Managing Severe Malnutrition

Training Course for Nurses

FACILITATORS MANUAL

International Malnutrition Task Force and
Muhimbili National Hospital 
Supported by 

World Health Organisation (WHO) Tanzania   

Paediatric Association of Tanzania (PAT)
Tanzania Food and Nutrition Centre (TFNC) 

Developed by:

Chloe Angood, University of Southampton

Dr Mary Azayo, Muhimbili National Hospital, Dar es Salaam

Professor Ann Ashworth, London School of Hygiene and Tropical Medicine

Based on training modules developed by Ann Ashworth, Thandi Puoane, David Sanders and Claire Schofield

Other resources used: 

Ashworth A, Khanum S, Jackson A & Schofield A (2003) Guidelines for the inpatient treatment of severely malnourished children, Geneva: World Health Organisation
Ashworth, A & Burgess, A (2003) Caring for Severely Malnourished Children, Oxford, Macmillan Education. Also available from TALC, St Albans, UK

WHO (2002) Training course on the management of severe malnutrition, Geneva: World Health Organisation 

Contents  

Facilitators Guide 

Session 1: Why malnourished children need different care
Session 2: Hypoglycaemia and hypothermia 

Session 3: Dehydration 

Session 4: Electrolytes 
Session 5: Infections 

Session 6: Micronutrients 
Session 7: Cautious feeding 

Session 8: Catch up Growth
Session 9: Loving care, play and stimulation 

Session 10: Prepare for follow up 
Practical session 1: Feeding 
Practical session 2: Assessing and charting 
Facilitators Guide 

How to run this course 

This training course is for nurses involved in caring for severely malnourished children. The course involves ten workshops that last around one hour each, followed by two one-hour practical sessions on the ward. All nurses in your hospital who are involved in caring for severely malnourished children should attend this training course. However, the course works best when only 10-12 nurses are trained at once. So, you might need to run the course several times to fit around shift patterns. 

This training course can be run to suit the schedule of your hospital. For example, the course can be run over four afternoons, or for one hour each day over 12 days. Discuss with the nurses what will work best for them.  

Roles of the facilitator and co-facilitator 

The course should be run by two people: a facilitator and a co-facilitator. The job of the facilitator is to:  

· Lead participants through each session, using the facilitators’ manual 

· Reinforce correct ideas that participants already have and help them to understand new concepts and ideas  

· Guide participants through group learning activities 

· Support and help all participants to engage in the learning process 

· Help participants to apply their learning to their specific working environment  

The co-facilitator also plays an important role. The co-facilitator can help to prepare for each session and make sure all the needed materials are to hand during the training. The co-facilitator can also support participants. For example, if there are individuals who are finding an activity difficult, the co-facilitator can sit with them and help them. The co-facilitator can also take on more responsibility, such as coordinating some of the group activities or facilitating some of the training, if they are willing. The facilitator and co-facilitator should decide this together before the course begins.  

Facilitators must provide correct answers to participants’ questions and so must be fully familiar with correct management of severe malnutrition. They should read carefully some of the background materials mentioned as ‘Resources’ above. 

Setting up the room 

How you set up the room is important. Participants should not feel that they are in a school classroom. So, do not set tables and chairs in rows. Set chairs in a circle so that participants can see each other to encourage discussion. Also make sure that all participants can see the blackboard or flip chart. The facilitator will need a table to the side to lay out materials that will be used during a session. Some of the group activities need space. If the weather is fine, you could do these activities outside. Otherwise, you may need a large training room. 

Preparing for each session

In the manual there is a list of materials that you will need during each session. Have these to hand before you begin. If you are running one session after the other, prepare ahead for the next session too. There is also a list of things to prepare in advance. This may be preparation for a group activity, or writing something on the flip chart or blackboard. Make sure you have done all of these things before you begin.  

Format of each session 

Each of the ten workshop sessions will follow this format: 

· Objectives: Things participants should be able to do at the end of the session. You do not need to share these with participants.  

· Total time: The amount of time the whole session should take. 

· Topic overview: An overview of each section and time it should take.  

· Materials: A list of materials that you will need for this session. 

· Prepare in advance: Items to prepare before you start the session. 

· Facilitators’ notes: Notes to help you to run the session. Read out the words that are in normal font. Words in italics are notes to the facilitator and should not be read aloud. 
· Key message: A phrase to remind participants of the main message of the session. Write the key message in big letters on a piece of card or paper before you begin. During the session, participants will read the key message together several times. Key messages can be stuck on the wall in the training room once they have been read out. 

Practical sessions

At the end of the course there are two practical sessions. These take place on the ward where participants work. This is to help participants to put their new learning into practice in their real working environment. If participants are working on different wards, you may need to run these sessions several times on each ward. 

Prepare for these sessions carefully. Visit the ward in advance to observe current practices and see what resources are available. Talk to the nurse-in-charge about how existing procedures will need to be adapted. Don’t be afraid to suggest changes when they are needed, but always be willing to explain why change is needed. During the practical sessions, make sure that every participant is confident practising new procedures. Encourage discussion about potential difficulties and find practical solutions together. 
General tips

· Encourage participants to ask questions; create an atmosphere where participants are not afraid of saying the wrong answer. 

· Build the confidence of participants by encouraging them. Always tell them when they have done something well or when they have tried hard. 
· Make the learning atmosphere fun and interactive. 

· If an answer is wrong, say why it is wrong and correct any misunderstanding.
· Encourage everyone in the room to participate. Involve quiet participants by giving them responsibilities and make sure that discussions are not always dominated by one or two more confident individuals. 

· If you are training nurses in a language that is not their first language they may sometimes find it difficult to understand. If this happens, use simple words to explain things and ask the co-facilitator to make sure individuals understand the activities and know what to do. You could consider using a translator, but remember that this will make each session twice as long. 

At the end of the course, ask participants to tell you which parts of the course went well and which didn’t go so well. This will help you to improve the course for next time. 

Session 1: Why malnourished children need different care from other children


TOTAL TIME: 1 hour and 10 minutes 
TOPIC OVERVIEW 

1. Introduction to training course



20 minutes 

2. Malnourished children are different 



2 minutes

3. Visible differences 





15 minutes


4. Invisible differences 





13 minutes
5. Matching cards 





15 minutes 
6. Main causes of death





5 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures, handbook for each participant, name badges (if needed)
PREPARE IN ADVANCE

Key message card, materials for the ‘invisible differences’ activity in section 4 of this session (draw a large outline of a child and prepare 5 organ cards as detailed in the text), materials for the ‘matching cards’ activity in section 5 of this session (prepare 10 cards as detailed in the text).
PURPOSE OF THE TOPIC

The purpose of this topic is to provide an overview of the 10 sessions and to describe some of the physiological changes that occur in severe malnutrition. High mortality during treatment occurs because of a failure to allow for these physiological changes. 

FACILITATOR NOTES

1. Introduction to training course (20 minutes) 

Welcome to the training course. I’m very happy to be here with you.  

Introduce yourself and the co-facilitator. If you are not familiar with participants, or if they are not familiar with each other, give everyone a name badge. Ask them to write on their badge the name they would like to be called during the training.  

Nurses have a very important role in the hospital. Without nurses, nothing would happen. We want to support you in this role. The purpose of this training course is to help you to do the best job that you can when you look after severely malnourished children.
Give each participant a participant’s handbook. 

This is your handbook for the course. Bring it to every session. There are exercises in this handbook that we will do together throughout the course. There are also notes to remind you of the content of each session and there is space for you to write your own notes. 

The course has 10 sessions. Each session will take around one hour. The name of each session is listed on page 3 of your handbook. The course is very practical and focuses on tasks that you carry out on the ward. We hope that it will be a fun time and that you will gain new ideas and learn new skills. 
During this training course you can be open and honest. You are not being tested. This is a place where you can share your difficulties and problems. Nobody will judge you. If you don’t understand something, or if you have a comment, then you are welcome to share with the group. 

As an introduction, I want you to think about what you want to receive from this course. Perhaps there is a specific area you need help with. Or perhaps there is something you would really like to know. Think of one thing and share it with the group.  

Write on flipchart paper/ blackboard:


Let participants share in turn what they would like to receive from the course. Write their answers on flipchart paper or blackboard under the question. 

Now I would like you to think about any worries you might have. Is there something that you are worried about? This maybe something very practical, for example, I won’t have time to collect my children from school if I stay too late. If you have a worry, share it with the group.  
Write on flipchart paper/ blackboard:

Let participants share any worries they may have about the course. Write their answers on flipchart paper or blackboard under the question. 

Does anybody have any suggestions as to how some of these worries can be overcome? 

Allow participants to give constructive feedback to each other. Ensure that the discussion focuses on overcoming the concerns, rather than on the concerns themselves. 

There is already a lot of experience in this room. Many of you have worked with severely malnourished children before and so you have ideas to contribute to the group. I would like to encourage you to contribute during this training course so that we can learn from each other. Before we begin, does anybody have any questions? 

2. Malnourished children are different (2 minutes) 

For the rest of this session we are going to look at why malnourished children are different from other children and why they need special care.   

Important changes occur in severely malnourished children. These happen on the outside and on the inside. In other words, some are visible and some are invisible. Ignoring these changes can cause children to die. This session explains what these changes are, and why malnourished children need different care from other children. 

Every session will have a ‘key message’. For this session the key message is:

Show the ‘key message’ card: 


Read the ‘key message’ together. Ask someone to stick the card up (e.g. on the wall)
3. Visible differences (15 minutes) 

First let’s think together about the visible differences between malnourished and healthy children. These are the differences that you can see with your eyes. Some of these are to do with appearance, some are to do with appetite and others to do with mood. Let’s look at these in turn. 

Turn to Exercise 1 on page 4 of your handbook.  
Draw the following table on the flipchart or blackboard.

We will fill in this table together. You can write the answers in the table in your handbook. Let’s start with the ‘appearance’ box. Can anybody think of one way in which malnourished children look different from normal children? Think of children with marasmus and children with kwashiorkor. 


Other correct answers include distended stomach/abdomen, but do not add these to the list. Fill in the table as shown in the example below. Write ‘very thin with loose skin’, then, underneath, ‘oedema’, underneath, ‘skin changes’ and then, ‘hair changes’. Make sure answers are written in the order shown.  
Now think about appetite. Can anybody say how the appetite of a malnourished child is different from a normal child? 


Malnourished children usually have poor appetite, but they can become very hungry when they start to improve. 

Write ‘poor’ in the ‘appetite’ box of the table (see example below). 
Finally, let’s think about mood. Can anybody say how the mood of a malnourished child is different from a healthy child? 


Write ‘miserable’ and ‘apathetic’ in the ‘mood’ box of the table (see example below). 

An example of the completed table so far: 


Good work everyone. It’s important to know why these changes happen so that we can understand them. Let’s now look at the why? side of the table. 

Can someone tell the group why a malnourished child appears very thin and has loose skin? 


These children have not been eating enough food to meet their needs. They have had to use their own fat and muscle to provide energy and nutrients to the body to stay alive.

Write ‘loss of fat and muscle’ in the ‘why?’ side of the table, next to where you have written ‘very thin’ (see example on the following page). 

Now let’s think about oedema. Can anybody say what oedema is? 

Who can explain what oedema is?


Oedema is a sign that the body is imbalanced. This is because the cells have too little of some things and too much of others. 

Everybody stand up and stretch out your arms. 
Stretch out your arms at either side so that they are level at shoulder height. 
Here we are balanced. This is like a normal child that has the right amount of sodium on one side and the right amount of potassium on the other side. This child is healthy. Now let’s become unbalanced. 

Hold one of your arms up high and the other arm down low. Ask everyone to do the same. 
Now we are imbalanced. This is like a malnourished child. This child has too much sodium (indicate this with the arm that is low) and not enough potassium (indicate this with the arm that is high)
Children who are healthy are in balance. Children who are malnourished have too much sodium and not enough potassium. They are too salty. Saltiness can cause oedema. Imbalances of some nutrients are also a cause of poor appetite. Imbalances can also cause a child to feel unwell, which leads to a change in mood. You can sit down now. 
Write ‘imbalances’ in the ‘why?’ side of the table, next to where you have written ‘oedema’, ‘poor appetite’ and ‘mood’ (see example below). So loss of oedema, return of a good appetite, and smiling, are signs that imbalances are being corrected.  
Does anyone know the reason for skin and hair changes in malnourished children?

Cells become damaged when a child has a poor intake of minerals and vitamins. Write ‘cell damage’ in the ‘why?’ side of the table, next to where you have written ‘skin and hair changes’ (see example on the following page). 

As well as imbalances, there is also another reason why severely malnourished children can have a poor appetite. Can anybody think of this other reason? 


Write ‘infection’ in the ‘why?’ side of the table, next to where you have written ‘appetite’ (see example below). 

The table should look like this: 


Later we will see that loss of fat (insulation), is linked with increased risk of hypothermia; loss of muscle is linked with increased risk of hypoglycaemia; and loose skin makes it difficult to assess dehydration accurately. Repairing cell damage, treating infection, and correcting imbalances are essential parts of successful treatment.
4. Invisible differences (13 minutes) 

The changes we have discussed so far are ones that we can see on the outside. Now are going to talk about what is happening on the inside. 

Before the session begins, draw a large outline of a child called Simon on flipchart paper, or on the blackboard. Cut out the shape of a heart, kidney, liver, gut and immune system from pieces of card. Write the correct phrase on the back of each organ card from the box on the following page.  
This child is called Simon. He is a severely malnourished. Inside his body his organs have changed. Together we are going to find out how some of them have changed. 

Ask for 5 volunteers. Give each volunteer a card in the shape of a different organ and ask them in turn to show the organ and read out the writing on the back of the card. They should then come to the front of the room and stick the organ inside Simon’s picture so that the writing cannot be seen. Repeat for each volunteer. Leave this picture up for the remainder of the course (you will refer to it again). 

You can see from this that every organ and cell is altered in severe malnutrition. These changes mean that malnourished children need different care from normal children. Treatment that is safe for a normal child could kill a malnourished child.

So, is it safe to give malnourished children IV fluids for dehydration? 


IV fluid goes straight into the blood, which is risky for the heart. IV fluids should be given only if the child is in shock. If IV fluids are needed then the child should be monitored very closely to make sure there are no signs of heart failure. 

Is it a good idea to give a malnourished child an egg at the beginning of their treatment? 


Why not?


Additional food like eggs can be given at a later stage. We will talk more about this later.  

Is it a good idea to add salt to the food of a severely malnourished child?


The kidney can’t cope with too much salt and salt can make imbalances worse. So, salt should never be added to food. We will talk more about this later too. 

6. Matching cards (15 minutes) 
Now we are going to do an activity to remind ourselves of things we have learned. 
Before the session begins, prepare 10 cards (each one slightly larger than the size of a playing card). Write one of the phrases from the ‘invisible differences’ list below on each card. Give one card to each participant (if there are less than 10 people, give some people 2 cards, if there are more than 10 people, some can share). 
Look at the phrase written on your card. Now look again at the picture of Simon that we made earlier. Remind yourself of the different organs inside Simon that have changed. The phrase on your card is correct for just one of these organs. Decide for yourself which organ your card matches. 

Give participants a few moments to decide.

Now everybody come to the front and stick your card on the correct organ. 
Give participants some time to do this. Once they are finished, go through each card and ask participants to decide together if the card has been matched to the correct organ. Correct any misunderstandings. At the end of the activity leave the picture of Simon on the wall as a reminder. 
10 Invisible differences matching cards: 
This organ is smaller and weaker
This organ cannot cope with excess fluid

This organ fails when there is too much fluid in the blood 
This organ cannot get rid of excess fluid
This organ cannot get rid of excess sodium

This organ cannot cope with too much protein
This organ is less able to make glucose

This organ has less enzymes, has difficulty digesting

This organ has smaller surface for absorbing

This organ has damaged mucosa, so cannot absorb large amounts 

Correct matches are: 
This organ is smaller and weaker: HEART 

This organ cannot cope with excess fluid: HEART 
This organ fails when there is too much fluid in the blood: HEART  
This organ cannot get rid of excess fluid: KIDNEYS 
This organ cannot get rid of excess sodium: KIDNEYS
This organ cannot cope with too much protein: LIVER
This organ is less able to make glucose: LIVER
This organ has less enzymes, has difficulty digesting: GUT
This organ has smaller surface for absorbing: GUT
This organ has damaged mucosa, so cannot absorb large amounts: GUT  

Note that the heart does not get rid of excess fluid – only the kidneys do this. 
Good work everybody. 
5. Main causes of death (5 minutes) 

Turn to page 5 of your handbook and look at the paragraph ‘Actions’:

 Read out loud together. 

Now read out together the next paragraph:


These are the most common causes of death of severely malnourished children. These deaths are all preventable. They usually happen because the health team do not know (or forget) that malnourished children need different care. When the right care is followed, few children will die. This training course will explain what the correct care should be like.  

Let’s read again the key message for this session. 

Read the key message together. 

Well done. You’ve now completed the first session. Does anybody have any questions? 

Session 2: Hypoglycaemia and Hypothermia 


TOTAL TIME: 1 hour   
TOPIC OVERVIEW 

1. Introduction to the ’10 steps’





  5 minutes 

2. Introduction







  2 minutes 

3. Hypoglycaemia 






  5 minutes 

4. Hypothermia 







  5 minutes 

5. Situations that lead to hypoglycaemia and hypothermia activity
23 minutes 

6. Actions to prevent hypoglycaemia and hypothermia 

15 minutes 

7. Treatment of hypoglycaemia and hypothermia 


  5 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures
PREPARE

Two key message cards, several thermometers used on the ward, 10 steps wall chart (from the toolkit)    

PURPOSE OF THE TOPIC

The purpose of this topic is to explain why malnourished children need special care to prevent deaths from hypoglycaemia and hypothermia and how this affects treatment. 

FACILITATOR NOTES

1. Introduction to the ’10 steps’ (5 minutes) 

In the last session we talked about why severely malnourished children need special care. This special care is summarized in ’10 steps’. Let’s look at these together. When these ’10 steps’ are followed, very few children die.  
Show the ’10 steps’ wall chart and say the title of each step.  

At the end of this course you can put this wall chart up on your ward. You can refer to it if ever you are not sure what to do. The 10 steps are also written in your handbook on page 5. 

In this session we are going to look at steps 1 and 2 together: treat/ prevent hypoglycaemia and treat/ prevent hypothermia. 

2. Introduction (2 minutes) 

Today we have 2 key messages. 
Show the ‘key message’ cards: 



Read ‘key messages’ together.

3. Hypoglycaemia (5 minutes) 

Write on flip chart paper or blackboard:


Hypo means low and glycaemia refers to glucose level in the blood. So, can anyone tell me what hypoglycaemia means? 


Blood delivers glucose all over the body for energy. Cells cannot work properly without glucose. Glucose is very important for the brain. Can anybody think of one thing that happens to a child if their brain doesn’t get enough glucose? 


Write on the flip chart or blackboard:


These are the three ‘danger signs’ of hypoglycaemia. Ask mothers to tell a nurse if their child becomes drowsy. If you see these signs, you must act quickly. If the child is conscious, give 50ml of 10% glucose solution immediately. If this is not available, you can give 50ml of F75 or 50ml sugar solution. If the child is unconscious, glucose should be given by IV. 
Malnourished children are at special risk of hypoglycaemia. This is because they run out of glucose more quickly than other children. Let’s go back to the work that we did in the last session to find out why. Turn back to exercise 1 on page 4 of your handbooks. 
Remember that malnourished children have lost fat and muscle. Glucose is stored in muscle so less muscle means less glucose. Poor appetite also leads to low blood glucose. Does anybody know why?  


In the last session we talked about how malnourished children have a damaged liver. This also leads to low blood glucose. Does anybody know why?  


Malnourished children also have less fat to keep warm and so they use glucose to warm instead. They also use glucose to fight infection. 

Write on the flip chart or blackboard:


For all of these reasons malnourished children are at risk of low blood glucose and so, hypoglycaemia. 

4. Hypothermia (5 minutes) 

Write on flip chart paper or blackboard:


Think back to the meaning of hypoglycaemia and try to work out the meaning of hypo+thermia. Can anybody guess what hypo+thermia means?  


Hypothermia is axillary temperature below 35.5°C or rectal below 35°C. 

Write on the flipchart: Hypothermia = axillary below 35.5°C or rectal below 35°C  

Look with participants at the thermometers that they use on their ward. Explain that some thermometers are ‘low-reading’. Look together at the lowest temperature that is marked on the thermometers that they use and notice if it reads as low as 35°C. 
It is important that nurses always shake their thermometer down to below 35°C. If you are using an ordinary thermometer and the child’s temperature does not register, then the child has hypothermia. If you discover that a child has hypothermia, it is likely that the child also has hypoglycaemia and a severe infection. 

If a child has a low temperature, you need to act quickly to provide ‘active re-warming’. What can you do to actively re-warm a child? 


‘Cover the child with warm clothes, hat or blanket’ are insufficient answers. A source of heat must be provided for ‘active re-warming’. 

Malnourished children are more likely to have hypothermia than normal children. Let’s look again at the notes from the last session to help us think about why this is. Look again at Exercise 1 on page 4 of your handbook. 
Malnourished children have less fat. Can anybody tell me why less fat leads to hypothermia? 


Does anybody know why poor appetite will lead to hypothermia? 


We know that malnourished children are lethargic and apathetic, so they will move around less. Why will this lead to hypothermia? 

 

For these reasons malnourished children are more at risk of hypothermia. 

5. Situations that lead to hypoglycaemia and hypothermia activity (23 minutes) 

There are certain situations on the ward that lead to hypoglycaemia and hypothermia. We are now going to do an activity. This activity will help us to identify some of these danger situations. 

Turn to exercise 2 on page 6 of your handbooks. 

We are going to look together at the case of Abdul. This is a made-up situation and it is not based on any ward in particular. Your handbook gives you a summary of Abdul’s 24 hours on the ward. Let’s read this together. 

Now I would like you to identify ‘danger situations’. Danger situations are situations where Abdul was at risk of hypoglycaemia or hypothermia. I’m going to divide you into 2 groups. Group 1 will look out for situations where Abdul was at risk of hypogclycaemia, and group 2 will look out for situations where Abdul was at risk of hypothermia. 
Divide participants into 2 groups and make one group the ‘hypoglycaemia group’ (RED group) and the other the ‘hypothermia group’ (BLUE group). 

I would like you to work together in your groups. Read through the summary together and circle the times where you think a danger situation occurred. The red group should circle the situations where there is a risk of hypoglycaemia and the blue group should circle the situations where there is a risk of hypothermia. 

Let’s look at the first 2 lines. Is there any risk for Abdul here? 

So, the red group would circle ‘he waits in a long queue – there is no food’. 

Give the group 10 minutes. 
You have circled the situations when Abdul is in danger. Now I am going to read the summary out loud. I would like the red group to stand up whenever they think Abdul was in danger of hypoglycaemia, and the blue group to stand up whenever they think Abdul was in danger of hypothermia. 

Make sure that everyone understands the instructions. Read through the summary. Stop after each sentence and give time for the group to decide if there is any danger. Guide the group if necessary. When a group stands up, ask them to explain to everyone why they think Abdul was in danger. 

See the box below for answers. 

Possible answers for exercise 2 (why Abdul was in danger)   

Notice that hypoglycaemia and hypothermia often go together. If a child has one, they will often also have the other. 

6. Actions to prevent hypoglycaemia and hypothermia (15 minutes) 

Abdul’s death was preventable. If the staff on the ward had taken different actions Abdul’s life would not have been in danger.

Now let’s think about what actions are needed to avoid the danger situations. 

Get back into your groups and go through the summary again. Wherever there is a danger situation, think together about what action is needed to avoid the danger. Write these actions in the spaces inside the summary in your handbook.  

Give the group 10 minutes and ask them to feedback at the end. Encourage participants to think about what challenges they face taking the right actions and how these challenges can be overcome. See the box below for possible answers. 
Possible answers for exercise 2 (actions to prevent hypoglycaemia/ hypothermia) 

Well done. If all of these things had been done, then the ending would most likely have been different. We would have had a happy ending – Abdul would have survived.  Cross out ‘Abdul dies’ at the end of exercise 2 and write ‘Abdul lives’! 

Turn to page 8 of your handbook and see the section called ‘prevention of hypoglycaemia and hypothermia’. Let’s read these actions together. 
Read the following aloud together: 

It is especially important to feed the child on time. Glucose should be at a fairly constant level in the body. Draw a straight horizontal line on flip chart paper. If feeds are spaced exactly (either 2 or 3 hourly) then the level of glucose will be constant. But if feeds are late, or if feeds are missed, the gap between feeds will become too big and the glucose level will fall. When the child is given a feed, the glucose level will shoot up. Draw a horizontal line with dramatic rises and falls. At the lowest points the child could die from hypoglycaemia.  
7. Treatment of hypoglycaemia and hypothermia (5 minutes) 
Look at the treatment section in your handbook on pages 8 and 9. Read this for a moment to remind yourself of the treatment.

Give participants a few moments to read this section. 

Do you think you can do this on the ward? Do you have any doubts or questions? 
Spend a few minutes discussing any doubts or questions together. 

Well done everybody. You have worked hard. Before we finish, let us remind ourselves one more time of the two key messages. Read the two key messages together. 
In the next session we will look at treating and preventing dehydration.

Session 3: Dehydration 


TOTAL TIME: 1 hour 15 minutes 

TOPIC OVERVIEW 

1. Introduction


 




3 minutes

2. Preventing dehydration 





5 minutes 

3. Treatment of dehydration





10 minutes 

4. Preparation of ReSoMal





15 minutes

5. Treatment of dehydration 





35 minutes 
6. Treatment of shock






7 minutes








MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures
PREPARE

Key message card, ingredients and equipment for the ‘preparation of ReSoMal’ activity in section 4 of this session and copy table 1 of exercise 3 (p.10 of the participants handbook) onto the blackboard or flip chart paper for the ‘treatment of dehydration’ activity in section 5 of this session
PURPOSE OF THE TOPIC

The purpose of the topic is to explain that the treatment of dehydration in malnourished children is different from the treatment in other children and requires special care. Without special care, malnourished children are at risk of over-hydration and death from heart failure. 

FACILITATOR NOTES

1. Introduction (3 minutes) 

In this session we are going to look at how to treat and prevent dehydration. Fluid overload during treatment for dehydration kills many malnourished children. It is important that you know the correct treatment to avoid causing deaths from heart failure.

This is the key message for this session: 

Show the ‘key message’: 


Read the key message together. 

Before we start, can anybody say what ‘dehydration’ means? 


Dehydration is hard to diagnose in severely malnourished children. This is because normal dehydration signs, like slow skin pinch, are also signs for malnutrition. So some malnourished children look dehydrated when they are not. The best signs of dehydration are watery diarrhoea or lots of vomiting, and being more thirsty than normal.
Can anybody say what ‘rehydration’ means? 


2. Preventing dehydration (5 minutes) 

We are now going to discuss how to prevent dehydration in malnourished children. 

Some children may develop, or continue having, watery diarrhoea on the ward. Action is needed to prevent them from becoming dehydrated. Turn to page 11 of your handbook and let’s read together the ‘prevention of dehydration’ section. 
Read aloud: 

Nurses are the best people to prevent dehydration in children with diarrhoea. Can anyone think of a reason why? 


When is a good time to check if children on the ward have diarrhoea? 


Mothers should be asked to tell nurses when their child has watery diarrhoea. So, whenever you find a child has had a watery stool, what should you do? 


Malnourished children may pass many small stools that are loose, but not watery. Children with small unformed stools do not need ReSoMal.  
3. Treatment of dehydration (10 minutes) 

Let’s now think about how to treat dehydration. We are going to look at a patient called Faraja. Turn to exercise 3 on page 10 of your handbook and let’s read about her together.  

Read Aloud the following: 
Faraja is a severely malnourished girl who is dehydrated. She weighs 6kg. She has watery diarrhoea, her skin pinch goes back slowly, she has sunken eyes, a dry mouth and tongue and she has no tears when she cries. She seems more thirsty than usual. 
How many signs of dehydration does Faraja have? 


The doctor diagnoses dehydration during the ward round. Is the doctor right to diagnose dehydration?  


Even though slow skin pinch, sunken eyes, dry mouth, and no tears may not be reliable signs of dehydration, it is important to look for these signs before you start giving ReSoMal in case there is an improvement. 

We will come back to the rest of Exercise 3 later. 

Dehydration must be treated. Remember that Faraja is severely malnourished and her heart and kidneys will not be working properly, so she must be rehydrated differently from other children. 
Does anybody know what should be given to Faraja to treat dehydration?  

ReSoMal is a special kind of oral rehydration fluid. There are 3 important things that make ReSoMal different from normal ORS. Can anybody guess what these 3 things might be? 

ReSoMal is the best oral rehydration fluid to give all severely malnourished children. 

It is difficult to know if a severely malnourished child is responding to rehydration fluid because some of the signs of dehydration may not go away. For example the skin pinch may not return to normal even if lots of fluid is given. 

Is this a problem?  


What may happen to the child if she is given too much fluid? 


Should mothers be allowed to help themselves to ReSoMal?  


Nurses must give the correct amount of ReSoMal and know when to stop.
Now turn to page 12 of your handbooks to the ‘treatment of dehydration’ section. Let’s read ‘how to treat dehydration’ together. 

Read aloud: 

Whilst giving ReSoMal you must monitor progress carefully. Check for signs of fluid overload.  
What will happen to the pulse rate if there is fluid overload? 


What will happen to the respiration rate if there is fluid overload? 


If there are signs of fluid overload, is it a good idea to continue giving ReSoMal? 

If the pulse rate increases by 25 beats per minute or more and the respiratory rate increases by 5 breaths per minute or more, then there is danger of heart failure. ReSoMal should be stopped immediately. 
Also monitor for signs of improvement. How do we know if the child is improving? 


If there are signs of fluid overload, is it a good idea to continue giving ReSoMal? 

Look again at page 12 of your handbook. Let’s read together the section ‘monitor progress carefully’.

Read aloud: 

These things will show us when to stop giving ReSoMal. Let us read together the sections on p12 called ‘When to STOP giving ReSoMal’. 
Read aloud:   


We will practise this in a moment. First we are going to prepare ReSoMal together. 
4. Preparing ReSoMal (15 minutes) 

Prepare the following items before the session begins: 

· large jug of boiled and cooled water (over 2 litres)

· measuring jug with 2 litre line

· scales or scoop for measuring 50g sugar

· 1 WHO-ORS sachet

· tin CMV with scoop (or electrolyte-mineral solution or KCl solution)

· serving jug (capacity over 2 litres)

· large spoon for stirring

· small feeding cup

· 50ml syringe to measure ReSoMal (or 50ml graduated medicine cup)

· extra bowl to discard ReSoMal during activity.

We are going to prepare ReSoMal to treat Faraja. Let’s prepare 2 litres. If there are no ReSoMal sachets, then you can make it using standard ORS. The recipe is on page 11 of your handbook. Let’s look at this now. 
Write the following on flip chart paper or blackboard and read aloud: 


Ask for two volunteers. Ask them to prepare 2 litres of ReSoMal. Guide them if necessary. Ask the other participants to say what was good about their technique, and what could have been improved.  

5. Treatment of dehydration activity (35 minutes) 

Now we are going to treat Faraja with the ReSoMal we have prepared. Let’s first remind ourselves of how to treat dehydration. Let’s read again the section on page 12 of your handbook called ‘how to treat dehydration’.


Turn to exercise 3 on page 10 of your handbook. Remember that Faraja is a severely malnourished child who is dehydrated. She weighs 6kg. We are going to use these 2 tables to help us. 

Look at the first, smaller, table. Look at the first row. How much ReSoMal should Faraja be given every 30 minutes for the first 2 hours? 


Faraja weighs 6kg, so she needs 30ml of ReSoMal every 30 minutes. Fill this information in on your table.  
The co-trainer should pretend to be Faraja. Ask the co-trainer to sit on a chair at the front.  
This is Faraja. Every time we give Faraja ReSoMal I will need a volunteer to measure out the dose.  We will need to monitor her closely to know when to stop. I will tell you important information about Faraja to help you decide if Faraja is improving and when to stop giving ReSoMal. You should write the information in the table in your handbook. Before we begin, let’s remind ourselves of the signs of dehydration that Faraja has. This is written in your handbooks just under where it says ‘exercise 3’. 
Which ones does she have? 


You must look out for any changes in these. Changes will tell you if Faraja is improving. You must also look for signs of fluid overload.  

Column 1: Imagine that it is now 10.30am. Faraja needs her first dose of 30ml ReSoMal. Fill in the start time on the first table in Exercise 3 in your handbook. 

Copy this table onto the flip chart or blackboard before the session starts, and fill it in as the exercise progresses, so participants can check if they have recorded correctly.
Before you start giving ReSoMal, you must take Faraja’s pulse and respirations. You find that her respiratory rate is 28. Her pulse rate is 105. Record these.  

Ask for the first volunteer. Help the volunteer measure out 30ml of ReSoMal. Ask the group to watch carefully. After they have measured the right volume, ask the group to feedback on the measuring technique. Also give feedback if needed.  Ask the volunteer to give the ReSoMal to Faraja (the co-trainer should drink the whole amount eagerly). Thank the volunteer.

Faraja took the whole dose of ReSoMal, so record that the amount taken is 30ml.

Make sure all participants have filled out their charts correctly before continuing. 

When is the next dose due? 


Column 2: It is 11.00am. Enter the time in the column.
You monitor Faraja. Her respiratory rate is 28. Her pulse rate is 106. Enter this.

Is it safe to give the 11.00 dose?


She has no urine (write N). She has had 1 watery stool (write 1 x W). She has not vomited (write 0). 

You check her skin pinch, eyes and mouth. They are the same as before. They have not improved. So she has no hydration signs (write ‘same’). 

She has no urine (write N). She has had 1 watery stool (write 1 x W). She has not vomited (write 0). 
You check her skin pinch, eyes and mouth. They have not improved. So she has no hydration signs (write ‘same’). 

Ask for another volunteer. Repeat the measuring and dosing process.  

She finished the dose of ReSoMal, so the amount taken is 30ml.  

When is the next dose due? 


Column 3: It is 11.30am. Enter the time in the column.

You monitor Faraja. Her respiratory rate is 28. Her pulse rate is 107. Enter this.

Is it safe to give the 11.30 dose?


She has no urine, no stools, no vomit. (Record)
You check her skin pinch, eyes and mouth. They have not improved. So she has no hydration signs (write ‘same’). 

Does she have 3 hydration signs yet? 


Ask for another volunteer. Repeat the measuring and dosing process. Faraja takes the ReSoMal eagerly.

She finished the dose of ReSoMal, so the amount taken is 30ml.  (Record)

Column 4: It is 12.00. Enter the time in the column. 
You monitor Faraja. Her respiratory rate is 29. Her pulse rate is 109. Enter this.

Is it safe to give the 12.00 dose?


She has no urine, no watery stool. She has not vomited. Record this.
You check her skin pinch, eyes and mouth. They are the same as before. So she has no hydration signs (write ‘same’). 

Ask for another volunteer. Repeat the measuring and dosing process. She drinks eagerly. 

Faraja finished the dose of ReSoMal, so the amount taken is 30ml.  

Now we can move onto the second table in Exercise 3. For the first two hours we gave ReSoMal every 30 minutes. Next we are to give 5-10ml/kg in alternate hours.  

The second period begins at 12.30, 2 hours after we started. Faraja is still thirsty so we will offer her the maximum in the range, which is 10ml/kg. How much ReSoMal should we offer her? 


So, we should offer Faraja 60ml ReSoMal. Fill this in on the first row of the second table. 

Column 1: It is 12.30am. You monitor Faraja. Her respiratory rate is 29. Her pulse rate is 107. Enter this.

Is it safe to give the 12.30 dose?


She has urine (write Y), no stools, no vomit. Record this. 
You check her skin pinch, eyes and mouth. She has a moist mouth. There is not much room in the table so write ‘MM’ for moist mouth. 

How many hydration signs does Faraja have? 


Do not continue to repeat the ReSoMal measuring and dosing process. Instead pretend to give ReSoMal to the co-trainer so that participants can see whether she drinks eagerly or not. 
Pretend to give Faraja ReSoMal. She drinks eagerly so the amount taken is 60ml. Record this. 
Column 2: What should be given to Faraja next, and when?

You monitor Faraja at 1.30. Her respiratory rate is 29. Her pulse rate is 109. Enter this. She has no urine, no stools and has not vomited. Her mouth is still moist but the skin pinch and eyes are the same, so write ‘same’. 
Pretend that Faraja has been given F75.  
Column 3: What should be given to Faraja next, and when?


You monitor Faraja. Her respiratory rate is 29. Her pulse rate is 107. Enter this.

Is it safe to give the 2.30 dose? 


She has no urine, no stools and has not vomited. Her mouth is still moist but the skin pinch and eyes are the same. 

Pretend to give Faraja ReSoMal. This time she takes the ReSoMal unwillingly. Write ‘less thirsty’ in the hydration signs box. 
How many hydration signs does Faraja have? 


Is Faraja improving? 


Is it necessary to continue ReSoMal in alternate hours? 


It is time to stop giving ReSoMal. If Faraja has a watery stool later, give 50-100ml ReSoMal to prevent her from becoming dehydrated again. Notice that you monitor pulse and respirations before you give ReSoMal, to make sure it is safe to give it. 
Well done, very good work everybody. 
Example of tables filled in: 
	If diarrhea and or vomiting, give ReSoMal. Every 30 minutes for first 2 hours, monitor and give:

5ml x 6.0 kg (child’s wt) = 30 ml ReSoMal



	Time 
	10.30
	11.00
	11.30
	12.00

	Resp. rate
	28
	28
	28
	29

	Pulse rate
	105
	106
	107
	109

	Passed urine? Y N
	
	N
	N
	N

	Number stools
	
	1xW
	0
	0

	Number vomits
	
	0
	0
	0

	Hydration signs
	
	Same
	Same
	Same

	Amount taken (ml)
	30
	30
	30
	30


	For up to 10 hours, give ReSoMal and F75 in alternate hours. Monitor every hour. 

Amount of ReSoMal to offer:

5 to 10ml x 6.0kg (child’s wt) = 30 to 60 ml ReSoMal



	Time 
	12.30
	1.30
	2.30
	
	
	
	
	
	
	

	Resp. rate
	29
	29
	29
	
	
	
	
	
	
	

	Pulse rate
	107
	109
	107
	
	
	
	
	
	
	

	Passed urine? Y N
	Y
	N
	N
	
	
	
	
	
	
	

	Number stools
	0
	0
	0
	
	
	
	
	
	
	

	Number vomits
	0
	0
	0
	
	
	
	
	
	
	

	Hydration signs
	MM
	Same
	Less thirsty
	
	
	
	
	
	
	

	Amount taken (ml)
	60
	F75
	60
	F75
	
	F75
	
	F75
	
	F75


6. Treatment of shock (7 minutes)

Remember that IV fluids should only be given to children that are in shock. If a child in shock is being given IV fluids pulse and respirations must be monitored every 10 minutes. This is because fluid overload happens more quickly when fluid goes straight into the blood. This puts lots of responsibility and trust on nurses. Nurses must know the signs of fluid overload, and look for increases in pulse and respirations, and know when to stop the IV.

Look at page 12 of the handbook. Let’s read ‘signs of shock’ and ‘treatment’ together.  
Read aloud: 

Look at the next section on page 13 of the handbook. You will see a table. This is like the tables we used for monitoring the treatment of dehydration. The top row tells you the signs of shock. Then it tells you how much IV fluid to give if the child has these signs. 
Lower down there are spaces to record the time, respirations and pulse. For the first hour, monitor every 10 minutes. Look for signs of fluid overload. Now let’s read together the words at the very bottom of the table. 

Read aloud: 


So, if respiratory and pulse rates are slower after 1 hour, repeat the same IV fluids for the 2nd hour and monitor in the same way, every 10 minutes. After this, rehydrate the child with ReSoMal, alternating with F75. You can use the same table that we used for Faraja on page 10 of your handbook.  

Now look at exercise 4 on page 11 of the handbook. This shows the same table filled in for a child in shock. Notice that respiratory and pulse rates were slower after 1 hour, and so IV fluids were given for a 2nd hour. What do you notice at 12? 

What should happen now? 


If there is time show participants a copy of the Critical Care Pathway (CCP) initial management chart. Show them where the dehydration table and the shock table are and suggest that this is used for all severely malnourished children on the ward. 
You have worked hard. Well done. Let’s read the key message together again. 

Read the key message together. 

In the next session we will look at correcting electrolyte imbalances.

Session 4: Electrolytes 


TOTAL TIME: 50 minutes  
TOPIC OVERVIEW 

1. Introduction






5 minutes 

2. Electrolyte role play





25 minutes 

3. Effects of electrolyte imbalance 



10 minutes 

4. How to correct electrolyte imbalance 


10 minutes 








MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures, pins for attaching labels during role play 
PREPARE

Key message card and materials for ‘electrolyte role play’ in section 2 of this session (urine sign and role play labels as described in the text)
PURPOSE OF THE TOPIC

The purpose of the topic is to explain that all severely malnourished children have too little potassium and magnesium in their bodies, and too much sodium, and that this increases the risk of heart failure.  

FACILITATOR NOTES

1. Introduction (5 minutes) 

In this session we are going to think about electrolyte imbalance. Do you remember in the first session we talked about how malnourished children are imbalanced? Let’s pretend to be imbalanced together. 

Ask everyone to stand up and stretch their arms at shoulder height.  

Pretend that you are a healthy child. Stretch out your arms straight so that they are at the same level. You are balanced. Now pretend you are a malnourished child. Make one of your arms high and one of your arms low.  This is an imbalance.  

This is the key message for this session: 

Show the ‘key message’: 


Read the message together. 

2. Electrolyte role play (25 minutes)

We are going to do a role play together. This will explain how potassium leaks out of cells and sodium builds up inside cells. Together we are going to pretend to be a healthy cell. Then we are going to pretend to be a malnourished cell. 

Before the session begins, prepare a sign written ‘urine’ and name labels as follows: 

‘Potassium’ x 4 (if possible the potassium and sodium labels should be different colours from each other) 

‘Sodium’ x 4

Micronutrients’ x 1

‘Cell pump’ x 4

‘Mrs Metabolism’ x 1

Prepare the room with a large circle of chairs in the middle (or take the chairs outside if the room is too small and the weather is fine). Put the sign ‘urine’ in one corner of the room. Ask the co-trainer to stand close to the circle of chairs. Give yourself the label ‘Mrs Metabolism’. 

This is a cell, and this is the cell wall (point to circle of chairs). The cell wall is very strong at the moment because micronutrients are preventing damage. It is not possible to get through. This (point to co-trainer) is the cell wall’s pump. If any potassium tries to come through the cell wall, the pump will push it back inside the cell. Over there is urine. My name is Mrs Metabolism. I keep everything balanced. We need all of you to complete the picture. 

Give participants a role and the appropriate name label. Divide roles as follows: 
Potassium: 4 participants  

Sodium: 4 participants 

Micronutrients: 1 participant 

Any extra participants can be cell pumps with the co-trainer 
Turn to Exercise 5 on page 14 of your handbooks. Read through your role and the other roles carefully. Give time for everyone to read and understand the roles. 
First of all we will act out the healthy cell. Make sure you understand your role in the healthy cell. Get into place and start acting your part.  

The co-trainer (cell pump) should move his/her arms and legs very energetically and run around the outside of the circle of chairs. Stop the sodium and potassium crossing the chairs. Mrs Metabolism should act very proudly. Walk around telling your team they are doing a fine job. Congratulate the pump on its hard work. Pat Micronutrients on the back. The cell wall is perfect. 

Leave the role play going for a few minutes. Then stop the action.

Ask someone to count the potassiums inside the cell, and the sodiums outside. 

Can anybody describe the condition of the cell? 


3. Preventing dehydration (3 minutes) 

Does this mean you can stop ReSoMal? 

Very good. Now let’s act out the malnourished cell. Read your sheet to remind yourself of what you need to do. Potassium actors decide which 2 of you will be the ones to escape from the malnourished cell. Sodium actors decide which 2 of you will be the ones to get inside the cell. Potassium actors remember that when the potassium leaves the cell it will be lost in the urine. Point out the urine corner so that they know where to go.
Take some of the chairs away and ask the pump to start pumping much more slowly than last time. Ask micronutrients to sit to one side, looking useless, shaking their heads.
Notice that the micronutrients are missing and that the cell wall is now damaged and leaky. Notice too that the pump is moving slowly to conserve energy. Let’s start the role play. 

The cell pump should move very slowly. Make no effort to stop anyone passing through the cell wall and complain that you have no energy. Mrs Metabolism should now be in a panic. Go crazy. The cell wall is leaky. Shout for the micronutrients to fix it. Tell the pump to work harder. Be out of control. Everything is imbalanced. Your cell is a mess. 

Leave the role play going for a few minutes and then stop it. 

Stop where you are. Look at potassium and sodium actors. Who is inside the cell and who is outside the cell? 


3. Preventing dehydration (3 minutes) 

Does this mean you can stop ReSoMal? 

Can anybody tell us what happened to the malnourished cell? 


3. Preventing dehydration (3 minutes) 

Does this mean you can stop ReSoMal? 

Well done everybody. This shows us how electrolyte imbalance happens. Everybody sit down again. 
So far we have concentrated on potassium, but a similar thing happens to magnesium. So, malnourished children don’t have enough potassium or magnesium. 
We’ve seen that cells have a build up of sodium when a child is malnourished because of leaky cell walls and slow pumps. In our first session we also saw that sodium can build up because the kidney isn’t working properly. It cannot get rid of excess sodium.  
3. Effects of electrolyte imbalance (10 minutes) 

A build up of sodium in the cells can lead to fluid retention. What is another name for fluid retention?


Excess sodium causes oedema.

You also saw that potassium was lost. Potassium makes the signal of the heart strong. When potassium is lost, what will happen to the heart’s signal? 


Does anybody know what happens to the heart when its signal gets weak? 


Loss of potassium puts the child at risk of heart failure. 

Turn to exercise 6 on page 15 of your handbook. See if you can fill in the gaps in this sentence. Work together if you want to. 


Help the group with clues if necessary and guide them towards the following answers: Sodium, potassium and magnesium, heart failure, oedema.

Good work.  

Because potassium and sodium are in the wrong places, blood levels can be very misleading in severe malnutrition. So it is best to give extra potassium and magnesium, and limit sodium, whatever the blood levels are. 
4. How to correct electrolyte imbalance (10 minutes) 

Think back to the role play again. There are 3 things that we need to do to correct electrolyte imbalance. Can anybody think of one of these things?  


Another answer could be to give micronutrients to protect the cell wall from leaks. 
Look at page 15 of your handbook, where it says ‘to correct electrolyte imbalance’. Let’s read this together: 
Read out loud: 

So, is it a good idea to add salt to the food of a malnourished child? 


What actions can we take on the ward to make sure that salt is not added to the children’s food? 

Let the group come up with practical ideas. 

Now let’s think about actions we can take to give extra potassium and magnesium to a malnourished child. Extra potassium and magnesium are already added to Nutriset sachets of F75 and F100. If you are using these sachets then you do not need to add any more. If you are making F75 and F100 using a recipe, then you need to add extra potassium and magnesium. 

Turn to page 16 of your handbook. Let’s read the section ‘ways to give extra potassium and magnesium’ together. 
Read aloud: 
 

Giving potassium and magnesium every day will make sure that malnourished c
hildren get better much quicker. It will also help to protect them from heart failure. 

CMV stands for ‘combined mineral and vitamin mix’. It contains potassium and magnesium and many different minerals and vitamins. It is a powder that comes in tins and that is made by the company ‘Nutriset’. 

How are potassium and magnesium given on your ward? Which of these ways, if any, do you use? Let participants discuss. If potassium and magnesium are not provided, make a plan for making them available.
Good work. Before we finish, let’s remind ourselves of the key message.

Read the key message together. 

In the next session we will look at treating and preventing infections.

Nurse Training: Session 5

TOPIC: Infections 


TOTAL TIME: 1 hour 

TOPIC OVERVIEW 

1. Introduction






3 minutes 

2. ‘Hidden’ infections in malnourished children


2 minutes 

3. Treating infections 





5 minutes 

4. Antibiotics race 





25 minutes 

5. Actions to prevent cross-infection



25 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures and preventing infections wall chart (from the ‘Toolkit’)  
PREPARE

Key message card and materials for ‘antibiotics race’ in section 4 of this session (name labels and long piece of string, as described in the text)
PURPOSE OF THE TOPIC

The main purpose of this topic is to explain that all severely malnourished children need antibiotics straightaway because their infections are often hidden. It also explains that malnourished children easily acquire new infections when they are in hospital, so all staff must take special care to avoid cross-infection. 

FACILITATOR NOTES

1. Introduction (3 minutes) 

This group has a lot of experience in looking after malnourished children. 
Which infections are common in malnourished children?

In this session we are going to look at ways to prevent death from infections. This is the key message for this session: 

Show the ‘key message’: 

Read the message together. 

2. ‘Hidden infections’ in severely malnourished children (2 minutes) 

Remember that severely malnourished children have damaged immune systems. So their bodies do not show the common signs of infection, like a fever and increased pulse and respiratory rate. But infections are very common in severely malnourished children. Even when they show none of these signs, antibiotics should be given straightaway. 

There are two important signs of severe infection in malnourished children. Can anybody name one of these signs? 


These are important danger signs, and need action. If a nurse is doing the temperature round and finds a child with hypothermia, what are some actions that could be taken?

3. Treating infections (5 minutes) 
Nurses have a very important role to play in preventing deaths from infections. By administering antibiotics, nurses are saving children’s lives. 

There are 3 things that are very important when giving antibiotics. 

Write on flip chart paper:  


On time means within 30 minutes. If the antibiotic is due at 9am, what is the latest time that it should be given? 


Does anybody know why this is so important? 


If antibiotics are given late, or are missed, the antibiotics can’t fight the infection. This means that the child might die. 

4. Antibiotics race (25 minutes) 

Look at Exercise 7 on page 17 of your handbook. We are going to look at a severely malnourished girl called Ana. She is prescribed antibiotics by the doctors. She is prescribed 75mg Amoxicillin 8 hourly for 5 days. The doses will be given at 8am, 4pm and 12 midnight. 

For this antibiotic to work properly, which 3 things are important? 

Point to flip chart paper and ask everyone to read the 3 things together.  

To help us to understand how important this is, we are going to have a race. 

Prepare in advance name labels, one for each participant. Write ‘infections’ in half of the name labels and ‘antibiotics’ in the other half of the name labels. Go to a spacious area. Mark a start line and a finish line 9 big steps in front using string between two chairs. Divide the group into 2. Name one group the ‘infection’ team and the second group the ‘antibiotic’ team. Give participants the correct name labels for their team. Ask all participants to stand at the start line.  

The first team to reach the finishing line wins. If the antibiotic team wins, the antibiotics have won the battle in Ana’s body and she will recover. If the infection team wins, Ana’s hidden infection has won the battle. She will die.  

I am going to read out the doses of antibiotics that were given to Ana. Look at Exercise 7 on page 17 of your handbook to find out the rules of the race. Read the rules out together. 
Rules of the race: 

You must decide when the dose is on time, or late, and when the right dose is given. 

Read out the following slowly:

· Day 1: This is what happened on day 1: 
· At 8.15am 75mg Amoxicillin was given (antibiotics team takes 1 step) 

· At 4.25pm 75mg Amoxicillin was given (antibiotics team takes 1 step)
· The nurse on duty at night was asleep at midnight, so the things fell behind. She woke up and gave Ana 75mg of Amoxicillin at 1am  (infections team takes 1 step as the dose was given 1 hour late) 
· At the end of day one, the antibiotics team area doing well. The infection is being beaten!  
· Day 2: 
· At 8.30am 75mg Amoxicillin was given (antibiotics team takes 1 step)
· At 4.10pm the Amoxicillin was running out, so Ana was only given 50mg Amoxicillin (infections takes 1 step as the dose was wrong)
· At 12 midnight a new bottle of Amoxicillin still hadn’t arrived from the pharmacy. The dose was missed (infections team takes 2 steps)
· At the end of day two, the infections team is slightly ahead. The race could still be won by the antibiotics but the nurses need to be very careful!
· Day 3: There was an emergency admission on the ward.  

· At 8am the nurse completely forgot to give Ana her medication (infections team takes 2 steps) 

· At 3pm, 75mg Amoxicillin is given as the nurse wants to make up time in case the ward gets busy later (infections team takes 1 step as the dose is too early) 

· The infections team is now well ahead. The nurses need to act quickly! 
· At 20 minutes past midnight, 75mg Amoxicillin was given (antibiotics team take 1 step)

· Day 5: This is what happened on day 5: 
· At 8am the nurse on duty was late to come on the ward so the dose was missed (infections team takes 2 steps) 

By this time the infections team should be on the finishing line. The antibiotics were just not strong enough and the infection won. Well done infections team! But this is not a very happy occasion. This means that Ana also lost the battle. She died.  
If Ana had been given the correct dose of antibiotics on time and no doses were missed, what would have happened? 


Get participants to change places so that the antibiotics team is on the finishing line and the infections team are on the start line. 

Giving antibiotics correctly will save lives. 

So, what is the very latest that antibiotics should be given?


Leave enough time for preparation to make sure that all children on the ward receive their antibiotics on time. 

So, do you think it is a good idea to allow mothers to give antibiotics to their children?


5. Actions to prevent cross-infections (25 minutes) 

Hospitals are dangerous places. Children are more likely to get infections in hospitals than at home. 
Why are severely malnourished children at special risk of getting infections in hospitals? 


This can kill them. So, it is very important to prevent new infections. 

Let’s think together of ways that infections spread on the ward. Go to exercise 8 on page 17 of your handbook. 
Read aloud: 

Get into groups of 2 or 3 and discuss ways that cross-infection can happen in each of these areas. Write your answers in your handbook. 
Give 15 minutes. Then get feedback under each heading from the groups. Add any missing answers from the following: 


Possible answers are as follows: 

Now let’s think about ways to stop cross-infection happening. Can anybody think of an action that staff can take to prevent infections crossing between them and children? 


What about mothers? Can anybody think of an action that mothers could take to prevent infections crossing between them and children? 


Can anybody think of an action that staff can take to prevent infections crossing between children? 


Now, let’s think about infections through skin. It is very easy for infections to enter their bodies through broken skin. Which children often have broken skin? 


The best way to stop infections getting in through broken skin is to cover with dressing. Oozing or itchy peeling skin can be soaked with 0.01% potassium permanganate solution. It is very important that you dilute this carefully. The colour of the solution should be light purple and you should be able to see right through it. It is harmful if it is too strong.   

Can anybody think of an action that staff could take to stop infections from food? 


Remember that it is very important to explain to mothers the need for good hygiene. Show them practical things that they can do to prevent cross-infection. 
.  
Well done everybody. We have a wall chart to help remind you of some of these things. Show the preventing infections wall chart. We will put this up in your ward as a reminder at the end of the course. Before we finish, let’s remind ourselves of the key message for this session. 
Read the key message together.  
In the next session we will look at correcting micronutrient deficiencies.

Session 6: Micronutrients 


TOTAL TIME: 1 hour 
TOPIC OVERVIEW 

1. Introduction






5 minutes 

2. Micronutrient deficiencies in severe malnutrition

5 minutes 

3. Matching micronutrients cards



10 minutes 

4. Micronutrient supplementation 



10 minutes 

5. Practise preparing the right doses 



10 minutes

6. Planning micronutrient supplementation


20 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures
PREPARE IN ADVANCE

Key message card, materials for ‘matching micronutrients cards’ activity in section 3 of this session (matching cards as detailed in the text), an F75 or F100 Nutriset sachet and/or a tin of CMV (combined mineral and vitamin mix), folic acid tablets and vitamin A capsules used on the ward, scissors/knife. Also copy the list of micronutrients and other nutrients from the next page on to a flip chart or on the blackboard. 
PURPOSE OF THE TOPIC

The purpose of this topic is to help participants understand that severely malnourished children have multiple deficiencies (and not just deficiencies of energy and protein) which must be corrected. 
FACILITATOR NOTES

1. Introduction (5 minutes) 

This session is about correcting micronutrient deficiencies. Correcting micronutrient deficiencies will help repair the damage caused by malnutrition and get the body working properly again. 

For this session the key message is:

Show the ‘key message’ card: 


Read the ‘key message’ together.

First let’s look at what a micronutrient is. Write the following on flip chart paper: 

Write on flip chart paper:


Can anybody say what ‘micro’ means? 

Does anybody know what a ‘micronutrient’ is then? 

Let’s have a look at some micronutrients. 
Before the session, write the following on flip chart paper/ blackboard.

Read aloud:  


Some minerals are not micronutrients as these are needed in big amounts. There are also 3 macronutrients. These are also needed in big amounts.

In this session we are looking at micronutrients only. This is the first list. There are 6 micronutrients that are very important in severe malnutrition. These are vitamin A, folic acid, zinc, copper and iron (although iron is not given at first). Circle these on the flip chart as you read them out. The sixth is ‘multivitamins’ which is a combination of the different vitamins (write this on the flip chart next to the vitamins section). 
2. Micronutrient deficiencies in severe malnutrition (5 minutes)

Does anybody know what the word ‘deficient’ means? 


So, a deficiency is when there is not enough of something in the body. Malnourished children are usually deficient in micronutrients. Can anybody think of one reason why this is? 


If anybody says ‘cell damage’ explain that this is a consequence not a cause of micronutrient deficiencies. 

Different micronutrient deficiencies have different signs. Vitamin A deficiency leads to very specific eye signs. Can anybody name one of these eye signs? 


If anybody says redness or pus, explain that these are signs of eye infection, not vitamin A deficiency
Other micronutrient deficiencies have other signs. Signs of zinc deficiency are diarrhoea and dermatosis. A sign of iron deficiency is anaemia. Signs of deficiencies of the B vitamins are cracks at the corners of the mouth and a red, painful tongue. 
3. Matching micronutrients cards (10 minutes)

We are going to play a game of matching cards. In this game we will be linking signs of micronutrient deficiencies with micronutrients. 

Prepare in advance 12 cards, 6 red and 6 yellow (or use other colours). Write the 6 ‘signs of deficiency’ listed below on the yellow cards and the 6 ‘micronutrient deficiencies’ listed below on the red cards, one on each card. Give each person a different card (if there are not enough people, the facilitators can join in; if there are more than 12 participants, some participants can work in pairs). The object of the game is for participants to match the correct yellow and red cards together by shouting out to the words on their card to each other. The key with this game is to make it very fast moving, otherwise it will become tedious. Part of the objective is also to make a lot of noise. 

Everyone please stand up and come into the middle of the room. Take one card each. Some of you will have a yellow card. This is a deficiency sign. Some of you will have a red card. This is the name of the micronutrient that is linked to a deficiency sign. 
The game is to match up the deficiency signs (the yellow cards) with the right micronutrients (the red cards). So, you have to find the right partner. Don’t show anybody what your card says. Instead, you have to find the right partner by shouting out what it says on your card. So, for example, if you are iron deficiency, you will shout ‘iron deficiency’ and you will be trying to find someone shouting ‘anaemia’! Only 2 people can make a match. If there are 3 of you, one must leave and make another match. This is a very fast game so you have to move quickly to find the right partner. You don’t have very long!  
At the end of the game, when all participants are in pairs, ask each pair to read out their two cards. Ask the rest to listen and discuss together whether or not the matches are correct. Matches should be as follows: 
Signs of deficiency 




Micronutrient 

Cracks at corners of mouth



vitamin B deficiency 
Dermatosis 





zinc deficiency 

Diarrhoea 





zinc deficiency 

Dry, cloudy eye 




vitamin A deficiency 

Frothy patch on white of eye 



vitamin A deficiency 

Anaemia 





iron deficiency 

Well done everybody. You can sit down again. 
4. Micronutrient supplementation (10 minutes) 

Severely malnourished children need extra micronutrients to repair the damage caused by deficiency. Malnourished children who are deficient in vitamin A can go blind without warning. So we give a large dose of vitamin A on day 1. Vitamin A also helps fight infection.

Micronutrients will help repair the gut and stop diarrhoea, repair skin, repair the immune system and restore appetite. Think back to the role play we did in session 4 when we acted out a leaky cell. 
What was the role of micronutrients? 


When micronutrients repair the cell wall this stops potassium leaking out and sodium leaking in. This will help to reduce oedema and reduce risk of heart failure. So you can see that it is very important to give severely malnourished children micronutrients. 
Remember the six micronutrients that are important in severe malnutrition. These are the six micronutrients that you need to give. Let’s look at each of these now. We need to think about how much to give and how often. 
Look at page 22 in your handbook at the section ‘micronutrients to give’.  Let’s read this out together.
Read aloud:  

Emphasise that for vitamin A and folic acid, higher doses are given on day 1 than on other days. 

So, should iron be given to children on F75? 


Iron should only be given when the child is in the catch-up phase. This is when the child is on F100. If iron is given too early it can encourage infections and damage cells. So, wait until children are on F100 before giving iron. 

Sometimes micronutrients are already added to F75 and F100 feeds, in the same way that potassium and magnesium are added to Nutriset sachets and to CMV (combined mineral and vitamin mix). 
If F75/F100 Nutriset sachets and/or CMV are available, show these to the participants and ask them to read the ingredients list to see the different minerals and vitamins included.  
Look at the table ‘which micronutrients to give daily’ on page 22 of the handbook. 

Which micronutrients to give daily: 

	If using:
	Stabilisation (on F75)
	Rehabilitation (on F100)

	1. Nutriset F75/F100 sachets or adding CMV when preparing feeds

These provide all the micronutrients except iron
	Nothing is needed – the micronutrients are in the CMV and sachets 
	Give:

Iron

	2. Electrolyte-mineral solution when preparing feeds

This provides zinc and copper 
	Give: 

Multivitamins

Folic acid 


	Give: 

Multivitamins

Folic acid 

Iron

	3. None of the above
	Give: 

Multivitamins

Folic acid 

(It may not be possible to provide zinc and copper in this situation, but they are desirable)
	Give: 

Multivitamins

Folic acid 

Iron

(It may not be possible to provide zinc and copper in this situation, but they are desirable)


The Table shows 3 different situations. The first is if you are using Nutriset sachets or adding CMV when preparing feeds. In this situation, no action is needed in the stabilisation phase because the micronutrients are already in the CMV and sachets.  
The second situation shown in the Table is if you are using electrolyte-mineral solution when preparing feeds. This is made by the pharmacy and contains zinc and copper. If using electrolyte-mineral solution give multivitamins and folic acid in the stabilisation phase. 
The third situation is if you have no sachets, or no CMV or no electrolyte-mineral solution. Then you have to do the best you can and give the multivitamins and folic acid.  
If soluble zinc tablets for diarrhoea are available in your area, these can be used to provide zinc.   
All children need iron in the catch-up phase as it is not part of CMV, or Nutriset sachets.

So, if you are making F75 and F100 on the ward and adding CMV, should you also give children zinc supplements? 


Should you give folic acid supplements from day 2 onwards if using CMV? 


Should you give folic acid on day 1? 


How much folic acid should you give on day 1? 


Very good. 

5. Practise preparing the right doses (10 minutes)  
The exact doses of micronutrients may not be available on the ward. When this happens it may be necessary to divide up a tablet or capsule. It is important to be as accurate as possible when doing this. If doses are inaccurate some children may not get enough, and so may not recover as quickly, and others may get too much, which may be dangerous for micronutrients that are stored in the body, like vitamin A and iron.
Look at tablets and capsules of micronutrients found on the ward. Practise dividing up tablets and capsules accurately to meet the right dose. 
6. Planning micronutrient supplementation (20 minutes) 
Turn to exercise 9 on page 20 and 21 of your handbooks. We are going to do this exercise together. 
Work through each question together as a group. Participants can use the session notes in their handbook to find the right answers. Encourage discussion. Ask different participants what they think the answers are to make sure that everyone understands. Ask if they are confident about what to do. Discuss if they have all the supplies needed. If not, make a plan to overcome any shortages.  
Exercise 8:  Answers
Question 1: You are treating Elizabeth, who is 9 months. She has no eye signs. Circle the micronutrients that she should be prescribed on Day 1 for each of the following situations:
a) if using Nutriset sachets of F75

Circle: Vitamin A 100,000 IU; folic acid 5mg. All children need these on day 1. The rest of the minerals and vitamins are provided in the sachet.
b) If adding CMV to feeds

Circle: Vitamin A 100,000 IU; folic acid 5mg. All children need these on day 1. The rest of the minerals and vitamins are provided in the CMV.
c) If adding electrolyte-mineral solution to feeds 

Circle: Vitamin A 100,000 IU; folic acid 5mg. All children need these on day 1. And circle multivitamins. Zinc and copper are provided in the electrolyte-mineral solution, but no vitamins. 
d) If adding KCl to feeds, or giving slow K tablets

Circle: Vitamin A 100,000 IU; folic acid 5mg. All children need these on day 1. And circle multivitamins. Zinc and copper are also correct answers but the problem is finding a source. This is why we try always to use CMV, or Nutriset sachets. 

Question 2: Circle the micronutrients that Elizabeth should be prescribed on Day 2 for each of the following situations:
a) if using Nutriset sachets of F75

Circle nothing. All of the minerals and vitamins are provided in the sachet. 

b) If adding CMV to feeds

Circle nothing. All of the minerals and vitamins are provided in the CMV.
c) If adding electrolyte-mineral solution to feeds 

Circle: folic acid 1mg, multivitamins. Zinc and copper are provided in the electrolyte-mineral solution, but no vitamins.  

d) If adding KCl to feeds, or giving slow K tablets

Circle: folic acid 1mg, multivitamins. Zinc and copper are also correct answers but the problem is finding a source.
Question 3: Circle the micronutrients that Elizabeth should be prescribed on Day 8 when she is in the rehabilitation phase for each of the following situations:
a) If using Nutriset sachets of F75

Circle: iron. All children need iron in this phase.
b) If adding CMV to feeds

Circle: iron. All children need iron in this phase.

c) If adding electrolyte-mineral solution to feeds 

Circle: folic acid 1mg, multivitamins, iron.   

d) If adding KCl to feeds, or giving slow K tablets

Circle: folic acid 1mg, multivitamins, iron. Zinc and copper are also correct answers but the problem is finding a source.

Question 4: You are treating Jacob, who is 30 months. Jacob has corneal clouding. You are using F75/F100 Nutriset sachets to make feeds on the ward. Circle the micronutrients that Jacob should be prescribed on Day 1:
Circle: vitamin A 200,000 IU: folic acid 5mg. Also say that corneal clouding is a sign of very severe deficiency, and that nurses must also put a drop of 1% atropine in the eye to relax it and prevent the lens from being pushed out. This should be done every 8 hours.
Question 5: Circle the micronutrients that Jacob should be prescribed on Day 2:
Circle: vitamin A 200,000 IU. (The dose is repeated if children have eye signs as they are at risk of going blind). 
Question 6: When will you next give Jacob vitamin A? 

Day 15. (Jacob has eye signs so the dose is repeated on days 2 and 15.   

Well done everybody. Good work. It is important to make sure that you give each child the right micronutrients that they need each day. If you are doing this then you can congratulate yourself. You are helping the child to recover. 

Let’s remind ourselves of the key message. 

Read the key message together. 

Session 7: Cautious feeding  


TOTAL TIME: 1 hour 15 minutes 

TOPIC OVERVIEW 

1. Introduction 






  5 minutes 

2. Why feed cautiously?





15 minutes

3. Calculating F75 volumes 




10 minutes

4. Giving feeds on time 





15 minutes

5. Naso-gastric tubes 





  5 minutes 


6. Charting feeds 





25 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures
PREPARE IN ADVANCE

Key message card, picture of Simon and organs with matched cards from ‘invisible differences’ activity from session 1 and a laminated WHO F75 volume chart  
PURPOSE OF THE TOPIC

The purpose of this topic is to explain that severely malnourished children need an initial stabilisation period to allow damaged organs and cells to get back into working order. During this stabilisation phase, small feeds are needed every 3 hours of F75 that just meets their basic energy and protein needs. 
FACILITATOR NOTES

1. Introduction (5 minutes) 

The treatment of severely malnourished children is divided into two phases: stabilisation and rehabilitation.  
Get participants to stand in two separate groups in the room. Name one group stabilisation. Name the other group rehabilitation. 
Stabilisation comes first (point to the stabilisation group). The purpose of the stabilisation phase is to treat infections, correct electrolyte imbalance, get rid of oedema and to get the organs and cells working again. The second phase is rehabilitation (point to the rehabilitation group). The purpose of the rehabilitation phase is to achieve rapid weight gain, and improve mental development and prepare for discharge. 

Linking the two groups is the ‘transition’. The co-facilitator stands between the two groups, stretches arms out and joins hands with someone from each of the two groups to link them together. The transition takes the child safely from stabilisation to rehabilitation. You can sit down now.  

Write the following on flip chart paper (or blackboard) 



Today we are looking at the first phase, which is the stabilisation phase. During stabilisation it is important to feed very cautiously. 
Here is the key message for this session: 

 Show the ‘key message’ card: 


Read the ‘key message’ together.

2. Why feed cautiously? (15 minutes) 

Think back to the first session. We looked at the changes that happen on the inside when a child is severely malnourished. Let’s look at Simon and remind ourselves of the changes that happen to the organs and think about what this means for feeding. Turn to exercise 10 on page 23 of your handbook.  We will work together. As we do, fill in the answers in the table. 
Ask one participant to look at the heart and read out the 3 cards. Ask the group what would be dangerous for the heart? Then ask, so how should we feed the child to protect the heart? Encourage them towards the answers below. Repeat for the other organs. 
Answers to Exercise 10: 

	ORGAN


	What is dangerous for this organ? 
	How should we feed the child? 

	Heart picture 


	Excess fluid 
	Give the correct volume of feed

	Kidneys picture 
	Excess fluid 

Excess sodium


	Give the correct volume of feed 

Give a low sodium feed

	Liver picture 


	Excess protein 

Also can’t make enough glucose 


	Give low protein feed

Give sugary feed

Feed frequently

	Gut picture 


	Large meals 
	Give small amounts 

Feed frequently 


So, what must the feed be like? 

 

F75 is special because it is all of these things. So, F75 is the feed that should be given to all severely malnourished children at first, even those under 6 months.

Look back at the flip chart sheet. How should F75 be given? 

 

If too much is given too soon then the organs could become overloaded and the child could die. So, it is important to give exact amounts according to the weight of the child. 

Should the child be given anything else whilst on F75? 

Giving children extra foods and drinks apart from breast milk is dangerous. So, children in the stabilisation phase should only be given F75. Mothers can also continue breastfeeding.  
Is it a good idea for a mother to help herself to F75 on the ward when her child is hungry?  


 Can anybody say why? 


The mother doesn’t know how much or how often F75 should be given. If a mother helps herself to F75 the child could get too much. This can lead to overload and death. This is why giving feeds is a nurse job. Nurses know exactly when to feed the child and exactly how much to feed the child. Nurses should explain very kindly to mothers that special milk is given for the first few days and the volume of feed has to be kept small and has to be measured by the nurses. Help them understand that this is best for their child.  
3. Calculating F75 feed volumes (10 minutes) 

When a child is admitted to the ward, when should they be given F75?  

The doctor might not be there to prescribe F75 straightaway. When this happens, what should the nurses do?


So, nurses need to know exactly how much F75 to give. This depends on the weight of the child. The WHO F75 volume chart lists all of the volumes of F75 for the different weights. You will find this chart in Appendix 1 of the handbook. Turn to Appendix 1, at the back of the handbook, now. 
Notice that you can see how much F75 to give a child of a certain weight either 2 hourly, 3 hourly or 4 hourly.  How often should new admissions be fed? 


All other children on the ward should feed 3 hourly, unless the child is very sick. 

Look at the F75 volume chart. Notice that there are two sides. If a child has no oedema or grades one or two oedema (mild to moderate) use side one. Show participants the correct side. If a child has severe oedema, then use side two. Show participants the correct side for severe oedema. 
What is severe oedema? 


Oedema makes children seem heavier than they really are. The severe oedema side of the chart takes this into account. You must always make sure that you use the correct side. Otherwise, the child may receive too much or too little F75. 

Let’s practise using the F75 volume chart. Turn to Exercise 11 on page 23 of the handbook. Imagine that these children are arriving on the ward. They will be fed 2 hourly. You must give these children their first feed of F75 whilst you wait for the doctor to arrive. How much will you give? 


Answers are as follows: Jenifa: 50ml, Simon, 95ml, Estha, 85 ml 

If the child’s weight is in between, for example, 2.1kg, go down to the lower weight of 2kg. If it is a very big weight, like 12kg, then add up the volume for 10kg and 2kg. 
Sometimes you will need to decide on a 3-hourly feed. Look at the chart again. How much F75 would you give Estha 3-hourly, on day 2 of treatment? She now weighs 9.6kg and she still has oedema.


If the answer given for Estha is 120ml, the participant has calculated using the new weight (9.6kg) instead of the admission weight. If the answer given for Estha is 155 or 160ml, the participant has forgotten to use the chart for oedema +++. 

Remember that to stabilise a child, the daily amount of F75 must stay the same. So we keep using the admission weight when calculating the amount of F75 to give. 

And if the child started with oedema +++, we continue to use the +++ chart even when his oedema is getting less. Is that clear?  Shall we try another example? 

Isabella was 6.3kg on admission. She had oedema +++.  What amount of F75 did she need 2-hourly on day 1? Remember that 6.3kg is an in-between weight, so we use 6.2kg.


On day 5 she is much improved. She has lost her oedema and now weighs 5.0kg. What amount of F75 should she have if fed 2-hourly?

The amount stays the same as on day 1 so that she will stabilise. 
What amount of F75 should she have if fed 3-hourly?

We continue to use the admission weight and the +++ chart, but we move to the next column for 3 hourly. 
Well done. Make sure there is a copy of this chart on your ward. 

4. Giving feeds on time (15 minutes) 

It is very important to give feeds on time. Draw a straight horizontal line on the flip chart. The aim is for the child to have a constant supply of glucose. If feeds are given late, then the glucose level goes up and down. Draw a horizontal line that goes up and down at intervals. What is the child at risk from at the lowest points?   

If feeds are given too close together, then fluid levels can go very high. Draw another horizontal line with a very big high at one point. What is the danger for the child at the very high point? 

 

Giving feeds at regular intervals on time saves lives. Feeds must always be given within 15 minutes of the prescribed feed time. So, if the feed time is 3pm, what is the latest time that the child should be fed?


Remember that this is also what should happen at night. If the child is sleeping at feed time, should the nurse on duty wake the child?

What should the nurse on duty do if the mother is asleep and does not want to wake up to feed the child? 


Remember that you will need to leave time for preparing or re-warming feeds. A good time to leave is 15 minutes. So, if the feed time is 3pm, what time should you start preparing? 


What can you do on your ward to make sure that feeds are given on time? 

Let participants discuss practical things together. Make sure that they discuss using clocks to see the time and remembering to look at the clock regularly. 
Occasionally something might go wrong and a feed may be given late. This should only happen very occasionally. If this does happen, should the nurse write on the chart the prescribed feed time or the time that the feed was actually given? 


It is very important to do this, even if the feed is given late. 
5. Naso-gastric tubes (5 minutes)
When charting feeds, it is important to chart not only the amount of feed offered, but also leftovers. This will tell us the actual amount the child has taken. Why is it helpful to know how much the child has taken?  


This will help us to make decisions. If the child has not eaten enough, he needs a naso-gastric tube. Let’s think about naso-gastric tubes for a moment. Look at page 26 of the handbook. See the section called ‘nasogastric tubes’. Let’s read together.

Read aloud: 

together. 
Read the following aloud together:   

Look again at the F75 chart. Look at the last column. This shows the 80% minimum. At the end of 24 hours, compare the total amount taken to this amount. This will help you to decide if an NG tube is needed.

So, when should an NG tube be inserted? 

When a child has a naso-gastric tube, you must first offer the feed to the child orally. You must do this at every feed. Encourage the child to eat orally, even if this takes time. Any leftovers can be given through the NG tube. 

When should an NG tube be removed?


6. Charting feeds (25 minutes) 
We said that it is important to chart how much feed is leftover. How will you know 
how much feed is leftover? 

 

How can you measure small volumes?


 

Let’s now look at how to chart feeds. For this we will use the ’24 hour food intake chart’. Find this in exercise 12 of your handbook on page 23.  
We are going to practise completing this chart for a child called Abdul. Abdul weighs 9kg and has no oedema. 
Write on flip chart paper:


First, use your F75 volume chart to find out how much F75 Abdul should be given 2 hourly. What is the answer?


Well done. So, Abdul must be fed 100ml of F75 2-hourly. That is 12 feeds over 24 hours. Let’s first put his basic information into the chart on page 24 of your handbook. 

Show participants where to write the following information on the ’24 hour food intake’ chart: 

Admission weight: 9kg 

Today’s weight: 9kg

Type of feed: F75

Give: 12 feeds of 100ml 

If Abdul takes 100ml, he will have taken 100%. If he takes 80ml he will have taken 80%. So if he takes less than 80ml for 2 feeds in a row, he will need an NG tube. 

I am going to tell you what happened at each of Abdul’s feeds. You must write the amount offered to Abdul in column ’a’ and the amount Abdul left in his cup in column ‘b’. Then you must calculate how much was taken by Abdul and write this in column ‘c’. As Abdul doesn’t have an NG tube, we will leave column ‘d’ blank for now.  
Read out the following information for each feed (let participants calculate the figures in italics). At the end of each feed ask if an NG tube should be inserted (participants should recognize that an NG tube should be inserted at 2am)     
	Time 
	Amount offered 
	Amount left in cup
	Amount taken orally
	Amount taken by NG, if needed 
	Estimated amount vomited 
	Watery diarrhea? 

	2pm
	100
	20
	80
	
	
	

	4pm
	100
	20
	80
	
	
	

	6pm
	100
	50
	50
	
	
	

	8pm
	100
	10
	90
	
	
	

	10pm
	100
	10
	90
	
	
	

	12 MN
	100
	60
	40
	
	
	

	2am
	100
	40
	60
	
	
	


At 6pm Abdul took less than 80% of his feed. Should an NG tube have been inserted? 


NG tubes should be inserted if less than 80% of the feed is taken for two feeds in a row. 

When should an NG tube have been given to Abdul? 


Abdul was given an NG tube at 2am. Remember that he will still be offered the feed orally first at each feed. Any leftovers will be put through the NG tube. Let’s continue to chart Abdul’s intake over the next 12 hours.  
Read out the following information to participants (let participants calculate the figures in italics)
	Time 
	Amount offered 
	Amount left in cup
	Amount taken orally
	Amount taken by NG, if needed 
	Estimated amount vomited 
	Watery diarrhea? 

	4am
	100
	100
	0
	100
	
	

	6am
	100
	90
	10
	90
	
	YES

	8am
	100
	90
	10
	90
	
	

	10am
	100
	80
	20
	80
	
	

	12 MD
	100
	80
	20
	80
	
	


If, at 10am, Abdul vomited. What should the nurse have done?  


The nurse should estimate the amount vomited and offer that amount of feed again slowly. There is space to record the amount that the child vomited in our chart. The nurse estimated that Abdul vomited 20ml of his feed at 10am. Write this in the chart. Guide participants to write the amount vomited at 10am in the correct column.  

Think back to the dehydration session. Why is it important to chart watery diarrhoea? 


A good place to chart watery diarrhoea is on the feed chart. If there is watery diarrhea, write ‘YES’. At 6am Abdul had watery diarrhoea. Write ‘YES’ in the column. Guide participants to write ‘yes’ in the correct place.  
Now we need to calculate the total amounts over 24 hours. You do not need to calculate totals every 12 hours, only over 24 hours. Look at the end of the chart. This shows you how to calculate the total amount taken. 

Write the following on flip chart paper:


This is the total of column c plus the total of column d, minus the total of column e. The total of column c (amount taken orally) is 550ml. The total of column d (amount taken by NG) is 440ml. The total of column e (amount vomited) is 20ml. Write these figures into the correct boxes. Guide participants to write the totals in the correct space on the chart.  
So, the calculation we need to make is 550+ 440 – 20 = 970 
Write this answer on the far right of the last row. Good work. Does anybody have any questions? 

When is a good time to chart the amount of feed taken?  


This is a good idea, otherwise you will forget the right amounts. Even though accurate charting takes time, it is very important to help nurses and doctors to give the right treatment to children. In the practical session we will learn how to be very organized so that we can make charting as easy as possible. 

Looking at the chart, is there anything else we should have done for Abdul?   


You can record the amount of ReSoMal he took on the chart, next to YES, so that everyone will know that it has been given.  
Well done everyone. Let’s remind ourselves of the key message for this session.

Read key message together.

Nurse Training: Session 8 
TOPIC: Catch up growth  


TOTAL TIME: 1 hour 5 minutes 
TOPIC OVERVIEW 

1. Introduction






5 minutes 

2. Why give F100 for catch-up growth



5 minutes

3. What to do in the transition




10 minutes


4. Charting feeds during the transition



10 minutes

5. Catch up growth





10 minutes 

6. Monitoring weight gain




 15 minutes

7. Possible problems if poor weight gain 


10 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures
PREPARE IN ADVANCE

Key message card, laminated copy of 24 hour food intake chart, laminated copy of F100 volume chart and laminated copy of weight chart (from the ‘Toolkit’)
PURPOSE OF THE TOPIC

The purpose of this topic is to explain that severely malnourished children will grow very rapidly in the rehabilitation phase if they are provided with sufficient energy, protein and micronutrients for tissue synthesis. F100 provides the energy and protein needed. The child is encouraged to eat as much as possible.  

FACILITATOR NOTES

1. Introduction (5 minutes) 

Can anybody remember the name of the two phases of treatment for severe malnutrition? 


Note that transition is not a phase, so ‘transition’ would not be a correct answer. Show the following flip chart sheet from session 7. 




Repeat the exercise in the last session: Get participants to stand in two separate groups in the room. Name one group stabilisation. Name the other group rehabilitation. The co-facilitator stands between the two groups, stretches arms out and joins hands with someone from each of the two groups to link them together. 

Today we are going to talk about rehabilitation. The aim of rehabilitation is to gain weight quickly. Can anybody name the special food that is used for rapid weight gain? 


If anyone answers Plumpynut or RUTF, this is also correct. It is a special food for children in the rehabilitation phase. It comes in sachets and is ready-to-eat.
We are also going to talk about the short transition in between the two phases. Thank you. You can sit down now. 

Let’s look at the key message for today. 

Show the ‘key message’ card: 


Read the ‘key message’ together.

2. Why give F100 for catch-up growth? (5 minutes) 

Let’s look at the differences between F75 and F100. Look at page 30 of your handbook, where it says ‘recipes for making F75 and F100’. 
Read aloud 
Can anybody see any differences between the recipe for F75 and F100? 


During the stabilisation phase the child’s organs were in danger. In the rehabilitation stage they have recovered just enough to take more protein and energy so that the child can grow. In the rehabilitation phase the liver is also working better and so can make glucose for the body. So, the child no longer needs as much sugar in the feed. 
3. What to do in the transition (10 minutes) 
Think back to session 1 when we talked about signs of improvement. These are signs that show us the body is starting to work properly again. How do you know when a child is ready to move from F75 onto F100?

Write both of these on flip chart paper. Note: ‘smiling’ is also a sign of improvement but do not write it here as it is not a sign of readiness for the transition.
If a child is finishing F75 and eating hungrily, and most of the oedema has gone, then the child is ready for F100. Children who need a naso-gastric tube are not ready for F100 unless they have a medical condition that makes eating painful. To decide if a child is ready, it is helpful if nurses record when a child becomes very hungry. We can do this by writing an ‘H’ on the intake chart. The H stands for ‘Hungry. So if a child is offered 50ml F75 and eats it hungrily and there are no leftovers, write 50 H. Do this at every feed.  
Show participants the laminated copy of the 24 hour feed chart and how to write ‘50H’. 

When the child is ready, then begin the transition. The transition lasts for 3 days. The transition is a safe way of moving the child from stabilisation (F75) to rehabilitation (F100) to avoid heart failure and sudden death.
Go back to the following flip chart and complete as follows: 




Look again at page 30 of your handbook. Let’s read together the instructions for feeding during transition. 
Read aloud: 


Turn to exercise 13 on page 27 of your handbook. Let’s answer questions 1 and 2 together. Imagine that there is a child called Simon. He is feeding 3 hourly on 60ml of F75. 
Simon is ready to start the transition to F100. We know this because there are 2 signs. What are these signs? 

Remember that Simon is currently receiving 60ml of F75 3-hourly. How much F100 should Simon have 3-hourly on day 1 of the transition? Look at the notes on page 30 if you need some help. 

Write on the flip chart: Day 1: 60ml F100.
 How much F100 should Simon have 3- hourly on day 2 of the transition? 


Write on flip chart: Day 2: 60ml F100.
 What happens on day 3 of the transition? 

You do this by writing an upward arrow, like this: 
Write on flip chart paper:  


If the doctor writes an arrow like this in the notes, this means that the child is in day 3 of the transition. You must increase F100 by 10ml per feed. 

4. Charting feeds during the transition (10 minutes) 
We will have a practical session later to practise preparing and giving feeds. Now we are going to continue with Exercise 13 on page 27 and 28 of your handbook. We are going to chart Simon’s feeds on day 3 of the transition and you will plan how much F100 to offer him at each feed. First of all fill in the information about Simon at the top of the ’24 hour food intake chart’. Simon’s weight is 5.6kg. Remember to add an upwards arrow next to where you have written 60ml, as this is day 3 of the transition. 
Check participants have written TYPE OF FEED: F100. GIVE 8 feeds of 60ml ↑
You must decide how much F100 to offer Simon at each feed. You will write this in column ‘a’. I will tell you how much was leftover and then you must record how much was taken in column ‘c’ and decide how much he should have at the next feed. 
How much should he be offered at 6am? 

 There are no leftovers. Record the amount taken. 

How much should he be offered at 9am? 

 This is because we increase each feed by 10ml. There are no leftovers. Record the amount taken.  
Continue in this way, until the chart is completed as shown below. 
	Time 
	Amount offered 
	Amount left in cup
	Amount taken orally
	Amount taken by NG, if needed 
	Estimated amount vomited 
	Watery diarrhea? 

	6am
	60
	0
	60
	
	
	

	9am
	70
	0
	70
	
	
	

	MD
	80
	0
	80
	
	
	

	3pm
	90
	0
	90
	
	
	

	6pm
	100
	10
	90
	
	
	

	9pm
	
	
	
	
	
	

	MN
	
	
	
	
	
	


What happened at the 6pm feed?  


How much should be offered then at the 9pm feed?  

Good. Write this into the chart. 

If anyone says give 110ml explain that this would be wasteful as Simon appears to be full with 100ml. Whenever he finishes 100ml then the amount offered can be increased. 

Well done. Increasing the amount of feed very carefully like this will help to make sure that the child’s organs are not overloaded. This can save lives. How do we know if a child is at risk of heart failure?


Pulse and respirations should be taken every 4 hours for children in the transition. By how much will the pulse go up if the child has fluid overload? 


By how much will the respirations go up if the child has fluid overload? 


If the child is in danger, stop giving F100 and all other fluids immediately. Call the doctor. 
5. Catch-up growth (10 minutes) 

After day 3 of the transition the child is in the rehabilitation phase. This is also called the catch-up phase. Let’s read the key message again. Read the key message together. 

During the rehabilitation phase give the child as much as they can eat. The child should eat until full at every feed. This means that the child should always have some food leftover. If ever the child finishes the feed, then always add some more. 

In Appendix 2 at the back of your handbook you will find an F100 chart. Look at this now. 
This chart is different from the F75 chart. It gives a range of volumes: a minimum and a maximum. The volume of feed that the child takes should be in between. 
The chart shows the minimum and the maximum that the child should have 3 hourly, 4 hourly and daily. Simon weighs 5.6kg. What is the maximum that Simon should be taking 3 hourly? 


Remember that the child’s weight is increasing. As the child’s weight goes up, the maximum amount goes up as well. So, if by day 5 Simon’s weight was 6.0kg, what is the new maximum amount he should be offered 3 hourly? 


So, never just leave the child on the same amount of F100 throughout. Recalculate the maximum and offer more. 

Is it okay, do you think, to stop charting the amount of feed taken at this stage? 

Look back at the F100 chart. Can you see that there is also a minimum amount for 3 hourly feeds? If the child’s intake is below this minimum then there may be a problem, for example, the child may have an infection. You will only see this if you chart the amount given, leftovers and the amount taken. So, charting must continue.   
Should additional foods be given during rehabilitation? 


Additional foods can be given during the rehabilitation phase. But remember that they should not replace F100. The child should have F100 for at least 5 of their 8 feeds each day.  
Should the child be given any type of additional foods he wants? 

It is important that additional foods are high energy and high protein. Let’s look at some examples of good meals.  
Look at page 30 of your handbook. Let’s read this together. 
Read aloud: 

Watery porridge is not a high energy meal. Children may fill up on this and not want to take their full F100 feed. This means that they will not get all of the energy and protein they need for rapid weight gain. 

Is it a good idea to replace all F100 feeds with family foods if the child prefers them? 

 
At least 5 out of 8 feeds per day must be F100. 

Is it a good idea to add salt to foods?


Salty food should not be given as the child is still recovering from electrolyte imbalance. 
6. Monitoring weight gain (15 minutes)
How do you know if a child is doing well on F100? 


So monitoring weight gain during rehabilitation is very important. Severely malnourished children should be weighed every day, even at weekends. Weights should be plotted on a graph so that you can see easily if the weight is going up or down. Let’s produce a weight chart for a child called Jacob. Turn to Exercise 14 on page 27 of your handbook. You will see Jacob’s daily weights. Let’s plot these on the weight chart on page 29. 
First we need to create a scale on the right hand side. We don’t need to start the scale at ‘0’. Instead start the scale at a weight close to the child’s starting weight, leaving some room in case the child’s weight decreases at first. Each row should represent 0.1kg. Jacob’s first weight is 3.6kg. So, let’s start the scale at 2kg. Guide participants in writing the scale, starting at 2kg. Mark at 2.5, 3.0 etc ending at 5kg. Use the laminated version to demonstrate.
Now I will read Jacob’s daily weights to you and you must plot them on the graph. He has some oedema. Guide participants in plotting the weights. 

Jacobs weights are as follows: 
Day 1: 3.6kg

Day 2: 3.5kg

Day 3: 3.4kg

Day 4: 3.4kg

Day 5: 3.6kg

Day 6: 3.7kg

Day 7: 3.8kg

Day 8: 4.0kg

Day 9: 4.1kg

Day 10: 4.2kg

Day 11: 4.3kg

Day 12: 4.4kg

Day 13: 4.5kg 
Now join the dots together to create a line. 

What can you see about Jacob’s weight? 


Jacob was on F75 until day 4. Is it a problem that his weight went down when he was on F75?  


Why might his weight have gone down? 


If a child has oedema, then weight loss is a sign of improvement. Also, F75 is only for stabilisation, not for weight gain. Jacob started the transition to F100 on Day 4. Put an arrow on the graph to show that this is when he went on to F100. Show this on the laminated version.  What happened to Jacob’s weight after this? 

Jacob gained weight during the rehabilitation phase. This is a good sign. If Jacob’s weight was going down, would this be a problem? 

If the weight goes down or stays the same on F100, then this shows that there is a problem. 
7. Possible problems if poor weight gain (10 minutes) 
Spend some time thinking about what the problems could be. The problem could be to do with the child, such as an infection, or it could be to do with the ward, if things are not being done correctly. Let’s think together about possible problems that could lead to poor weight gain.  

Look at page 31 of your handbook. Let’s read this together.
Read aloud:  

If you notice that a child in the rehabilitation phase is not gaining weight, think through this list to identify what the problem is. Talk to your colleagues and your supervisor and have a meeting to discuss possible solutions. Don’t be afraid to speak to the doctors too.  
Well done everyone. Let’s remind ourselves of the key message for this session.

Read key message together.

Session 9: Provide Loving Care, Play and Stimulation  

TOTAL TIME: 1 hour 

TOPIC OVERVIEW 

1. Introduction






5 minutes 

2. Giving children loving care




15 minutes 
3. Stimulating and playing with children 


5 minutes 
4. Organising a play session




10 minutes 

5. Making toys for children 




25 minutes 
MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures, play wall chart (from ‘Toolkit’) 
PREPARE IN ADVANCE

Key message card, materials for each participant to make a rattle for the ‘making toys’ activity in section 5 of this session: one plastic bottle each, several large plastic bottles that are different colours (e.g. one blue, one green, one yellow, one pink), several pairs of scissors and a tube of strong glue. 
PURPOSE OF THE TOPIC

The purpose of this topic is to explain that as children become malnourished they become less active and stop developing mentally as well as physically, and that loving care and playful interactions should form part of caring for malnourished children in hospital. 
FACILITATOR NOTES

1. Introduction (5 minutes) 

All children need loving care when they are in hospital. But malnourished children need extra support. Children learn when people play with them. They also learn when they move around and explore things. Often severely malnourished children do not explore, and so do not learn. 
Can anybody think of a reason why malnourished children develop more slowly? 


When a child is severely malnourished their mental development falls behind. This can lead to poor school performance and emotional problems. These children need loving care, play and stimulation when they are in hospital and when they go home. This can stimulate mental development and give them a brighter future. 
Let’s look at the key message for today. 

Show the ‘key message’ card: 


Read the ‘key message’ together.

2. Giving children loving care (15minutes) 

Turn to Exercise 15 on page 32 of your handbook. Get into pairs. Pretend that you are a severely malnourished child and that you have been admitted onto the ward. What might you be frightened of? Think of two or three things in your pairs for a moment. Write your answers in exercise 15 on page 32 of your handbook. 
Give two minutes. Ask each pair to give one answer and write on flip chart paper. Ask the pairs again for any different answers until all contributions have been given. Possible answers are as follows: 

Can anybody think of any actions that nurses can take to give the child loving care to help them to overcome their fears? 


Mothers can also be frightened and worried when they come onto the ward. If mothers are frightened, their children will be anxious too. Get into pairs again and think of two or three things that mothers might be frightened of when they come to hospital with their child. Write your answers in your handbook on Exercise 15 on page 32. 
Give two minutes. Ask each pair to say one thing and write on flip chart paper. Ask the pairs again for any different answers until all contributions have been given. Possible answers are as follows: 


Nurses should always be kind and reassuring to mothers. Explain the child’s illness to them and the need for special feeding and keeping warm, and involve them in every aspect of care, especially comforting, playing, bathing and feeding. A mother who is happy and comfortable will be much more able to give their child loving care.  
3. Stimulating and playing with children (5 minutes) 
When the child is sick they should not be moved too much. But they can still see and hear. They can still be stimulated. 
Can anybody think of something that could stimulate a child without moving them too much?  


As the child gets better and can move around, you can do more. Use every day activities to stimulate speech and new skills. When washing the child, teach words like ‘water’ and ‘splash’ and have fun. 
4. Organising a play session (10 minutes) 

Nurses can also organise short play sessions with all of the children together. All children that are well enough can join in. This can take just 15 minutes. Sit the mothers and children together and lead them in activities. Try to do 3 or 4 different activities to develop different skills in the children.  Ask mothers to be gentle. The children’s bones are weak, like their bodies. Do not hold them by one arm or leg, or tip them up and down. 
Look at page 33 of your handbook at ‘activities for a play session’. Let’s read this together.

Read aloud:  


Select 3 or 4 of these activities. Teach the mothers how to do these things with their children. We have a wall chart to remind you of some of these things. Show play wall chart. We will put this wall chart up on your ward at the end of the course.

5. Making toys for children (25 minutes) 
Many toys that you can buy in a shop do not promote child development. Home-made toys are often better. Children prefer them. Toys can be made on the ward with mothers to give them something positive to do. They can be made very cheaply out of everyday items that can be collected. We are going to make one toy together today.  
Make a rattle together as a group. Each participant should have one small water bottle. Ask participants to cut strips out of coloured plastic bottles. The strips should fit inside the plastic bottle. Glue the top on the plastic bottle. The bottle should now shake like a rattle.

When the rattle is made show participants how nurses and mothers can use it to encourage both motor skills and language skills e.g. if a rattle, shaking it and saying words like ‘bang’ and ‘rattle’. 
Good work. Now turn to 32 of your handbooks to Exercise 16. Get into groups of 2 and plan two activities that you could do with a severely malnourished child using the rattle or another toy that could be made. Remember that your activities should help motor and language development. 
Give participants 5 minutes to come up with some ideas and then ask each pair to demonstrate their activities to the whole group. 
Ask if they think they could collect materials on a continuing basis and help mothers make toys for their children whilst they are on the ward. 

Well done. You can give the rattle to a child on your ward. Perhaps you would like to make more toys at home, and bring them to the next session. Remember that sharing toys can lead to cross-infections. Make sure that the mothers know this. If toys are re-used for other children they must be washed with soap.

When the child leaves the hospital, they can take their toys home with them. This will encourage mothers to keep playing with their child. New toys can be made with new mothers that arrive. 

Good work everyone. Let’s remind ourselves of the key message for this session.

Read key message together.
Session 10: Preparing for follow-up  


TOTAL TIME: 1 hour 

TOPIC OVERVIEW 

1. Introduction 






  5 minutes 

2. What do mothers need to know?



10 minutes

3. Teaching mothers about feeding 



15 minutes 

4. Discharge session 





30 minutes 

MATERIALS

Flipchart paper and markers or blackboard and chalk, blu tack or masking tape for sticking up cards and pictures, discharge wall chart (from ‘Toolkit’) 
PREPARE IN ADVANCE

Key message card, materials for ‘teaching mothers about feeding’ activity in section 3 of this session (cards of different local foods for ‘feeding at home’ and copy of ‘food mothers have at home’ on to flip chart or blackboard). 
PURPOSE OF THE TOPIC

The purpose of this topic is to explain that children often leave the hospital before they are fully recovered and can easily relapse at home if no preparations are made to continue the recovery process. This means teaching mothers whilst in hospital what to do at home about feeding, and when and where to go for follow up.  

FACILITATOR NOTES

1. Introduction (5 minutes) 

It takes about 4 weeks for a severely malnourished child to regain their lost weight. So, they often leave hospital before they are fully recovered. Mothers have an important role in continuing their recovery at home and then bringing them back for regular follow-up. Nurses must prepare them for this.  
Let’s look at the key message for today. 

Show the ‘key message’ card: 


Read the ‘key message’ together.
2. What do mothers need to know? (10 minutes) 
Write the following question on flip chart paper with lots of space in between. 

I would like you to get into pairs and think about this question. Think of two or three things that the mother needs to know before she takes the child home. In other words, what information should the nurses give her?  

Give two minutes. Ask each pair to say one thing and write on flip chart paper. Ask the pairs again for any different answers until all contributions have been given. Possible answers are as follows: 


There are six things to remember to tell the mother. These are about feeding, play, hygiene, growth monitoring, danger signs and referral procedures. Whose responsibility is it to teach the mother about these things in your ward? 
Facilitate a short discussion. Make sure participants understand the important role of nurses in counselling mothers during their stay and before they leave the hospital. 
3. Teaching mothers about feeding (15 minutes) 

Children must have a varied diet when they go home that is high in energy and protein. This will keep them growing. Their diet should also contain foods that are high in micronutrients, especially vitamin A. 
Nurses should help mothers to think about the foods that are available at home and how to put these together to make a good diet for their child. Foods fall into 4 different groups.  

Write the following in advance on flip chart paper or blackboard: 


Main foods are things like rice and ugali. Foods high in energy are things such as oil and margarine. Foods high in protein are things like beans, meat and fish. Foods high in vitamin A are orange fruits and green leafy vegetables. 

Prepare in advance cards cut out in the shapes of different foods and label them. E.g. cut out a card in the shape of a banana and write ‘banana’. See the list below for examples. Make sure these are foods that can be bought or grown locally. Give these out to participants. Ask participants to come up one by one and place their item in the right section on the flip chart sheet. Encourage them to put it in the right group. This should be fast-moving.  When this is finished, ask the group:

Can you think of any other examples that are not here already? Think of things that mothers have at home. When new things are mentioned, write them up next to the pictures already on the flip chart. Accept the following answers: 
Main foods: Maize based foods (Mealies, ugali), rice, bread, potatoes 

Foods high in energy: peanut butter, margarine, oil, cooking fat, banana, avocado pear  

Foods high in protein: beans, lentils, peas and milk. Meat, fish, eggs and cheese are high in protein but are expensive to buy. Some families may rear chickens or milk their animals. 

Foods high in vitamin A: pumpkin, carrot, other orange-coloured vegetables, mango, pawpaw, other orange-coloured fruit, green leaves, egg yolk, liver. Emphasise the value of liver. Even small amounts (like chicken liver) provide lots of vitamin A, protein and iron. 

Do not accept soup as a good answer under any heading. If porridge is mentioned, explain that this is only good if it is made very thick and has other things added (like milk, sugar, peanut butter)
Mothers should combine something from each of these 4 groups for each meal. 

Now turn to page 34 of your handbook, to exercise 17. 

Divide participants into 3 groups. Ask group 1 to come up with a good meal that a child can have for breakfast, group 2 for a midday meal and group 3 for an evening meal. Remind them to combine foods from each of the 4 groups on the flipchart paper/ blackboard. Give groups 3 minutes and then ask them to present their meal to the whole group in turn. Ask participants to decide if this is a good answer. Good answers are as follows: 

Breakfast: Bread, margarine, peanut butter and mango, or thick ugali porridge with peanut butter, margarine and an orange   

Midday or evening meal: Rice, beans and mchicha with oil, or ugali, fish stew with oil and green vegetables
Children who are recovering from malnutrition should be fed more often than the rest of the family. They should eat 3 meals per day and nutritious snacks twice in between meals. So, they should eat how many times each day altogether? 


The child should also continue to breastfeed as long as they want to. 

Snacks should be high in energy. Can anybody think of a good snack that a child could have? 


Encourage mothers to sit with their child to encourage them to eat as much as possible. Children shouldn’t be left on their own to eat. How can nurses teach mothers about feeding their children at home? 

The best way to teach mothers these things is to show them by doing. Do these things with mothers when their children are in the rehabilitation phase. This will give mothers time to practise before they go home. We have a wall chart on holding a discharge session. Show the discharge wall chart. We will put this up on the ward at the end of the course to help remind you of some of these things. 
4. Discharge session (30 minutes) 
When the child is ready to go home nurses must take time to give mothers all of the information that they need. At the beginning of this session we discussed 6 things that the mother needs to know. Can anybody remember one of these things? 


Turn to the back of the handbook, to the discharge card. This is an example of a discharge form that you could use on your ward. You can go through this form step by step with the mother. It will remind you to cover all of the 6 points above. The mother can then take it home with her as a reminder of what to do. Let’s look at his card together.

Go through the form with participants. Show them where they must write. Explain what the pictures mean and how these are a reminder for mothers. 

Mothers will also need to know where to go for follow up. Nurses must make sure that they know where to go and when. They may also need a referral letter. 
It is important to give clear instructions so that the mother understands.  Look at page 35 of your handbook. Look at the section called ‘holding a discharge session’. These are things to think about during the session. Let’s read it together now. 
Read aloud: 

I would like you to get into pairs. One of you will be a nurse and one of you will be a mother. The mother has a child called Estha who is 8 months old. Estha is ready to go home. Take 15 minutes to act out a discharge session together.  Go through the discharge card very carefully and remember all of the things on the flip chart paper. I will ask you for feedback at the end. 
After 15 minutes stop the role play. 
Now turn to exercise 18 on page 34 of your handbooks. Think about how easy or difficult it was to do that role play. What might be easy and what might be difficult about holding a discharge session in real life? In your pairs write down your answers to these two questions.  
After 5 minutes ask for feedback from each of the groups. Discuss with participants practical things that can be done to overcome difficulties of holding discharge sessions, e.g. not having enough time, not being able to remember all of the points, talking to mothers who are less co-operative or who might find it hard to put the points into action. 
Good work everyone. Let’s remind ourselves of the key message for this session.

Read key message together.

This is the last session of the training course. You have done very well. 
Decide on a time for participants to have practical sessions on the ward, and also for them to create an action plan for their ward (Appendix 5 in handbook).
Practical Session 1: Feeding 

This session should take place on the ward where the nurses are working.


TOTAL TIME: 1 hour 
SESSION OVERVIEW 

Introduction 






  1 minute

Step one: Calculate feed volumes



15 minutes
Step two: Make F75 and F100




15 minutes 

Step three: Give F75 and F100 to children on the ward 

10 minutes 

Step four: Chart feeds 





10 minutes

Step five: Clean equipment 




9 minutes 
PREPARE IN ADVANCE

Decide in advance with senior staff what the feeding procedure should be (use resources in the ‘toolkit’ for help). Ensure that the ward is prepared with the following: 

· Wall charts (from ‘toolkit’) 
· Feed preparation equipment:

· 2 jugs with lids (2 litre): one labeled F75 and one labeled F100 

· 1 calibrated measuring cylinder or medicine cup (measuring in 5ml) 

· 1 calibrated measuring jug (measuring in 100ml up to 2000ml) 

· 1 set dietary weighing scales (measuring in 5g) OR 1 set of scoops* 
· Whisk (electric if possible) and spoon 

· Cover to cover feeding equipment between feeds 

· 2 large buckets for cooling boiled water 

· Feeding cups (washed in advance) 
· If there is a fridge you will also need 2 large jugs with lids for storing feeds (2.5 litre minimum): one labeled F75 and on labeled F100)
· Ingredients for making F75/F100: either ‘Nutriset’ sachets and boiled and cooled water, or ingredients for a milk based recipe (see ‘Toolkit’) 
· Recipes for F75 and F100 printed out, laminated and stuck on the wall in the feed preparation area
· Blackboard and chalk or white board and pens, mounted on the wall close to where feeds are prepared (if this is not possible, laminate a sheet of blank paper and stick this to the wall. Use transparency pens that can be wiped off) 
· Multiple copies of ‘Daily Ward Feed Chart’ and ‘24 hour food intake chart’ (both at the back of this manual)  
· Clip boards on the end of the bed of every severely malnourished child holding a ’24 hour food intake chart’. 
· Files of all of the severely malnourished children on the ward for the day 
*If using scoops, you will need to spend time beforehand selecting appropriate scoops beforehand and calculating the volume per scoop of each of the feed ingredients (be aware that equal weights of different ingredients do not occupy the same volume). 
PURPOSE OF THE TOPIC

The purpose of this session is to put into practice theory learnt about feeding in the training course and to implement and practise new procedures for calculating amounts of feed to prepare and making, administering and charting feeds.   

FACILITATORS NOTES
Arrange for this practical session to start after the morning ward round in good time before the next 3 hourly feed (e.g. if the ward round is at 9am and the next 3 hourly feed time is 12noon, start the practical session at 11am). Participants will be feeding children on the ward and it is important that this feed is not given late. Make sure that the ward is completely prepared before the session starts and that all of the necessary equipment and ingredients are to hand. Also ensure that the appropriate feed recipes are already printed, laminated and fixed to the wall in the feed preparation area. 
Note: Feeding procedure will be different for each ward, depending on whether or not there is a fridge to store feeds. If there is a fridge, feeds can be made in large batches 12 hourly. Every 3 hours one quarter of this amount will be taken out and re-warmed for serving. If there is no fridge, feeds should be made fresh every 3 hours.  

Introduction (1 minute) 
The purpose of this session is to demonstrate how to put the lessons we have learnt into practice on the ward. In this session we will look at feeding. The new procedures that we learn today are the procedures you should practise on this ward from now on. So, it is important that you are confident enough to carry them out by yourself. If you have any doubts or questions, don’t be afraid to say so and we will find an answer together. 

Step one: Calculate feed volumes (15 minutes) 
Firstly we are going to learn how to calculate how much feed to make for the ward each day. We will use the ‘Daily Ward Feed Chart’ to help us. This chart will help us to calculate exactly how much F75 and F100 we need to prepare to avoid wastage.  
Give each participant a copy of the ‘Daily Ward Feed Chart’. Talk through the chart and explain how it should be filled in. See the ‘Daily Ward Feed Chart - Example’ at the back of this manual that has been filled out as an example. You can use this to show participants how to complete the chart. 
Every day this chart should be completed straight after the morning ward round. Normally there would only be one chart for each day. But, so that we can all practise, today we will each complete one. 
Ask one or two participants to open the files of each severely malnourished child currently on the ward. Look at the notes written by the doctor on today’s ward round. Find out what feed has been prescribed for each child, how much and how often (e.g. Abdul, F100, 8 feeds of 80ml). Ask all participants to fill in their copy of the ‘Daily Ward Feed Chart’ accordingly.  
After details for every child are included in the correct columns, guide participants to make the calculations at the end of the form, including how much F75 and F100 is needed for 24 hours, how much is needed for 12 hours, how much to prepare for 12 hours and how much to re-warm 3 hourly (or prepare 3 hourly if there is no fridge). 

The information on this form is very important. It tells all of the nurses and nursing assistants how much F75 and F100 they should prepare. To make sure everybody has the right information, every day, after you have completed the chart, write a summary of this chart on the blackboard (or whiteboard or laminated sheet) so that the person making the feeds knows how much to make.  

If there is a fridge in the ward, copy Box 1 onto the blackboard/ whiteboard/ laminated sheet. If there is no fridge, copy Box 2. 

 Box 1 (if there is a fridge on the ward): 

Box 2 (if there is no fridge): 


Ask one participant to use the information on the ‘Daily Ward Feed Chart’ to fill in Box 1 or 2 for today. 
Well done. So, every 3 hours, the nurses will know exactly how much F75 and F100 they must prepare.
Step two: Make F75 and F100 (15 minutes) 
Now we are going to make F75 and F100 for the ward. 
On some wards Nutriset sachets of F75 and F100 will be used. In this case, talk participants through the instructions in Box 3. On some wards F75 and F100 will be made using a cow’s milk recipe. Select the correct recipe and follow the instructions in Box 4. 

If there is a fridge, participants should make the amount for 12 hours and place this in the fridge. If there is no fridge, participants should make the amount needed for 3 hours. 

Box 3: Making F75 and F100 using ‘Nutriset’ sachets  


Box 4: Making F75 and F100 using cow’s milk recipes 


Observe the technique of nurses and remind them of the following where necessary: 

· If using dietary weighing scales set the scale at zero before weighing 
· If using scoops, level ingredients with a knife to ensure consistent measurement
· When measuring volumes, place the jug on an even surface and bend down so that you can see at eye level if the volume is correct. Do not hold the jug up to your eyes to view, as the measurement will not be level.    

· Mix oil well so that it does not separate out. Oil is a vital source of energy; if oil floats to the top of the mixture, some children will get too much and others too little. 

· Be careful to add the correct amount of water. When using Nutriset sachets, add the specified volume of water. When using cow’s milk recipes, add water up to the specified volume. 

Well done everybody. Remember that when the F75 and F100 are stored they may separate out. So, before serving feeds always mix them again very thoroughly to make sure they are blended. 
Step three: Give F75 and F100 to children on the ward (10 minutes) 
Now we are going to give F75 and F100 to the children on the ward. 
Make sure that it is the correct time for feeding on the ward. If possible, use the trolley to take feed around to each severely malnourished child on the ward. If this is not possible, it may be necessary for mothers to come to the feed room to collect feed from the nurses for each child (make sure that mothers do not collect feeds unsupervised). If this is the case, make sure that nurses go onto the ward after feeds have been given to provide support and help to mothers and to chart as detailed below.  

First we need to set up the feed trolley. Place the following items on the trolley: 

· Feeding cups: always make sure these have been washed with soap and sterilised in time for each feed

· Calibrated measuring cylinder or medicine cup (or syringe if these are not possible) for measuring feeds for each child 
· The jug of F75 and the jug of F100 that we have prepared (If there is no fridge, include the jugs of made up F75 and F100 on the trolley. If there is a fridge, participants will first need to measure out the correct volume of F75 and F100 needed for 3 hours and store the remaining feed in the fridge for later)
· The ‘Daily Ward Feed Chart’ so that you can easily see how much of which feed to give to each child   
Now let’s take the trolley onto the ward. We will go to the bed of each severely malnourished child together to give feeds. 
At each bed, help participants to do the following (make sure each participant gets a turn to do each activity so that all participants know how): 

· Use the ‘Daily Ward Feed Chart’ to find out how much of which feed to give the child
· Measure out the correct volume of the correct feed into the child’s feeding cup 

· Give the feed to the mother to feed the child 

· Write on the ’24 hour food intake chart’ the volume of feed offered and the time
Continue until all children have been offered feed. 

Well done. Now that all the children have been given their feeds we have time to monitor and support mothers with the feeding. Remember that if a child has an NG tube, first offer the feed orally. Help mothers to encourage their child to finish the feed. Children should never be left alone to feed. Some children will need quite a bit of encouragement which may take time. 

Encourage participants to sit with mothers and help them to feed the children. When most children are finished feeding, proceed to the next step. 
Step four: Chart feeds (10 minutes) 
When most children are finished, take the trolley back to the first child and start the round again.

At each bed, participants should do the following (make sure each participant gets a turn to do each activity so that all participants know how):  

· Measure how much feed is left in the cup using the measuring cylinder or medicine cup and write this on the ’24 hour food intake chart’. 

· Calculate how much feed was taken orally and write this on the chart.
· If the child has an NG tube and there is some feed left, first check that the NG tube is in place (fill a syringe with air and listen with stethoscope over stomach while air is pushed down the tube from the syringe. If the tube is in the stomach you will hear the air entering the stomach) and then pour the remaining feed into the syringe and let it flow by gravity. Do not press in by plunger. Write the amount given by NG tube on the chart.  

· Find out from the mother if the child vomited. If so, estimate the amount vomited and offer that amount of feed again. If the child keeps vomiting, offer half the amount of feed twice as often. Write the estimated feed vomited on the chart.  
· If the child is on F75 and eating hungrily write ‘H’ on the chart 
· Find out if the child has had watery diarrhoea since the last feed. If so, write ‘WD’ on the chart. If the child had had watery diarrhoea, give ReSoMal. Look at the ’10 steps’ wall chart under ‘dehydration’ to find out how much ReSoMal to give. 
· If the child is free-feeding on F100 and the child has finished the feed, also offer more. 

· Once children are finished, collect feeding cups. 
When all children have finished feeding, all charts have been completed and all of the cups have been collected, proceed to the next step. 

Step five: Clean equipment (9 minutes) 
Well done everybody. Now we need to take the trolley back to the feed preparation room. We need to clean and sterilise feed preparation equipment. Discard any F100 that is leftover. If there is F75 left over, do not discard it if there are children on the ward feeding 2 hourly. Leave the F75 jug on the side, covered, ready for the next 2 hourly feed. At the next 3 hourly feed, discard this F75 and start again. 

Once the area is cleaned, prepare for the next feed so that you are ready. Remember that feeds must be given on time, so you should always leave enough time to prepare or re-warm feeds before the children need to be fed. 

Give participants time to clean and prepare the feeding area. Give time for participants to ask any questions. 
Practical Session 2: Assessing and charting  

This session should take place on the ward where the nurses are working.


TOTAL TIME: 1 hour 

SESSION OVERVIEW 

Introduction 






  1 minute

Step one: Weighing children 




15 minutes
Step two: Measuring length




15 minutes 

Step three: Calculating SD Scores 



5 minutes 

Step four: Correct charting  




24 minutes

PREPARE IN ADVANCE

Ensure that the ward is prepared with the following: 

· Wall charts (see ‘toolkit’) including ‘failure to respond to treatment wall chart’ 

· Set of child weighing scales 

· Length board 

· Laminated copies of reference cards: Weight for length (Appendix 3), F75 and F100 volume charts (Appendix 4 and 5)

· Notes for one child on the ward   
PURPOSE OF THE TOPIC

The purpose of this session is to learn how to assess the SD score of a child on admission and how to apply the lessons learnt about charting in the course onto the ward in practice. 
FACILITATORS NOTES 
Introduction (1 minute) 
The purpose of this session is to practise good technique for weighing children and measuring length so that we can identify the SD scores of children. We will also think about how we will chart on this ward. If there is anything that you are not sure of, don’t be afraid to ask a question or to ask for something to be repeated.  
Step one: Weighing children (15 minutes)  
First we are going to practise weighing children. It is important to weigh the child as soon as possible after he or she arrives on the ward. If the child is admitted, weigh the child once daily, preferably at about the same time each day. This includes weekends. The weighing time should be about one hour before or after a feed. 

Ask a nurse to identify a severely malnourished child to weigh. Ask for a volunteer to weigh this child. Take the volunteer through each of the following steps:
· Remove the child’s clothes, but keep the child warm with a blanket or cloth while carrying to the scale
· Put a cloth in the scale pan to prevent chilling the child

· Adjust the scale to zero with the cloth in the pan (if using a scale with sling or pants, adjust the scale to zero with that in place) 

· Place the naked child gently in the pan (or in the sling or pants)

· Wait for the child to settle and the weight to stabilize

· Make sure the child is not touching anything outside of the scales and make sure that the nurse/ mother is not touching the child 

· Measure weight to the nearest 0.01kg (10g) or as precisely as possible and write down the weight. 

· Wrap the child immediately to re-warm.

Ask for another volunteer to weigh another child in the same way. Ask participants to say if there is anything that the volunteer does not do well. Ask all participants to write down the weight of each child weighed. 
Step two: Measuring length (15 minutes)  
Well done everybody. Now we are going to practise taking the length measurement of children on the ward. 
Carefully measure the child’s length or height once, on the first day. For children less than 85cm in length, or children too weak to stand, measure the child’s length whilst they are lying down. For children 85cm or more, measure standing height. Let’s measure length. 

Measure the length of the same children that have been weighed as an example (even though it is unlikely to be their first day of admission). Ask for two volunteers to measure length and take them through the following steps:
· Lay the measuring board flat, preferably on a stable, level table. 
· Cover the board with a thin cloth or soft paper to avoid causing discomfort and the baby sticking to the board. 

· Measurement will be most accurate if the child is naked, but if the child is hypothermic or upset, keep clothes on, but ensure they do not get in the way of measurement. Always remove shoes and socks. Undo braids and remove hair ornaments if they interfere with positioning the head. After measuring, re-dress or cover the child quickly so that he does not get cold. 

· The first person should position the child lying on his back in the measuring board, supporting the head and placing it against the headboard.

· Position the crown of the head against the headboard, compressing the hair.

· Hold the head with two hands and tilt upwards until the eyes look straight up

· Check that the child lies straight along the centre line of the measuring board and does not change position 

· The second person should support the child’s trunk as the child is positioned on the board

· Place one hand on the shins or knees and press gently but firmly

· Straighten the knees as much as possible without harming the child

· With the other hand, place the foot piece firmly against the feet. The soles of the feet should be flat on the foot piece, toes pointing up. If the child bends the toes and prevents the foot piece touching the soles, scratch the soles slightly and slide in the foot piece when the child straightens the toes. 

· Measure length to the last completed 0.1cm and record immediately.  

Ask all participants to write down the length of each child measured. 
Step three: Calculating SD Scores (5 minutes)  
The SD score is a way of comparing the child’s measurement to an “average”. This helps us to find out how severely the child is malnourished. Let’s practise finding the SD scores of the child we have weighed and measured. 
Look at the SD table and calculate the SD score for each child that has been weighed and measured. Make sure the answers are correct. 
Step four: Correct charting (24 minutes)  
Now we are going to look at charting on this ward. Let’s look at the notes of one severely malnourished child on the ward. Have a look at these notes as a group. 
Find somewhere on the ward to sit together in a group. Ask the following questions to the group and ask them to discuss the answers: 

Question 1: Do you think the child’s feeds have been charted properly? 

· Have nurses recorded the amount of feed offered 2 or 3 hourly? The amount taken orally? The amount taken by NG tube? The estimated amount vomited? If there is watery diarrhoea?

· Has anything been missed or are there any errors? (talk about what could be done to overcome mistakes) 
· Is it possible to use the ‘24 hour food intake chart’ on this ward (if it is not being used already)? 

· If not, where can nurses chart feed intake in the notes? (the ’24 hour food intake chart’ is ideal, however, it may take time to include this in the system. In the meantime, it may be possible to adapt an existing chart, or use photocopies. Discuss possible solutions in the group) 
Question 2: Have nurses correctly charted medications and micronutrients?

· Have nurses recorded all of the doses and times antibiotics and micronutrients were given? 
· Is there a space to do this in the notes already? 
· If not, where and how can nurses chart medications and micronutrients in the notes? 

Question 3: Have nurses correctly charted the child’s weight? 

· Have weights been recorded every day since the child was admitted? If not, which days were missed? Does anybody know why? (if for example weights were not taken at weekends, discuss reasons for this and how problems can be overcome) 
· Have daily weights been plotted on a graph? 

· Is it possible to use the ‘weight chart’ on this ward (if it is not being used already)? 

· If not, where can nurses record and plot daily weights in the child’s notes? 

Question 4: Is there a space to monitor the treatment of dehydration and shock? 
· For dehydrated children, is there a place to record respirations and pulse? whether or not urine was passed? number of stools and vomits? Hydration signs? Amount ReSoMal taken? 
· For children with signs of shock, is there a space to record time, respiration and pulse rates every 10 minutes when IV fluids are given? 

· Is it possible to use the CCP Initial Management Chart on this ward? 
· If not, is it possible to copy the tables below into the child’s records when a child is dehydrated (tables 1 and 2) and/or has signs of shock (table 3)? 
Table 1: Monitoring rehydration for first 2 hours 
	If diarrhea and or vomiting, give ReSoMal. Every 30 minutes for first 2 hours, monitor and give:

5ml x ___kg (child’s wt) = ____ ml ReSoMal

 

	Time 
	Start::
	
	
	

	Resp. rate
	
	
	
	

	Pulse rate
	
	
	
	

	Passed urine? Y N
	
	
	
	

	Number stools
	
	
	
	

	Number vomits
	
	
	
	

	Hydration signs
	
	
	
	

	Amount taken (ml)
	
	
	
	


Table 2: Monitoring rehydration for up to 10 hours (this follows table 1) 
	For up to 10 hours, give ReSoMal and F75 in alternate hours. Monitor every hour. 

Amount of ReSoMal to offer:

5 to 10ml x _____ kg (child’s wt) = _____ to _____ ml ReSoMal



	Time 
	
	
	
	
	
	
	
	
	
	

	Resp. rate
	
	
	
	
	
	
	
	
	
	

	Pulse rate
	
	
	
	
	
	
	
	
	
	

	Passed urine? Y N
	
	
	
	
	
	
	
	
	
	

	Number stools
	
	
	
	
	
	
	
	
	
	

	Number vomits
	
	
	
	
	
	
	
	
	
	

	Hydration signs
	
	
	
	
	
	
	
	
	
	

	Amount taken (ml)
	
	F75
	
	F75
	
	F75
	
	F75
	
	F75


Table 3: Monitoring treatment of shock 
	SIGNS OF SHOCK    None    Lethargic/unconscious   Cold hand    Slow capillary refill (>3 sec)   Weak/fast pulse 

	If lethargic of unconscious, plus cold hand, plus either slow capillary refill or weak/fast pulse, give oxygen. Give IV glucose. Then give IV fluids: 

Amount IV fluids per hour: 15 ml x _______ kg (child’s wt) = _______ml 


	
	Start:

	Monitor every 10 minutes:
	* 2nd hr:
	Monitor every 10 minutes:

	Time 
	
	
	
	
	
	
	*
	
	
	
	
	

	Resp. rate
	
	
	
	
	
	
	*
	
	
	
	
	

	Pulse rate
	
	
	
	
	
	
	*
	
	
	
	
	

	* If respiratory and pulse rates are slower after 1 hour, repeat same amount IV fluids for 2nd hour; then alternate ReSoMal and F-75 for up to 10 hours (use dehydration table). If no improvement on IV fluids, transfuse whole fresh blood. 


Well done everybody. You have now completed the training course. 

Ask if there are any other questions. 
DAILY WARD FEED CHART

DATE:______________________WARD:__________________________________

	Name of Child
	F75
	F100

	
	Number feeds
	Amount/ feed (ml)
	Total (ml)
	Number feeds
	Amount/feed (ml)
	Total (ml)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	F75 (total ml) needed for 24 hours


	
	F100 (total ml) needed for 24 hours
	

	Amount needed for 12 hours* 


	
	Amount needed for 12 hours* 
	

	Amount to prepare for 12 hours 

(round up to whole litre) 
	
	Amount to prepare for 12 hours (round up to whole litre) 
	

	Amount to re-warm (or prepare)  every 3 hours** 
	
	Amount to re-warm (or prepare) every 3 hours** 
	


 * Divide ml needed for 24 hours by 2    ** Divide amount to prepare for 12 hours by 4 

DAILY WARD FEED CHART - EXAMPLE
DATE: 14/02/2008               


WARD: Malnutrition Ward 
	Name of Child
	F75
	F100

	
	Number feeds
	Amount/ feed (ml)
	Total (ml)
	Number feeds
	Amount/feed (ml)
	Total (ml)

	Estha
	12
	45
	540
	
	
	

	Abdul
	8
	60
	480
	
	
	

	Simon


	8
	55
	440
	
	
	

	Ana
	
	
	
	8
	110
	880

	Grace

	
	
	
	8
	90
	720

	Helen


	
	
	
	8
	65
	520

	Mary


	
	
	
	8
	70
	560

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	F75 (total ml) needed for 24 hours


	1460
	F100 (total ml) needed for 24 hours
	2680

	Amount needed for 12 hours* 


	730
	Amount needed for 12 hours* 
	1340

	Amount to prepare for 12 hours 

(round up to whole litre) 
	1000
	Amount to prepare for 12 hours (round up to whole litre) 
	2000

	Amount to re-warm (or prepare)  every 3 hours** 
	250
	Amount to re-warm (or prepare) every 3 hours** 
	500


 * Divide ml needed for 24 hours by 2    ** Divide amount to prepare for 12 hours by 4 

24 HOUR FOOD INTAKE CHART

Complete one chart for every 24 hour period

Name:_____________________   Hospital ID number: ​​​​​​​​​​​​​​​​​​​​​__________________  Admission weight (kg): ___________   Today’s weight (kg): ____________

_

	DATE:                                      TYPE OF FEED:                                              GIVE: ____________ feeds of ___________ ml

	Time
	a. Amount offered (ml)
	b. Amount left in cup (ml)
	c. Amount taken orally (a – b) 
	d. Amount taken by NG, if needed (ml)
	e. Estimated amount vomited (ml)
	f. Watery diarrhoea (if present, yes) 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Column totals 
	c.
	d.
	e.
	Total yes:

	Total volume taken over 24 hours  =  amount taken orally (c)  +  amount taken by NG (d)  -  total amount vomited (e)  =  ___________ml




[image: image1.emf]
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F-75 Reference Card ( Volume of F-75 to give for children of different weights

See reverse for adjusted amounts for children with severe (+++) oedema.
	Weight of child (kg)
	Volume of F-75 per feed (ml)a
	Daily total

(130 ml/kg)
	80% of daily totala
(minimum)

	
	Every 2 hoursb
(12 feeds)
	Every 3 hoursc
(8 feeds)
	Every 4 hours

(6 feeds)
	
	

	2.0
	20
	30
	45
	260
	210

	2.2
	25
	35
	50
	286
	230

	2.4
	25
	40
	55
	312
	250

	2.6
	30
	45
	55
	338
	265

	2.8
	30
	45
	60
	364
	290

	3.0
	35
	50
	65
	390
	310

	3.2
	35
	55
	70
	416
	335

	3.4
	35
	55
	75
	442
	355

	3.6
	40
	60
	80
	468
	375

	3.8
	40
	60
	85
	494
	395

	4.0
	45
	65
	90
	520
	415

	4.2
	45
	70
	90
	546
	435

	4.4
	50
	70
	95
	572
	460

	4.6
	50
	75
	100
	598
	480

	4.8
	55
	80
	105
	624
	500

	5.0
	55
	80
	110
	650
	520

	5.2
	55
	85
	115
	676
	540

	5.4
	60
	90
	120
	702
	560

	5.6
	60
	90
	125
	728
	580

	5.8
	65
	95
	130
	754
	605

	6.0
	65
	100
	130
	780
	625

	6.2
	70
	100
	135
	806
	645

	6.4
	70
	105
	140
	832
	665

	6.6
	75
	110
	145
	858
	685

	6.8
	75
	110
	150
	884
	705

	7.0
	75
	115
	155
	910
	730

	7.2
	80
	120
	160
	936
	750

	7.4
	80
	120
	160
	962
	770

	7.6
	85
	125
	165
	988
	790

	7.8
	85
	130
	170
	1014
	810

	8.0
	90
	130
	175
	1040
	830

	8.2
	90
	135
	180
	1066
	855

	8.4
	90
	140
	185
	1092
	875

	8.6
	95
	140
	190
	1118
	895

	8.8
	95
	145
	195
	1144
	915

	9.0
	100
	145
	200
	1170
	935

	9.2
	100
	150
	200
	1196
	960

	9.4
	105
	155
	205
	1222
	980

	9.6
	105
	155
	210
	1248
	1000

	9.8
	110
	160
	215
	1274
	1020

	10.0
	110
	160
	220
	1300
	1040

	aVolumes in these columns are rounded to the nearest 5 ml.

b Feed 2-hourly for at least the first day.  Then, when little or no vomiting, modest diarrhoea (<5 watery stools per day),   and finishing most feeds, change to 3-hourly feeds.

cAfter a day on 3-hourly feeds: If no vomiting, less diarrhoea, and finishing most feeds, change to 4-hourly feeds.


Volume of F-75 for Children with Severe (+++) Oedema
	Weight  with +++ oedema

(kg)
	Volume of F-75 per feed (ml)a
	Daily total 

(100 ml/kg)
	80% of daily totala
(minimum)

	
	Every 2 hoursb
(12 feeds)
	Every 3 hoursc
(8 feeds)
	Every 4 hours

(6 feeds)
	
	

	3.0
	25
	40
	50
	300
	240

	3.2
	25
	40
	55
	320
	255

	3.4
	30
	45
	60
	340
	270

	3.6
	30
	45
	60
	360
	290

	3.8
	30
	50
	65
	380
	305

	4.0
	35
	50
	65
	400
	320

	4.2
	35
	55
	70
	420
	335

	4.4
	35
	55
	75
	440
	350

	4.6
	40
	60
	75
	460
	370

	4.8
	40
	60
	80
	480
	385

	5.0
	40
	65
	85
	500
	400

	5.2
	45
	65
	85
	520
	415

	5.4
	45
	70
	90
	540
	430

	5.6
	45
	70
	95
	560
	450

	5.8
	50
	75
	95
	580
	465

	6.0
	50
	75
	100
	600
	480

	6.2
	50
	80
	105
	620
	495

	6.4
	55
	80
	105
	640
	510

	6.6
	55
	85
	110
	660
	530

	6.8
	55
	85
	115
	680
	545

	7.0
	60
	90
	115
	700
	560

	7.2
	60
	90
	120
	720
	575

	7.4
	60
	95
	125
	740
	590

	7.6
	65
	95
	125
	760
	610

	7.8
	65
	100
	130
	780
	625

	8.0
	65
	100
	135
	800
	640

	8.2
	70
	105
	135
	820
	655

	8.4
	70
	105
	140
	840
	670

	8.6
	70
	110
	145
	860
	690

	8.8
	75
	110
	145
	880
	705

	9.0
	75
	115
	150
	900
	720

	9.2
	75
	115
	155
	920
	735

	9.4
	80
	120
	155
	940
	750

	9.6
	80
	120
	160
	960
	770

	9.8
	80
	125
	165
	980
	785

	10.0
	85
	125
	165
	1000
	800

	10.2
	85
	130
	170
	1020
	815

	10.4
	85
	130
	175
	1040
	830

	10.6
	90
	135
	175
	1060
	850

	10.8
	90
	135
	180
	1080
	865

	11.0
	90
	140
	185
	1100
	880

	11.2
	95
	140
	185
	1120
	895

	11.4
	95
	145
	190
	1140
	910

	11.6
	95
	145
	195
	1160
	930

	11.8
	100
	150
	195
	1180
	945

	12.0
	100
	150
	200
	1200
	960

	aVolumes in these columns are rounded to the nearest 5 ml.

b Feed 2-hourly for at least the first day.  Then, when little or no vomiting, modest diarrhoea (<5 watery stools per day),      and finishing most feeds, change to 3-hourly feeds.

cAfter a day on 3-hourly feeds: If no vomiting, less diarrhoea, and finishing most feeds, change to 4-hourly feeds.


F100 Reference Card – Range of Volumes for Free-Feeding with F-100

	Weight of child (kg)
	Range of volumes per 3-hourly feed of F-100 (8 feeds daily) *
	Range of volumes per 4-hourly feed of F-100 (6 feeds daily) *
	Range of daily volumes of F-100

	
	Minimum ml
	Maximum ml
	Minimum ml
	Maximum ml
	Minimum

(150 ml/kg/day)
	Maximum ml (220 ml/kg/day)

	2.0
	40
	55
	50
	75
	300
	440

	2.2
	40
	60
	55
	80
	330
	484

	2.4
	45
	65
	60
	90
	360
	528

	2.6
	50
	70
	65
	95
	390
	572

	2.8
	55
	75
	70
	105
	420
	616

	3.0
	55
	85
	75
	110
	450
	660

	3.2
	60
	90
	80
	115
	480
	704

	3.4
	65
	95
	85
	125
	510
	748

	3.6
	70
	100
	90
	130
	540
	792

	3.8
	70
	105
	95
	140
	570
	836

	4.0
	75
	110
	100
	145
	600
	880

	4.2
	80
	115
	105
	155
	630
	924

	4.4
	85
	120
	110
	160
	660
	968

	4.6
	85
	125
	115
	170
	690
	1012

	4.8
	90
	130
	120
	175
	720
	1056

	5.0
	95
	140
	125
	185
	750
	1100

	5.2
	100
	145
	130
	190
	780
	1144

	5.4
	100
	150
	135
	200
	810
	1188

	5.6
	105
	155
	140
	205
	840
	1232

	5.8
	110
	160
	145
	215
	870
	1276

	6.0
	115
	165
	150
	220
	900
	1320

	6.2
	115
	170
	155
	230
	930
	1364

	6.4
	120
	175
	160
	235
	960
	1408

	6.6
	125
	180
	165
	240
	990
	1452

	6.8
	130
	180
	170
	250
	1020
	1496

	7.0
	130
	195
	175
	255
	1050
	1540

	7.2
	135
	200
	180
	265
	1080
	1588

	7.4
	140
	205
	185
	270
	1110
	1628

	7.6
	145
	210
	190
	280
	1140
	1672

	7.8
	145
	215
	195
	285
	1170
	1716

	8.0
	150
	220
	200
	295
	1200
	1760

	8.2
	155
	225
	205
	300
	1230
	1804

	8.4
	158
	230
	210
	310
	1260
	1848

	8.6
	160
	235
	215
	315
	1290
	1892

	8.8
	165
	240
	220
	325
	1320
	1936

	9.0
	170
	250
	225
	330
	1350
	1980

	9.2
	175
	255
	230
	335
	1380
	2024

	9.4
	175
	260
	235
	345
	1410
	2068

	9.6
	145
	265
	240
	350
	1140
	2112

	9.8
	185
	270
	245
	360
	1470
	2156

	10.0
	190
	275
	250
	365
	1500
	2200


*Volumes per feed are rounded to the nearest 5ml.

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Weight Chart

Name: ___________________

Weight on admission: _______kg

Height/length: _______cm

Oedema on admission:

0    +     ++     +++

Desired weight at discharge

(-1SD, 90%  w/h): _______kg

Actual weight at discharge: _______kg

Enter likely range of weights on the

vertical axis in an appropriate scale

(e.g. each row representing 0.1kg).

allow rows below the starting weight

in case weight decreases: weight

may decrease by as much as 30%

if the child has severe oedema.

Draw a bold horizontal line across

the graph to show the desired 

discharge weight. 




                                                                                                            
                     Days       1    2      3     4     5      6     7     8     9    10   11    12    13   14    15   16   17   18   19    20   21   22   23   24   25   26 
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OBJECTIVES


At the end of this session, participants should be able to:





State the key message of how to correct micronutrient deficiencies


Name five micronutrients that should be given 


Explain why iron is not given initially


Explain how to correct micronutrient deficiencies 











OBJECTIVES


At the end of this session, participants should be able to:





State the key messages of how to feed children in the stabilisation phase 


Explain why malnourished children need to be fed differently from other children


Explain what is meant by the ‘stabilisation phase’ 


Decide how much F75 to give a child on admission


Explain how to chart feeds 


Describe when a child needs tube-feeding  











OBJECTIVES


At the end of this session, participants should be able to:





State the key message on how to achieve rapid weight gain


Explain what is meant by ‘catch up growth’


Choose what to feed, how much and how often


Describe how to make the transition from F75 to F100


Assess if a child is gaining weight rapidly 


Decide on appropriate actions if a child is not gaining weight rapidly 








OBJECTIVES


At the end of this session, participants should be able to:





State the key message on how to improve mental development


Explain why malnourished children need loving care and playful stimulation 


Describe loving interactions and play activities that promote child development 


Make one toy from local materials that will promote child development 











OBJECTIVES


At the end of this session, participants should be able to:





State the key message that malnourished children need regular follow-up after discharge 


Describe what mothers need to know before they take their child home 


Describe what to teach mothers about feeding at home


Explain procedures for referring child for follow-up








To correct micronutrient deficiencies, give extra vitamin A, zinc, copper, folic acid and multivitamins. Do not give iron initially. Wait until the child is in the catch-up phase. 








micro + nutrient 





Answer:


Something very small











Answer:


A nutrient that is needed in very small amounts. 











Micronutrients: 





Vitamins A, B, C, D, E, K 





B vitamins include thiamin, riboflavin, niacin, pyridoxine, biotin, folic acid, vitamin B12





Minerals: zinc, iron, copper, selenium, manganese, iodine 





Nutrients that are not micronutrients: 





Minerals: calcium, phosphorus, sodium, potassium and magnesium  





Macronutrients: protein, carbohydrate, fat 





Answer:


Not enough 











Possible answers:


Poor dietary intake


Losses through diarrhoea 


Micronutrients are used when fighting infection











Possible answers:


Bitot’s spots – frothy patch on white of eye 


Corneal clouding – dry, cloudy eye 


Corneal ulceration  


Blindness 


Night blindness (not being able to see in dim light or at dusk) 











Answer:


To repair any damage in the cell wall 











Answer:


Cell damage because they have not been getting enough nutrients to keep the cells healthy 








Micronutrients to give 





On Day 1, give:


Vitamin A       


aged over 12 months 	200,000 IU 


6-12 months		100,000 IU


age below 6 months  	  50,000 IU  


If there are eye signs of deficiency, repeat on days 2 and 15 


Folic acid: 5mg








Give daily: 


Multivitamin supplement  


Folic acid 1mg (or 2.5mg if 1mg tablets are not available)


Zinc and copper


Iron (3mg/kg/day) but only after transition to the rehabilitation (catch-up) phase. 











	








Answer:


No 











Answer:


Excess fluid 








Answer:


125ml. 











Answer:


No 











Answer:


No. It is a bad idea











Answer:


No 











Answer:


It will increase 





Answer:


No (except breast milk) 











Wash hands thoroughly with soap


Make sure that utensils and kitchen surfaces are very clean 


Decide how much of the F75 or F100 sachet is needed and measure this amount (using either dietary scales or scoops) Store any of the remaining contents in a sealed container. 


Measure the correct amount of boiled, cooled water in the calibrated measuring jug 


Add the water to the powder and mix thoroughly using a whisk until the ingredients are completely blended








Give small amounts of F75 every 3 hours day and night. F75 is specially designed to meet the needs of malnourished children. 





Treatment phases








STABILISATION








Transition








REHABILITATION





Answer:


They might not take the correct amount of feed 


They might not take the feed at the right time 








Answer:


Straightaway 











Answer:


Generalised oedema of the feet, legs, hands, arms and face. 














Jenifa: no oedema, 4.6kg weight   	Give ___________ml 2-hourly 





Simon: mild oedema (+), 8.6kg weight 	Give ___________ml 2-hourly





Estha: severe oedema (+++), 10kg weight	Give ___________ml 2-hourly  


 





Visible differences in Malnutrition 


Appearance


Very thin with loose skin


Oedema


Skin changes 


Hair changes �
Why? 


Loss of fat and muscle


Imbalances


Cell damage


Cell damage�
�
Appetite


Poor


�



Infection


Imbalances�
�
Mood


Miserable 


Apathetic 


�



Imbalances�
�









Answer:


Miserable (or irritable)


Apathetic (or lethargic) 








Things mothers might be frightened of in hospital 





Unfamiliar people and surroundings 


Will she be blamed for her child being sick? 


Will the child get better? 


Can she stay with the child? 


What will treatment cost? 


If she stays, where will she sleep, eat and wash? 


Who will look after the rest of the family at home? 


How will she let her family know what is happening? 














Visible differences in Malnutrition 


Appearance


Very thin with loose skin


Oedema


Skin changes 


Hair changes �
Why? �
�
Appetite


Poor


�
�
�
Mood


Miserable 


Apathetic


�
�
�









Answer:


The time the feed was actually given 








Answer:


The liver makes less glucose for the body when it is damaged 











Answer:


Children eat less if they have poor appetite and so have less glucose from food 











Good answers: 


The brain stops working properly


Child becomes drowsy


Child becomes lethargic, limp


Child cannot be roused, unconscious 


Child dies 














Answer:


Low blood glucose level 











hypo + glycaemia





To prevent hypothermia, keep malnourished children warm and dry day and night.





To prevent hypoglycaemia, feed malnourished children every 3 hours day and night. Start straightaway. 








OBJECTIVES


At the end of this session, participants should be able to:


State the key messages of how to prevent hypoglycaemia and hypothermia 


Explain the meaning of hypoglycaemia and hypothermia


Explain why severely malnourished children are at risk of hypoglycaemia and hypothermia 


Describe situations that lead to hypoglycaemia and hypothermia 


Describe how nurses can prevent hypoglycaemia and hypothermia 


State the danger signs of hypoglycaemia and hypothermia and how to provide treatment  











Answer:


3.15pm  








Volunteers read aloud:  





Heart: Hamjambo! I am Simon’s heart. I am small and weak. I cannot pump much fluid. If too much fluid gets into his blood, I will have heart failure. IV fluids are very risky for me.  





Kidneys: Habari gani! I am Simon’s kidneys. I am damaged. If you give Simon too much fluid or sodium, I can’t stop it hurting him. 





Liver: Hamjambo! I am Simon’s liver. Normally I help him by making glucose and dealing with protein. I can’t do either of these properly any more. Right now protein makes me very stressed. Please don’t give me too much. 





Gut: Shikamoo! I am the gut and, like my friends, I am also not working properly. If I get too much food I will make diarrhea.   





Immune system: Habari gani! I am Simon’s immune system. I find it difficult to fight infection, as my friend the liver is not giving me glucose. I’m too tired to produce a fever. No-one realises that Simon is very ill.











Answer:


We can assess if the child is eating enough or not. 








Answer:


If the child does not take 80% of the feed for 2 or 3 feeds next to each other OR 


If the child takes less than the 80% minimum on the F75 volume chart 








Answer:


When the child takes 80% of the day’s amount orally


2 consecutive feeds fully by mouth 





Abdul: 9kg weight, no oedema 





Answer:


Straightaway after feeding








Answer:


To know when to give ReSoMal to prevent dehydration  





Answer:


100ml 








Answer:


Re-offer the amount vomited 


Chart the amount vomited 





Answer:


At 2am 








Answer:


No 











Answer:


The liver cannot handle too much protein. 


The gut cannot handle too much food so this may also cause diarrhea. 











Amount taken over 24 hours = Taken orally + Taken by NG – Amount vomited





Answer:


Stabilisation and rehabilitation (or catch-up growth)








Answer:


Yes – Abdul was at risk of hypoglycaemia, as he had not had food for a long time.  





Answer:


F100








For rapid weight gain, give as much F100 as the child can eat, 8 times a day. F100 is high in energy and protein. 





Recipes for making F75 and F100








						F75			F100





Full-cream cow’s milk			300ml			880ml


Sugar						100g			75g


Oil						20ml			20ml


Electrolyte/mineral solution		20ml			20ml


Water: make up to 				1000ml 		1000ml























Answer:


F100 has more milk than F75


F100 has less sugar than F75








OBJECTIVES


At the end of this session, participants should be able to:





Demonstrate how to calculate the amount of F75 and F100 to make for the ward each day, how often 


Demonstrate how to make F75 and F100 on the ward 


Demonstrate how to administer feeds to children on the ward


Demonstrate how to chart feeds on the ward 











Answer:


Appetite returns, the child is very hungry 


Most of the oedema has gone 








Treatment phases








STABILISATION








Transition – 3 DAYS








REHABILITATION





Instructions for feeding during transition








DAYS 1 and 2 of transition: Replace F75 with the same volume of F100 





DAY 3 of transition: Increase each feed by 10ml until some is left 




















Answer:


He is very hungry 


Most of the oedema has gone 








Answer:


60ml








Answer:


60ml








Answer:


Increase by 10ml each feed until some is left. 











60ml ↑




















Answer:


Hypoglycaemia and hypothermia 








Visible differences in Malnutrition 


Appearance














 �
Why? �
�
Appetite





�
�
�
Mood





�
�
�









Answers should include:


Is very thin/ has loose skin


Is swollen (oedema)


Has peeling skin (or cracking skin or skin lesions)


Has brown thin hair (or pale hair)





Answer:


Simon was full – he left some feed. 








Answer:


100ml. 








Answer:


Infection: We do not feel like eating when we are ill 








Answer:


5mg 








Answer:


No 








Answer:


No, folic acid is already in the CMV  








Answer:


5 breaths per minute








Answer:


25 beats per minute 








Answer:


Yes. All children need folic acid on day 1 








Answer:


165ml 








Answer:


Pulse and respirations go up 








Answer:


155ml








Possible answers:


Bread with margarine 


Doughnut with peanut butter 


Banana 


Avocado pear











Answer:


Yes 








Answer:


No








Answer:


No








Additional foods during rehabilitation





HIGH energy and HIGH protein 





Rice and beans with oil


Ugali and chicken with mchicha 


Thick porridge with milk and sugar 


Bread and margarine and peanut butter with a banana 


Bread and margarine and a boiled egg 























Answer:


No








Answer:


No








Answer:


The child will put on weight.








Answer:


No. They may give too much. This is a nurse’s responsibility. 





Possible problems causing poor weight gain





Poor preparation of F100


Wrong recipe (e.g. too much water, so not enough energy per feed)


CMV or potassium not added


Inaccurate measures


Careless preparation


Oil separating out





Too little F100 offered


Too few feeds given


Amount of feed not increased, so child is hungry


Feeds spill onto clothing


Feeds missed





Unsuitable additional foods


Additional foods fed first (replacing F100)


Additional foods have low energy and protein (e.g. watery porridge)





Untreated infection


Infections not adequately treated


New infection


TB





Lack of emotional support


Child is unhappy due to unkind staff/ mothers 


Child is not accompanied by a family member








Answer:


The weight went down at first and then went up. 








Answer:


No 








Answer:


Loss of oedema.








Answer:


It started to go up 








Answer:


2.45pm  








Malnourished children are different from other children. So they need different care. 








Answer:


Poor/ no appetite  


Very hungry (both are correct answers) 








Answer:


Yes 








Teach mothers what to feed at home to help the child recover. Malnourished children need regular follow-up to prevent relapse and death. 





Provide loving care, play and stimulation to improve mental development. 





Good answers:


They are too sick and weak to move around


They are apathetic and so people don’t play with them


Lack of nutrients may stop their brains from developing normally 








Things children might be frightened of in hospital 








Unfamiliar surroundings 


Strange beds 


Unfamiliar people 


White uniforms 


Nasogastric tubes 


Being given injections 


Seeing other children getting injections 


Hearing other children crying 


Missing the comfort of being carried by mother 


No playmates 


Being alone if the mother or carer has not stayed 








Possible answers:


Encourage mothers to stay with the child and be involved in their care 


Smile 


Comfort the child 


Talk softly 


Call the child by name


Sing 


Hold and cuddle 


Don’t do painful procedures in sight of other children 








Possible answers:


Seeing a cheerful and colourful ward 


Singing 


Talking lovingly


Playing little games like ‘peep-bo’ 








Answer:


Fat and muscle have been lost 








Activities for a play session 





Motor activities (using muscles to do things) 


Sitting – prop child up with cushions 


Crawling - Roll toys out of reach and encourage child to get them


Standing – give child something to hold onto, e.g. a chair 


Walking – hold child’s hands or give something to push along 


Other activities – shaking rattles, bang with spoons, put things ‘in’ and ‘out’, build with blocks, kick a ball 





Language activities (learning words through listening and copying) 


Sing songs with actions 


Teach action words, e.g. ‘bang’, ‘clap’, ‘bye bye’ 


Play imaginary games e.g. feeding a doll 


Look at and talk about pictures e.g. elephant noise when looking at picture of elephant 














What should a mother know before she takes her child home?  


























What should a mother know before she takes her child home?  





What to feed the child, how often and how much


How to play with the child to improve mental development 


How to keep the child healthy (hygiene)


Where to take the child for growth monitoring, and when 


The danger signs of when to take the child to hospital 


Has a referral letter for the clinic and knows where to take it and when 








Answer:


5 times 








Foods mothers have at home 





Main foods 











Foods high in energy 











Foods high in protein











Foods high in vitamin A 











Good answer:


Give children good meals and snacks in the hospital so mothers can see 


Prepare good meals and snacks with mothers in the kitchen at the hospital 


Show mothers how to encourage their children to eat 


Sit with mothers as they feed their children and praise them when they do well 











Answer:


No.  Zinc is already in the CMV 











Answers:


Feeding


Play


Hygiene


Growth monitoring


Danger signs


Referral procedures 











Holding a discharge session: 





When holding a discharge session with a mother, ask yourself the following questions: 





Was the advice clear?


Did the mother understand? 


Will the mother be able to follow the advice? 


Was the advice correct? 


Was the nurse friendly and not critical? 


Did the nurse ask what foods the mother has at home? 


Did the nurse listen to what the mother said? 


Was the mother invited to ask questions? 


Did the nurse build the mother’s confidence? 








What is your main worry about the course?





What do you hope to receive from this course?





OBJECTIVES


At the end of this session, participants should be able to:





State the key message that malnourished children need different care


Describe some of the physiological changes that occur in severe malnutrition


Explain why malnourished children need different care from other children


Name four common causes of preventable death during treatment of malnutrition 








Answer:


Fluid overload and heart failure 








Answer:


Yes   








Answer:


The nurse should feed the child  


The nurse should gently persuade the mother that feeding the child is important 








Naso-gastric tubes 





Insert NG tube if the child: 


does not take 80% of the feed for 2 or 3 feeds next to each other  OR


takes less than the 80% minimum on the F75 volume chart over 24 hours








Remove NG tube when the child: 


has taken 2 feeds in a row fully by mouth  


has taken more than the 80% minimum on the F75 volume chart  





Answer:


Measure the volume left  





Answer:


Stop IV fluids. 





Answer:


Low in sodium


Low in protein


Sugary 











Answer:


In small amounts


Frequently 











Answer:


2 hourly 











OBJECTIVES


At the end of this session, participants should be able to:





Demonstrate how to weigh a child and measure length


Demonstrate how to find the weight for length SD Score 


Demonstrate how to plot weights on a graph 


Identify problems with charting on the ward and identify ways to overcome these problems to ensure correct charting 





Answer:


Give F75 to the child themselves 











Answer:


60ml








hypo + thermia 





Answer:


Hypo means low


Thermia means temperature 














Good Answers:


‘Kangaroo care’ – placing the child on the mother’s skin 


Putting the child under a lamp 











Answer:


There is less protection from the cold  





Answer:


Children eat less, so there is less energy and heat coming from food   





Answer:


Movement produces heat. If children move less, they will get cold.   





Abdul’s 24 hours on the ward





0600: Abdul is at home, sick. His mother takes him to hospital. 





0900: Abdul arrives at casualty. He waits in a long queue. There is no food. 





1400: Abdul arrives on the ward. The nurses undress Abdul to weigh him. It takes time. 





1430: The nurses wait for the doctor to come to examine Abdul. 





1700: The doctor arrives. She prescribes Abdul F75 and antibiotics. The pharmacy is closed. Abdul’s antibiotics wait until tomorrow. 





1730: The nurses are busy with another new admission so Abdul waits for his first feed.  





1800: Abdul is given F75 for the first time. 





2100: Abdul is given F75.  





2200: The weather turns cold. The door to the ward is open. It is draughty. 





2230: The nurses want to give Abdul a blanket, but there are none.  


 


0000: Abdul is given F75 but he vomits half of the feed. Nobody notices.  





0100: The nurse on night duty is called away. Only the nurse assistant is left. 





0230: It starts to rain outside. The ward becomes very cold. 





0300: The nurse assistant is asleep. Abdul’s feed is missed.  





0600: There is a shift change. The nurses are busy with handover and the feed is late. 





0700: Abdul is given F75 but he vomits most of the feed. Nobody notices. 





0800: The nurses are busy with an emergency. Abdul has wet bed linen but is left to wait. 





0900: Abdul is drowsy and difficult to wake up. His temperature is below 35°C.





1000: Abdul dies. 








Abdul’s 24 hours on the ward





0600: Abdul is sick. His mother leaves home for the hospital. 





0900: Abdul arrives at casualty. He has to wait in a long queue. There is no food. RED: Abdul has not had food for a long time. His blood glucose may be low.  





1400: Abdul arrives on the ward. The nurses undress Abdul to weigh him. It takes time. BLUE: Abdul is left uncovered and so might get cold. 





1430: The nurses have to wait for the doctor to examine Abdul. They call him to come. RED: Abdul has not been fed. His blood glucose will be getting lower. (Abdul should be fed straightaway).  





1700: The doctor arrives. She prescribes Abdul F75 and antibiotics. The pharmacy is closed. Abdul’s antibiotics wait until tomorrow. RED and BLUE: Infection is a cause of hypoglycaemia and hypothermia as energy is diverted to fighting infection. (Antibiotics should be given straightaway).  





1730: The nurses are busy with another new admission so Abdul waits for his first feed.  RED: Abdul has not been fed for 12 hours. His blood glucose will now be extremely low. He is in great danger. 





1800: Abdul is given F75 for the first time. 





2100: Abdul is given F75.  





2200: The weather turns cold. The door to the ward is open. It is draughty. BLUE: Abdul doesn’t have energy to protect himself from the cold. 





2230: The nurses want to give Abdul a blanket, but there are none spare.  BLUE: A blanket could save Abdul from hypothermia. Without one he is at risk.  


 


0000: Abdul is given F75 but he vomits half of the feed. Nobody notices.  RED: Abdul needs the whole feed to raise his glucose level. The vomited feed should be re-offered.  





0100: The nurse on night duty is called to an emergency. Only the nursing assistant is left. RED: When there are not enough staff the children are in danger of not being fed on time. 





0230: It starts to rain outside. The ward becomes very cold. BLUE: Abdul will be very cold. 





0300: The nursing assistant has fallen asleep. Abdul’s feed is missed. RED: Missing a feed is very serious. Abdul’s blood glucose level will fall again.    





0600: There is a shift change. The nurses are busy with handover and the feed is late. RED: Even feeding late can affect blood glucose levels and increase risk. 





0700: Abdul is given F75 but he vomits most of the feed. Nobody notices. RED: as above. 





0800: The nurses are busy with an emergency. Abdul has wet bed linen but is left to wait. BLUE: Abdul will become even colder if he is wet. 





0900: Abdul is drowsy and difficult to wake up. His temperature is below 35°C. RED and BLUE: This is an emergency but the nurses have not acted to save Abdul’s life. 





1000: Abdul dies. 








Abdul’s 24 hours on the ward





0600: Abdul is sick. His mother leaves home for the hospital. 





0900: Abdul arrives at casualty. He has to wait in a long queue. There is no food. ACTION: shorten waiting times by organizing a triage system in casualty. Screen all children there, so that those who are very thin or have oedema are brought to the front of the queue.  





1400: Abdul arrives on the ward. The nurses undress Abdul to weigh him. It takes time. ACTION: only uncover a child briefly, examine quickly and carefully.  





1430: The nurses have to wait for the doctor to examine Abdul. They call him to come. ACTION: Give nurses standing orders to calculate F75 and give first feed straightaway.





1700: The doctor arrives. She prescribes Abdul F75 and antibiotics. The pharmacy is closed. Abdul’s antibiotics wait until tomorrow. ACTION: have a stock of antibiotics on the ward. 





1730: The nurses are busy with another new admission so Abdul waits for his first feed.  





1800: Abdul is given F75 for the first time. 





2100: Abdul is given F75.  





2200: The weather turns cold. The door to the ward is open. It is draughty. ACTION: Close the door to the ward and stop draughts where possible.  





2230: The nurses want to give Abdul a blanket, but there are none spare. ACTION: Have a stock of blankets on the ward and if not, give more sheets. Encourage mothers to sleep close to their children so their body heat warms the child. 


 


0000: Abdul is given F75 but he vomits half of the feed. Nobody notices. ACTION: Monitor for vomiting, ask the mothers to say when the child has vomited, re-offer the feed. 





0100: The nurse on night duty is called to an emergency. Only the nursing assistant is left. ACTION: Try to ensure that there are always enough staff on the ward. Train all staff so everyone is confident about caring for severely malnourished children.  





0230: It starts to rain outside. The ward becomes very cold. ACTION:  Pay particular attention to keeping children warm if it is cold or raining.  





0300: The nursing assistant has fallen asleep. Abdul’s feed is missed. ACTION:  Do whatever is needed to make sure feeds are not missed day or night.  Explain to the nursing assistant the importance of feeding on time and feeding every 3 hours. 





0600: There is a shift change. The nurses are busy with handover and the feed is late. ACTION: Always keep an eye on the time. Start preparing feeds early. Always make sure they are given within 15 minutes of the prescribed time.  





0700: Abdul is given F75 but he vomits most of the feed. Nobody notices. ACTION: as above.  





0800: The nurses are busy with an emergency. Abdul has wet bed linen but is left to wait. ACTION: Never leave children wet. Ask mothers to tell nurses if their children need new bed sheets. Keep a stock of clean sheets.





0900: Abdul is drowsy and difficult to wake up. His temperature is below 35°C. ACTION: Train all nursing staff so they know danger signs and what to do.   





1000: Abdul dies. 








To prevent hypoglycaemia: 


Feed straightaway. If this cannot be done quickly, give 50ml 10% glucose or sugar solution.


Feed every 3 hours (or every 2 hours if very sick)


Feed on time 


Feed day and night


Keep children warm to preserve glucose


Start antibiotics immediately





To prevent hypothermia: 


Cover children with blankets


Cover children during examinations 


Make the room warm 


Keep the bed, clothes and nappies dry


Dry children quickly after bathing  


Tell mothers they can help by keeping children warm and helping with feeding





OBJECTIVES


At the end of this session, participants should be able to:


State the key message of how to rehydrate malnourished children


Explain the meaning of dehydration


Explain why the usual signs of dehydration are unreliable in malnourished children


Discuss how nurses can prevent dehydration


Describe how to prepare and administer ReSoMal 


Explain how to prevent death from heart failure during treatment of dehydration 








Too much fluid can kill. Rehydrate more slowly than usual. Do not give IV fluids except in shock. 








Answer:


Having too little fluid in the body 





Answer:


Having enough fluid in the body again after dehydration 





To prevent dehydration:


After every watery stool: give


 50-100ml ReSoMal if under 2 years 


100-200ml ReSoMal if over 2 years 


Continue feeding


Continue breastfeeding 

















Possible answers:


They are the staff who spend most time in contact with the children


They can check which children have diarrhea


They are responsible for giving extra fluid


They are responsible for continuing feeding 





Possible answers:


During ward rounds 


During feeding times 


During any time nurses have contact with the children or mothers








Answer:


Give ReSoMal 





Answer:


Yes. The child has watery diarrhea and signs of dehydration so it is likely (but not certain) that she is dehydrated. 





Answer:


ReSoMal  





Good answers: 


It contains less sodium 


It contains more potassium 


It contains more sugar 





Answer:


Yes. The child may be given too much fluid 





Answer:


Fluid overload, which leads to heart failure.  





Change in mental state


Child becomes drowsy


Child becomes lethargic


Child cannot be roused








If respiratory and pulse rates are slower after 1 hour, repeat same amount IV fluids for 2nd hour; then alternate ReSoMal and F-75 for up to 10 hours (use dehydration table). If no improvement on IV fluids, transfuse whole fresh blood.





Answer:


10ml x 6kg  = 60ml   





How to treat dehydration: 


Rehydrate SLOWLY to prevent fluid overload


Give 5ml/kg ReSoMal every 30 minutes for 2 hours (orally or by nasogastric tube)


Then give 5-10ml/kg in alternate hours for up to 10 hours (i.e. give ReSoMal and F75 in alternate hours)  














Answer:


5ml x 6kg  = 30ml   





Decreased supply				Increased demand  


Eating less food (poor appetite)		Use glucose to keep warm


Less glucose from liver and muscle		Use glucose to fight infection 








Answer:


Signs of fluid overload. Pulse rate increased by more than 25 beats per minute and respiratory rate increased by 5 beats per minute. 





Recipe for ReSoMal as prepared from standard ORS:





		Water (boiled, cooled)	 	2 litres


		WHO-ORS				one 1 litre packet


		Sugar					50g


		Electrolyte-mineral solution	40ml (or CMV) 

















Answer:


Skin pinch goes back slowly


Sunken eyes


Dry mouth/tongue


No tears 


Thirsty








Answer:


70ml








Answer:


80ml











Answer:


50ml











Answer:


50ml











Signs of shock are:


lethargic/unconscious


cold hands


AND either


slow capillary refill (more than 3 seconds)


Or weak, fast pulse  





To treat shock give:


Oxygen


IV glucose (5ml/kg sterile 10% glucose)


IV fluids (15ml/kg for 1 hour; if child improves, repeat for one more hour). 


IV antibiotics


Keep warm


Monitor pulse and respiratory rates at the start and then every 10 minutes.





Wash hands thoroughly with soap


Make sure that utensils and kitchen surfaces are very clean


Measure the correct amount of milk in the calibrated measuring jug 


Weigh or measure the sugar and oil and add to the milk. Mix well. 


Add the electrolyte/ mineral solution, CMV or KCl. Mix well.


Add boiled, cooled water, up to the correct mark on the calibrated measuring jug (depending on whether making 2 litres, 1 litre or 500ml). 


Whisk vigorously until the ingredients are completely blended. 











Date:





Amount to prepare 12 hourly (for 12 MD and 12 MN feeds):


			F75: ___________ml


			F100: __________ml





Amount to re-warm 3 hourly: 


			F75: ___________ml


			F100: __________ml








 





Answer:


Give him ReSoMal after the watery stool. 





Answer:


Measure the volume left  





Answer:


With a small graduated medicine cup 


With a syringe   





How to treat dehydration: 


Rehydrate SLOWLY to prevent fluid overload


Give 5ml/kg ReSoMal every 30 minutes for 2 hours (orally or by nasogastric tube)


Then give 5-10ml/kg in alternate hours for up to 10 hours (i.e. give ReSoMal and F75 in alternate hours)  











Date:





Amount to prepare 3 hourly: 


			F75: ___________ml


			F100: __________ml








 





Answer:


Signs of hydration: skin pinch not as slow, eyes less sunken, moist mouth, tears return, passing urine, less thirsty 





Treatment phases








STABILISATION








Transition








REHABILITATION





Possible Answers:


Re-warm the child 


Test the blood glucose if this can be done quickly (e.g with a dextrostix) 


Call the doctor- the child may have a serious infection


Check if antibiotics are being given


Check if feeds are being given correctly





Answer:


Yes. (There are no danger signs of fluid overload)





OBJECTIVES


At the end of this session, participants should be able to:


State the key message of how to correct electrolyte imbalance 


Name three important electrolytes


Explain how electrolyte imbalances develop


Understand the consequences of electrolyte imbalance


Describe how to correct electrolyte imbalance 





To correct electrolyte imbalance, give extra potassium and magnesium daily. Limit sodium (salt). 





Good answers: 


The cell wall has no damage  


Everything is in working order


Potassium and sodium are in their proper place


Everything is balanced  





Answer:


Some sodium is inside the cell, and there is less sodium on the outside than before


Less potassium is inside the cell and the rest has disappeared in the urine  








Answer:


The cell is damaged/ leaky (from a deficiency of micronutrients) 


The cell pump is moving more slowly (to save energy)


Potassium and sodium are in the wrong places


Potassium has leaked out of the cell and was lost in the urine


Sodium has built up inside the cell


Electrolyte imbalance 





Answer:


Oedema   





Answer:


The signal gets weaker. 





Answer:


It may fail








Malnourished children have too much …………… in their cells and too little ………….. and ……………….





Correcting electrolyte imbalance helps to prevent death from …………….. and helps to get rid of …………………..








Answer:


Give extra potassium


Give extra magnesium


Limit sodium





To correct electrolyte imbalance: 





Give extra potassium every day


Give extra magnesium every day


Limit sodium, so:


Use low sodium fluids for IV and oral rehydration (ReSoMal)


Give a salt free diet


Do not add salt to cooked food 








Answer:


No. Salt contains sodium.





Ways to give extra potassium and magnesium:





Give in feeds:   


Either


Use Nutriset sachets of F75 and F100 as these already contain potassium and magnesium,   


OR 


Add CMV to cow’s milk recipes and to ReSoMal,   


OR 


Add electrolyte-mineral solution to cow’s milk recipes and to ReSoMal 


(add 20ml to every 1 litre of feed and ReSoMal)





If these options are not available, choose from the following: 





For potassium: 


Add10% KCl solution to cow’s milk recipes and to ReSoMal


(add 22.5ml to every 1 litre of feed and ReSoMal)   OR


Give one half of a crushed slow K tablet per kg body weight per day 





For magnesium:


Give 50% magnesium sulphate solution for injection (0.3ml/kg intramuscularly once, max 2ml) 


�






Give extra potassium every day 


Give extra magnesium every day





EITHER:


	Use Nutriset sachets of F75 and F100 (these contain potassium and magnesium)


	or Add CMV to feed 


	or Add electrolyte/ mineral solution to feed 


		








Answer:


Five: slow skin pinch, sunken eyes, dry mouth/tongue, no tears, more thirsty than usual.





Answer:


The antibiotics team would have won and Ana would have lived 





Answer:


It will increase   





OBJECTIVES


At the end of this session, participants should be able to:


State the key message of how to prevent deaths from infection


Explain why it is difficult to know if a severely malnourished child has an infection


Name two signs that indicate the presence of a serious infection


Identify actions that prevent death from infection in severely malnourished children


Describe how to prevent cross-infection on the ward 











Possible Answers:


Pneumonia


Other respiratory tract infections


Urinary tract infections


Diarrhea


Ear infections


Septicaemia


HIV 


Parasites 





Give antibiotics routinely to all severely malnourished children to treat hidden infections and prevent death.





Wash hands to prevent cross-infection. 





 





Answer:


Low blood sugar (hypoglycaemia)


Low body temperature (hypothermia) 





Give antibiotics:  





CORRECT dose


ON TIME  


COMPLETE the course 








Answer:


9.30am  





Answer:


Because antibiotics work best when there is a continuous supply in the body  





The antibiotics team can move forward by taking one step if: 





The right dose was given at the right time (within 30 minutes)





The infection team can move forward by taking one step if:


The wrong dose was given


The dose was given late (after 30 minutes), or too early





Or two steps if the dose was missed altogether. 








Answer:


30 minutes after the prescribed time.  





Answer:


Because their immune system is damaged   





Ways that cross-infections happen: 





STAFF/ MOTHER to CHILD 





CHILD to CHILD 





THROUGH SKIN 





THROUGH FOOD 








Ways that cross-infections happen: 





STAFF/ MOTHER to CHILD:


Touching child after using toilet and not washing hands


Carrying out procedures without washing hands first 


Preparing and giving feeds without washing hands





CHILD to CHILD:


Flies touching one child and then another 


Staff not washing hands between contact with different children 


Staff touching soiled nappies, clothes, bed linen and then another child 


Not cleaning equipment between uses (e.g. thermometers) 





THROUGH SKIN:


Punctures through the skin (e.g. injections and IV line)


Broken skin that is not cared for 


Wet and dirty clothes and bed linen  





THROUGH FOOD 


Using unclean water to make feeds and ReSoMal


Using bottles for feeding 


Giving spoiled feed (feed left out of fridge for longer than 4 hours, or in fridge for longer than 12 hours) 


Giving contaminated feeds (contaminated with flies, cockroaches or rats) 








Good answers: 


Wash hands after using toilet


Wash hands before any procedure 





Good answers: 


Wash hands after using toilet


Wash hands before feeding child or handling NG tubes 





Good answers:


Wash hands after changing nappies


Cleaning up vomit


Keep each child in a separate bed


Disinfect the thermometer between patients 


Keep flies off dirty nappies








Good answers: 


Children with oedema  often have dermatosis  





Good answers: 


Sterilise feeding equipment or clean with soap


Prepare feeds with boiled water


Store prepared feeds in the fridge


Use cups or spoons for feeding (never bottles)


Cover foods


Keep kitchen area clean and free of pests 





Answer:


No. Administration of antibiotics is a nurse responsibility.   





When to STOP giving ReSoMal: 


Stop if: 


There are 3 or more hydration signs, or 


There are signs of fluid overload, or


ReSoMal has been given for 12 hours 














Answer:


11.00am





Answer:


Yes. Respirations have not increased by 25. Pulse has not increased by 25.





Answer:


11.30am





Answer:


Yes. Respirations have not increased by 25. Pulse has not increased by 25, so there are no danger signs of fluid overload





Answer:


No. 





Answer:


Two: has passed urine and has moist mouth





Answer:


F75 at 1.30





Answer:


Yes. (There are no danger signs of fluid overload)





Answer:


Yes. Respirations have not increased by 5. Pulse has not increased by 25, so there are no danger signs





Answer:


ReSoMal at 2.30





Answer:


Three: passed urine, moist mouth, less thirsty





Answer:


Yes, her last watery stool was at 11am. She has started passing urine, she is less thirsty, and has a moist mouth. 





Answer:


No. We can stop now. She has three hydration signs. 





Monitor progress carefully:


During rehydration, check the following each time before giving ReSoMal:


Monitor pulse and respiration rates to check for fluid overload (an increase in pulse rate of 25 beats per minute and respiratory rate of 5 breaths per minute is the danger sign) 


Monitor for signs of improvement (hydration signs): skin pinch not as slow, eyes less sunken, moist mouth, tears return, passing urine, less thirsty


Monitor frequency of stools and vomiting 








There are four main causes of death, which are as follows: 


Hypoglycaemia


Hypothermia


Heart failure


Missed infections





These changes means that severely malnourished children must be:


Fed differently from other children


Rehydrated differently


Treated with antibiotics even if there are no clinical signs of infection


Given specific nutrients to correct imbalances and repair cell damage


Given special care (for example, kept warm).
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