children transferred from TSFP if condition deteriorates to SAM without complications

4.4 Admission procedures for children 6-59 months with SAM

STEP 1: TRIAGE AND HEALTH/NUTRITION EDUCATION

This takes place in the waiting area of the OTP. Proceed as follows:

» Conduct triage and fast track critically ill patients (see Chapter 3- section 3.6.2- step 1 and Annex 13 for
details)

*  Give 50ml of sugar water (1 tea spoon of glucose/sugar in 50ml of safe water =3 table spoons of water) to
any cases with SAM suspected to be at risk of hypoglycaemia (see Annex 27).

» Identify cases referred from the community, SC/ITP, TSFP /other OTP/ and other contact points.

*  Conduct group health and nutrition education (with focus on MIYCN) for mothers/caregivers of non-
critically ill patients and PLW.

STEP 2: SCREENING FOR ACUTE MALNUTRITION
» Screen all children 6-59 months for acute malnutrition, and where necessary refer them following the same
procedures described in Chapter 3 (section 3.6.2- step 2: Screening for acute malnutrition).

STEP 3: CLINICAL ASSESSMENT
» For all new SAM cases, take a brief history of feeding practices, assess for signs and symptoms of medical
complications, and any health related conditions;

+ In addition, ensure all new cases with SAM undergo a medical check".
* A trained clinician or other qualified health provider, such as a nurse, should conduct the medical check.

» DO NOT repeat a medical check for cases that have already been seen, and have clinical notes from other
care points at the health facility.
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STEP 4: APPETITE TEST FOR RUTF
* For children with SAM without medical complications or general danger signs, conduct appetite test for
RUTF (see Annex 28 for more details).

* Decide if the child has passed appetite test (see Table 9 below).

TABLE 9 Quantities of RUTF for Appetite Test

WEIGHT PASSES APPETITE TEST FAILED APPETITE TEST

Less than 4kg Eats at least % sachet Eats less than ¥, sachet

4kg and above Eats at least ; sachet Eats less than ¥; sachet

o If the child fails the appetite test: counsel the mother, fill in a referral slip, and refer them to SC/ITP.
o Ifthe child passes the appetite test: Admit to OTP (see step 5).

STEP 5: ADMISSION/REGISTRATION IN OTP
* Assign a 3-digit registration number (e.g. 001) and record the child’s information in the OTP register book
and treatment card (4dnnex 31).

* Admission categories include:

o New admissions:
i. New cases: SAM cases that meet the admission criteria described in Box A above and are directly
admitted for SAM treatment in OTP.

ii. Relapses: These are cases that were previously treated in OTP and discharged as “cured”, but again meet
admission criteria for OTP within a period of two months (i.e. they have a new episode of SAM).

Children that have relapsed are particularly vulnerable; the fact that they are relapses should be
recorded appropriately.

Relapses are given their original registration numbers. If this cannot be found, give a new number but
add a postfix to indicate that this is a second admission e.g. 001-2.

o Old cases /readmissions:
1. Returned defaulters: cases previously exited from OTP as “defaulters”, who return within a period of 2
months and still fulfill admission criteria for OTP.

ii. Returned referrals: SAM cases who were referred to a hospital/health facility for medical investigation
(not in any nutrition programme) and return within their OTP treatment period, to continue treatment for
SAM.

iii. Transfer in from other OTP: Cases that started treatment for SAM at a different OTP site, and are then
transferred to a new site to continue their treatment. Add ‘R’ to the registration number to indicate that
the child is a referral from another OTP, e.g. 001R.

iv. Discharges from SC/ITP (follow up cases): SAM cases that are discharged from inpatient care after
stabilization of medical complications.

STEP 6: PROVIDE MEDICAL AND NUTRITIONAL TREATMENT

Routine medications:
. Children admitted directly to OTP should receive routine medications as indicated in Table 10.

. Record the routine medications given in the OTP register and ration card.
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TABLE 10 Routine medications and prevention package for children 6-59 months with
SAM in OTP

ROUTINE MEDICATIONS

SUGAR WATER (10% Children suspected of 50mls Once at triage
dextrose) hypoglycaemia
AMOXICILLIN* At admission 6-11 months 125 mg 3 times a day for 7 days
>12 months 250mg
ANTI MALARIAL At admission if the test for ~ 2-11 months ACT ** Standard treatment for 3
malaria is positive (RDT/ 25mg/67.5mg days as per the malaria
microscopy) treatment guidelines
12-59 months 50mg/135mg
OR
If the symptoms are
suggestive of malaria
ALBENDAZOLE On second visit only if NOT <1year DO NOT GIVE None
taken in the last 3 months. -
R DO NOT give if child is 12-23 months 200 mg Single dose
from SC/ITP/ TSFP > 2 years 400 mg Single dose
MEBENDAZOLE On second visit only if NOT <1 year DO NOT GIVE None
taken in the last 3 months. -
o 12-23 months 250 mg Single dose
DO NOT give if child is
from SC/ITP/ TSFP >2 years 500 mg Single dose
MEASLES On admission From 9 months Protocol for EPI Single dose

VACCINATION***
PREVENTION PACKAGE (IF AVAILABLE)

SOAP At admission All mothers/caregivers of For hand washing Two pieces
admitted children

BED NET (LLITN) At admission All mothers/caregivers Prevention of malaria One net
of admitted children in
malaria prevalent areas

* Ifa child is receiving cotrimoxazole, s/he should continue.
** Artesunate/Amodiaquine fixed dose combination as first line for cases with uncomplicated malaria. For 2nd line and for cases with
complicated malaria, refer to malaria guidelines.
*** Check the child health card of every child and update/or refer for immunizations according to EPI protocols.

IMPORTANT NOTES:
* Malaria:

o On admission, systemically screen all children for malaria regardless of their body temperature. A
child with SAM cannot auto-regulate their body temperature well so they tend to adopt the temperature
of the environment; thus the child will feel hot on a hot day, and cool on a cool day;

o Treat the child if their symptoms suggest malaria, even if no diagnostic test is available.

e Vaccination:
o Check the child health card of every child and update/or refer for immunizations according to EPI
protocols.

* Care should be taken in prescribing some medicines/supplements for SAM:

o Vitamin A: Do not give vitamin A if the child is taking RUTF2. A high dose of Vitamin A (50 000
IU, 100 000 TU or 200 000 IU, depending on age) is only given to all children with SAM and eye
signs of vitamin A deficiency (VAD), or recent measles on day 1, with a second and third dose on
day 2 and day 15; or at discharge, irrespective of the type of therapeutic food they are receiving (for
details, refer to the guidelines for inpatient therapeutic care for SAM with medical complications).
All children with SAM and eye signs of VAD should be referred to SC/ITP for appropriate
management.
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o Oral rehydration solutions (ORS / ReSoMal): for cases of mild or moderate dehydration, ORS or

ReSoMal is not required when the child is taking RUTF; the child only needs to drink plenty of safe water
to satisfy their thirst. This is because the correct proportions of electrolytes in ORS are also contained in
the RUTF.

o Ironffolate: If the child is eating RUTF, these micronutrients are not required for the treatment of mild or

moderate anaemia. RUTF contains the correct proportions of iron and folate to treat anaemia. Additional
iron may be particularly dangerous for children with SAM, as it may increase the risk of serious infection.
Where anaemia is identified according to IMNCI guidelines, conduct relevant investigations, and then treat
it accordingly. For severe anaemia, refer to SC/ITP.

o Zinc: When the child is eating RUTF do not give him/her additional zinc to treat diarrhoea. There is

enough zinc in the RUTF to provide a therapeutic dose. Additional zinc may displace the absorption of
copper from the RUTF, making the child more prone to infection due to immunosuppression.

o Multiple micronutrient tablets/powders/Sprinkles: Do not give multiple micronutrient tablets/ powders/

sprinkles to children eating RUTF. The proportions of micronutrients in RUTF are carefully formulated to
provide the correct amounts of macronutrients and micronutrients required for recovery.

In addition to the routine medications for OTP, when there is a need to treat certain illnesses, specific
medicines for such illnesses may be given according to IMNCI protocols.

Ideally, all children with SAM who are admitted to OTP should be provided with counselling and testing for
HIV and screening for TB.

In case HIV/TB services are not available at the OTP sites, the children with SAM should be referred to the
nearest health facility where the services exist.

In the context where access to HIV/TB testing is limited, the non-respondents should be prioritized.

Nutritional treatment:

Ready-to-use therapeutic food (RUTF) is the product used for nutritional treatment of SAM in
OTP (see Annex 33 for more details on RUTF).

The nutritional treatment is managed at home. Children receive weekly rations of RUTF to eat at home.

Quantities of RUTF to provide at each OTP session:

Each sachet of RUTF of 92g provides 500Kcal.
A child undergoing treatment for SAM should take in approximately 200K cal/Kg/day.

Provide a weekly supply of RUTF based on the child’s body weight using the RUTF look-up table
(see annex 29);

Record the required ration both in the OTP register book and the OTP ration card (4nnex 32).

STEP 7: PROVIDE HEALTH AND NUTRITION EDUCATION

At admission, explain to the mother/caregiver reasons why the child has been admitted to OTP. Explain
principles for treatment, including the daily amount the child will need to consume, any medical action
taken, and offer advice for home care;

Explain and demonstrate how to open the RUTF sachet, how to feed the child, how to roll up the sachet after
feeding to prevent the contamination of the remaining RUTF, and how to store RUTF at home. Use the key
messages in Annex 30;

44  Guidelines for Community Management of Acute Malnutrition

‘ ‘ CMAM Guidelines Book.indb 44 @

5/24/18 4:18 PM‘ ‘



| T T [ ® (I (T |

OUTPATIENT THERAPEUTIC PROGRAMME FOR MANAGEMENT OF SEVERE ACUTE
MALNUTRITION WITHOUT MEDICAL COMPLICATIONS IN CHILDREN 6-59 MONTHS

e Itis very important to encourage mothers/caregivers to return to the health facility at any time if the
child’s condition deteriorates;

* Ensure that the information given is clearly understood by asking some simple questions.

STEP 8: PROVIDE A PREVENTION PACKAGE
* Give and record prevention items, if available (see Table 10);

STEP 9: MAKE AN APPOINTMENT FOR NEXT VISIT
* Give weekly appointments for mothers/caregivers to return with their children to the health facility/
OTP site for follow up. Record this in the OTP register book, OTP treatment and ration cards.

* Emphasize the importance of follow-up visits;

* To monitor consumption, mothers/caregivers may be asked to return empty RUTF sachets at each follow-
up visit.

STEP 10: DISPENSE THE REQUIRED RUTF UNTIL NEXT VISIT
» Dispense the prescribed RUTF.

* Give the OTP ration card to the mother/caregiver and tell them to bring it to their next visit.

4.5 Follow-up care during treatment in OTP

@ At each follow-up visit at the health facility; @
* Conduct education and counselling sessions using standardized education messages (see Chapter 6).
Special attention should be paid to optimal MIYCN practices, hygiene and sanitation.

*  Monitor the progress of each child.
*  Monitor the same parameters indicated in Table 6.
e Assess if the child is improving or not.

* Discuss with the mother/caregiver about the child’s progress and any action taken. Give advice for home
care.

» Refer children with health problems to a clinician for a medical check;
* Administer routine medication as required (see table 10);

* Identify children meeting exit criteria for cured, defaulter, non-respondent, death, transfer or referral for
medical investigation. Record exit outcome in the OTP register book.

* For cases who are not improving (see table 11), investigate possible causes of failure to respond (see Box B)
and use the OTP action protocol (annex 34) to decide whether to:

o Request HHPs to conduct a home visit, assess home environment/reasons for failure to respond, and then
report on their findings;

o Transfer the child to SC/ITP;

o Refer the child for medical investigation;

» For all cases that are referred, fill in a referral form (4nnex 9).

Note: referral to inpatient care may be conducted if requested by the mother/caregiver or a substitute caregiver
(in case of major illness or death of the mother/or main caregiver).
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TABLE 11 Criteria for defining failure to respond in OTP

CRITERIA FOR FAILURE TO RESPOND TIME AFTER ADMISSION

PRIMARY FAILURE TO RESPOND*

Failure to gain any weight (non-oedematous children) 21 days
Failure to start to lose bilateral pitting oedema 14 days
Bilateral pitting oedema still present 21 days
Successive weight loss since admission to program (non-oedematous children) 14 days
SECONDARY FAILURE TO RESPOND*

Failure of appetite test At any visit
Static weight For 21 days
Weight loss for two successive visits At any visit

Weight below admission weight

After 21 days

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

Box B: Examples of frequent causes of failure to
respond to treatment in OTP
¢ Problems related to quality of the treatment:

o

]

Inappropriate evaluation of child’s health condition or missed
medical complication;

Inappropriate evaluation of appetite test;

Poor adherence to RUTF protocol;

Poor adherence to routine medication protocol;

Inadequate guidance for home care provided to mother/
caregivers;

Excessive time between OTP follow-up visits (e.g. visits after
every 2 weeks give significantly worse results than weekly
visits);

Stock out of RUTF leading to irregular re-fills.

e Problems related to home environment:

]

Inadequate intake or sharing of RUTF and/or medicines with
other members of the family;
Irregular attendance/ missed appointments of follow-up visits;

Unwilling caregiver or mother/caregiver overwhelmed with other

work and responsibility.
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4.6 Exit criteria
The various forms of exiting children from OTP are listed in Table 12.

TABLE 12 Exit criteria for OTP

Cured

Defaulter

Non-respondent

Transfer out

Died

Medical
Transfer/
referral

*In the context where there is no TSFP, children 6-59m with SAM should

For a child admitted by MUAC:

MUAC > 11.5cm for at least 2 consecutive visits™
OR
For a child admitted by WFH/L:

WFH/L = -3 z-score for at least 2 consecutive visits*
AND

No bilateral pitting oedema for 2 consecutive visits
AND

Child is clinically well and alert

Child was absent for 2 consecutive visits

Child did not meet discharge criteria after 3 months in OTP

Child referred to SC/ITP or another OTP

Child died while registered in OTP

Child referred to a hospital or health facility and not in any
nutrition programme

only be discharged from OTP when:

e MUAC is >12.5 cm for 2 consecutive visits

OR
e WFH/L i1s >-2 z-score for 2 consecutive visits
AND

¢ No bilateral pitting oedema for 2 consecutive visits
AND
¢ (linically well and alert
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FORMS OF EXIT CRITERIA ACTION TO TAKE
EXIT

Record outcome in the OTP register book as “cured”
Give final ration (1 week)
Fill a referral slip and refer to TSFP

Link child/mother/caregiver to other primary health care
services and other initiatives (see Chapter 2 [step 6])

Record outcome in the OTP register book as “defaulter”
Request for home visit

Record outcome in the OTP register book as
“non-respondent”

Refer for medical investigation

Record outcome in the OTP register book as “Transfer out”
Fill a referral slip (include treatment given and the reason
for transfer)

Record outcome in the OTP register book as “died”

Record outcome in the OTP register book as “medical
transfer”

Fill a referral slip (include treatment given and the reason
for transfer)

IMPORTANT NOTES:

* The same anthropometric indicator
thatis used during admission to con-
firm SAM should also be used during
discharge to assess whether a child
has reached nutritional recovery.

e Children admitted with bilateral pit-
ting oedema should be discharged
from treatment based on absence of
bilateral pitting oedema AND MUAC
criteria.

e |fthereis no TSFP, necessary proce-

dures should be followed to apply the
“expanded criteria”.
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4.7 Discharge procedures for children who are cured

STEP 1: IDENTIFY CHILDREN WHO MEET THE EXIT CRITERIA FOR “CURED”
* Ensure the child meets the criteria for “cured” (Table 12). The same anthropometric criteria that was used
for admission is used to discharge the child.

STEP 2: PREPARE CHILDREN FOR DISCHARGE
* Record discharge outcome in the OTP register book and OTP ration card. Inform the mother/caregiver
about the final outcome;
e  Check immunization card for vaccinations and link with EPI department;
*  Counsel mother/caregiver on good feeding and care practices, with emphasis on optimal MIYCN and WASH
practices;
* Advise the mother/caregiver to immediately go to the nearest health facility if the child refuses to eat or has
any of the following signs:
o High fever;
o Frequent watery stools (diarrhoea?!) or stools with blood;
o Difficult or fast breathing;
o Vomiting;
o Not alert, very weak, unconscious, convulsions;
o Bilateral pitting oedema.

* Give and record the final ration of RUTF (one week supply);

Fill referral slip, refer child to the nearest TSFP for follow up, and ensure continuum of care so the mother/
caregiver understands the importance of follow-up care to prevent relapse.

* For cases discharged after full nutritional recovery (where there is no TSFP), ensure that at discharge the
child receives a high dose vitamin A (depending on age).

* Also advise the mother/caregiver to ensure that the child receives Vitamin A, and treatment for parasitic
infestation (deworming tablets) after every 6 months.

4.8 Monitoring and evaluation of OTP
It is important to monitor OTP services to ensure quality in service delivery. This includes:
¢ Individual level;
o Progress of individual SAM cases is monitored through weekly follow-up visits to the health facility/OTP
site;
o Individual cases are tracked as they are transferred between different components (SC/ITP, OTP and
TSFP) using referral slips and registration numbers.

*  Programme level;
o Monitoring data is used to compile monthly reports at different levels of health care;
o Programme outcomes are compared to

minimum standard performance indicators TABLE 13 Indicators for monitoring OTP
(Sphere standards) (Table 13);
, } : ) PERFORMANCE | ACCEPTABLE | ALARMING
o Timely and correct interpretation of the different INDICATOR
indicators by supervisors in charge of the OTP Cure rate (%) >75 <50
is essential to highlight problems and allow Death rate (%) <10 >15
appropriate and prompt action. Defaulting rate (%) <15 >25
o Monthly and quarterly supervision is done Coverage (%) Rural: >50; Urban: <40

>70; Camp: >90
See chapter 7 for details on M & E for OTP

by supervisors at different levels of the health
care system.
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Management of acute
malnutrition 1in the context of
HIV/AIDS/TB/Kala Azar and

older people (=60 years)

5.0 Overview

51 Relevant recommendations for the management of HIV-infected children with SAM

5.2 Management of SAM in children =5 years, adolescents, and adults in the context of HIV/AIDS/TB/Kala Azar and the older people in OTP
5.3 Management of MAM in children =5 years, adolescents, and adults in the context of HIV/AIDS/TB/Kala Azar and the older people in TSFP

5.0 OVERVIEW

People infected with HIV/AIDS/TB/Kala Azar* are at an increased risk of acute
malnutrition due to increased energy and nutrient requirements coupled with
reduced food intake. In addition, older people (=60 years), with or without HI'V/
AIDS/TB/Kala Azar or other chronic illnesses, have an increased risk to acute
malnutrition due to effects of aging?.

Screening for acute malnutrition in these vulnerable groups should be conducted at all care points for HIV/AIDS/TB/
Kala Azar and older people (>60 years), both in the community and at the health facility level. All cases identified
with acute malnutrition should be referred for appropriate treatment, care, and support, regardless of age.

5.1. Relevant recommendations for the management of HIV-infected children
with SAM

e All HIV-exposed infants and children (including those with severe acute malnutrition) should be tested for
HIV status;

* Insettings where the HIV infection is common (HIV prevalence more than 1%), children with severe acute
malnutrition should be tested for HIV, in order to establish their HIV status, and to determine their need for
antiretroviral drug treatment in accordance with the HIV/AIDS guidelines;

e Children living with HIV who have any one of the following symptoms may have TB and should be
evaluated for TB and other conditions:

o Poor weight gain;
o Fever;
o Current cough (lasting more than 2 weeks) or contact history with a TB case.

e Children with SAM who are HIV infected and who qualify for lifelong antiretroviral therapy should be
started on antiretroviral drug treatment as soon as possible, after sepsis and metabolic complications are
stabilized. This would be indicated by return of appetite and resolution of severe oedema.

* HIV-infected children with SAM should be given the same antiretroviral drug treatment regimens, in the
same doses, as children with HIV who do not have SAM. HIV-infected children with SAM who are started

Guidelines for Community Management of Acute Malnutrition ~ 49

‘ ‘ CMAM Guidelines Book.indb 49 @ 5/24/18 4:18PM‘ ‘



on antiretroviral drug treatment should be monitored closely (inpatient and outpatient) in the first 6—8 weeks

®

MANAGEMENT OF ACUTE MALNUTRITION IN THE CONTEXT OF
HIV/AIDS/TB/KALA AZAR AND THE OLDER PEOPLE (=60 YEARS)

following initiation of antiretroviral therapy, to identify early metabolic complications and opportunistic

infections.

e Children with SAM who are HIV infected should be managed with the same therapeutic feeding
approaches as children with SAM who are not HIV infected.

5.2 Management of SAM in children 2 Syears, adolescents, and adults, in the
context of HIV/AIDS/TB/Kala Azar and older people in OTP

5.2.1 SCREENING FOR ACUTE MALNUTRITION IN THE CONTEXT OF HIV/AIDS/TB/KALA AZAR
AND OLDER PEOPLE

* Screening for acute malnutrition in people infected/exposed/suspected to be infected with HIV/TB/Kala Azar

should be conducted at all contact points in the community and health facility;

 Identifying people infected with HIV/TB at community level might be difficult due to stigma and the need for

confidentiality. For this reason, nutritional screening can be conducted through community-based associations of

people living with HIV.

TABLE 14 Admission and discharge criteria for children = Syears,
adolescents and adults with SAM in OTP in the context of HIV/AIDS/TB/

Kala Azar

ADMISSION CRITERIA DISCHARGE CRITERIA

5to 19 years

Adults
(>19 years)

Note: There is currently no agreement for the measurement and interpretation of MUAC cut offs in children 2 5 years, adoles-
cents in adults. These MUAC cut offs were adapted for detection of acute malnutrition in clients with HIV/AIDS from guidelines

Bilateral pitting oedema-+, ++

OR

BMI-for-age < -3 z-score

OR

MUAC <13.5 if 5-9 years*

MUAC < 16.0cm if 10-14 years *
AND

Good appetite (passed appetite test for
RUTF)

Without medical complications

AND

Discharges from SC/ITP to continue
treatment for SAM

Transfers in from TSFP if condition
deteriorates to SAM without medical
complications

Bilateral pitting oedema-+, ++

OR

MUAC < 19.0cm*

OR

BMI < 16 kg/m?

AND

Good appetite (passed appetite test for
RUTF)

Without medical complications

AND

Discharges from SC/ITP to continue
treatment for SAM

Transfers in from TSFP if condition
deteriorates to SAM without medical
complications

BMI-for-age > -3 z-score for 2
consecutive visits

OR

MUAC = 13.5 cm if 5-9 years* for 2
consecutive visits

MUAC > 16.0 if 10-14 years* for 2
consecutive visits

AND

No bilateral pitting oedema for 2
consecutive visits

Clinically well and alert

MUAC = 19.0cm* for 2 consecutive
visits

OR

BMI = 16kg/m? for 2 consecutive visits
AND

No bilateral pitting oedema for 2
consecutive visits

Clinically well and alert

in the region and will be used for detection of acute malnutrition in HIV/TB/Kala Azar cases until new evidence is available

*Source: Consolidated Clinical Guidelines on Use of Antiretroviral Drugs for HIV Treatment and Prevention (MOH, 2014)
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and older people
is most often due
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be interpreted with
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Management of
SAMin OTP in the
context of HIV/
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Azar in children
6-59 months fol-
lows the same pro-
tocols for children
6-59 months who
are not infected
with HIV/TB and
Kala Azar (see
chapter four).

Cases discharged
from OTP are re-
ferred to TSFP to
continue nutrition
treatment
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*  Therefore, CHWs at the PHCUs and PHCCs together with the HHPs/volunteers should organize community
outreaches for this purpose.

* The outreaches can also be used as opportunities to educate and sensitize these people on prevention of
malnutrition through ensuring good nutrition and health practices.

5.2.2 ADMISSION AND DISCHARGE CRITERIA FOR CHILDREN 2 5YEARS, ADOLESCENTS AND
ADULTS WITH SAM IN THE CONTEXT OF HIV/ITB/KALA AZAR IN OTP

* All children > Syears, adolescents, and adults with SAM who are infected with HIV/TB/Kala Azar and who
meet the criteria in Table 14 below should be admitted and managed in OTP. 5.2.3 Admission and discharge
criteria for older people with SAM in OTP

5.2.3 ADMISSION AND DISCHARGE CRITERIA FOR OLDER PEOPLE WITH SAM IN OTP
All the older people (> 60 years) with SAM, who meet the criteria in Table 15, should be admitted and managed in
OTP. See section 5.2.4 for special considerations at admission.

TABLE 15 Admission and discharge criteria for older people (= 60 years) with SAM in OTP

ADMISSION CRITERIA DISCHARGE

Bilateral pitting oedema-+, ++ - MUAC: > 18.5 cm for at least 2 consecutive visits
OR AND

MUAC is < 18.5 cm - No bilateral pitting oedema for 2 consecutive visits
AND - Clinically well and alert

Good appetite (passed swallowing test for RUTF)
Clinically well and alert

ALSO
Discharges from SC/ITP to continue treatment for SAM

Transfers in from TSFP if condition deteriorates to SAM without
medical complications

Note: Cases discharged from OTP are referred to TSFP to continue nutrition treatment

IMPORTANT NOTES:
¢ Nutritional screening, treatment and support should be an integral component of HIV/AIDS/TB/Kala
Azar prevention, care, treatment and support programmes;

e The exit criteria for defaulters, died and transfer from OTP is similar irrespective of age category and
HIV/TB/Kala Azar status (see section 4.6).

¢ Inthe context of Kala Azar, non-respondents are SAM cases who fail to meet the discharge criteria
after 3months in OTP

e Inthe context of HIV/AIDS/TB, non-respondents are SAM cases who fail to meet the discharge crite-
ria after 6 months in OTP

5.2.4 SPECIAL CONSIDERATIONS AT ADMISSION

Children, adolescents and adults with HIV/AIDS/TB/Kala Azar and older persons with SAM are a special group
and should be handled with care. At admission special considerations for these cases should include the following:
* Confidentiality, feeling of safety and respect for privacy;

¢ Clear instructions and explanations about routine medications and nutritional treatment;

» Referral for continuous follow-up and specialized medical care as needed.

5.2.5 ROUTINE MEDICATIONS AND NUTRITIONAL TREATMENT FOR SAM IN THE CONTEXT OF
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HIV/AIDS/TB/KALA AZAR AND THE OLDER PEOPLE IN OTP

Routine medications:

These are the same regardless of HIV/TB/Kala Azar status or age category (refer to chapter 4 Table 10). Medicines
should be administered in age and/or weight appropriate doses.

Nutritional treatment:
¢ The diet is based on several meals of local foods enriched with oil and vitamins, with RUTF taken as snacks
(i.e. between meals), in order to reach 70 to 100kcal/kg/day. A large amount of RUTF (> 8 sachets/day) may
not be generally acceptable and palatable as it is too sweet for adults.

* Older children, adolescents, adults, and older people should be allowed to eat a wide variety of foods and as
much as they want.

¢ Provide detailed and clear information on the use of RUTF at home. Check that the information has been
understood.

e BP-100 is recommended as an alternative to RUTF for treating SAM. BP-100 can be eaten as a biscuit
directly from the pack, or crumbled into water and eaten as porridge.

* To make porridge, use 200ml of boiled drinking water per “meal pack” consisting of two BP-100 tablets
(2x28.4g). One bar (two tablets) of BP-100 contains 300kcal. Intake of at least 250-300ml drinking water for
each bar of BP-100 consumed is recommended.

e RUTF or BP-100 should be provided as shown in 7able 16.

TABLE 16 Amounts of BP100 and RUTF for adolescents, adults,
and older people (= 60 years) with SAM in OTP

CLASS OF AMOUNT OF BP100 RUTF
WEIGHT (KG)

NUMBER OF BARS NUMBER OF BARS SACHETS PER DAY SACHETS PER WEEK
PER DAY PER WEEK

<20.0 5 35
20.0-29.9 10 70 6 42
30.0-39.9 12 84 7 49
>=40 14 98 8 58

Source: HelpAge International (2013)

5.2.6 HEALTH AND NUTRITION EDUCATION SESSIONS
* In addition to the usual health and nutrition education sessions held for SAM cases and their caregivers in OTP,
it is very useful to organize nutritional counselling related to the specific needs of these groups. For example:

o In the context of HIV/AIDS/TB/Kala Azar, the following topics can be discussed:
1. Dietary management of conditions that may increase nutrient loss (e.g. diarrhoea and vomiting);
ii. Conditions that impair ingestion of food (e.g., oral candidiasis).
o The older people can be counselled on recommended nutrition and lifestyle interventions in relation to
physiological changes due to aging.
*  While conducting the educational sessions for the older people, you should take into account the level of

literacy as well as the difficulties faced with vision and hearing, which can impact their ability to take in
new information quickly.

. Grandparents (particularly grandmothers) are often the caregivers of the children and should be targeted
for education activities.

. Use the key messages in Annexes 35-37.
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5.3 Management of MAM in children 2 5years, adolescents and adults, in the
context of HIV/AIDS/TB/Kala Azar and the older people in TSFP

5.3.1 ADMISSION AND DISCHARGE CRITERIA FOR CHILDREN 2 5 YEARS, ADOLESCENTS, AND
ADULTS WITH MAM AND IN THE CONTEXT OF HIV/ITB/KALA AZAR IN TSFP

All children > Syears, adolescents, and adults with MAM who are infected with HIV/TB/Kala Azar and meet the cri-
teria in Table 17, should be admitted and managed in TSFP. See section 5.2.4 for special considerations at admission

TABLE 17 Admission and discharge criteria for children = 5 years,
adolescents, and adults with MAM in TSFP in the context of HIV/TB/

Kala Azar

ADMISSION CRITERIA DISCHARGE CRITERIA

Children and BMI-for-age > -3 <- 2 z-score
adolescents OR
(51019 MUAC = 13.5 < 14.5cm if
years) -=13. .5cm if 5-9
years
MUAC = 16.0cm < 18.5cm if 10-14
years*
AND
Good appetite
Clinically well and alert
ALSO
Discharges from SC/ITP
Discharges from OTP
Adults (>19 MUAC: >19.0cm < 22.0cm*
years) OR
BMI >16 < 17kg/m?
AND
Good appetite (determined from
history taking)

Clinically well and alert
ALSO

Discharges from SC/ITP in the
context where there is no nearby
oTP

Discharges from OTP

BMI-for-age > -2 z-score for 2 consecutive visits
OR
MUAC > 14.5cm if 5-9 years* for 2 consecutive
visits
MUAC = 18.5¢m if 10-14 years™ for 2 consecutive
visits
AND
Clinically well and alert
AND
For Kala Azar/TB patients:

On completion of treatment (usually 6 months
for TB patients)

For HIV/AIDS clients:
If Viral load (HIV-1 RNA) is <50 copies/ml**

MUAC > 22.0cm* for 2 consecutive visits
OR

BMI > 18.5kg/m2 for 2 consecutive visits
AND

Clinically well and alert
AND
For Kala Azar[TB patients:

On completion of treatment (usually 6 months
for TB patients)

For HIV/AIDS clients:
If Viral load (HIV-1 RNA) is <50 copies/ml**

Note: There is currently no agreement for the measurement and interpretation of MUAC cut offs in children 25 years, ado-
lescents in adults. These MUAC cut offs will be used for detection of acute malnutrition in HIV/TB/Kala Azar cases until new

evidence is available

*Source: Consolidated Clinical Guidelines on Use of Antiretroviral Drugs for HIV Treatment and Prevention (MOH and

WHO, 2014)

** At the minimum, monitoring of viral load should take place at 4, 8, 12 and 24 weeks after ART initiation and should subse-
quently be performed every 4-6 months once the patient has been stabilized on therapy. This should be determined by the

HIV treatment provider.

IMPORTANT
NOTES:

e Management of
MAM in TSFP in
the context of HIV/
AIDS/TB and Kala
Azarin children
6-59 months fol-
lows the same
protocols as those
for children 6-59
months who are
not infected with
HIV/TB and Kala
Azar (see chapter
three, section 3.6)

¢ The exit criteria for

defaulters, died,
and transfer from
TSFP is similar ir-
respective of age
category and HIV/
TB/Kala Azar sta-
tus (section 3.6.4)

¢ |nthe context of
Kala Azar, non-
respondents are
MAM cases who
fail to meet the
discharge criteria
after 3 months in
TSFP

e |nthe context
of HIV/AIDS/TB,
non-respondents
are MAM cases
who fail to meet
the discharge
criteria after 6
months in TSFP
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5.3.2 ADMISSION AND DISCHARGE CRITERIA FOR THE OLDER PEOPLE (260 YEARS) WITH MAM
IN TSFP

The TSFP admission criteria for older people (> 60years) with MAM is indicated in Table 18.

TABLE 18 Admission and discharge criteria for the older people (=60 years) with MAM in TSFP

ADMISSION CRITERIA DISCHARGE CRITERIA

MUAC is > 18.5<21.0cm + MUAC is > 21.0cm for at least 2 consecutive visits.
AND AND

Good appetite (determined from history taking) - Clinically well and alert

Clinically well and alert

AND

Discharges from SC/ITP

Discharges from OTP

5.3.3 ROUTINE MEDICATIONS AND NUTRITIONAL TREATMENT FOR MAM IN THE CONTEXT OF
HIV/AIDS/TB/KALA AZAR AND OLDER PEOPLE IN TSFP

* The protocols for treating MAM in TSFP (routine medications and the ration) are the same regardless of age, or
HIV/TB/Kala Azar status (vefer to chapter 3, Tables 4, 5 for routine medications and Table 2 for the rations).

e Older people (>60 years) with MAM should be given anthelmintic (deworming) tablets in small doses and
should also receive folic acid (see table 19).

*  On top of the usual educational sessions for TSFP, provide additional specific education and counselling
sessions (see section 5.2.6 above)

TABLE 19 Dosage of antihelminthics and folic acid for the older people (= 60 years) with MAM

in TSFP
(MeDIGATON  [DpOosAGE |
Anthelminthics* Mebendazole 200mg per day for 3 days, or 100mg per day
for 5 days
Albendazole 400mg single dose
Folic acid 10-20mg for 30 days

*Worm infestations are usually endemic, especially in situations of poor sanitation. Extremely ill or weak people should only be treated when they are stronger.
Note: When fortified blended foods are not available, high-energy biscuits (such as BP-5™) are sometimes used for supplementary feeding. They can be
dissolved in water or used as porridge for older people with teeth or gum problems. To make porridge, use 200ml of boiled lukewarm safe drinking water
per food bar. One bar of BP-5™ provides 254kcal.

IMPORTANT NOTES:

¢ Children 6-59 months, older children = 5 years, adolescents, and adults with disabilities such as dif-
ficulty or obstruction with chewing, swallowing, or eating normal ration foods have increased risk
of acute malnutrition. This may be due to conditions such as:

° Severe cerebral palsy (CP), resulting in inability to eat/swallow solid foods;
° Cleft palate;
° Dysphagia (inability to swallow) due to underlying condition.
e Children 6-59 months, older children =5 years, adolescents, and adults with moderate acute malnu-
trition and any of the above conditions without other medical complications, are eligible for TSFP.

* Asthe rations may be too heavy for them to carry back home, mechanisms should be putin place in
the community to help transport OTP and TSFP rations for older people with SAM or MAM who are
bedridden, and those who lack caregivers.

* HHPs/volunteers should make regular home visits to check on the health and nutritional status of
beneficiaries who are bed ridden or have difficulties walking.
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6.0 Overview

6.1 Nutrition-specific interventions and programmes
6.2 Nutrition-sensitive interventions and programmes
6.3 Health/nutrition education and counselling

6.0 OVERVIEW

Successful management of acute malnutrition requires that treatment interventions be
complemented with preventive interventions aimed at addressing the root causes of
malnutrition.

This will prevent relapse in successfully treated cases and reduce the risk of development of acute malnutrition in
children under five years, PLW, and other vulnerable groups. Preventive measures include nutrition specific and
nutrition sensitive interventions and programmes.

6.1 Nutrition-specific interventions and programmes
* These mainly address the immediate causes of malnutrition (i.e. inadequate dietary intake and ill-health).

* However, these interventions can also address some of the underlying causes such as feeding, care giving,
and parenting practices, and access to food. Some examples include:
o Adolescent, pre-conception, and maternal health and nutrition;
o Maternal dietary or micronutrient supplementation;
o Promotion of optimum MIYCN practices including, BSFP;
o Dietary supplementation, diversification, and micronutrient supplementation or fortification for children;
o Disease prevention and management;

o Nutrition interventions in emergencies

6.2 Nutrition-sensitive interventions and programmes
e These address the underlying causes of malnutrition (access to food, care practices, access to health
services, safe and hygienic environment) and basic causes of malnutrition (e.g. social, economic, political
and environment factors).

* They also can serve as delivery platforms for nutrition-specific interventions. Some examples include:

o Agriculture and food security programmes;
o Social safety nets;

o Early childhood development (ECD);

o Maternal mental health;

o Women’s empowerment;

o Child protection;
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o Water, sanitation and hygiene (WASH);
o Health and family planning services;
o Classroom education (schooling).
» Each intervention/programme is most effective when combined with other strategies.

» This chapter focuses on 