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Protocol for Managing Nutritional Problems among
Under five Children in the Community

[ntroduction:
inues to be a health problem in St Lanka.

d over the years in respect of stunting and

r, obesity has been noted as an
discase.

Malnutrition among under five children cont

Although declining trends have been observe
underweight, wasting has remnained more or less static. Furthe

emerging problem in some populations contributing to the double burden of
fe has a great bearing on healt

Nutritional insults during early li h as adults; development of
reduced 1Q, reduced work capacity etc.

NCDs (diabetes, hypertension etc),
health sector towards improving feeding and care practices,

Despite efforts directed by the

disease prevention and strengthening growth monitoring and promotion programme,

nutritional problems continue to exist among under five children. :
tion Programme routine weighing of children

In the present Growth monitoring: and Promo
the. CHDR is. camed out in.clinics and field welghmg posts.

“and rccordmg measurements in.
‘ ‘t.b,has 1 noted that 1dent1ﬁcat10n of. nutritional: problems and the provision 0
' mterventmns seems -*athpr unsausfactory Lack of clcar deﬁmtlons and

also. 1dentxﬁ .,;.as_deﬁcxenmes
ns - of | nutntxonal problems together thh the

) [ ,\.-hel'p the field-Healthi'st
1 ea. [ i ngly, will -definitely strengthen
. Promotiofi and thercby ‘contributc towards:’ ‘mprovmg the, nutnuonal status oL un

children in Sri Lanka. -

Growth Momtormg ‘and o

'
Definition of growth faltering (GF): 4
el to reference lines based on the

A child’s growth curve should continue to rise parall
h curve compared to the reference

birth weight. Therefore, any deviation in a child’s growt

curves such as;

o Inadequate weight gain or
e No weight gain (flattening) or
e A drop in weight
between two consecutive weight measurerents

is defined as growth faltering.
hould come back:to the original

With correct interventions, a child with growth faltering s
be considered as havmg normal

growth potential curve in which he/she initially was, to

growth.
o reference curves in the green zone

Children with GF who later continue to grow parallel t
but below the original growth potential curve (according to birth weight) should ideally

achieve the ongmal growth potential after appropriate intervention.

affto-identify. nutrmonal .

der five P



preg

. consecutive, wel

S

the light green zone (or light orange in
1SD (o -28D ar below since birth and
y upwards rowards the
habits etc. Such
weight between
f the weight

ad been in
Setween -
thereafier shift pgraduall
due to good dietary practices/
ht gain/ﬂa{tening/drop in

as having GE even 1

ertain children whose growth curve h
the older version of revised 2004 CHDR),
HroWing parallel to ceference curves méay
median (may even grow parallel to median)

t with inadequate welg

chuldren if they later presen
eight measufenients are also considered

(WO conseculive W
level than the initial trend.

al this point s ata higher

everc underweight:
ween -2SD and -35D in the revised (2004 and
‘dered as underweight.

Definition of underweight and s

orange zone bel

A child whose weight is in the
le in the old CHDR 1s cons

»007) CHDR or below 3% centi

A child whose weight is in the red zone below - 315D in the revised CHDR s considered as

severely underweight.

Definition of overweight:

ose weight is above +2SD
f‘ox__/erweigh(”

(in the purple zone) in the revised (2004 and 2007)
CHDR is considered as *_Further, in both the old and revised CHDRs, if a
child's growth curve rises, steeply crossing. the median. or:the 428D lines or during 2
' +eight measurements (at least 1 month apart)swithin two-rfeference fines, that *
&d to be at isk of overweight (This applies toichildreti swhoTave been ™

- -and 'ﬁbi"fcir-.‘.;thpsé;_f who show catelt up igrowth after growth

A child wh

N

th _A‘:é“ stifig'g

Therefore their age has to be €0
birth) from the present post
at corrected age which will

te;to plot their
1¢ children.
lier (40 + weeks at
d against th

g’zéétéﬁo_i'iﬁ it li'S"TﬂOt(':ﬁ‘pper
are for term infants and young
subtracting the number of weeks borm ear
natal age and the present weight or height compare
give a more accurate picture of the child’s growth.

(40-34 =6 weeks preterm) now
when age is not cor

18 months of age

E.g. A child born at 34 weeks of gestation,
ected,

and weighing 9kg d) weight would be in the orange Zone
therefore inaccurately considered as underweight. '

6 weeks) = 16 1/2 months.

When it 18 corrected; A
By deducting 6 weeks from present age (18 months -
Weight of 9 kg to be plotted at 10 1/2 months weight is in the light green zone.
Hence, the child is not underweight. '
—/’————'——/, :
weight for height above +2SD. However in the mational growth
routinely. Therefore weight

* Overweight.is defined as
monitoring and promotion prograrmmic, weight for height is not assessed
for age is considered as the programme indicator in identifying overweight.
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Management of growth faltering, underweight and over weight by
Public Health Midwife

1. Children with growth faltering who are in the green zone (+2SD to -2SD):
(or in the old CHDR, children growing above the 3¢ centile)

Children falling into the following categories should be immediately referred to the MOH;

The first instance a drop in weight is detected irrespective of the location of the

growth curve
e Weight shifting from the green zone to the orange zone
e Growth faltering in a child who 1s growing in the light green zone
e Ifa child with long standing GF (GF for 3 consecutive weight measurements) 1s

encountered eg. A child coming to reside in a particular PHM area from another area

y When GF is identified, éspecially' when a drop in weight is observed, it is beter to confirm it o
by Tepeating the weight: measufement-as it could be due to a fault:in:the technique or the = RS
wcig—hing-scal'e;or even in recording... = - L e o L o
Bl “respect: of othets, PHM shotldialways look for a cause at ‘the; first; instance: when ..
"“inadequate weight gain/ flattening:is detected. - = .. - L St T e L

b &iistory o iliHess Bad feadiiig practices to-identifythe most likely cause.., ..
A 24hour 1etaryr I'should be ‘obtaitied 0'; ess.adequacy and-quality of guufi'intakd e

© i%e quantity and quality of food/drinks consumied by the child -using: check list [EDHEEL '

(prowvided that the previous day was a typical day for the child with regard to meals).

If the cause is found to be ill health or PHM feels that she is unable to manage the identified
problem or PHM is unable to identify a cause, the child should be referred to the MOH.
However in case of simple conditions such-as mild watery diarrhoea; PHM should counsel
caregiver on rehydration, appropriate feeding practices and danger sigas to be vigilant for

prompt medical care.
) f

If the cause is found to be inappropriate feeding practices, identify the exact practice/s
causing growth faltering. Eg: If GF is due to giving watery types of food to the child, advise
the mother on the need to provide foods in a thick consistency. Discuss methods to improve

the energy density of food such as using oil or coconut milk to cook food or mixing some
margarine/butter to the food before feeding. Use food intake reference tool for this purpose
) A

as a guide [Faick

Assess the weight.z‘ifter one month. If a satisfactory weight gain is observed, the child should
be followed up regularly to ensure that growth reverts to normal. If growth faltering persists

the child should be referred to the MOH. '




(-1SD to -25D) without growth faltering

te at a higher risk of becoming underweight
the siightest reason e.g. even with one episode of a mild Nlness. Therefore these children
need to be followed up closely 10 prevent their weight from falling in (0 the orange zone
(under weight category). Ideally an atternpt should be made to achieve a gradual increase in
weight towards the median (provided that weight for height isin the green zone) (annex 3).

ow 3™ centile in the old CHDR) without

2. Children in the light green zone
for

Children growing in the light green zone 2

3. Under weight children (< - ZSD.o.r bel

grow!h faltering
lines should be referred

¢ zone parallel to reference
derlying medical cause.

Children coitinuing o grow in the orangt 2o
to MOH for assessiient as soon as it 18 detected, to exclude any un
E.g. all low birth weight children. Such children should be followed up closely to prevent
growth faltering. It is beneficial for the child if an attempt is made to achieve a gradual

gﬁﬁe?}Z However even with appropriate

increase in weight towards the median
intervention some children may continue to grow in the orange zone parallel to reference
1 for that particular child (however fo

lines which may be considered as norma
purposes this child also will be id‘entiﬁed as underweight).

AN

r recording

R 4 Underwaxght
faltering "

eply (from a state of normai Egrow'fh)

PHM should refer the child to MOH if the o urve rises steeply crossing the median o1
srESEEEEE heasurements within two reference

the +2 SD lines or steeply. rising at EEEn: oL
i} lly and not for

Si\Children whose growth curve rises ste

SEEEEES  This applies to children who have been growing norma
th after GF or being underweight.

f the green zone should be closely mon

children who are showing catch up grow
itored to

Children growing along the upper zone o
ensure that their weight does not go to the purple zone.

6. Children in:the purple zone (>t2SD) or above
Any hid growing in the purple zone or above should be referred to MOH on dcgection

Rine CUbE

gt




7 Children whose length/height for age curve is deviating away from the reference

curves or is in the orange zone or below (<-25D)

A child's lengthvheight for age curve also should continue to rise parallel to reference lines,
the same as the weight for age curve. In the event the PHM detects any deviations 1n the
length/height for age curve of any child, she should refer the child to MOH for investigation.

The deviations the PHM should look for;

Length/height for age curve deviating away (downward or §

from reference curves (not going parallel to reference curves)

Length/height for age curve in the orange zone or below (<-25D)

Indications for Referral to MOH

rl. Cause for GF cannot be identified by PHM
Il hea[th ldent’lﬁed as cause for GF (exoept very. sunple conchtxons g mild watery dlarrhoea)

ot

T PHM feels she is unable to managc the 1dent1ﬁed problem .

' ’Drop mwelght mthosegrowmgm gxeénzonc R R e

t’.Growth faltermgm Chlld in hght green 208 S

A chxld w1‘th long standmg qF (3 consecutwe weIght rneasurements) T
ﬁUnderwelght (including severe underweight) children with or W1thout growth faltermg

10. | Growmg in the purple zone in the weight chart
Grpwth curve rising steeply (for children who had been growing nomlally)

e or below

12. | Length/height for age curve not parallel to reference curves or in the orange zon

Thriposha to be issued according to the Thriposha circular:
Children above 6 months of age to 5 years who are
e Underweight

e Loss of weight for 3 consecutive months
o Hospitalized and having underweight or loss of wexght for 3 consecutive months



Management of growth faltering, underweight and overweight by
' Medical Officer of Health

1. Children in the green zone with growth faltering
2. Under weight children without growth faltering B ]

When a child with GF is brought to the notice of the MOH, a detailed history should be
obtained and thorough examination done in order to identify any underlying pathological
cause for the GF, eg. Infections like Upper Respiratory Tract Infection, Urinary Tract
Infection, diarthoea and noninfectious diseases like metabolic/genetic/congenital/chronic
disorders (eg. asthma). If a condition manageable at the MOH level such as watery diarrhoea
1s identified as the cause, appropriate advice should be given 1o the caregiver and the child
closely followed up te assess improvement in weight. However, if other conditions such as
UTI, congenital/ metabolic disorders etc are suspected the child needs to be referred to a

paediatrician.

If a medical condition is not suspected, then a dietary cause may be the reason for GF.
Therefore a detailed dietary history (24hour recall — Bifiexiy needs to be taken to assess the
adequacy of nutrients (quantity and quality) in. the diet. If any dietary problem is detected
the caregiver should be provided with the relevant dietary advice and the child followed up
monthly to assess improvement in weight. If weight gain is satisfactory the child should be
followed up by the PHM till he/she reaches his/her normal expected weight for age.
However, if no satisfactory weight gain is observed in 3 consecutive weight measurements

the child needs to be referred to a paediatrician.
{

-

r 3. Under weight children with growth faltering

‘The management is the same as above except that if no satisfactory weight gain is observed
after one month, the child should be referred to a paediatrician.

1

l 4. Children in the red zone

All children identified should be referred to the paediatrician immediately for further

management.

5. Growth curve crossing from green zone to purple
6. Rising steeply within the green/purple zone

In this situation, first it is necessary to asceitain whether the weight for length/height of the
child is within the normal range or not. With regard to a tall child, the weight for age may be
in the purple zone if the child is growing well. If the weight for length/height is normal it is
sufficient to regularly monitor the growth of such children.
However if weight for length/height is high, a detailed history and physical examination is
- necessary to determine whether any pathological condition is responsible for this rapid
growth. A detailed history on dietary practices and exercise is required to ascertain a dietary
cause. If any medical condition is suspected the child needs to be referred to a paediatrician.
If the cause is inappropriate dietary practices the caregiver should be counseled
appropriately and the child followed up for two months. If the weight continues to increase
6



-

refer to a paediatrician. If weight increase is parallel to the reference curves, weight

1d be checked to see if within the normal range. If normal, regular

rapidly,
If weight for length/

for length/ height shou
follow up by PHM is sufficient to ensure the child is growing normally.

height is high, refer the child to a paediatrician for investigation and management.

— :
7. Children in the purple zone

Certain children may grow in the purple zone but parallel to reference curves. If their
weight for length/height is normal, routine follow up will be sufficient. However if that
ter is high, a detailed history and examination should be carried out to determine a

Id should be referred to a pediatrician. If
¢ on

parame
cause. If any pathological cause is suspected the chi
a dietary cause is suspected (ascertained by way of 24hr recall etc) appropriate advic

diet and exercise need to be provided for the caregiver and the child followed up monthly to
th pattern is normal, PHM should continue to monitor

assess the growth status. If grow
for length/height continues to be high, refer

growth regularly at the field and clinic. If weight
the child to a paediatrician for investigation and management.

[t must be borne in mind that children on exclusive breastfeeding may cross over from green
to purple zone and / or grow in the purple zone. If this is due to breast feeding, it 1s
considered as normal and does not require any special intervention. However, it is always
prudent to have the infant examined by the MOH to exclude any other cause for this trend.

Any child whose weight for age is above the purple zone should be referred to a
paediatrician.

'—E ‘Children whose height for age curve deviates from the reference curves

A detailed history needs to be obtained and a thorough examination done to ascertain the
cause responsible for the deviation. If a pathological cause — eg. congenital/chronic diseases,
recurrent infections etc. is suspected refer the child to a paediatrician.

If a pathological cause can be excluded take a detailed dietary history to identify dietary

elicit the adequacy of nutrients in the dietary intake over a period of time. If any

practices to.

problem in the diet is detected the caregiver should be provided with the relevant dietary
advice and the child followed up (once in two months incase of children less than two years
of age and once in three months incase of older children) to assess improvement in

length/height. If gain in height is satisfactory the child should be followed up in the field by
the PHM till he/she reaches his/her normal expected length/height for age. However, if no
satisfactory gain is observed the child needs to be referred to a paediatrician.

If a child whose height is in the orange zone or below is encountered it is advisable to refer
the child to a paediatrician for an initial assessment.

A child whose height for age curve rises steeply also needs to be refeﬁed to a paediatrician

for assessment.



(E Low birth weight and preterm children

Indications for Referral to a Paediatrician:

L]

®

[

Try to achieve a gradual increase in weight towards the median weight ’(gﬁn}i 3)
at least maintain growth parallel to reference line of growth potential of the child
Iron supplementation (with vitamin C) is recommended from the age of two months
to at least one year (preferably 2 years) - 2 mg/kg/body weight of elemcntal 1ron
daily in liquid preparation

Special attention must be paid to on demand breast feeding during the first year of life
It is important to monitor the growth monthly up to two years of age and
thereafter once in three months if growing normally.
Stimulation is important to optimize psychosocial development

[ 1.
2.

3.

10.

The weight of the child is in the red zone

A cause cannot be identified for the problem
A medical cause is suspected (cxcept in instances where the condition can be managed

at MOH level - e.g. watery diarrhoea)
No improvement is observed for 3 consecutive weight measurements even with

intervention in case of children in green zone and underweight children without

growth faltering
No improvement is observed after one month despite intervention, incase of

underweight children with growth faltering
The weight of the child continues to rise steeply for 2 ‘consecutive weight

measurements crossing reference lines despite interventions (with regard to children

whose have been growing normally)
The weight for height continues to be high (>+2SD) even though the weight gain is

parallel to reference curves
The length/height for age continues to deviate away from the reference curves in spite

of intervention
The length/height for age curve in the orange zone or below

The length/height for age curve rising steeply




Summary

Management of growth faltering, underweight and overweight by PHM

n the green zoue (+28D to -25D):
3 centile)

1. Children with growth faltering who are i
(or in the old CHDR, children growing above the

PHM should always look for a cause at the first instance inadequate
weight gain/ flattenine of weight is detected
¢ 1illness,

e feeding practices

take 24hr dietary recall to assess adequacy of nutrients ~ quality
and quantity (annex 1)

Identify the most likely cause

@ g - Dietary problems

-No identifiable cause/ill
health/PHM feel . ﬂ

{ Obtain a history on

©

-Unable to manage problem

- Discuss with mother on how to
improve child's feeding
- Review in one month

AN

If weight gain observed

If GF persists

U 1

Refer to MOH Regular monthly follow up




The first instance a drop in weight is detected W

GF in a child whose weight is in the light green zong, |

If weight shifts to orange zone
refer to MOH immediately

[f PHM comes across a child with long standing GF

(more than 3 consecutive weight measurements)

|
Under weight children (<-25D) |
“Over weight” " children (>+2SD) J

in the national growth

ight for height above +2SD. However
d routinely. Therefore weight

*Over weight is defined as we
monitoring and promotion programme, weight for height is not assesse

for age is considered in detecting over weight.

10



Management of growth faltering, underweight and overweight by MOH

[ I. Children in the green zone with growth faltering
[ 2. Under weight children without growth faltering

J

-
Detailed history, examination in order to identify underlying cause - infections (UTI,
URTI, diarrhoea etc), metabolic/genetic/congenital/ chronic disorders (eg. asthma)

If a cause cannot be
identified,

Z Ny

N

If medical condition is

suspected, advice on managing
simple conditions (e.g. such as
URT], diarrhea) and others

If dietary cause suspected,
- 24hrecall (annex 1)
- advice on diet and exercise

- follow up monthly

If no improvement after 2
consecutive months ,

(VAR

Refer to Paediatrician

] 7 Sy

If weight is improving,
regular follow up monthly

- Children in the red zone (below -3SD) should be referred to a paediatrician.

11




, 3. Under weight children with growth faltering

o
]

. . . . . !
Detailed history, examination iu order to identify underlying cause - infections (UTI, |
URTI, diarrhoea etc), metabolic/genetic/congenital/ chronic disorders (eg. ?asthiJ

B
| N
| v/

If a cause cannot be
. lentified,

I

W

If medical condition is if dietary cause suspected,
suspected, advice on managing - 24hrecall
simple conditions (e.g. such as - advice on diet and exercise
URTI, diarrhea) and others - follow up for 2 months
If no improvement in If weight is improving,
one month,
| [\ o S '
[ | Keter iv Pacdiatrician Regular follow up monthly

=

12



4. Growth curve crossing from green zone to purple
' or
rising steeply within the green/purple zone
or
within purple zone parailel to reference lines

Check weight for lyleight/BMI

AN

If normal, regular follow up

[ If high, detailed history & examination
P .

-1y

or a cause etc g2

If medical condition is If dietary cause suspected,
suspected, - 24h recall
- advice on diet and exercise
[ ] | - follow up for 2 months

Parallel to reference

1. curves, Check weight for
height/BMI

N\

| _ 1, routi
Refer to Paediatrician <::] If High glrllg?vnsp’ routine

=

13



Annex -1

24 hr dietary recall;
¢ Record the type, frequency and quantity of all the foods and drinks consumed by
child from waking up until going to sleep at night , and until waking up the next
morning (volumes measured using common household measures — tea cup, tea

spoon, table spoon etc)
Categorize food consumed according to broad food groups
Count frequency of food eaten from each group

¢ Compare with RDA
Assess quantity and quality of food consumed

[FOOD INTAKE JOB AID, 7-23 MONTHS

[Chi!d’s name

IDate of birth ge of child at visit

fFeeding practice es / number [Key Message given
where relevant

Growth curve rising parallel to reference lines? ‘

hild received breast milk?

How many meals of a thick consistency did the
child eat yesterday? (use consistency photos as

meeded) _
Child ate an animal-source food yesterday?

(meat/fish/offal/bird/BE58)
[Child ate a dairy product yesterday?

Child ate pulses, nuts or seeds yesterday?

Child ate a dark-green or yellow vegetable or

lyellow fruit yesterday?
IChild ate sufficient number of meals and snacks

yesterday, for his/her age?
Quantity of food eaten at main meals yesterday

appropriate for child’s age?
Mother assisted the child at meals times? -

Child took any vitamin or mineral supplements?

Child ill or recovering from an illness?

14



Energy requirements of children from com

- meals to be given during first two years:

plementary food and minimum number of

Texture

Age in months f

Frequency

Amount

7-8 (200 kcal/d) Well mashed foods.

Start with mashed rice.
Continue adding pulses,
fish/sprats/meat,
vegetables,  green  leafy

2-3  meals/day plus

“Start with 2-3

frequent breast feeds.
Depending on child's
appetite 1-2 snacks

teaspoonfuls per feed,
mcreasing gradually to
a little bit more than
/2 a tea cup at each
meal

vegetables, egg yolk ete

| Coarsely  chopped  or
mashed foods and foods
baby can pick up (finger
foods)

9-11 (300 kcal/d)

3-4 meals plus breast
feeds. Depending on
child's appetite 1-2
snacks may be offered

about 2/4 of a tea cup
at each meal

Family foods
(chopped  or  mashed
coarsely if necessary)

12-23 (550 keal/d)

| snacks may be offered

3-4 meals plus breast
milk  after meals.
Depending on child's
appetite one to two

1 tea cup or a little bit
more than a tea cup at
each meal

standard tea cup = 200 ml

Recommended minimum food intake per day (servings):

(raw amounts for the whole day is given for the

1-5 year age group)

Food group 7-9 9+ -12 12+-24 2+ - Syears
mounths months months :
Cereals 2-3 34 34 4 or more 230g/d
servings
[ * Breast milk As desired As desired Aftermeals|  After meals
DGR I B
-e.g. yoghurt, curd, cheese
Fish, meat and eggs 1 1-2 1-2 2 small
B S 1 1 12 1-2
Fruits 1 1-2 1-2 1-2
Vegetables, 1 1-2 1-2 1-2
Green leafy vegetables 1 1 1 1
Fat based foods - One 1-2 Small Small
teaspoon teaspoon amounts amounts
_ ) /meal /meal
Sugar based foods Eg] - - A small Asmall
sweets o amount after] . amount after
mealtime mealtime

15




Serving sizes:

Rice, bread, other cereals
1/2 a tea cup of cooked rice/cooked cereal/pasta

I slice of bread (450g bread in to 9 slices)
1/2 tea bun

e 2 egg sized potatoes

¢ 1 egg size sweet potatoes

e 3 crackers
¢ 3 table spoons breakfast cereals

[

o

e Is tch box size piece of cheese

Meat, fish & alternatives
e 3 table spoons cooked dhal
¢ 1 hen'segg

¢ Yaduck's egg
25-50 g of cooked fish/ chicken/ lean meat = (a piece the size of a match box), 6

sprats

L J
Fruits
e 1 medium banana, orange

Vegetables

¢ 3 taBlespoons of cooked fruit vegetables
e Y tea cup of cooked leafy vegetables

a standard tea cup = 200ml

16



Annex -2

Food intake reference tool

[FOOD INTAKE REFERENCE TO

OL, 7-23 MONTHS

{Chlld s name

[Da te of birth

LAge of child at visit

[Feedmg practice

Ideal Feeding Practice

[Key vessage given

rowth curve rising parallel to
eference lines?

Look at the direction of the growt]

curve — is the child growing?

[luld received breast milk?

yes

Breast feeding for 2 yrs of age

or longer helps a child to
develop and grow strong and
healthy

How many meals of a thick consistency
1d the child cat yesterday? (use
onsistency photos as needed)

3 main meals

Foods thick enough to stay in

the spoon will give more cnergy
and nutrients to child

hild ate an animal-source food
esterday? (meat/fish/offal/bird/BFES)

Animal source food should be
caten daily

3

IAnimal source foods are
specially good for children to
help them grow strong, healthy

d snacks yesterday, for his/her age?

needs 2-3 main meals a day, at
9-23 month needs 3-4 meals a
day plus 1-2 snacks

and active
Child ate a dairy product yesterday?  [Give dairy products daily -do -
Child ate pulses, nuts or seeds [if meat etc are not eaten daily, |Peas, beans, lentils, nuts and
yesterday? ulses/ nuts should be eaten seeds are good for children
aily with an iron absorption
, enhancer like vitamin C rich food :

Child ate dark-green leaves or yellow [Dark green leaves/ yellow Dark green leaves/yellow
vegetable or yellow fruit yesterday?  |vegetable or fruit should be eaten vegetables/yellow fruits help the

daily ; child have healthy eyes and

' fewer infections

Child ate sufficient number of meals | A growing child 7-8 months old | A growing child needs 2-4

meals plus 1-2 snacks if hungry;
Give a varlety of foods

Quantity of food eaten at main meals
yesterday appropriate for child’s age?

_[than a full cup at each meal

hild 7-8 months gradually need
bit more than half a 200ml tea

cup, 9-11 months - % of a tea
cup, 12-23 months - a bit more

A growmg child needs an
increasing amounts of food

Aother assisted the child at meals
imes?

Yes, assists with encouraging
self feeding

‘| A young child needs to leam to

cat: enccurage and give help.. ...
with lots of patience

Child took any vitamin or mineral
supplements? '

Supplementation may be needed
if requirements not met by food
infake

Explain how to use vitamin and
mineral supplementations if they
are needed .

Child ill or recovering from an illness?

Continue to eat and drink during
illness and recovery

{

Encourage the Chlld to dnnk and
eat during illness and provide
extra food after illness to help

them recover quickly -
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Anpnex — 3

ce in weight 18 advised as there is a risk of developing chronic diseases like
:thin a short span

A gradual increa
id weight gain 18 achieved Ws

diabetes and hypertension in adult life ifarap
of time-
Annex — 4

Children should be prevemed from becoming obese duc o scveral reasons:

o Delay in gross motor development
. Obese children arc usually 1ess active; which in tern contributes 10 their being moTe

obese

They will become obese adults 1ater in life
o Such children ar¢ very much at risk of developing chronic diseases such as
hypertension, diabetes, coronary heart disease and chronic liver discas¢ (NASH) in

adult life

ric intake and for

uld beductod discase. Usually i nutritional

less burning © ies).
obesity the child will be taller than the average child of the same g Both height and

weight centiles would bein close range-

ould suggest a pont qutritional cause. Some clinical features

There may be few features that w
that would suggest 2 genetic syndrome OT having any other underlying illness as the cause ©

obesity are;

Short statur®
Onset of obesity under 2 years of age
Dysmorphic features

« Microcephaly _

e Learning disability/ Jevelopmentally retarded
. -

®

Hypotonia
Hypogonadism

¢ Eye abnormalities
Skeletal abnormalities

o

e Sensoneurai deafness

. al abnormaiities
®

Congenital defects such as congenitai heart diseast, Ten
wth hormone defictency

Features of hypothyroidism, hypercortisolism or gro

_When an obese child is suspected to have a non nutritional cause for its obesity, he/she

should be referred to @ pae_diatrician for evaluation.



