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Introduction

Severe malnutrition is one of the most common causes of morbidity and mortality among children under the age of 5 years in Tanzania. It is estimated that 80% of children in Tanzania die at home without care, but even when hospital care is provided, case fatality rates may be high. 

Severely malnourished children often die because the health team unknowingly use practices that are suitable for most children, but highly dangerous for severely malnourished children. With appropriate case management in hospitals and follow-up care, the lives of many children could be saved, and severe malnutrition wards can dramatically lower case fatality rates. 

This toolkit was developed during a pilot scheme to improve the treatment of severe malnutrition at Muhimbili National Hospital. A five step approach was used, as follows:

1. Assess current ward practices, discuss findings, and agree action plan

2. Train medical and nursing staff 

3. Implement new procedures 

4. Establish ongoing supportive supervision and monitoring of performance
5. Evaluate intervention and identify any further changes needed. 

Training materials, wall charts, and assessment tools were developed. Some of these can be found in this Toolkit. Tools were further developed during pilot schemes at Morogoro Regional Hospital and Amana District Hospital. At each of these places a number of senior nurses and doctors had already received training in the management of severe malnutrition (either on the WHO ‘Training Course on the Management of Severe Malnutrition’ or on other courses run by UNICEF Tanzania and the Paediatric Association of Tanzania). This was regarded as an important first step in improving the treatment of severe malnutrition at each of these health facilities. This toolkit aims to complement rather than replace such initiatives. 

Overview  

The following actions are recommended to improve the management of severe malnutrition at a health facility. 
Initial set up 
· Meet with hospital management: Discuss the problem of poor management of severe malnutrition (global and national), aims of the intervention and expected benefits. Find out what they would like to get out of the programme.  

· Decide which hospital staff members will implement the programme along with the facilitator. Request introduction to staff member/s if necessary, explain the programme and gain their input.  

· Identify where in the hospital severely malnourished children are treated and request an introduction to each of these places if necessary. 
· Agree on a timetable for each step and dates and times for any meetings needed.

Step 1: Assess current management of severe malnutrition  

a) Assess ward where malnourished children are treated  
· Hold Introductory meeting with ward staff to explain the purpose of the programme and of the initial assessment period. Be careful to put staff at ease. 

· Assess appropriateness of any wall charts for treatment of severe malnutrition, job aids, intake charts, weight charts, and if national or WHO treatment guidelines are easily accessible.
· Assess the last 10 patient records, including children currently on ward, and patient records for last 5 deaths. Record findings in ‘Evaluation Form – Child Records’. 
· Observe activities on the ward over 12 hours, divided into 4 periods each of 3-hours. These periods should be varied over different shift times (e.g. 2 during morning shift and 2 during afternoon shift) and should cover at least 10 feeding times and 2 ward rounds. Record findings in ‘Evaluation form - Observations’. 

· Examine admissions register and calculate case fatality rates for at least the last 6 months. 

· Have an informal feedback session with ward staff to discuss preliminary findings and gain their input.

· Repeat this process on each ward where severely malnourished children are treated.  

b)  Assess area where emergency treatment is given (e.g. casualty) 

· Hold an Introductory meeting with relevant admitting officers and emergency staff to explain the purpose of the programme and of the initial assessment period (be careful to put staff at ease) 

· Observe presence of wall charts, job aids, recording forms for emergency treatment of children with severe malnutrition, and assess if appropriate. 
· Observe triage system and emergency treatment for severely malnourished children and record findings in ‘Evaluation form – OPD’.
· Have informal feedback session with emergency staff to discuss preliminary findings and gain their input 
c) Write and feedback findings 

· Write draft summary report of areas of strength, weakness and proposed actions, using ‘Evaluation - summary report’. 

· Hold meeting with heads of ward and relevant hospital management and feedback summary report.
· Agree on plan of action and delegate tasks (steps 2-5 will be dependent on the agreed action plan).
Step 2: Train medical and nursing staff 

· Agree on schedule for running training courses for medical staff and for nurses (different materials are available to train these groups separately) and ensure timings are booked into doctor/nurse rota and training room/ space is reserved.  
· Go through training materials for both courses and adapt anything necessary/ delegate tasks. 
· Prepare necessary materials. 
· Run training courses separately for medical and nursing staff.
· Run practical sessions on the ward to teach nurses new procedures (after step 3 has been implemented).
· Help doctors/nurses make action plan for change on their ward/s.  
· Hold feedback sessions at end of course for staff to report on strengths and weaknesses of the training course. 
Step 3: Implement new procedures 

· Agree on new procedures with staff to enable training to be put into practice, including:

· Assessment of severely malnourished children 

· Prescribing medicines, feeds and supplements

· Feed preparation

· Feed administration

· Charting of feeds 

· Assess need for equipment to make new procedures possible (e.g. measuring jugs, feeding cups, weighing scales, length boards); obtain equipment and install on ward. 

· Place job aids in prominent areas to help nurses with tasks (10 steps wall chart, discharge chart, etc) 

· Teach senior staff how to observe procedures and provide further guidance where necessary. 

Step 4: Establish ongoing supportive supervision 

· Teach staff how to conduct death reviews (using death review form) and let them practise and decide if any action is needed; establish procedures for death reviews after each death.
· Teach staff how to collect data routinely for monitoring performance, and how to calculate and plot case fatality rates and use them for reviewing progress. 
· Agree on procedure for inducting new staff (doctors and nurses) to ensure continuity of improved care for severe malnutrition (using induction checklists). 
· Agree on schedule for hospital staff to conduct regular evaluations of the treatment of severe malnutrition (e.g. every 6 months) to help to assess progress and areas to improve. 
Step 5: Evaluate intervention 

· Meet with hospital staff, including management, to review activities carried out during intervention period. 

· Gain feedback on strengths and weaknesses of the programme. 

· Review case-fatality rates, and rates of weight gain.

· Review support and supervision by sisters-in-charge, matrons, unit heads, and medical superintendents.  
· Return at agreed time in future to repeat step 2; reflect on changes made as a result of the intervention and changes in case fatality rates.  
Step 1: Assess current management of severe malnutrition  

The following tools can be used to compare practices with national/WHO guidelines: 

1a. Hospital Assessment Form: Child Records 

This form can be used to assess child records on the ward. You can record details of three child records on one form. 
1b. Hospital Assessment Form: Observations on Ward 

You can use this form to record your observations on the ward. Observations should be made during different shifts on different days. Some practices may not be easily observable during the time available and you may need to ask mothers or staff (called a ‘checking question’). 
1c. Hospital Assessment Form: Observations in Outpatients Department (OPD)

This form can be used to record observations of admission procedures and emergency treatment in the same way as 1b.  
1d. Hospital Assessment: Summary Report 

Once you have examined 10 child records and 5 deaths, and you have made all of your observations on the ward/s and at OPD, findings can be summarised using this document. Go through forms 1a, 1b and 1c and explain weaknesses noted under each of the 10 steps, and suggest possible actions that can be taken to improve treatment. This document should be shared with hospital staff and management so that agreement can be reached and specific actions delegated to named individuals.   
(1a) Hospital Assessment Form: CHILD RECORDS 

On page 1, enter information in blank boxes. For ‘status’ enter if the record is current, discharged, or death. On pages 2-4, tick ‘check’ boxes [√] if actions were carried out correctly and cross [X] if done incorrectly. Where ‘check’ boxes are crossed, provide an explanation in ‘notes’ column. If the action is not applicable (e.g. child was not dehydrated) write N/A. If it is unclear if the action was carried out correctly mark ‘?’ and seek clarification.  

	HOSPITAL:

	

	WARD:

	

	BASIC INFORMATION:
	Name: 
	
	Name: 
	
	Name: 
	

	
	Record no:
	
	Record no:
	
	Record no:
	

	
	STATUS: 
	
	STATUS:  
	
	STATUS: 
	

	INDICATORS:
	Notes
	Notes
	Notes

	Status of child (when admitted onto current ward)
	Age (months)
	
	
	

	
	Sex
	
	
	

	
	Admission weight (kg)
	
	
	

	
	Length/ height (cm) (OR MUAC cm) 
	
	
	

	
	Weight-for-height SD score
	
	
	

	
	Oedema grade (0 + ++ +++)
	
	
	

	
	Dermatosis grade (0 + ++ +++)
	
	
	

	
	HIV status 
	
	
	

	
	Where was the child referred from? 
	
	
	

	
	New admission or readmission
	
	
	

	Key dates
	Date admitted to current ward
	
	
	

	
	Time admitted to current ward 
	
	
	

	
	Date discharge or death 
	
	
	

	
	Time of death (if applicable)
	
	
	

	
	Date of transition onto F100 
	
	
	

	
	Date ReSoMal first prescribed (if applicable) 
	
	
	


	INDICATORS: 

	Check
	Notes
	Check
	Notes
	Check
	Notes

	Step 1: Treat/prevent hypogly
	Step 1: Treat/prevent hypoglycaemia 
	
	
	
	
	
	

	
	Fed F75 within 30 minutes of arrival on current ward and/or given 10% glucose or sucrose solution

	
	
	
	
	
	

	Step 3: Treat/prevent dehydration
	Watery stools charted
	
	
	
	
	
	

	
	ReSoMal charted as given after each watery stool
	
	
	
	
	
	

	
	IV fluids only prescribed if child in shock  
	
	
	
	
	
	

	
	If given IV, duration does not exceed 2 hours
	
	
	
	
	
	

	
	If given IV, respirations and pulse monitored every 10 minutes 
	
	
	
	
	
	

	
	Child diagnosed as dehydrated only if has watery stools/ vomiting 
	
	
	
	
	
	

	
	If dehydrated, correct volume of ReSoMal prescribed (5ml/kg every 30 mins for 2 hrs and 5-10ml/kg for next 4-10 hrs) 
	
	
	
	
	
	

	
	If dehydrated, ReSoMal charted as given according to prescription
	
	
	
	
	
	

	
	If dehydrated, ReSoMal alternated with F75 after first 2 hours 
	
	
	
	
	
	

	
	If dehydrated, duration of ReSoMal does not exceed 12 hours 
	
	
	
	
	
	

	
	If dehydrated, Child’s respirations and pulse monitored at least hourly whilst on ReSoMal  
	
	
	
	
	
	

	Step 4: Correct Electrolyte Imbalance
	Diuretic not prescribed for oedema
	
	
	
	
	
	

	
	Potassium prescribed at 3-4 mmol/kg/d if not in feed  
	
	
	
	
	
	

	
	Potassium charted as given according to prescription 
	
	
	
	
	
	

	
	Magnesium prescribed at 0.4-0.6mmol/kg/d if not in feed, or given as a single injection 
	
	
	
	
	
	

	
	Magnesium charted as given according to prescription 
	
	
	
	
	
	

	
	Low sodium fluid used (e.g. ReSoMal) for dehydration 
	
	
	
	
	
	

	Step 5: Treat/prevent infections
	Antibiotics prescribed on day 1
	
	
	
	
	
	

	
	Appropriate course of antibiotics prescribed 
	
	
	
	
	
	

	
	Cotrimoxazole prescribed if HIV +/ suspected 
	
	
	
	
	
	

	
	Antibiotics charted as given according to prescription 

	
	
	
	
	
	


	INDICATORS: 

	Check
	Notes
	Check
	Notes
	Check
	Notes

	Step 6: Micro nutrient Deficiencies
	Vitamin A prescribed on Days 2 and 14 only if eye signs
	
	
	
	
	
	

	
	Vitamin A charted as given according to prescription 
	
	
	
	
	
	

	
	5mg Folic Acid prescribed on Day 1 
	
	
	
	
	
	

	
	Folic Acid prescribed daily form Day 2+ if not using CMV/ Nutriset feed 
	
	
	
	
	
	

	
	Folic Acid charted as given according to prescription 
	
	
	
	
	
	

	
	Zinc prescribed at 2mg/kg/d if not using CMV/Nutriset feed  
	
	
	
	
	
	

	
	Zinc charted as given according to prescription 
	
	
	
	
	
	

	
	Multivitamin prescribed daily if not using CMV/ Nutriset feed 
	
	
	
	
	
	

	
	Multivitamin charted as given according to prescription 
	
	
	
	
	
	

	
	Iron (3mg/kg/day) prescribed only after transition onto F100 
	
	
	
	
	
	

	
	Iron charted as given according to prescription 

	
	
	
	
	
	

	Step 7: Start cautious feeding
	F75 given as starter feed
	
	
	
	
	
	

	
	Correct volume of F75 prescribed 2 or 3 hourly on day 1 
	
	
	
	
	
	

	
	Freq F75 lowered and vol increased correctly (if no vomiting, <5  water stools, finishing most feeds) 
	
	
	
	
	
	

	
	F75 charted as given according to prescription 
	
	
	
	
	
	

	
	NG tube correctly prescribed (if intake <80% feed over 24 hours or <80% for 3 consecutive feeds) 

	
	
	
	
	
	

	Step 8: Achieve catch up growth
	Transition onto F100 prescribed at right time (if appetite and reduced/ minimal oedema)
	
	
	
	
	
	

	
	Correct volume of F100 prescribed during transition 
	
	
	
	
	
	

	
	Volume of F100 charted as given according to prescription 
	
	
	
	
	
	

	
	Volume of F100 inc by 10ml per feed on day 3 of transition  
	
	
	
	
	
	

	
	Volume of F100 increased after day 3 of transition  
	
	
	
	
	
	

	
	Total 24 hour daily feed volume calculated correctly 

	
	
	
	
	
	


	INDICATORS: 

	Check
	Notes
	Check
	Notes
	Check
	Notes

	Monitoring
	Weight accurately plotted on chart 
	
	
	
	
	
	

	
	SD score correctly calculated using WHO charts 
	
	
	
	
	
	

	
	More than 10g/kg/day weight gained whilst on F100 (record actual gain in ‘notes’)
	
	
	
	
	
	

	KEY POINTS:  


	
	
	


(1b) Hospital Assessment Form: OBSERVATIONS on WARD 

Complete the blank spaces. Tick check boxes if actions were carried out correctly and cross if done incorrectly. Where check boxes are crossed provide an explanation in notes column. If it is unclear if the action was carried out correctly mark ‘?’ and seek clarification.  
	HOSPITAL:
	

	WARD:
	

	OBSERVATIONS PERIODS: 
	Date 
	Start time
	End time 

	Observation 1
	
	
	

	Observation 2
	
	
	

	Observation 3
	
	
	

	Observation 4
	
	
	

	INDICATORS: 

	Check
	Notes

	Step 1: 

Treat/ prevent hypogly
	Checking question: are children admitted onto the ward within 2 hours of arrival? 

	
	

	
	Checking question to mothers: what time did you arrive at the hospital? 

	
	

	Step 2: Treat/ prevent hypotherm
	Children remain covered 
	
	

	
	Each child has a blanket 
	
	

	
	Ward is not draughty 
	
	

	
	Checking question: if a child is hypothermic, what would you do? (active re-warming?) 
	
	

	Step 3: Treat/ prevent dehydration
	ReSoMal given instead of ORS to prevent and treat dehydration 
	
	

	
	ReSoMal given on time, as prescribed 
	
	

	
	Staff accurately measure out ReSoMal volumes according to prescription 
	
	

	
	Children on ReSoMal monitored for return of rehydration signs 
	
	

	
	Checking question: Is ReSoMal given routinely after every watery stool? 
	
	

	Step 4: 

Correct elec/bal
	Salt not added to additional foods
	
	

	Step 5: Treat/ prevent infections
	Treat
	Antibiotics given on time (within 30 minutes of prescription time)
	
	

	
	
	Antibiotic type and dose given according to prescription
	
	

	
	Hand washing
	Staff wash/ spray hands between contact with each child 
	
	

	
	
	Staff wash/ spray hands before preparing feeds 
	
	

	
	
	Mothers wash/spray hands before giving feeds 
	
	

	
	
	Running water available for staff 
	
	

	
	
	Soap/ spray available for staff 
	
	

	
	
	Running water available for mothers 
	
	

	
	
	Soap/ spray available for mothers 
	
	

	
	Ward Hygiene
	New syringes used for each injection 
	
	

	
	
	New or sterilized syringes used for each feed given through NG tube 
	
	

	
	
	Cups used for feeding children (not bottles) 
	
	

	
	
	Cups washed with soap between each feed 
	
	

	
	
	Feeding equipment washed with soap between each feed preparation 
	
	

	
	
	Separate sink used for washing equipment from washing hands 
	
	

	
	
	Children do not share beds with each other 
	
	

	
	
	Ward appears clean 
	
	

	
	
	No evidence of pests on ward (e.g. rat droppings, cockroaches) 
	
	

	
	
	Clean toilet available for staff 
	
	

	
	
	Clean toilet available for mothers
	
	

	
	
	Area and detergent available for washing clothes and nappies 
	
	

	
	
	Bed sheets clean and dry 
	
	

	Steps 7: Start cautious feeding & Step 8: Achieve Catch-up Growth
	Feed Preparation
	Mothers do not help themselves to feeds on the ward 
	
	

	
	
	F75 recipe used is correct 
	
	

	
	
	F100 used as feed once child has stabilized 
	
	

	
	
	F100 recipe used is correct 
	
	

	
	
	Recipe/s on display close to where feeds are prepared
	
	

	
	
	Jugs measuring in 10ml used to measure volumes 
	
	

	
	
	Scoops, if used, provide an accurate measure for each ingredient  
	
	

	
	
	Staff use good technique to measure ingredients 
	
	

	
	
	Boiled water used to make feeds 
	
	

	
	
	Feeds made up to correct volume (whether add x litres or make up to x litres)
	
	

	
	
	Ingredients mixed thoroughly (if starting from scratch, oil not separated out) 
	
	

	
	Feed storage and administration
	Feeds either refrigerated or fresh feeds made every 4 hours 
	
	

	
	
	Utensils and feeds always covered 
	
	

	
	
	WHO F75 feed volume chart easily accessible 
	
	

	
	
	Feeds given on time (within 15 minutes of prescription)
	
	

	
	
	Staff accurately measure out feed volumes for each child 
	
	

	
	
	Correct feed type given to each child according to prescription (F75 or F100) 
	
	

	
	
	Correct volume of feed given to each child according to prescription
	
	

	
	
	Staff measure any leftovers for each child 
	
	

	
	
	Feeds charted according to actual volume taken (i.e. leftovers charted) 
	
	

	
	
	Feeds charted according to actual time given 
	
	

	
	
	If child vomits, feed re-offered 
	
	

	
	
	Reluctant feeders encouraged to eat 
	
	

	
	
	Children on F100 fed until full
	
	

	
	
	Checking question: Are additional foods withheld from children in stabalisation phase?  
Ask mother: is the child given anything in addition? 
	
	

	
	
	If family foods given during rehabilitation, are foods are high energy and protein?  
	
	

	
	NGT
	Oral route tried first before NG route used at each feed 
	
	

	
	
	NG tube checked to ensure in place before each feed  
	
	

	
	
	Large syringes used for NG feeding  (e.g. 20ml) so that fluid can flow freely 
	
	

	
	
	Feed allowed to flow through tube by gravity, not forced 
	
	

	Step 9: Sensory stimulation 
	Nurses touch and hold the children 
	
	

	
	Nurse contacts with children are gentle, caring and loving  
	
	

	
	Mothers interact with their children 
	
	

	
	Colourful pictures/ displays up on walls 
	
	

	
	Toys are available in/ around beds 
	
	

	
	Checking question: Are structured play sessions held for children? 
	
	

	
	Mothers are treated kindly and supportively by staff
	
	

	
	Checking question: Are educational sessions held for mothers?  
	
	

	 Step 10:  Follow up 
	Checking question: Are mothers given a follow up letter on discharge? 
	
	

	
	Checking question: Are mothers counseled on what to feed their child at home?  
	
	

	General areas
	Nursing
	Raw skin covered (zinc and castor oil ointment, or petroleum jelly or paraffin gauze)
	
	

	
	
	1% potassium permanganate solution diluted to pale violet to treat dermatosis 
	
	

	
	
	Pulse rate counted per minute or per 30 seconds and multiplied by 2 
	
	

	
	
	Respiratory rate counted for full minute 
	
	

	
	
	Rectal thermometers (if used) kept in place for 1 minute 
	
	

	
	
	Axillary thermometers placed under armpit for 3 minutes 
	
	

	
	Monitoring
	Set of weighing scales present 
	
	

	
	
	Good technique used to weigh children
	
	

	
	
	Good technique used to weigh children
	
	

	
	
	Length board present OR MUAC tapes available 
	
	

	
	
	Good technique used to measure height/length OR to measure MUAC  
	
	

	
	
	WHO weight for length charts OR MUAC charts easily accessible to staff 
	
	

	
	Ward
	Separate ward or ‘corner’ available to treat severe malnutrition  
	
	

	
	
	Guidelines for treatment of severe malnutrition easily accessible to staff 
	
	

	
	
	Charts for each child kept at end of their bed (e.g. intake, weight, drugs, vital signs) 
	
	

	
	
	Admissions register complete 
	
	

	
	
	Ward in good state of repair 
	
	

	
	
	Equipment on ward in good working order  
	
	

	
	
	Oxygen available 
	
	

	
	Staff
	Minimum of one nurse to five children available during day 
	
	

	
	
	At least one qualified nurse, plus one other person available at night 
	
	

	
	
	Ward round carried out every day, including weekends  
	
	

	
	
	Doctor/s visit ward at least once per day outside of ward rounds/ emergencies
	
	

	KEY POINTS:  



(1c) Hospital Assessment Form: OBSERVATIONS in OUT PATIENTS DEPARTMENT (OPD) 

Complete the blank spaces. Tick check boxes if actions were carried out correctly and cross if done incorrectly. Where check boxes are crossed provide an explanation in notes column. If it is unclear if the action was carried out correctly mark ‘?’ and seek clarification.  
	HOSPITAL:
	

	DEPARTMENT: 
	

	OBSERVATIONS PERIODS: 
	Date 
	Start time
	End time 

	Observation 1
	
	
	

	Observation 2
	
	
	

	INDICATORS: 
	Check
	Notes

	Step 1: Treat/prevent hypoglycaemia
	Triage officer present who is able to identify severely malnourished children in line  (visible severe wasting/ MUAC and oedema) 
	
	

	
	Children screened on arrival and those with severe malnutrition are brought to the front of the queue 
	
	

	
	Checking question: If hypoglycaemia suspected is 10% glucose given straightaway?  


	
	

	
	Checking question: If admitted, are children with severe malnutrition sent to the ward quickly, within 90 minutes of arrival at OPD? 
	
	

	Step 2: Treat/ prevent hypothermia
	Child’s temperature is taken at OPD 
	
	

	
	Child remains covered whilst in OPD and during transportation to ward  
	
	

	
	OPD is not draughty 
	
	

	
	Checking question: if child is hypothermic, does active re-warming take place at OPD? 


	
	

	Step 3: Treat dehydration
	Appropriate wall charts for giving IV fluids are present 
	
	

	
	Checking question: Are IV fluids not given to treat dehydration unless the child is in shock?

  
	
	

	
	Checking question: Are pulse and respirations monitored every 10 minutes during IV fluids?  
	
	

	Identification
	Set of weighing scales present 
	
	

	
	Good technique used to weigh children 
	
	

	
	Length board present (or MUAC tape)
	
	

	
	Good technique used to measure length (or MUAC) 
	
	

	
	WHO weight for length charts easily accessible to staff 
	
	

	
	Checking question: Do all staff know the criteria for admitting severely malnourished children? 
	
	

	Other emergency treatment
	Checking question: If child shows signs of shock are they stabilized at OPD? 
	
	

	
	Checking question: If child is in septic shock is 10ml/kg whole blood ordered?  
	
	

	
	Checking question: If child has severe anaemia, is 10ml/kg whole blood (or 5-7ml/kg packed cells) ordered?  
	
	

	General
	Guidelines for treatment of severe malnutrition easily accessible to OPD staff
	
	

	KEY POINTS:  



(1d) Hospital Evaluation: Summary Report

Date:    
Methodology:    
Findings: 
Case fatality rates:    
Main areas of strength:    
Main areas of weakness:    
Plan of action for change: 
	Step
	Areas of concern  
	Changes to be introduced 
	Who will organise changes?
	New resources needed
	Who will organise resources? 

	
	
	
	Who?
	When?
	
	Who?
	When? 

	1. Treat/ prevent hypoglycaemia 

	
	
	
	
	
	
	

	2. Treat/prevent hypothermia 


	
	
	
	
	
	
	

	3. Treat/ prevent dehydration


	
	
	
	
	
	
	

	4. Correct electrolyte imbalance 


	
	
	
	
	
	
	

	5. Treat/ prevent infections 


	
	
	
	
	
	
	

	6. Correct micronutrient deficiencies 


	
	
	
	
	
	
	

	7. Start cautious feeding


	
	
	
	
	
	
	

	8. Achieve catch up growth


	
	
	
	
	
	
	

	9. Provide sensory stimulation and emotional support


	
	
	
	
	
	
	

	10. Prepare for follow-up after recovery


	
	
	
	
	
	
	

	A. General nursing care 


	
	
	
	
	
	
	

	B. Other emergency treatment


	
	
	
	
	
	
	

	C. Identification and Monitoring 


	
	
	
	
	
	
	

	D. Ward 


	
	
	
	
	
	
	

	E. Staff 


	
	
	
	
	
	
	


Step 2: Train medical and nursing staff 
It is advisable to train doctors and nurses separately as the tasks they will undertake in the management of severe malnutrition are different and they need a different set of knowledge and skills. There are two courses available alongside this toolkit for this purpose: 

1. Training course for nurses 

The ‘Managing Severe Malnutrition Training Course for Nurses’ is a 10 hour training course for nurses based on Tanzania national guidelines, WHO guidelines and the TALC training course for nurses. The course is very participative and practical and focuses on nurse tasks. The course can be run full time over 2 days, or part time (e.g. one hour each afternoon for 10 days). There is a facilitators’ manual and a participants’ handbook. These are available separately from this toolkit for the running of this course.   

2. Training course for doctors and clinical officers 

The ‘Inpatient management of severe malnutrition’ training course for doctors and clinical officers is a 13 hour training course. This is based on the Tanzania national guidelines and the WHO ‘Management of Severe Malnutrition’ training course. The course is based on 7 presentations and group and individual exercises. There is a facilitator’s manual and a participants’ handbook. The materials are available separately from this toolkit. 
The materials for both courses are available on a CD. 

Step 3: Implement new procedures 
The following tools are designed to help implement new procedures on the ward:  

3a. Examples of feeding procedures 

There are two examples, one for a ward where feeds can be refrigerated and one for a ward where feeds must be made up every 3 hours. A list of required equipment is also included. Design a feeding procedure that is workable on your ward and obtain the required equipment that is not already available on the ward.  
3b. Daily ward feed chart 

This chart can be used by nurses to calculate how much F75 and F100 to prepare 12 hourly or 3 hourly for the ward. 
3c. 24 hour food intake chart 

This chart can be used by nurses to chart the volume of feed offered and leftover by each child at each feed.  
3d. F75/F100 and ReSoMal recipes 
These are the recipes for making F75, F100 and ReSoMal. These recipes can be used on the ward if there is an accurate set of dietary weighing scales (measuring in 1g or 5g) to measure ingredients.  In the absence of a set of dietary weighing scales, scoops can be used to measure ingredients. Find a set of scoops or small containers. Weigh the contents of each scoop for each ingredient (sugar, F75 nutriset powder, F100 nutriset powder). Work out how many of each scoop is needed to make up different volumes of feed. Write recipes accordingly. These are only examples of scoops recipes and should not be followed exactly. The example is for recipes using nutriset sachets of F75 and F100. Recipes could also be calculated for F75 and F100 using cow’s milk (dried or fresh).  
3e. Example of ward schedule  
This is an example of a schedule for the ward. This is helpful so that nurses know what they need to do at different times during the day and night. Make up a workable schedule for your ward, laminate and put on the wall in different places for nurses to see. 
3f. Failure to respond to treatment wall chart (to be printed A3 and laminated)
This wall chart is helpful for nurses and doctors to think through possible problems on the ward if mortality rates are high, or if weight gain amongst patients is poor. 
3g. Discharge wall chart (to be printed A3 and laminated)
This wall chart can be used by nurses to remind them of what guidance to give mothers before their children are discharged. This can be put on the wall in the area where nurses usually counsel mothers.  
3h. Sensory Stimulation wall chart (to be printed A3 and laminated)
This wall chart is a reminder of different ways that nurses and mothers can provide sensory stimulation and emotional support to children in hospital. This can be put on the wall close to the patients where nurses have regular contact with children. 
3i. Prevent infections wall chart (to be printed A3 and laminated)
This wall chart reminds nurses and doctors of different actions that they and the mothers can take to prevent cross-infections on the ward. 
3j. 10 steps wall chart (A2 or A1 and laminated)

This wall chart provides a summary of the Tanzania national guidelines on the treatment of severe malnutrition. This is a good source of information for nurses, doctors and student nurses and doctors that may visit the ward. This wall chart should be printed large and placed in an area where staff may pass regularly. The wall chart is available separately to this Toolkit.
3k. Emergency care wall chart (A2 or A1 and laminated) 

This wall chart summarises initial management of severely malnourished children. This chart may be helpful in OPD departments and in areas of the ward where emergency treatment is given. The wall chart is available separately to this Toolkit. 
(3a) Examples of feeding procedures 
EXAMPLE 1: with refrigeration 
This is an example of feeding procedure on a ward where there is a refrigerator to store feeds. In this case, feeds can be made up every 12 hours. 
Ward requirements: 

Fridge with space to store 2.5 litre jugs of feed 

Sink with running water 

Hotplate or cooker for boiling water and re-warming feeds (a kettle could also be used for boiling water) 
Equipment required: 

2 large jugs with lids for storing feeds (2.5 litre minimum): one labelled F75 and on labelled F100
2 jugs with lids for administering feeds (2 litre): one labelled F75 and on labelled F100
1 calibrated measuring cylinder (measuring in 5ml up to 100ml) 

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

1 set dietary weighing scales (measuring in 1g) 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 

Wall clock 

Blackboard or white board 

Procedure: 
Calculating feed volumes 

Nurses will prepare feeds 12 hourly ready for the12 midday and 12 midnight feeds. Immediately following the morning ward round, nurses will calculate how much feed is required for the ward for 24 hours, 12 hours and 3 hours, using the ‘daily ward feed chart’ (3x). This information will be written on the blackboard/ white board, as follows:


Preparing feeds 
Feeds will be prepared or re-warmed 15 minutes before the feed time. Boiled water will be prepared in advance using the hotplate and left to cool. Feeds will be prepared by carefully measuring out the ingredients according to the recipe and mixing very thoroughly with a whisk. Feeds will be stored in the fridge straightaway after preparation. 

Re-warming feeds
Every 3 hours one quarter will be re-warmed and administered (when 2 hourly feeds do not fall in line with 3 hourly feeds, unused feed from the 3 hourly feed will be left covered outside of the fridge until the next 2 hourly time) The amount required for 3 hours should be placed in the correct jug and re-warmed by placing the jug briefly inside a pan of hot water (not boiling). Feeds should NOT be heated (this destroys the nutrients). 
Administering feeds

Jugs containing re-warmed F75 and F100, the small measuring cylinder and feeding cups should be placed on the ward trolley. The nurse should pass the trolley by each bed and, as she does so, measure the exact volume of F75 or F100 required into a feeding cup for the child. When all children have been served, the nurse should observe and support mothers as children are fed. Where mothers/carers are absent, nurses should feed the children. When most children have finished, the nurse should return to the first child and collect the feeding cup, re-offer if necessary (e.g. if child has vomited, or if child is feeding freely on F100 and has finished the cup) and chart the amount offered, leftover and watery diarrhoea (using the ’24 hour food intake chart’). The nurse should pass by each bed until all cups have been collected and all charts filled. 
Preparation for next feed
Following the feed, any leftover F100 should be discarded immediately. Any leftover F75 should be covered and left on the side (for the next 2 hourly time). This can also be discarded after the 2 hourly feed. Jugs, measuring cylinders, feed preparation equipment and feeding cups should be washed and sterilised ready for the next feed. 
EXAMPLE 2: without refrigeration 
This is an example of feeding procedure on a ward where there is no refrigerator. Feeds must be made every 3 hours. 

Ward requirements: 

Sink with running water 

Hotplate, cooker or kettle for boiling water 

Equipment required: 

2 jugs with lids (2 litre): one labelled F75 and on labelled F100 
1 calibrated measuring cylinder (measuring in 5ml up to 100ml) 

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

1 set dietary weighing scales (measuring in 1g) 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 

Wall clock 

Blackboard or white board 

Procedure: 
Calculating feed volumes 

Nurses will prepare feeds 3 hourly day and night. Immediately following the morning ward round, nurses will calculate how much feed is required for the ward for 24 hours and 3 hours, using the ‘daily ward feed chart’ (3x). This information will be written on the blackboard/ white board, as follows:


Preparing feeds 
Feeds will be prepared 15 minutes before the feed time. Boiled water will be prepared in advance using the hotplate and left to cool. Feeds will be prepared by carefully measuring out the ingredients according to the recipe and mixing very thoroughly with a whisk. 

Administering feeds

Jugs containing re-warmed F75 and F100, the small measuring cylinder and feeding cups should be placed on the ward trolley. The nurse should pass the trolley by each bed and, as she does so, measure the exact volume of F75 or F100 required into a feeding cup for the child. When all children have been served, the nurse should observe and support mothers as children are fed. Where mothers/carers are absent, nurses should feed the children. When most children have finished, the nurse should return to the first child and collect the feeding cup, re-offer if necessary (e.g. if child has vomited, or if child is feeding freely on F100 and has finished the cup) and chart the amount offered, leftover and watery diarrhoea (using the ’24 hour food intake chart’). The nurse should pass by each bed until all cups have been collected and all charts filled. 
Preparation for next feed
Following the feed, any leftover F100 should be discarded immediately. Any leftover F75 should be covered and left on the side (for the next 2 hourly time). This can also be discarded after the 2 hourly feed. Jugs, measuring cylinders, feed preparation equipment and feeding cups should be washed and sterilised ready for the next feed. 
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 F75 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



Recipes for F75, F100 and ReSoMal

	
	F75 (starter)
	F100 
(catch-up)

	Full-cream cow’s milk (fresh or long life) (ml)
	300
	880

	Sugar (g)
	100
	75

	Vegetable oil (g)
	20 (or ml)
	20 (or ml)

	Electrolyte/mineral solution (ml)
	20
	20

	Water: make up to
	1000ml
	1000ml


Alternative recipes using full-cream dried milk or skimmed dried milk:
F75 starter formulas:

· Full-cream dried milk 35g, 100g sugar, 20g (or ml) oil, 20ml electrolyte/mineral solution, and make up to 1000ml with water 
· Skimmed dried milk 25g, 100g sugar, 30g (or 35ml) oil, 20ml electrolyte/mineral solution, and make up to 1000ml with water 
F100 catch-up formulas: 

· Full-cream dried milk 110g, 50g sugar, 30g (or ml) oil, 20ml electrolyte/mineral solution, and make up to 1000ml with water
· Skimmed dried milk 80g, 50g sugar, 60g (or 70ml) oil, 20ml electrolyte/mineral solution, and make up to 1000ml with water 

	ReSoMal

	Water (boiled and cooled)
	2 litres 

	WHO-ORS
	One 1 litre packet 

	Sugar 
	50g

	Electrolyte/mineral solution (OR CMV one red scoop)
	40ml 


 Ward Schedule

	Time
	Feeding Schedule
	Other Activities 



	
	2 hourly
	3 hourly
	

	Shift change 6.30 – 7am; instructions given

	7 am
	
	
	

	8 am

	Feed 
	
	Weigh 

	9 am
	
	Feed 
	Re-warm feeds 

Ward round 

	10 am
	Feed 
	
	

	11 am
	
	
	Complete Daily Ward Feed Chart 

Prepare feeds for next 12 hours 

	12 MD
	Feed
	Feed 
	Re-warm feeds 

Antibiotics (6 hourly and daily) 

	1 pm
	
	
	Bathe

	2 pm

	Feed 
	
	Antibiotics (8 hourly)

	Shift change: 2.30pm-3pm; instructions given

	3 pm

	
	Feed 
	Re-warm feeds 

	4 pm

	Feed 
	
	

	5 pm
	
	
	

	6 pm
	Feed 
	Feed 
	Re-warm feeds 

Antibiotics (6 hourly)

	Shift change: 6.30pm-7pm; instructions given

	7 pm
	
	
	

	8 pm
	Feed 
	
	

	9 pm

	
	Feed 
	Re-warm feeds 

	10 pm

	Feed 
	
	Antibiotics (8 hourly)

	11 pm
	
	
	Prepare feeds for next 12 hours 

	12 MN
	Feed 
	Feed 
	Re-warm feeds 

Antibiotics (6 hourly)

	1 am
	
	
	

	2 am
	Feed 
	
	

	3 am

	
	Feed 
	Re-warm feeds 

	4 am
	Feed 
	
	

	5 am
	
	
	

	6 am
	Feed 
	Feed 
	Re-warm feeds 

Antibiotics (6 hourly, 8 hourly)


Failure to Respond to Treatment

1. High Mortality

Case Fatality Rates: >20% is unacceptable, 11-20% poor, 5-10% moderate and <5% good. 

If mortality is >5%, determine whether the majority of deaths occur:
· Within 24 hours: is there untreated or delayed treatment of hypoglycaemia, hypothermia, septicaemia, severe anaemia or incorrect re-hydration fluid or volume?

· Within 72 hours: is the volume of feed too high or the wrong formulation used?

· At night: Is there hypothermia from insufficient covers or no night feeds?

· When changing to catch-up F100: is transition too rapid? 

2. Low weight gain during the rehabilitation phase 

Weight Gain: <5g/kg/d is poor, 5-10g/kg/d moderate, >10g/kg/d good. 

If weight gain is <5g/kg/d determine:

· Is this for all cases? (need major management overhaul)

· Is this for specific cases? (reassess child as for a new admission)

Possible causes of poor weight gain are:

a) Inadequate feeding

· Are night feeds given?

· Are target energy and protein intakes achieved: is actual intake recorded? Is the quantity of feed recalculated as the child gains weight? Is the child vomiting? 

· Feeding technique: is the child fed frequently and offered unlimited amounts?

· Quality of care: are staff motivated/gentle/loving/patient?

· Feed preparation: are ingredients, measurements, mixing and storage correct? 

· If giving family foods, are they suitably modified to provide >100kcal/100g? 

b) Specific nutrient deficiencies 

· Are micronutrients given either in feeds or as supplements?

· If given as supplements, are the correct micronutrients given? 

· Do multivitamins have adequate composition and shelf-life?

c) Untreated infection

If feeding is adequate and there is no malabsorption, hidden infection can be suspected. Urinary tract infections, otitis media, TB and giardiasis are easily overlooked, hence:

· Reaxamine carefully

· Repeate urinalysis for white blood cells

· Examine stools

· If possible, take chest X-ray

d) HIV/AIDS

In children with HIV/AIDS good recovery from malnutrition is possible though it may take longer. Lactose intolerance occurs in severe HIV-related chronic diarrhoea. 

e) Psychological problems

Is there abnormal behaviour such as stereotyped movements (rocking), rumination (self-stimulation through regurgitation) and attention seeking? Treat by giving the child extra care, love and attention. For the ruminator, firmness, but with affection and without intimidation, can assist.  

Information to give on Discharge 




*DO NOT give watery porridge (make it thick and add milk, oil and sugar or fried beans or peanut butter) DO NOT give watery soup – take out the solid pieces and mash.

Provide Loving Care, Play and Stimulation
Loving Care 

Encourage mothers to feed, bathe and watch over the child 

Stroke, cuddle, talk and sing softly to the children 

Say the child’s name

Do painful procedures out of sight and hearing of other children 

Stimulation and Play 

Chat and play with the child 

Use everyday tasks to encourage speech and other skills e.g. teach ‘water’ when washing and play with water 

Make toys that mothers can make at home (Make sure toys are safe and that they are not shared between children)  

Organised Play

Include activities that improve movement, such as:

· Roll toys out of reach to encourage crawling 

· Shake rattles, bang with spoons, kick a ball

· Encourage standing by holding onto something 

And activities that improve language: 

· Sing songs with actions like clapping hands and counting toes
· Play imaginary games like feeding and talking to a doll
· Look at and talk about pictures 
How to Prevent Infections on the Ward

Wash Hands 

Wash hands before touching each child

Wash hands after using toilet or changing nappies, clothes and sheets

Wash hands with soap
Wash hands before preparing feeds 

Encourage mothers to wash hands before feeding 

Stop person-to-person infection

Keep flies off soiled nappies

Do not let children share toys (unless they are washed with soap first)

Disinfect thermometers each time after use 

Prevent infections through skin

Avoid unnecessary punctures

Care for broken skin 

Keep clothes and bedding dry

Prevent infections through water and food 

Sterilise feeding utensils or clean with soap

Prepare feeds and ReSoMal with boiled water
Use cups and spoons for feeding, never bottles
Keep feeds and other food covered and stored in a refrigerator 

Keep ward clean and free from pests, like flies and cockroaches 
Step 4: Establish Ongoing Supportive Supervision
The following tools are designed to help managers (head nurses and head doctors) to provide ongoing supportive supervision to staff on the ward: 
4a. Death review form
Every death from severe malnutrition should be reviewed by ward staff. This form can be used to prepare for a death review meeting. One or two members of staff can go through the child record using this form and record findings. During the death review other areas can be discussed (where ‘discuss’ is written) and an action plan for change can be drawn up. At each death review meeting the previous action plan should be reviewed to monitor progress.  
4b. Case fatalities wall chart (to be printed A4 and laminated)
Case fatality rates should be calculated regularly on the ward (e.g. monthly). The admissions book can be used for this purpose if outcomes are correctly recorded. This graph can be used to plot case fatality rates. The graph can be placed on the wall so that all staff can monitor progress.  
4c. Nurse of the month wall chart (to be printed A4 and laminated)
Every month one nurse can be recognised for his/her good work. During that month the nurses name should appear on this chart and displayed on the wall. This can help to provide motivation on the ward. 
4d. Nurse induction checklist 
New staff should be inducted thoroughly into procedures for the management of severe malnutrition. This checklist will guide senior staff to ensure that all areas of care are covered in the induction. Tools from this toolkit can be used to help convey information. 
4e. Doctor/ intern induction checklist 
Same as 4d but for new doctors and interns.  
Death Review Form for Severe Malnutrition
Some children are so ill that even with the best care they cannot be saved. This form is to help identify any errors or omissions in care, or lack of supplies, that may have contributed to a child’s death, so that these can be discussed and problems identified and solved. The questions below relate to common causes of preventable death in severe malnutrition. If other errors, omissions or problems in care are identified when reviewing patients’ records then these should also be discussed and resolved. If any of the information is not available, discuss how to rectify for the future.  

	CHILD NAME: 


	WARD:  

	RECORD NUMBER: 


	READMISSION:         YES / NO

	STAFF ON DUTY AT TIME OF DEATH: 



	TIME DOCTOR WAS CALLED:                                                  TIME DOCTOR ARRIVED:


	DEATH REVIEW CARRIED OUT BY: 



	DESCRIPTION OF EVENTS PRECEDING DEATH: 
 

	Age (months)

	       

	HIV status 

	

	Oedema grade (0      +        ++         +++)

	

	Was child admitted elsewhere immediately before referral to this hospital? If YES, name of hospital and duration of treatment 
	YES / NO

	Date and time admitted to current ward 
	

	Date and time of death 


	

	Circle when child died 


	<24 hours        Day 2-3          Day 4-7           >7days             

	Circle if child died during night and/or at weekend


	Night shift                   Weekend              

	If child died within 24 hours, answer questions (a)and (b)


	a) Circle time child  spent waiting in OPD

	<2 hours                   > 2 hours 

	b) Was child treated in casualty of current hospital? 

If YES, were IV fluids or rehydration fluids given in casualty? 
	YES / NO

YES / NO

	If child died <24 hours, consider especially delays in treatment and administration of IV fluids (including any given in casualty or at referring hospital) 
For all deaths, consider especially the possibility of hypoglycaemia, hypothermia, heart failure (from fluid overload) and sepsis.   

	If the following statements are true, write YES (to indicate presence of danger sign or an error or omission in care). If the record is incomplete or unclear, write ‘?’. Write ‘ – ’ to show you have checked  and no error or omission was found.
	Enter YES

if true
	COMMENT

	Hypoglycaemia/hypothermia: check waiting time, intake charts, and vital signs chart for evidence of low temperature

	1. Transfer from OPD was slow (> 2 hours)


	
	

	2. F75 (or 10% glucose/sucrose solution) was not given within 30min of arriving on ward
	
	

	3. F75 prescription was incorrect (amount, frequency) (Note: preparation/recipe may also need to be checked)
	
	

	4. Some feeds were missed 

(Note: check especially night feeds: feeds may be charted but not given)
	
	

	5. Child was refusing or eating poorly, but NG tube was not passed


	
	

	6. Child had evidence of low temperature  


	
	

	Heart failure: check for inappropriate treatments, fluids prescribed, monitoring, timing of transition and provision of potassium (NB fluid overload can be misdiagnosed as pneumonia) 

	1. Child received IV fluids or blood transfusion in last 48 hours

If YES, answer questions (a-f) below
	
	

	a) Child had evidence of gasping, or increased PR (by 25 beats/min) and RR (by 5 breaths/min) (Check especially in  6 hours before death)
	
	

	     b) IV fluids were given but child was not in shock      

  
	
	

	c) IV fluid was wrong type (e.g. N saline), or wrong volume, or given for longer than 2 hours 
	
	

	d) Child’s PR and RR  were not monitored every 10 min during IV  

	
	

	e) Blood transfusion was given for anaemia on Day 1 but Hb was not <4g/dl
	
	

	f) Blood transfusion was given after the first day, or more than one transfusion was given
	
	

	2. Oral rehydration was with standard ORS,  or wrong volume  of ReSoMal was prescribed, or was continued for too long
	
	

	3. Child’s PR and RR  were not monitored at least hourly during rehydration
	
	

	4. Potassium was not provided (either in feeds or separately) 


	
	

	5. Child was going through transition to F100 and transition to F100 was too early (had oedema and/or not hungry),  or amount was too large
	
	

	Sepsis: check antibiotic prescription and nurses’ medicine chart and check vital signs chart for evidence of infection

	1. Child had evidence of severe infection, or raw skin/fissures 

	
	

	2. Antibiotics were not prescribed from Day 1, or wrong choice of drugs,  or doses were missed (check especially for omission of gentamicin)
	
	

	3. Vitamin A was not given on Day 1


	
	

	Weak areas of treatment: (include quality of record keeping and monitoring) 


	Suspected cause of death:


	Agreed Actions


	By Whom
	When

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Case Fatality Rates for Severe Malnutrition    Year: 

	Month
	% CFR

	January
	

	February
	

	March
	

	April
	

	May
	

	June
	

	July
	

	August
	

	September
	

	October
	

	November
	

	December
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The Nurse of the Month

on ……………………… ward 

for this month of ………………… 

is ……………………………..

Nurse Induction Checklist

Name of new nurse: 
	Topic
	Resources/ methods
	Points to explain 
	Tick

	Malnourished children need different care
	
	Visible changes that occur in a severely malnourished child
	

	
	
	Invisible changes that occur in a severely malnourished child
	

	Assessment  of malnutrition
	Practice weighing/ length 


	Admissions criteria for severe malnutrition 
	

	
	
	Measuring weight, length and calculating SD score 
	

	10 Steps of  Treatment
	Show ‘10 steps’ wall chart 
	Summary of 10 steps for treatment of severely malnourished children 
	

	Step 1: Treat/ Prevent Hypoglycaemia 
	Show ’10 steps’ wall chart


	Why malnourished children are at risk of hypoglycaemia 
	

	
	
	Preventing hypoglycaemia (feeding straightaway, feeding on time, day and night)  
	

	
	
	Recognizing signs of hypoglycaemia 
	

	
	
	Treating hypoglycaemia 
	

	Step 2: Treat/Prevent Hypothermia 
	Show ’10 steps’ wall chart


	Why malnourished children are at risk of hypothermia 
	

	
	
	Preventing hypothermia (keep covered and dry, use blankets) 
	

	
	
	Diagnosing hypothermia (temperature)  
	

	
	
	How to actively re-warm a child 
	

	Step 3: Treat/ Prevent Dehydration 
	Practice making ReSoMal; 

Show ’10 steps’ wall chart


	Why dehydration is difficult to diagnose in severe malnutrition
	

	
	
	Why give ReSoMal not ORS
	

	
	
	Preparing and giving ReSoMal to treat dehydration (including monitoring) 
	

	
	
	Preventing dehydration (giving ReSoMal after each watery stool)
	

	Step 4: Correct Electrolyte Imbalance
	Show ’10 steps’ wall chart


	What is electrolyte imbalance 
	

	
	
	How to reduce sodium levels (do not give ORS or salt in food) 
	

	
	
	How to increase potassium levels (add to feeds) 
	

	Step 5: Treat/ prevent infections 
	Show ‘Prevent infections’ wall chart 
	Why severely malnourished children don’t show the normal signs of infection 
	

	
	
	How to give antibiotics properly (on time, correct dose and complete course)
	

	
	
	How to prevent infections on the ward
	

	Step 6: Correct Micronutrient Deficiencies
	Show ’10 steps’ wall chart;

Show feed recipes/ sachets 
	Different ways to add micronutrients to feeds (Nutriset sachets, CMV or supplements)  
	

	Step 7: Start cautious feeding
	Show ’10 steps’ wall chart

Practice calculating feed volumes for ward, making F75, giving exact volumes of feed and charting leftovers; Practice calculating how much F75 a child needs using WHO chart; Practice giving feeds through NGT  
	Overview of the two phases (stabilization and rehabilitation) and the transition 
	

	
	
	How to feed during stabilization (F75 only in exact volumes, no additional foods)
	

	
	
	How to calculate how much F75 the child needs according to weight (using WHO charts) 
	

	
	
	How to calculate how much F75/F100 to prepare for the ward at the beginning of each day 
	

	
	
	How to prepare F75 and store hygienically 
	

	
	
	How to administer and chart feeds (measure exact volumes, chart leftovers)  
	

	
	
	How to insert and administer feeds through an NGT (try to feed orally first) 
	

	Step 8: Catch-up growth
	Show ’10 steps’ wall chart;

Practice making F100
	How to feed during transition (give F100 at same volume of F100 for 2 days, then increase by 10ml up to maximum) 
	

	
	
	How to give F100 for catch-up growth (feed according to appetite) 
	

	
	
	What additional foods to give (high energy, high protein) 
	

	Step 9: Provide loving care, play and stimulation
	Show ‘Play therapy’ wall chart 
	Why malnourished children need love and stimulation
	

	
	
	How to provide love and stimulation whilst caring for the child 
	

	
	
	How to encourage the mothers to play with their children 
	

	Step 10: Prepare for follow-up after recovery
	Show ‘Discharge’ wall chart 
	Points to discuss with the mother before the child is discharged 
	

	
	
	What diet to give the child at home 
	

	Monitoring
	Practice filling in admissions book and plotting weights;

Show death review form and case fatalities graph 
	How to fill in the admissions book
	

	
	
	Taking weight measurements daily and plotting on graph 
	

	
	
	Why have death reviews 
	

	
	
	Importance of monitoring case fatality rates for the ward 
	


Date induction started: 

Date induction completed: 






Signed by (senior staff member): 

Doctor/ Intern Induction Checklist

Name of new doctor/intern: 
	Topic
	Resources/ methods
	Points to explain 
	Tick

	Malnourished children need different care
	
	Physiological changes that occur in severe malnutrition 
	

	
	
	Four common causes of preventable deaths in severe malnutrition (hypoglycaemia, hypothermia, heart failure, missed infections) 
	

	Assessment  of malnutrition
	Practice weighing/ length 
	Admissions criteria for severe malnutrition 
	

	
	
	Measuring weight, length and calculating SD score 
	

	10 Steps of  Treatment
	Show ‘10 steps’ wall chart 
	Summary of 10 steps for treatment of severely malnourished children 
	

	Step 1: Treat/ Prevent Hypoglycaemia 
	Show ’10 steps’ wall chart


	Why malnourished children are at risk of hypoglycaemia 
	

	
	
	Preventing hypoglycaemia (feeding straightaway, feeding on time, day and night)  
	

	
	
	Recognizing signs of hypoglycaemia 
	

	
	
	Treatment hypoglycaemia 
	

	Step 2: Treat/Prevent Hypothermia 
	Show ’10 steps’ wall chart


	Why malnourished children are at risk of hypothermia 
	

	
	
	Preventing hypothermia (keep covered and dry, use blankets) 
	

	
	
	Diagnosing hypothermia (temperature)  
	

	
	
	How to actively re-warm a child 
	

	Step 3: Treat/ Prevent Dehydration 
	Practice making ReSoMal; 

Show ’10 steps’ wall chart


	Why dehydration is difficult to diagnose in severe malnutrition
	

	
	
	Why give ReSoMal not ORS
	

	
	
	Treatment of dehydration using ReSoMal (including close monitoring and deciding when to stop giving)  
	

	
	
	Preventing dehydration (identifying watery diarrhea and replacing with ReSoMal)  
	

	Step 4: Correct Electrolyte Imbalance
	Show ’10 steps’ wall chart


	How electrolyte imbalance develops in severe malnutrition (including unreliability of plasma volumes)  
	

	
	
	How to reduce sodium levels (do not give ORS or salt in food) 
	

	
	
	How to increase potassium levels (add to feeds) 
	

	Step 5: Treat/ prevent infections 
	Show ‘Prevent infections’ wall chart 
	Why severely malnourished children don’t show the normal signs of infection (therefore give antibiotics routinely to all severely malnourished children) 
	

	
	
	Prescribing the correct course of antibiotics  
	

	
	
	How to prevent infections on the ward (including hand washing between examinations) 
	

	Step 6: Correct Micronutrient Deficiencies
	Show ’10 steps’ wall chart;

Show feed recipes/ sachets 
	Which micronutrients severely malnourished children need, when 
	

	
	
	Knowing which micronutrients are in the feed already 
	

	
	
	When to give iron (why it is not given initially) 
	

	Step 7: Start cautious feeding
	Show ’10 steps’ wall chart

Observe calculating feed volumes for ward, making F75, giving F75, charting feeds; Practice calculating how much F75 a child needs using WHO chart; 
	Overview of the two phases (stabilization and rehabilitation) and the transition 
	

	
	
	How to feed during stabilization (F75 only in exact volumes, no additional foods)
	

	
	
	How to calculate how much F75 the child needs according to weight (using WHO charts) 
	

	
	
	How nurses calculate how much F75/F100 to prepare for the ward at the beginning of each day 
	

	
	
	How nurses prepare, administer and chart feeds  
	

	
	
	How to decide when to insert and remove an NGT (including importance of feeding orally first at each feed) 
	

	Step 8: Catch-up growth
	Show ’10 steps’ wall chart;

Practice making F100
	How to feed during transition (give F100 at same volume of F100 for 2 days, then increase by 10ml up to maximum) 
	

	
	
	How to calculate minimum and maximum volume of F100 to feed (using WHO charts) 
	

	
	
	How to give F100 for catch-up growth (feed according to appetite) 
	

	
	
	What additional foods to give during rehabilitation (high energy, high protein) 
	

	Step 9: Provide loving care, play and stimulation
	Show ‘Play therapy’ wall chart 
	Why malnourished children need love and stimulation
	

	
	
	How to provide love and stimulation whilst caring for the child 
	

	
	
	Why and how to encourage the mothers to play with their children 
	

	Step 10: Prepare for follow-up after recovery
	Show ‘Discharge’ wall chart 
	Points to discuss with the mother before the child is discharged 
	

	
	
	What diet to give the child at home 
	

	Monitoring
	Practice filling in admissions book plotting weights;

Show death review form and case fatalities graph 
	Taking weight measurements daily and plotting on graph
	

	
	
	How to calculate rate of weight gain 
	

	
	
	Points to consider if the child has poor weight gain 
	

	
	
	How to conduct a death review 
	

	
	
	How to calculate monthly case fatality rates for the ward 
	


Date induction started: 

Date induction completed: 






Signed by (senior staff member): 
Ensure the mother/ carer understands before the child goes 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, 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 








Find out which of these foods the mother/carer has at home: 





GROUP 1: Main foods





Maize based foods (Mealies, ugali), rice, bread, potatoes





GROUP 2: Foods high in energy 





Peanut butter, margarine, oil, cooking fat, avocado, pumpkin seeds 





GROUP 3: Foods high in protein





Beans, lentils, peas, milk, meat, fish, cashew nuts, seeds, eggs, cheese, peanut butter 





GROUP 4: Foods high in vitamin A 





Pumpkin, carrot, other orange-coloured vegetables, mango, pawpaw, other orange-coloured fruit, green leafy vegetables, egg yolk, liver























Counsel the mother to FEED THE CHILD: 





3 meals* per day that include GROUP 1 + GROUP 2 + GROUP 3 





+





2 snacks per day that include GROUP 2


+





Include foods from GROUP 4 in at least 2 meals or snacks per day 


+


If breastfeeding, continue





How to Calculate CFR





Step 1: Find number of patients admitted with severe malnutrition in the past month 





Step 2: When all have left, find the number who died 





Step 3: Divide number of deaths by number of admissions and multiply by 100. 





(If <10 admissions per month, calculate for 3 months)











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








 





Date:





Amount to prepare 3 hourly: 


			F75: ___________ml


			F100: __________ml
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