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May 2004

In response to the 2002 National Security Strategy,
USAID issued its White Paper, Foreign Aid: Meeting
the Challenges of the Twenty-first Century. The
White Paper outlines USAIDs proposed reforms

and guiding principles to increase development

aid effectiveness and policy coherence. In it, the
developing world is divided into two groups of
countries: relatively stable developing countries and
fragile states.

USAID:s strategy for fragile states has significant
implications for how USAID responds to the
challenges of famine in a constantly shifting global
context. According to the White Paper:

Fragile states include those on a downward
spiral towards crisis and chaos, some that
are recovering from conflict and crisis, and
others that are essentially failed states. The
challenge for these countries is to strengthen
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governance, health and livelihood systems, and

in particular food systems at the national level,
increase famine vulnerability. The combination of
shocks, failing systems and poor policies in these
countries often results in famine outcomes including
destitution, morbidity, malnutrition and mortality.

USAID has responded to recent threats of famine
primarily with large amounts of food aid. Yet, the
root causes of famine extend far beyond climatic
anomalies and are inextricably bound to households
and societies capacities for managing both shocks
and longer term processes, e.g. globalization,
marginalization, disease epidemics, etc. To date,
USAID has focused its resources on response and
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institutions, basic governance and stability,
and thereby join the group of countries where
more conventional development cooperation
and progress are possible. !

The White Paper highlights the competing
principles of investing more resources in relatively
stable developing countries positioned for
transformational development and the need to
strengthen fragile states. According to the White
Paper, [f]rom the perspective of long-term U.S.
interests, transformational development remains
the best investment. 2 Yet, without sufficient
investment in fragile statesespecially famine-

prone countriesthe United States, other donors

and recipient countries are stuck on a treadmill of
massive humanitarian aid. The immediate focus

on saving lives fails to address the root causes of
weak livelihoods systems that provide little or no
protection against shock (e.g. famine or conflict).

Famine prone countries are a unique sub-set of fragile

states that require special focus. These countries
currently include Angola, Democratic Republic

of Congo, Eritrea, Ethiopia, Malawi, the Peoples
Democratic Republic of Korea, Somalia, Sudan, and
Zimbabwe. In all cases, weak and failing economic,
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E‘%Iglorbﬁectives of the forum were to:

orum

M‘f’d@gnize that a sub-set of fragile states

_24 represents the most famine-prone countries

25, and requires that USAID does business
differently to address the underlying causes
through a developmental relief approach;

Redefine USAIDs definition of famine and
policy toward the application of resources to
prevent and respond to the threat of famine;

Use the newly identified famine scales to
lower the present threshold of famine;

Identify alternative responses necessary for
success beyond the nuts and bolts of food and
non-food programming, including livelihood
and market interventions, responses to health
system inadequacies, as well as short- and
longer-term policy and governance constraints;
and

Enhance coordination with other donors to
develop pro-active approaches to famine
prevention and famine response.

“1o1a.
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Participation in the forum included a broad
representation of USAID practitioners, senior-level
USAID management and representatives from
FEWSNET, the International Food Policy Research
Institute (IFPRI) and the Academy for Educational
Developments Food and Nutrition Technical
Assistance Project (FANTA). International famine
experts Sue Lautze, (Feinstein International Famine
Center at Tufts University), Stephen Devereux and
Paul Howe, (Institute of Development Studies), as
well as others, made significant contributions to the
discussion with some of the state-of-the-art thinking
on the challenges of addressing famine in the 21st
century.

This report is a synthesis of the discussions that
took place during the forum and concludes with
recommendations for priority actions that will

assist USAID to move from famine response to
famine prevention in a strategic manner. Table 1 is a
detailed summary of the key themes and focus arcas
that were discussed.

The first section summarizes the presentation made
by Stephen Devereux and Paul Howe on the famine
scale, a new approach to defining famine based

on measuring intensity, based on malnutrition and
mortality indicators, and magnitude. Lowering the
catastrophic threshold and moving from a food-

first approach to a broader, more complex definition,
emphasizing peoples livelihoods as well as a
multi-sector approach will drive an earlier and more
appropriate response.

Section Two summarizes the discussion on changes
required in USAIDs institutional structure and

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/FamineForum
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The U.S. is the lead donor in humanitarian response
worldwide. Section Four looks at ways to leverage
this role within the broader humanitarian community,
focusing on the pros and cons of consensus; the need
to reform U.N. disaster management agencies; and
diversifying non-governmental organization (NGO)
implementing partners,

Last, new tools, approaches and programmatic
changes are required to address famine as a

failure of systems and strategies in famine-prone
countries. Section Five is a discussion on using the
livelihoods context to broaden famine definitions,
improve surveillance, monitoring information and
assessments, and improve famine prevention and
response efforts.

This synthesis report concludes with a list of priority
action areas.

List of Acronyms

CMR Crude Mortality Rate

DA Development Assistance

DCHA USAIDs Bureau for Democracy, Conflict
and Humanitarian As nce

FANTA Food and Nutrition Technical As
Project

FEWSNET Famine Early Warning Systems Network

FFP USAIDs Office of Food for Peace

GDA Global Development Alliance

HA Humanitarian Assistance

IDFA International Disaster and Famine

Assistance
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culture. This includes:

aspoudiatility for prevention throughout USAID; DS
enansbitiy Athan resource capacity; promoting IFPRI

a climate of risk-taking; and improving information ILo
systems, NGO
Following the discussion of institutional changes OFDA
is a section on resources. Resources drive famine

response. Forum participants expressed broad P.L. 480
agreement on the need to clarify concomitant

funding and programming flexibilities that will TITLE Il

ensure success in supporting a famine prevention
agenda. Section Three discusses the need to increase
the availability of resources and have greater

flexibility in deployment to support aggressive UN
famine-prevention interventions. UsG
USAID
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Institute of Development Studies
International Food Policy Research Institute
International Labor Organization
Non-governmental Organization

USAIDs Office of U.S. Foreign Disaster
Assistance

U.S. Public Law 480, Title Il commodity
program administered by USAID (see Title IT)

USAID administered program to provide
agricultural commodities to foreign countries
to address famine or other urgent relief
requirements

United Nations

United States Government

United States Agency for International
Development
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Table 1. Key Themes and Focus Areas of Discussion for Consideration

1. Policy

Update Famine Background Paper
- operational definition, lower thresholds for response, use famine scales
Review White Paper for implications for required resource integration (Development
Assistance (DA), International Disaster and Famine Assistance (IDFA), Title II)
Integrate famine-prone countries into Fragile States Strategy
Identify famine-prone countries as priorities
- devise country-specific strategies such as the new Ethiopia famine prevention
framework

2. Institutional

Build mechanisms for assigning accountability and responsibility within the Agency for famine
prediction, response and prevention
- better integration across the agency in preventing and mitigating famine
Strengthen human capacity
- empowered Humanitarian Entrepreneurs / Humanitarian Diplomatic Corps
- knowledgeable mission staff (including Mission Director) on famine and famine processes
as well as prevention and response tools available
- encourage risk-taking and innovative thinking
Improve knowledge management of historical approaches and innovations

3. Resources
More and Better

Increase availability of resources of DA, Title II, IDFA
Provide more flexibility to tailor response to causes
Rationalize food and/or non-food resource prioritization
Use food aid resources to support market development and policy reform
Better integrate Development Assistance (DA) and Humanitarian Assistance (HA)
resources
- appropriate mix of available development assistance, disaster funds, and food
assistance
Support multi-year and predictable resource flows

Page 1 of 3
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4. Recipient
Governments/
Donors/
Implementing
Partners

Leverage USAID resources to a greater extent (reducing barriers and creating enabling
environment)

Better understand when consensus among donors is required for USAID to respond
- understand strengths and weaknesses of consensus-building

Press for United Nation reform of disaster management agencies
- bring in parts of U.N. system that are not in crisis (e.g., ILO)

Increase requirement for match of private resources

Diversify PVO/NGO implementing partners

5. Programmatic

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/FamineForum ...

Information - more and better
- baseline understanding of current situation and contextual factors (e.qg., food security,
health systems, governance)
- baseline for early warning indicators; more holistic, predictive indicators (e.g.,
livelihoods)
- on-going monitoring
Make better use of the local mass media channels to inform the people about the response,
and to hold the government accountable
More emphasis on:
- prevention and early response
- building local capacity to respond in short-term
- health status, systems and health responses
- good governance
- reducing vulnerability (medium-term)
- poverty reduction (longer-term)
Better market development interventions; engage the private sector in famine response
Transform project approach to systems response as famine is a failure of systems (e.g.,
economic, governance, health, and livelihoods)

USAIDs Office of Food for Peace and Office of U.S. Foreign Disaster Assistance
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“This section

is based on a
presentation

made by Stephen
Devereux and

Paul Howe at the
Famine Forum.
See also, Paul
Howe and Stephen
Devereux,  Intensity
and Magnitude
Scales for
Famine, Working
Draft. ( Institute
of Development
Studies, January
2004).

“Alex de Waal,
New variant
famine: hypothesis,
evidence and
implications, in
the Humanitarian
Practice Networks
Humanitarian
Exchange Series
23 (March 2003):
20-22.

*Alex de Waal and
Alan Whitehead,
New Variant
Famine: AIDS
and Food Crisis in
Southern Africa,
ancet 362

(2003): 1234-37.
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1. Defining Famine Using Intensity and
Magnitude: The Famine Scale

It is important that USAID update the present
famine background paper to include an operational
definition of famine that broadens the parameters
from simply a catastrophic event to reflect the
complexity and inter-relationship of causal factors.
This includes lowering the catastrophic threshold
and moving from a food-first approach to a more
nuanced definition, emphasizing the multi-causal
nature of famine vulnerability.

Operationally defining famine is a key step

towards refining the policy framework. Recent
USAID experience in Southern Africa and Ethiopia
highlights the reluctance within USAID and the
broader international humanitarian community

in declaring a famine. A declaration of famine

has significant implications for the timing of the
response, resource allocation, type of response and,
ultimately, accountability. Without consensus on
the definition of famine, stakeholders may delay
responding to the crisis until, in effect, it is too late.
This is one of the many factors that delays response.

The absence of a universally accepted definition

of famine within the international humanitarian
community has operational and political
consequences. *Operationally, disagreements over
terminology make it difficult to interpret and respond
quickly on the early warning data that precede the
crisis. During the crisis, lack of consensus about

Page 1 of 2

1) the accelerated deterioration of conditions that
precede the famine eventa critical component of
effective early warning; 2) the broader crisis that
includes health and physical security; and, 3) the
range of livelihoods crises that underpin famine
vulnerability.

Capturing the trajectory of famine conditions and the
broader crisis beyond food availability is especially
critical within the context of the HIV/AIDS
pandemic. A high prevalence of HIV/AIDS creates
famine conditions and famine conditions facilitate
the spread of HIV/AIDS. This new variant famine
where HIV/AIDS is a central feature, a concept
proposed by Alex de Waal and Alan Whitehead, ‘has
three features that makes a food crisis wider, deeper
and more intractable. First, vulnerability is widely
spread. Second, household impoverishment is more
rapid. Third, a high level of vulnerability continues
well beyond the breaking of the famine. 3

Paul Howe and Stephen Devereux propose using a
famine scale that:

disaggregates intensity (the severity of a crisis
in a given area at a specific point in time) and
magnitude (the aggregate impact of the entire
crisis);

moves from a binary conception of famine/no-
famine to a graduated understanding based on
scales; and

assigns harmonized objective criteria in place of
individual subjective judgments. ¢

The intensity level in a given population area is
a

Anéns
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WAL COLISLLULSS d
famingwdrgandl magnitude of the crisis, which can
Wﬂﬁm‘%lépé"z\hd inappropriate responsessuch

as an over-emphasis on food aid. Politically,
stakeholders may contest the declaration of a famine
to evade responsibilities to affected populations.
Following the crisis, the lack of international
consensus on what constitutes a famine undermines
stakeholder accountability for actions (or inaction)
during the famine emergency.

On June 11, 2002, USAID issued a background
paper on famine. In this background paper, famine
is defined as a catastrophic food crisis that

results in widespread acute malnutrition and mass
mortalitywith a beginning, a middle and an end.
This definition was critiqued for overemphasizing
the role of food and falling short of capturing:

Synthesis Report on the Famine Forum

acteLIey
bNg:l mortality indicators along with food security
H&W¢iptors. Using an intensity scale found in Table
3 ulation areas within a country are assigned a
bRJ‘FJ 210 N L.
Eetve ?gom 8 (food secure conditions) to 5 (extreme
Saminspennliions). The intensity level provides a
clear-cut way of capturing localized conditions at a
certain point in time that can: 1) drive the appropriate
intervention; 2) provide a means for monitoring
situations; and, 3) allow stakeholders to prioritize
resource allocations based on need. Magnitude is
determined ex-post by measuring excess human
mortality based on a scale from minor famine to
catastrophic famine (see Table 3). The scales are
not intended to replace early warning systemsthey
complement early warning systems by registering
intensity and magnitude. Early warning systems
predict potential movements up or down the scales.

Page 2 of 2
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Table 2. Intensity Scale

0 Food security

CMR<0.2 AND

Synthesis Report on the Famine Forum

Social system is cohesive; prices are stable; negligible

conditions Wasting<2.3% use of coping strategies
1 Food insecurity CMR>=0.2 but < 0.5/10,000/day Social system remains cohesive; price instability and
conditions AND/OR seasonal shortage of key items; reversible coping
Wasting>=2.3% but <10% strategies start to fall (e.g., mild food rationing) are
employed
2 Food crisis CMR>=.5 but <1/10,000/day Social system is significantly stressed but remains
conditions AND/OR largely cohesive; dramatic rise in price of food;
Wasting>=10% but <20% reversible coping strategies start to fail; increased
adoption of irreversible coping strategies
3 Famine CMR>=1 but <5/10,000/day Clear signs of social breakdown appear; markets begin
conditions AND/OR to close or collapse; coping strategies exhausted,
Wasting.=20% but < 40% survival strategies are more common; affected
populations identify food as the dominant problem at
the onset of the crisis
4 Severe famine CMR>=5 but < 15/10,000/day Widespread social breakdown; markets are closed or
conditions AND/OR inaccessible to affected populations; survival strategies
Wasting >=40% are widespread
5 Extreme famine CMR>15/10,000/day Complete social breakdown; widespread mortality
conditions
Table 3. Magnitude Scale
Mhcaa aaa Tan ccaa [ RIS R
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10ESe SCAICs, used togeuer,

PQNide MRTEAIESISONthe term famine and lower
the threshold of famine definitions currently used
by donors and U.N. agencies. The famine scales
also provide a framework for focusing more on
prevention and less on famine response through
broader consensus among stakeholders while
ensuring accountability. Use of the famine scales
by USAID should be considered to assist in linking
early warning to response and recognizing a process
of famine prior to the actual famine event.

2. Improving Institutional Capacity

Changes needed to increase USAIDs institutional
capacity in famine response are based on three
assumptions: 1) famines result from failures in
livelihood systems; 2) famine prevention is more cost
effective than famine mitigation; and 3) USAID has
a wealth of human resource capacity and institutional
experience in famine response on which to draw.
What is required is a broader, more coherent mandate
for preventing famine at the Agency level (beyond
DCHA) that includes: expanding responsibility and
accountability for prevention throughout USAID;

USAIDs Office of Food for Peace and Office of U.S. Foreign Disaster Assistance

Minor famine 0-999
1,000-9,999
10,000-99,999
100,000-999,999

Catastrophic famine 1,000,000 and over

Moderate famine

Major famine

Great famine

m(Oo|O|(w|>

strengthening human resource capacity; promoting a
climate of risk-taking; expanding response strategies
to target vulnerable institutions, policies and
processes; supporting recovery strategies in the post-
famine period; greater resources targeting fragile
states and famine prone countries; and, improving
information systems.

The absence of effective institutions to mitigate

the impacts of shocks such as climatic anomalies,
violent conflict, and global economic shocks

creates both the conditions that lead to famine and
impede recovery from famine. Fragile states are, by
definition, poorly governed and share characteristics
including: inappropriate political control of macro-
economic policies; lack of investment in health and
education systems; absence of democratic institutions

Page 2 of 3
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to manage conflict; and, lack of investment (or
deliberate neglect) in market infrastructure and other
measures needed to build the resilience of livelihood
systems.

These systemic problems thus far have been met

by humanitarian response programs that emphasize
project-based approaches, largely managed by
NGOs operating in delimited geographic areas.

The resulting gap between the systemic nature of
vulnerability and the discrete project response has
limited the effectiveness of U.S. famine prevention
and response strategies. To improve the impartial
nature of response (i.e., assistance provided according
to the exact nature of vulnerability), USAID will need
to improve its pro-active, anti-famine engagement
with the flawed policies, institutions and processes
underpinning famine vulnerability. This will require
a form of engagement to promote anti-famine
measures within technical line ministries (e.g. health,
agriculture, water) in fragile states, as well as a level
of humanitarian diplomacy to advocate for short-
term favorable trade arrangements, for the promotion
of humanitarian space in famine-prone conflict
areas, and for anti-famine political contracts by host
governments in famine-prone nations, for example.

In addition, famine prevention and mitigation
requires a USAID-wide commitment of financial
resourcesincluding development assistance

(DA), international disaster and famine assistance
(IDFA) and P.L. 480 Title ITand human resources.
There are critical gaps in USAIDs human resource
capacity for dealing with large-scale crises, both
at headquarters and at the Mission level. Forum
participants

|
3. Leveraging Resources

There exists an underlying assumption that when

we talk about famine, we are talking about food.
Indeed, P.L. 480 Title II food aid is the primary
resource of the United States for responding to the
critical food needs of affected populations during

a food crisis. Food aid will remain a key resource
for USAIDs response to famine. Yet, a greater
emphasis on famine prevention and approaching
famine as systems failures requires more resources
and better ways to use both food and non-food aid.
Forum participants made three recommendations for
leveraging USAID food and non-food aid for famine
prevention and response.

First, concerning food aid, forum participants
suggested that a portion of Title IT emergency food
aid be used for market and private sector development
in support of the re-establishment of national food
systems including commercial importation, markets
and commodity marketing, and regional trade
strategies. Monetization of emergency food can also
provide cash resources to respond to the effects of
collapsed market infrastructure, health systems, and
agriculture. Leveraging emergency food aid beyond
traditional consumption meets both the short-term
relief needs of affected populations and begins to
address the systems failures that led to the crisis.

Second, USAID requires an increase in funding and
additional flexibility to ensure success in supporting
a famine prevention agenda. This includes the
increased

Page 1 of 2
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Axnsigtators vision for a Humanitarian Backstop
Eﬂ?ﬁa%‘[wsddmon there was wide agreement that
rammg, § should be developed and implemented for
Mission Directors who have little or no experience in
dealing with humanitarian crises. Mission Directors,
along with their staff, play a key role and need to be
held accountable in this process.

Essential to strengthening human resource capacity
is promoting an institutional culture of risk-taking
within USAID. The forum participants envisioned
a corps of humanitarian entrepreneurs who are
empowered to develop innovative approaches to
famine prevention and mitigation.

Synthesis Report on the Famine Forum
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!!)/Alliilnwﬂ and IDFA resources with multi-year
m&;ﬂ:‘m&able levels of funding. Moreover, fully
ﬁ)eL)l(r%?ﬁ the Famine Fund to USS$ 200 million is
gritical as is increasing the overall level of Title 11
and DA resources targeting famine-prone countries.

And third, USAID needs to leverage matching funds
from non-governmental organizations (NGOs),
private voluntary organizations (PVOs) and support
assistance from various U.S. food industries through
the Global Development Alliance (GDA) as well as
solicit buy-in from recipient countries to press for
greater political will in making systems changes
(economic policy reform to reduce vulnerability,
governance, health and livelihoods). The use of GDA
to support and enhance the linkage between trade,
aid and agriculture is another critical requirement

13/11/2011
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4. Managing Relationships with
Stakeholders

Humanitarian crises such as famine involve a broad
array of international actors including: the host
country government and its agencies; bilateral donors;
multilateral donors; and implementing PVOs. There
are four key areas for USAID to address: 1) the role
of consensus within the international humanitarian
community; 2) the U.S. governments policy on

food aid vis--vis multilateral organizations; 3) the
U.N.s capacity to respond; and 4) NGO and PVO
implementing partners.

Once a famine is declared, there are norms that
govern responsibility and accountability across

the international community. In the absence of a
universally-accepted definition of famine, however,
humanitarian actors seek to build a consensus to
coordinate response among the various stakeholders.
Recent experiences in Southern Africa and Ethiopia,
however, highlighted some of the weaknesses of
consensus-building. In Southern Africa and Ethiopia,
donors questioned the validity of host country
governments declarations of famine, causing major

Synthesis Report on the Famine Forum

failed strategies and systems (economic, governance,
healthcare and livelihoods) in famine-prone states to
reduce vulnerability.

Last, although participants acknowledged the fact
that they are not a replacement for governments and
institutions, NGOs and PVOs play a critical role

in disaster response. There is a need to diversify
NGO and PVO implementing partners to improve
effectiveness, leverage funding and heighten
creativity for durable solutions.

5. Shifting to a Livelihoods Approach

There is a critical need to shift USAIDs project-
driven approach to a systems approach that addresses
the root causes of development failure. There was
broad agreement across the forum that a livelihoods
approach might best help USAID use resources
during an emergency to move away from a food-first
approach toward a broad, more complex definition
of famine, emphasizing a multi-sectoral approach

to drive an earlier and more appropriate response.

A livelihoods approach can improve surveillance,
monitoring information and assessments, and famine

Page 1 of 3
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delays in humanitarian response. U.S. government
leadership needs to leverage its position as the
lead donor to press for accountability and uphold
standards for emergency response and famine
prevention policies throughout the international
humanitarian communityincluding host country
governments.

There was agreement among the participants that
U.N. agencies have fallen short of fulfilling their
mandate in responding to famine situationsfor
example, citing UNICEF retreating from core
commitments such as water and basic health. U.N.
disaster management agencies need to undertake
serious reforms including upholding standards

of response and broadening the mandate of some
of its agencies, such as the International Labor
Organization (ILO) for emergency public works to
prevent and ameliorate famines.

Further, forum participants recommended that the
U.S. government expand the use of the G8 Famine
Initiative beyond the present focus to include a
broader United Nations, donor and partner NGO/
PVO famine prevention effort focused on addressing

prevention and response efforts.

Six principles central to a livelihoods strategy in
crisis response include: 1) rigorous assessment; 2)
appropriate market support; 3) protecting essential
assets; 4) easing vulnerable peoples burdens; 5)
timely interventions; and, 6) increasing protection
for populations at risk of displacement. 7

These principles can guide USAIDs shift from a
project-driven approach to a systems response that
addresses the underlying causes of famine.

6. Conclusion: Priority Actions

These priority actions reflect the consensus that
emerged from the two-day famine forum:

1. Integrate the new Agency position on famine
prevention into the Fragile States Strategy and
update the DCHA famine background paper

dated June 11, 2002. This will include: lowering

the catastrophic threshold and moving from a

USAIDs Office of Food for Peace and Office of U.S. Foreign Disaster Assistance
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7Sue Lautze,
Saving Lives and
Livelihoods: The
Fundamentals

of a Livelihoods
Strategy (Feinstein
International Famine
Center, 1997).
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food-first approach to a broader, more complex 7. Develop an education campaign aimed at the

definition, emphasizing peoples livelihoods as
well as a multi-sector approach to elicit an earlier
and more appropriate response; and supporting
the development and roll-out of a livelihoods
toolkit that links strengthening livelihoods as
part of a conflict reduction strategy.

2. Review the implications of the transformational

development and fragile states divisions set

forth in the White Paper to ensure necessary
program integration among development
assistance (DA), international disaster and famine
assistance (IDFA) and P.L. 480 Title I1.

3. Informed by the processes described in point 2,

clarify concomitant funding and programming
flexibilities that will ensure success in supporting
a famine prevention agenda. Because of the short-
term view of disaster assistance and increasing
emergency needs globally, USAID requires
legislation to provide flexibility and longer-term
commitment to support aggressive famine-
prevention interventions.

4. Develop integrated famine prevention strategies

for famine-prone countries based on the Ethiopia

Famine Prevention Framework model. Similarly,
mnlra Framainna

inter-agency level to increase and leverage

U.S. government resources to better address
famine-prevention in target countries linking the
three-pronged approach of Defense, Diplomacy
and Development from the National Security
Strategy.

8. Expand the use of the G8 Famine Initiative

beyond the present focus to include a broader
U.N., donor and partner NGO/PVO famine
prevention effort focused on addressing failed
strategies and systems (economic, governance,
health and livelihoods) in famine-prone states to
reduce vulnerability.

9. Famine prevention requires accountability

and reform among the myriad of stakeholders
including the United Nations, donor countries and
famine-prone states. U.S. government leadership
in pressing for accountability and upholding
standards for emergency response and famine
prevention policies is essential to achieving
reform.

10. Finally, consensus was achieved on using the

livelihoods context to broaden famine definitions,

improve surveillance, monitoring information
and
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5. Strengthen human capacity for famine prevention

program design and implementation, at USAID/
Washington and field level. This can be addressed
through the implementation of the Administrators
vision for the Humanitarian Backstop Officer and
additional training for Mission Directors with
little or no humanitarian experience. Build a corps
of humanitarian entrepreneurs within USAID who
are empowered to develop innovative approaches
to famine prevention and mitigation.

6. Leverage matching funds from non-governmental

organizations (NGOs), private voluntary
organizations (PVOs) and support assistance from
various U.S. industries (e.g., food multi-nationals)
through the Global Development Alliance

(GDA) as well as solicit buy-in from recipient
countries to press for greater political will in
making systems changes (governance, market,
health, economic policy reform and reducing
vulnerability). The use of GDA to support and
enhance the linkage between trade, aid and
agriculture is another critical requirement.

Synthesis Report on the Famine Forum

auu

apebsenpeitise efforts.

and

improve

amine

'lf]‘w aurt]h?rs would like to thank Brian J. Bogart and

prevention ) X .
Jahmal Sands of AMEX International for serving as
rapporteurs at the forum.

This report was made possible through the support
provided to the Food and Nutrition Technical
Assistance (FANTA) Project by the Office of Health,
Infectious Disease and Nutrition of the Bureau for
Global Health, the Office of Food for Peace and the
Office of U.S. Foreign Disaster Assistance of the
Bureau for Democracy, Conflict and Humanitarian
Assistance at the U.S. Agency for International
Development, under terms of Cooperative Agreement
No. HRN-A-00-98-00046-00 awarded to the Academy
for Educational Development (AED). The opinions
expressed herein are those of the authors and do not
necessarily reflect the views of the U.S. Agency for
International Development.
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From the Editor

T he more cynical amongst us in the emergency
nutrition sector may sometimes be heard complai-
ning that there is nothing new in this profession
and that we just keep re-inventing the wheel - the
problems are the same, as are the solutions.
However, a cursory glance over this issue of Field
Exchange gives lie to any such claim. There are
plenty of new developments. For example, the pilo-
ting of a newly developed product called QBmix (a
micronutrient rich condiment) by MSF amongst
IDPs in Angola to help combat the endemic pella-
gra problem that has plagued this population for a
number of years (see field article by Evelyn
Depoortere). The study shows that QBmix may
offer a cheaper, and logistically simpler, alternative
to fortified CSB, as a means of preventing further
outbreaks. There is also a field article in this issue
about an indigenous crop grown in south and
southwest Ethiopia - Enset (or false banana) and
being promoted by the development agency Self
Help International The crop appears to have many
potential uses which have a positive impact on food
security. According to the author, there may be
potential for promoting this local drought resistant
crop in other food insecure areas of Ethiopia and for
disseminating knowledge widely about its poten-
tial for reducing food insecurity. This issue also
carries a summary of a study concerning the
consumption of green peas in drought prone areas
of Ethiopia. Consumption of this wild food, espe-
cially in drought periods, is associated with neuro-
lathyrism (a neurodegenerative condition).
However, the study shows that incidence is redu-
ced when the affected population simultaneously
consumes food aid in the form of cereal. The
findings support the case for targeting food aid in
these vulnerable areas, not just to the poorest, but

Page

i

it appears that we have not reached a critical mass
of evidence to effect change.

As editor of Field Exchange it is becoming incre-
asingly difficult to leave out articles and research on
HIV related issues. This issue of Field Exchange
carries a field article on infant feeding practices
amongst HIV positive mothers in Kenya, a
summary of a review of the impact of HIV on crises
and humanitarian work, and research on predispo-
sing factors to malnutrition amongst HIV positive
children in eastern Cape, South Africa. There is also
a report on the AAH/Oxfam co-chaired meeting of
the HIV, food security and livelihoods working
group,

The multifaceted interface between HIV and
nutrition is becoming increasingly recognised and
reflected in HIV/nutrition programming, espe-
cially where the HIV pandemic is most pronoun-
ced, e.g. southern and Eastern Africa. There is a
growing trend towards using food aid in much of
this HIV programming. The use of food aid is being
increasingly advocated, especially following emer-
gency programmes under protracted relief and
rehabilitation arrangements (PRROs). Food is there-
fore being incorporated into Prevention of Mother
to Child Transmission programmes (PMTCT),
Home Based Care (HBC), TB treatment (DOT),
Orphan and Vulnerable Children programmes
(OVC) and Neighbourhood Child Protection
programmes (NCP). There appear to be multiple
roles for food aid in these programmes with a
variety of objectives proffered, e.g. nutritional, food
security, incentive to comply with treatment, incen-
tives for volunteers, protection, etc. However, there
is often a lack of clarity over exit criteria, how food

1 of3
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those
likelhere are also research findings reported in this
i8sue, which, although not entirely new, add to an
HIfEEd§considerable body of knowledge. For

ple, a study of the longer term impact of the
SRAANIRulting famine in Leningrad during the
Qscond world war shows that the legacy of starva-
tion is not just limited to growth impairment, but
also future cardio-vascular health. There is also a
study on ration adequacy amongst Thai refugees.
This shows, yet again, how poor ration quality for
food aid dependent refugees is directly responsible
for the high levels of stunting and micronutrient
deficiencies which have existed amongst this popu-
lation for a number of years The inadequacy of the
micronutrient content of home prepared replace-
ment milks as a breastmilk substitute an ongoing
concern of many in infant feeding circles - is high-
lighted in one summarised research piece by
Rollins et al in South Africa. In this setting, infant
formula is considered an appropriate and viable
option for feeding infants of HIV positive mothers.
However, a field article by Tom Oguta and his team
in Kenya finds that home-adapted animal milks
may be the preferred breastmilk substitute, and
only available option, for carers of infants whose
mothers are HIV positive. While current internatio-
nal guidelines recommend fortification of home
prepared milk with micronutrients, in practice,
these are often not locally available.

Take any sample of Field Exchange and it is
apparent that there is a continuous steam of impor-
tant information and ideas provided by new rese-
arch and pilot interventions, which should, at least
theoretically, help inform better practice.
Unfortunately, much of this information never
finds its way into the published literature. In spite
of what cynics may say, there is still much we dont
know. Where we have good quality research there
is often a need to collate disparate research findings
into a sufficient body of coherent evidence to make
a case and advocate for change. Emergency ration

adequacy for refugees and findings like those from
tha

aia
#hdlight or attention as to how these programmes
dll be monitored and evaluated. While there may
brtegratRshale for food aid in many of these
Pishrammes, there is the very real danger that food
Qﬁh‘iggggsed uncritically with little attention given
R . Furthermore, in some cases it may be

14t food aid actually has a negative impact, e.g.
i} rmines the volunteer ethos.

There is a long history of uncritical and ultima-
tely ineffective use of food aid in longer term nutri-
tion programming, e.g. supplementary feeding,
Some critics of current developments are already
implying that use of food aid in HIV programming
may be an attempt to introduce development food
aid (which has dwindled over the past three deca-
des) by the back door. It is essential, therefore, that
this relatively new area of programming is introdu-
ced cautiously and based on pilot studies. Where
successful, interventions can be rolled out, provi-
ding monitoring and evaluation mechanisms are in
place. There can be no excuse for failing to apply
lessons from the past regarding the use of food aid
in longer term nutrition interventions to this new
era of HIV/AIDS and nutrition programming.

Finally, we enclose in this issue the first ENN
Special Supplement. This supplement, and subse-
quent ones that are planned, are meant to collate
cutting edge field experiences in rapidly develo-
ping subject areas. A letter written by one of the
authors in this issue of Field Exchange (Anna
Taylor), highlights why targeting is such an impor-
tant subject and where clarity is urgently needed.
The next ENN Special Supplement will be on
Community Based Therapeutic Feeding program-
mes.

We hope you enjoy this issue of Field Exchange.

Jeremy Shoham

Any contributions, ideas or topics for future issues

of Field Exchange. Contact the editorial team on
email-
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Processing of Enset is usually a collective effort by local women

Enset The False Banana as Food Security

By George Jacob

George Jacob is communications
officer with Self Help Development
International. Previously he
worked as a journalist, sub-editor
and news editor with an Irish
newspaper group, before joining
Self Help in 2003.

The contributions and work of Self Help staff,
Hailu Gebre Marium (Project Director, Sodo,
Ethiopia), Mesay Kassaye (Project Director,
Dodota, Ethiopia) and Workicho Jatano (Planning
Officer, Ethiopia) are gratefully acknowledged.

This article describes Self Help Development
Internationals experiences of using the staple
crop, Enset, in their programming in Ethiopia,
and the potential it holds for improving food
security in drought affected areas.

clf Help Development International has
gone a significant distance towards assis-
ting tens of thousands of Ethiopian
farmers to achieving food security, since
they began promoting the introduction of the
resourceful Enset plant in their project areas in
the countrys southern region. Although the
dull, grey coloured bread or porridge produced
from the fermented plant can be stodgy and
unpalatable to western tastes, Enset has been
having a far-reaching impact on the lives of
rural Ethiopians for generations. Prompted by

drought resistant crops to promote, and iden-
tified Enset as an option. Research into the crop
showed that its high moisture carrying capacity
and resulting durability meant it could help to
ensure food security in drought prone areas.

Enset what is it.

Also known as "false banana" due to its stri-
king resemblance to the banana plant, Enset
(Ensete Scitamineac) is a traditional staple crop
in many parts of densely populated south and
south-western Ethiopia. Records suggest that
Enset has been grown in Ethiopia for more than
10,000 years. Indigenous hunter/gatherers of
southern Ethiopia are thought to have been the
first to cultivate Enset, and later introduced it to
the Cushitic-speaking people of the northern
highlands, only for it to be replaced by cereal-
based crops due to the migration of the Semitic
people. Enset is virtually unknown as a foods-
tuff outside Ethiopia and in western countries,
variants are often grown as ornamental garden
plants. The root of the plant provides food in
the form of starch, the stem is used to produce a
coarse fibre, and the leaves are fed to cattle,
whose manure is in turn used to fertilise the
plant. Although Enset is a protein-poor crop, its
deep roots give it a greater resilience to drought
than other cereal crops and consequently, a
greater degree of food security to those who
grow it.

Development workers have found that there
are other significant benefits too, not least of

Enset cultivation is minimal. In fact, in Enset
plantation areas, native soil has been altered for
the better due to the long-term application of
manure, natural mulching of leaf and stem resi-
dues, the rainfall capture from the plant leaves,
and the resulting soil moisture conservation
and reduced run-off when compared to bare-
carth farming. Enset plants, which are traditio-
nally grown in small plantations adjacent to
homesteads, can grow to a height of six metres,
and thus provide valuable windbreaks and
shade from direct sunlight. Because of its large
leafy fronds, it is also a good plant to inter-crop
with coffee, potato and other food crops, which
benefit from shady growing conditions.

The major food products obtained from the
Enset plant are kocho, bulla and amicho, all of
which are simple to produce once the plant is
harvested, and can be stored for long periods
without spoiling. Kocho is a bulky, chewy,
fermented starch bread which is made from a
mixture of the decorticated leaf sheaths and
grated root. Combined with Ethiopias spicy
kitfo minced meat, it is now a required dish in
virtually all restaurants in the country Addis
Ababa included. The best quality Enset food is
bulla, obtained mainly from fully matured
plants. Bulla can be prepared as a pancake,
porridge and dumpling. Amicho is the boiled
Enset root. The root is boiled and consumed in
a manner similar to that of other root and tuber
crops.
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Manual processing using traditional bladed wooden instruments

areas, Self Help established demonstration plots
on a small scale, in conjunction with Ethiopias
Agricultural Research Institute in the Marako,
Sodo and Dodota project areas. Over a period,
the crop performance was monitored and asses-
sed. Farmers in the locality were given the
opportunity to visit demonstration sites and see
for themselves the potential of Enset and its
many uses. Following these initial demonstra-
tions, contact farmers from amongst those inte-
rested were selected. These farmers were provi-
ded with the necessary seed stock, along with
practical training on the growth of Enset in their

region. Their plots, in turn, became demonstra-
tion citee vicited hv farmere in

Although it is estimated that there are
currently upwards of 10 million people in
southern Ethiopia consuming Enset in their diet,
there are historic and cultural reasons why
others in the country do not. During the reign of
Emperor Haile Selassie (1930-1975), the
Ethiopian Ministry of Agriculture launched
major initiatives to increase food production
The emperor gave strict instructions to focus on
cereal crops and income-generating crops, such
as coffee, while the Enset plant was ignored. The
situation for Enset did not improve under the
subsequent Socialist Derg regime (1975-1991),

whose research projects had insufficient funds,
and

Page 1 of 3

Field Article

The future of Enset

There is a concern in Ethiopia that stocks of
Enset have been depleted. In many parts of the
country, it seems that the Enset plantations have
not recovered from the harvesting of young
immature plants which occurred during the
1980s, when hundreds of thousands of people
from northern Ethiopia were displaced to the
south of the country and required Enset for
their very survival. However, according to Self
Helps African director, Dr. Awole Mela, Enset
has, on balance, been hugely valuable to their
sustainable rural development work in Southern
Ethiopia. Not only has it given rural househol-
ders a greater level of food security, it has provi-
ded valuable shade for the growing of other
crops, and has also helped to reverse soil degra-
dation in otherwise vulnerable areas. Upwards
of 80,000 farmers in this project area are now
successfully growing the crop.

A 1997 publication, produced by the
American Association for the Advancement of
Science, in collaboration with the Awassa
Agricultural Research Centre "The Tree Against
Hunger," has done much to raise awareness of
the potential and future prospects of Enset, both
in Ethiopia and elsewhere. In the same year as
this was published, the Ethiopian government
formally recognised the importance of the crop
to the people of Southern Ethiopia, and declared
Enset a national crop worthy of significant rese-
arch and development funding.

For further details, contact: George Jacob, Self
Help Development International, Hacketstown,
Co. Carlow, Ireland.

s e e e

Tel: +353 (0)59 6471175, Fax: +353 (0)59 6471292,

email: george@selfhelp.ie
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teetnilogatipporfion of seedlings was made availa-
ble via contact farmers, as a way of getting their
interested neighbour started with the crop.
Revolving seed fund mechanisms of this kind
are a feature of many of Self Helps agricultural
development activities.

Constraints

There have been obstacles facing those enga-
ged in promoting the propagation of Enset, the
most fundamental being it takes three to five
years for the plant to achieve maturity. While a
five year old plant can yield 40 kg of food,
farmers who harvest after a single year can
expect a yield of just one kg from the pseudos-
tem the bowl of the tree which is processed for
food.

Enset crops shading coffee plants

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

did

notThere have been cultural barriers to the popu-
RNHRIBE Enset too. Many urban Ethiopians
thgard a crop, which is used by southerners for
BO&Ytifthg from food, bedding and clothing to
Rbuse building and fodder, as little more than a
Beasant food.

crop.

A number of factors have acted to change this
perception, however, and market forces - which
have seen the price of Enset remain stable while
cereal grain prices have climbed -has been a
significant one. Not to be under-estimated,
either, has been the realisation that famine can,
and has been, averted at times of drought, in
areas where the Enset crop is being grown and
processed by rural communities.

Page 2 of 3
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http://www.selfhelp.ie
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SELF HELP

Dhgvplemprreymin yoisrliy dreiiti-ics

Self Help Development Agency is an Irish-based
development agency, involved in the implemen-
tation of long-term development projects in
Africa. The agency has field offices in Ethiopia,
Malawi, Eritrea, Kenya and Uganda.
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Summary of published research *

eeding recommendations for infants of
infected HIV-mothers in developing coun-
tries remain controversial. As HIV can be
transmitted to the infant by breastfeeding,
the World Health Organisation (WHO) recom-
mends that, when replacement milk is accepta-
ble, feasible, affordable, sustainable and safe,
avoidance of all breastfeeding by HIV-infected
mothers is recommended; otherwise, exclusive
breastfeeding is recommended during the first
six months of life . However, little is known about
the nutritional adequacy and feasibility of the
various breastmilk replacement options recom-
mended in related training materials
study aimed to explore suitability of the 2001
feeding recommendations for infants of HIV-
infected mothers in a rural region in KwaZulu
Natal, South Africa, especially with respect to
adequacy of micronutrients and essential fatty
acids, cost, and preparation times of replacement
milks.

Nutritional adequacy, cost, and preparation
time of home-prepared replacement milks contai-
ning powdered full cream milk (PM) and fresh
full cream milk (FM) and different micronutrient
supplements (2 g¢ UNICEF micronutrient sachet,
government supplement routinely available in
district public health clinics, and best available
liquid paediatric supplement found in local phar-
macies) were compared. The costs of locally avai-
lable ingredients for replacement milk were used

ta ralenlata manthls racte far

*. A recent

ingredients of commercial and home-prepared
replacement milks were compared with each
other, and considered in the context of the avera-
ge monthly income of domestic or shop workers.
The time needed to prepare one feed of replace-
ment milk was simulated by local HIV and infant
training course participants for a rural homeste-
ad, without electricity, gas or water but close to a
stream and shrubs (1-2 minutes walk away).

When mixed with water, sugar and each
micronutrient supplement, PM and FM provided
less than half (50%) of the required amounts of
vitamins E and C, folic acid, iodine, and selenium
and less than 75% of zinc and pantothenic acid.
PM and FM made with UNICEF micronutrient
sachets provided 30% of the required intake for
niacin. FM prepared with any micronutrient
supplement provided no more than 32% vitamin
D. All PMs provided more than adequate
amounts of vitamin D. Compared with the
commercial formula, PM and FM provided
860% of vitamins A, E, and C, folic acid, manga-
nese, zinc, and iodine. Preparations of PM and
FM provided 11% of the minimum recommended
intake of linoleic acid and 67% of the minimum
recommended  glinolenic acid, per 450 ml mixtu-
re.

It took 2125 minutes to prepare optimally 120
ml of replacement feed from PM or commercial
infant formula and 3035 minutes for the fresh
milk preparation. For an infant requiring 6-8

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_0

day to prepare replacement milks, without taking
into account time taken to feed the infant. PM or
FM costs approximately 20% of monthly income
averaged over the first six months of life and
commercial formula cost approximately 32%.

The authors conclude that no home-prepared
replacement milks in South Africa meet all esti-
mated micronutrient and essential fatty acid
requirements of infants aged under 6 months.
Commercial infant formula is the only replace-
ment milk that meets all nutritional needs. The
authors suggest that revision of replacement milk
options given in WHO/UNAIDS/UNICEF HIV
and infant feeding training course materials are
needed. If replacement milks are to provide total
nutrition, preparations should include vegetable
oils, such as soybean oil, as a source of linoleic
and glinolenic acids, and additional vitamins
and minerals.

* P.C. Papathakis, N.C. Rollins. Are WHO/UNAIDS/UNICEF-
recommended replacement milks for infants of HIV-infected
mothers appropriate in the South African context. Bulletin
of the World Health Organization, March 2004, 82 (3),
pp164-171

? World Health Organisation. New data on the prevention of
mother- to-child transmission of HIV and their policy impli-
cations: conclusions and recommendations. WHO Technical
Consultation on behalf of the UNFPA/ UNICEF/WHO/UNAIDS
Interagency Task Team on Mother-to-Child Transmission of
HIV. Geneva: World Health Organization; 2001. WHO docu-
ment WHO/RHR/01.28.

* WHO, UNAIDS, UNICEF. HIV and infant feeding counse-
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Summary of published paper *

curolathyrism is a neurodegenerative

and irreversible spastic paraparesis

that can be crippling and lead to

complete dependency. This disorder
can be caused by excessive consumption of the
drought resistant pulse, grass pea (Lathyrus sati-
vus) *. All major famines and chronic food shorta-
ges in Ethiopia from the mid-1970s onwards have
been accompanied by reports of neurolathyrism
epidemics. A recent research study examined
whether addition of food-aid cereals to grass pea
foods reduced the risk of neurolathyrism during
severe famines.

During the epidemic in Ethiopia between 1995
and 1999, a neurolathyrism surveillance system
was set up in Delanta Dawint, one of the most
affected districts. The research team conducted a
correlational study of the amount of food aid that
reached the population. They also compared, in a
retrospective case control study, the types of grass
pea preparations and cereal mixtures consumed
by all people who developed the condition (iden-
tified through the surveillance system) and by
controls in Asim Elana, a

als added to grass-pea foods was obtained from
the female household member who prepared food.
This information was collected for six months
before the first detected case, and until the end of
the epidemic. The enumerators classified the
proportion of food aid cereal to grass pea as at
least one third or less than one third. Spearmans
correlation coefficient was calculated to assess the
association between the incidence of neurolathy-
rism and the amount of cereal food aid distribu-
ted.

Between September 1995 and December 31st
2000, a total of 2035 new cases of the condition
were detected in Delanta Dawint district (period
prevalence of 12.3 per 1000). There was a signifi-
cant negative correlation between new cases per
1000 and the per-person amount of food aid distri-
buted. The food aid mainly consisted of wheat and
maize, with limited supplementary rations of
vegetable oil. However, delivery became irregular
and delayed and the amount of food aid fell,
which coincided with the peak of the epidemic in
1997 when 1454 new cases were reported.
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form was associated with an increased risk of
neurolathyrism, whereas no raised risk was noted
for the fermented pancake, unleavened bread and
gravy preparations. Cereals are sometimes mixed
with grass pea in the boiled, fermented pancake
and unleavened bread forms. Use of cereal and
grass-pea flour mixtures for these preparations
reduced the risk of paralysis if they contained
more than a third cereal. The addition of wheat
and maize to grass-pea preparations could
compensate for the deficiency of methionine and
cysteine, as well as diluting the concentration of
toxin.

Susceptibility to neurolathyrism varies among
individuals and communities, and an increased
risk of paralysis is associated with the male sex
and young age. The study controlled for the effects
of age and sex in the logistic regression analysis,
but was unable to control perfectly for socioecono-
mic variables and interfering acute-illness episo-
des.

The study authors highlighted how reports
were showing that only grass pea was resisting the
current drought in most neurolathyrism prone
areas, and that the population is increasingly
relying on this pulse. The authors concluded that
food aid should therefore not be restricted to the
almost starving, but should also be urgently sent
to people in neurolathyrism prone areas before
they are forced into exclusive grass-pea consump-
tion. Dietary information, education and commu-
nication on safe grass-pea preparations are also
needed.

Getahun, H, Lambien F, Vanhoome M, Van Der Stuyft P
(2003). Food-aid cereals to reduce neurolathyrism related
to grass-pea preparations during famine. The Lancet, vol
362, Nov 2003, pp 1808- 1810. Full text available free onli-
ne at: http://www.thelancet.com/journal/vol362/iss9398/

Increased muscle tone leading to weakness of both lower
limbs

The clinical symptoms of neurolathyrism are identical to
those
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severely hit village. In the case control study, the consumption of obnsumption of insufficiently treated cassava (Manihot
N . . . X . . agsngenta). See Field Exchange 16, Suspected toxic inges-
Information on the proportion and type of cere- grass pea in roasted, boiled and raw, unripe seed ton outbreak in central Afghanistan, pp7-9, August 2002
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Health Information Team member
working in Tanzania

In nutritional emergencies, where selective feeding
programmes may be blished by inter !

people performing tasks defined by professio-
nals.

The study was performed at Lugufu camp in
Tanzania where a HIT of Congolese refugees
actively participated in health services. The
Congolese HIT, which was established in 1997 in
the camp, works under the supervision of health
staff of the Tanzanian Red Cross Society.
Structured questionnaires were used for this
cross-sectional observational study, covering
three types of respondents, i.e. systematically
selected refugee community members, all HIT
members and all Tanzanian health staff in char-
ge of preventive health. Additional information
was also collected through focus group discus-
sions.

The study found that refugees used their own
health initiatives, which resulted in a growth of
self-confidence. There was evidence of benefits,
especially in promoting health education (lear-
ning how to prevent illness and how to treat
mild diarrhoea). However, refugee community
members who did not know any HIT members
had less positive health secking behaviours than
those who knew one or more HIT members, thus
showing a need for further dissemination of HIT
services.

The overall success of the programme can be
attributed to a number of factors;

Ani in health related staff who

humanitarian agencies, there has been very little
study of beneficiary participation. A recent study on
participation in health services in refugee camps may
contribute valuable lessons for the emergency nutri-
tion

reached out to the wider refugee community
- 92% of refugees knew at least one HIT
member.

The professional background of the HIT
members in their home countries (nurses,

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...
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sector
(Ed] study reported in Public Health
examined refugee participation in
health services in Tanzanian refugee
camps. Participation was understood
as a process whereby Health Information Team
(HIT) members, as agents of the refugee commu-
nity, actively pursue identification of health
needs, make decisions and assume responsibility
to meet these needs, in order to strengthen the
capacity of the refugee community to improve
their health. This type of approach contrasts
with the more usual top down approach used
in humanitarian emergencies by relief agencies,
in which community participation is seen as

nealn
aentadoms gaining refugee confidence and
aodvincing them to take their advice
Thtebtlfierakmbers communicated effectively
With the refugees. Over three quarters of the
astiskes replied that the HIT listened to their
health needs well, and that they felt relieved
after talking to HIT members
HIT members had the advantage of sharing
the same cultural background as their refu
gee peer community.

' Tanaka Y et al (2004). Refugee participation in health
relief services during the post-emergency phase in
Tanzania. Public Health, vol 118, pp 50-61
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he Leningrad siege occurred during the

Second World War, as German troops

prevented supplies reaching the city

from 8th of Sep 1941 to January 27th
1944. If rations were received in full, which was
not always the case, the population received
about 460 calories per day (mostly bread, oil and
sugar) with virtually no protein. Out of a popu-
lation of 2.9 million, 630,000 died from hunger
related causes, most during the winter of 1941-2.
Arecent study examined whether the siege incre-
ased risk of mortality, particularly from cardio-
vascular disease in subsequent years.

As part of the 1973 US-Soviet collaborative
programme, data were collected for a lipid rese-
arch programme. This involved a baseline
survey undertaken in Leningrad between 1975-7
in which 5000 men, born between 1916-35, were
randomly selected in

ments, e.g. blood pressure, cholesterol concentra-
tion and cardiovascular dysfunction. Nearly a
third of those surveyed had lived in Leningrad
during the siege, which meant that they likely
spent the whole siege period there since most
people were unable to leave.

Analysis of the data showed a significant
excess risk of high systolic and diastolic blood
pressure in men who lived through the siege.
Those who were around the age of puberty (9-15
years) at the peak of starvation (January 1942)
were especially prone to high systolic blood pres-
sure (odds ratio 1.56, 95% confidence interval
1.21 to 2.02), with a mean excess of 3.3 mm Hg
Except for a tendency to have a greater skinfold
thickness, all other indicators of cardiovascular
risk were remarkably similar for those exposed
and non-exposed to the siege.

During the follow up, 2048 out of the remai-
ning sample of 3905 men died. Cardiovascular
disease accounted for 1050 deaths (51%), 662
from ischaemic heart disease and 333 from stro-
ke, 97 of which were haemorrhagic. The excess
risk of dying for those who experienced the siege
was 21% (relative risk 1.21, 1.20-1.32). The excess
risk

1.39 (1.07-1.79). The effects of starvation around
puberty were stronger still for stroke (167, 1.15-
2.43), including haemorrhagic stroke (1.71, 0.9-
3.22). For stroke, but not for other mortality, the
siege effect was significantly stronger for those
who experienced it around puberty than at other
ages.

Lifestyle and socio-economic circumstances
did not confound the association between
cardiovascular mortality and siege exposure. It
appears that critical stages in the process of regu-
lating blood pressure may occur during puberty
and that starvation may cause permanent
disruption of blood pressure regulation. Other
potential mediating factors (for example endocri-
ne changes) were not measured, and thus these
conclusions remain hypothetical. The nutritional
component of starvation is also entangled with
the trauma of the siege.

The study does, however, indicate that
puberty may be a highly vulnerable period and
that starvation in puberty today may have impli-
cations for future cardiovascular disease in many
developing countries.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...
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recent religious/ethnic conflict in

northern Nigeria provided a rare

opportunity to investigate the effects

of displacement on the growth and
body composition of the children of families that
were forced to migrate. In September 2001, the
Fulani population inhabiting the Jos Plateau of
Nigeria was attacked, forcing most of those who
had survived, including the children, to migrate
to temporary camps located about 40 km east of
the city of Jos. This study was possible as one
month before the conflict, a team had conducted
a comprehensive anthropometric analysis of the
same Fulani children who were displaced by the
crisis. The Fulani of northern Nigeria, and the Jos
Plateau in particular, are semi-nomadic pastora-
lists whose culture and economy are centred
around cattle. They are physically very active,
consume a diet rich in dairy products and gene-
rally abstain from alcohol and tobacco.

In the pre-conflict study, bioelectrical impe-
dance analysis, as well as standard anthropome-
tric techniques, had been used to investigate the
growth and body composition characteristics of
340 Fulani children aged 1-18 years. In April
2002, the study team located 30 of these same
children, and re-measured height, weight, body
fat and lean body tissue. In addition, the team
used bioelectrical impedance analysis (BIA) to

-

nnnnnnn PSR F

information regarding the vitality and integrity
of cellular membranes 2.

Seventeen males and 13 females, between the
ages of 4-13 years, were included in the study. In
terms of mean values and relative to growth
curves established during the tranquil period
immediately preceding the crisis, all but one of
the girls grew taller and gained more weight
than predicted - two-thirds of the weight gained
by the girls was due to fat. While the male
subjects, on average, grew taller, they gained 30
percent less in height than predicted. However,
the boys did gain 50 percent more weight than
predicted. Unexpectedly, fat accounted for one-
half or more of the weight gain in both the boys
and girls. An explanation for the unanticipated
high proportion of fat in the weight gain may lie
in the fact that caloric expenditure was reduced
relative to what it had been pre-crisis, due to the
confinement and reduced activity level. Another
explanation is that the diet was adequate in
terms of calories but unbalanced in terms of
essential nutrients, such as protein.

In general, the boys did less well than the girls
in the months following the crisis. This might be
explained by the fact that girls spent more time
close to their mothers, who were responsible for

cooking and distribution of food in the camp.
Alon
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In general, from the nutritional perspective,
the Fulani children coped relatively well during
the seven-month period of displacement. The
fact that neither the growth nor body composi-
tion of the Fulani children deteriorated signifi-
cantly following the crisis was attributed to the
fact that during that period, they were receiving
adequate and continuous supplies of food.
Within 3 or 4 days of being displaced, the chil-
dren were receiving food from several sources
including grain from the federal government, as
well as milk, cheese and butter fat from the cattle
that had been recovered in the days and weeks
following the crisis. Furthermore, the displace-
ment camp into which the children and their
families migrated was located in a secure region
of the country and one that was controlled by
people whose culture and ethnicity were similar
to theirs. This minimised the psychological stress
usually associated with displacement. Finally, at
no time during their seven months as a displaced
population were the children separated from
their mothers. In conclusion, this study shows
that displacement, in general, may not necessa-
rily lead to deleterious effects on the growth of
children.

' Glew R, Bhanji A and VanderJagt D (2003). Effects of
displacement resulting from ethnic/religious conflict on the

1 of3
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COMIPAIT UIC prase dangie o

dighlebilddmfond after seven months of living in
a displacement camp. The phase angle is fore-
most an indicator of an individuals overall
nutritional status, and is thought to provide

there active and spent considerable time tending
boats and cattle. The phase angle of all subjects
flidmot decline significantly during the pre- and
gﬁﬁﬁ-crisis interval.
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growtn

aigeria. Journal of Tropical Paediatrics, vol 49, no 5, pp
Dogy285

COMROBIRIRL angle is calculated as the angular transforma-
ﬂ(} of the arc-tangent of the ration of reactance to resis-
cﬁ}%%'eannd is obtained by bioelectrical impedance analysis.
in

northern

ierra Leone suffers from endemic and

pervasive poverty due to long periods of

economic decline and mismanagement.

The 10-year civil war has further exacer-
bated the depth and severity of poverty. As a
result, malnutrition rates are among the highest
in the world. However, policy makers do not
always recognise the fight against malnutrition
as a priority to ensure the healthy human capital
needed to fight poverty and achieve sustained,
positive economic growth. In view of this, the
Ministry of Health and Sanitation in Sierra
Leone, with technical support from Helen Keller
International and UNICEF, organised a two
week workshop on nutrition policy analysis and
advocacy. The analysis was conducted by an
intersectoral and inter-agency group of Sierra
Leonean senior policy advisors representing a
large number of government ministries. The
analysis covered the period from 2002 to 2006,
the five years following the democratic elections
that took place in May 2002. The objective of the
analysis was to quantify both the consequences
of malnutrition on human capital and producti-
vity, and the potential benefits of improved poli-
cies and programme to reduce malnutrition.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...
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years

the single greatest cause of child mortality in the
country. In the absence of adequate policy and
programme action, malnutrition will be the
underlying cause of an estimated 74,000 child
deaths over the next five years. The analysis also
revealed that if current levels of iodine deficiency
remain unchanged over the same period, 252,000
children could be born with varying degrees of
mental retardation as a result of intrauterine
iodine deficiency. Finally, the analysis showed
that in the absence of adequate policy and
programme action to reduce the unacceptable
rates of anaemia in women, the monetary value
of agricultural productivity losses associated
with anaemia in the female labour force over the
next five years will exceed $94.5 million.

Amain conclusion of the work was that
sustained investment in nutrition in Sierra Leone
could bring about enormous human and econo-
mic benefits to develop the social sector, revitali-
se the economy, and attain the poverty reduction
towards which Sierra Leone is striving towards.

13/11/2011



pg 0007 Page 3 of 3

. . * Aguayo
. I"he analysis revealgd that 46% Ofcml‘fl fieaths inVlesting in nutrition to reduce poverty: a call for action.
in Sierra Leone are attributable to malnutrition, PubietHealth Nutrition; 6 (7), pp 653-657
S
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Mother breastfeeding twins in Mae
La camp

pproximately 140,000 refugees from

Burma (Myanmar) live in ten camps

along the Thailand-Burma border.

They receive basic food and relief
assistance from the Burmese Border Consortium
(BBCQ), as well as a variety of health and educa-
tion services provided by various non-govern-
mental organisations (NGOs). The food basket
provided by the BBC is meant for short-term
survival and it is assumed that refugees living in
camps for an extended period should be able to
supplement the food basket through some form
of subsistence activity. The BBCs basic food
basket includes rice, split yellow hulled mung
beans, fermented fish, soybean oil, dried chillies
and iodised salt, and averages 2200 kcals per
person per day (children under five receive half
the amount of rice, beans and oil).

R

economic, food consumption, and dietary intake
patterns. Foods consumed were weighed and
measured using a 24-hour recall for the house-
hold unit and nutritional status was determined
using scales and a measuring tape. In total, 182
houscholds containing 1,159 people were surve-
yed.

The main findings included:

Average household energy and protein
intakes were 96.6% and 111.4% respectively,
of the recommended daily allowance (RDA)
for healthy Thais.

Twelve percent of protein was derived from
animal sources. Carbohydrate, protein and fat
accounted for 84%, 9% and 7% respectively,
of total energy. The intake of vitamins A, B1,
B2 and C and of calcium ranged from 24.2%

to

Mae La camp where the study took place

wounds, 7.6% had scars from previously
active wounds, 9.2% had pale eyelids and
3.6% had pale fingernails. Among 7-13 year
old children who were examined for goiter,
2% had grade 1 goitre.

The study concluded that although the refu-
gees were able to procure some non-ration foods
by foraging, planting trees and vegetables,
raising animals and purchasing and exchanging
ration foods for other items, the quantity and
quality of these foods were not sufficient to
compensate for the nutrients that were low or
lacking in the ration. This contributed to a high
prevalence of underweight and stunting. The
pattern of stunting in children under 18 years
reflects the long-term insufficiency of essential

nutrients necessary for optimal skeletal develop-
ment

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...
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Arecent study set out to determine how the
BBC ration is used, the ability of households to
supplement the food basket, and the nutritional
status of the refugees. The study was meant to
provide information to assist BBC and other
organisations in identifying appropriate
amounts and types of food for long-term refugee
situations.

The site for the study was Mae La Camp in
Tak province on the northern border between
Thailand and Burma. The camp has been in exis-
tence since 1995 and is home to close to 40,000
refugees. Space and water are very limited
within the confines of the camp. Some residents
find day labour in neighbouring farms, although
the movement of refugees in and out of the camp
is increasingly restricted by Thai border officials.
Households established for one or more years
with children under 15 years of age were
sampled. A questionnaire was used to determine

AndéuPohildren under five, one-third (33.7%)
ofere underweight, 36.4% were stunted and
BP¥swere wasted. This compared
unfavourably with Thai children under five
from a reported NCHS survey in 1996 where
just under one-fifth (18.6%) were under
weight, 16% stunted and 5.9% wasted.

Among older children, 41.2% of those aged
5-9.9 years, 31.5% of those aged 10-13.9 years
and 19.9% of those aged 14-17.9 years were
underweight. Over half (61.6%) of those aged
5-9.9 years, 51.6% of those aged 10-13.9 years
and 51.5% of those aged 14-17.9 years were
stunted.

Among a sample of 345 adults, 18.8% were
thin (Body Mass Index (BMI) 18.5-19.9) and
7.2% were very thin (BMI < 18.5).

Examination for clinical signs of micro-
nutrient deficiency found that among
children up to 13 years, none had Bitots
spots, 5% had active angular stomatitis

Page 2 of 3

ahildren aged 2-5 years was two to three times
Bighteththan that among children under the age of
6. This might be explained by the excellent
Fatés of breastfeeding in the postpartum period,
9 that infants have a steady supply of essential
BERgs
among

In response to these findings, the BBC is consi-
dering implementing a series of options to
address the high proportion of carbohydrate and
low proportion of animal protein and fat in the
diet, as well as to improve the micronutrient
balance in the diet. The options include imple-
menting a comprehensive plan to support
gardens and animal husbandry, fortifying or
providing fortified foods in the food basket, and
initiating nutrition education via existing
community health workers and teachers.

' Banjong O et al (2003). Dietary assessment of refugees
living in camps: A case study of Mae La Camp, Thailand.
Food and Nutrition Bulletin, vol 24, no 4, pp 360-367

inc deficiency is one of several trace
element deficiencies that may play a
pivotal role in the development of
Protein Energy Malnutrition (PEM). A
number of indicators can be used to identify
geographical areas where zinc deficiency may be
a problem:
Staple foods are high in phytate and/or low
in zinc and/or high in calcium
The consumption of zinc dense foods
(particularly meat) is low
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children < 5 years of age)
There is a heavy burden of infectious disease
There is a high prevalence of iron deficiency
Many of these indicators can be found in
Lesotho. Consequently, the aim of a recent study
was to examine the impact of zinc supplementa-
tion in the management of children with PEM,
aged 6 months to 5 years, in Lesotho.

In a randomised controlled double blind clini-
cal trial, supplementation with 10 mg of elemen-
tal zinc as zinc sulphate was evaluated in the
management of PEM. A total of 300 Basotho chil-
dren aged 6-60 months (150 children in each
group) admitted to the Queen Elizabeth 11
hospital, Maseru, Lesotho were included in the
study. Supplementation and follow up were
conducted for three months post-discharge from
the hospital.

Mortality during hospitalisation was signifi-
cantly lower in the zinc supplemented group
(4.7%)

months follow up. In the zinc supplemented
group, 58 percent of the children were above the
80th percentile of expected weight-for-age three
months after discharge, compared with 27.6% in
the control group. Dietary zinc supplementation
resulted in a significant reduction in diarrhoeal
disease, respiratory morbidity, and episodes of
clinical anaemia, skin infections and fever, as
well as vomiting, in children with PEM. These
findings suggest that interventions to improve
zinc intake in their management may be of bene-
fit to Basotho children in Lesotho with PEM.

The authors of the study conclude that
although zinc deficiency may not be a feature of
malnutrition on presentation, failure to provide
sufficient zinc may well delay convalescence and
even limit the rate of growth in these children.

Makonnen B, Venter A and Joubert G (2003), A randomi-
sed controlled study of the impact of dietary zinc supple-

mantatinn
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recent study set out to test the hypo-

thesis that the rate of carbon dioxide

production is less in marasmic chil-

dren with acute infection when
compared to well-nourished children, but grea-
ter when compared to uninfected marasmic chil-
dren. The study took place at Queen Elizabeth
Central hospital, in Blantyre, Malawi. Using a
stable isotope tracer dilution method, rates of
carbon dioxide production were measured in
children aged 12-60 months while receiving
feeding. Results from 56 children were compa-
red, 28 with marasmus and acute infection, 16
with marasmus, and 12 well nourished with
acute infection. Those with acute infection had
malaria, pneumonia or sepsis.

Well nourished children with acute infection
produced more carbon dioxide than marasmic
children. However, the rate of carbon dioxide
production in marasmic children with acute

infection was not greater than in uninfected chil-
dren. The observed rate of carbon dioxide
production was greater than that which could be
produced from the dietary intake alone.

The study concluded that marasmic children
do not increase energy expenditure in response
to acute infection, as well nourished children do.
The data suggest that children with protein-
energy malnutrition and acute infection expend
less energy, largely due to a lower body tempe-
rature and the absence of fever. Although not
raising body temperature in response to acute
infection conserves scarce nutrients, it also deter-
mines that the immunological benefits of fever
are not realised. Fever activates cellular immu-
nity, stimulates the acute phase response, enhan-
ces iron sequestration and is associated with
better survival. The clearance of the malaria
parasite is also accelerated by fever.

Dietary energy intake in the 44 marasmic chil-
dren studied was 350 kj/kg/day (84 kcal/kg/d),
the level recommended for malnourished chil-

dren from experience in treating malnourished
children in Jamaica. The data from the rate of
carbon dioxide production suggests that to
match energy expenditure, intake should have
been increased by 25% to about 440 ki/kg/day
(105 keal/kg.d), when the thermic effect of food
is considered. Current standard recommenda-
tions are that during the initial phase of treat-
ment, severely malnourished children should
receive 336-420 kj/kg/day (80-100 kcal/kg/d).
Further research is needed to determine whether
increased dietary energy improves the response
to acute infection, and whether these children
might be better served by increasing their dietary
intake.

' Manary, M et al (2004). Carbon dioxide production during
acute infection in malnourished Malawian children.
European Journal of Clinical Nutrition, vol 58, pp 116-120

HIV/AIDS and
Humanitarian

Action e

influences outcomes in an emergency has been
described as new variant famine.

The report asserts that the argument that
HIV/AIDS significantly contributed to the
southern Africa crisis came about gradually, but
may have been over-emphasised and that other
equally or more important factors risked being

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

modalities, development modalities and of the
links and interaction between humanitarian aid
and development actors. The report finds a
range of practical questions and challenges
around programming of humanitarian aid in the
context of an HIV/AIDS epidemic (see box).
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Summary of -
published report*

he Humanitarian Policy Group (HPG)
have just published a report which
examines the implications of HIV/AIDS
for understanding crisis and the role of
humanitarian aid. It focuses on the humanitarian
response in southern Africa in 2002 and 2003.

In reviewing the literature, the report sets out
how the disease has clear negative impacts on
food security at household level and that these
impacts are complex, wide-ranging and gender-
specific. In particular, it highlights that:

HIV/AIDS is one of many factors contribu-
ting to underlying vulnerability

HIV/AIDS creates particular types of vulne-
rabilities, through affecting predominantly
prime-age adults, clustering in houscholds, is
gender specific, and through interacting with
malnutrition

HIV/AIDS undermines the ways in which
people have traditionally coped with famine

HIV/AIDS may increase mortality in
famines, as people with AIDS will be less
ableto cope with reduced food intake and
additional disease burdens

Issues associated with crisis may add to the
risks of transmission of HIV/AIDS and
contribute to the spread of the epidemic.

However, it is also argued that original rese-
arch is limited, tending to focus on agriculture
and there is little information about the scale of
the impact of HIV/AIDS on food security at
national and regional levels. The report stresses
the importance of understanding how the
impact of HIV/AIDS interacts with other
factors, such as drought and conflict, to create
acute humanitarian crises. All these factors must
be considered when
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neglected. There has been concern on the part of
certain donors and NGOs about how HIV/AIDS
is being used to justify a need for continued
humanitarian aid in some countries, and there
has been scepticism about the underlying empi-
rical evidence of the links between HIV/AIDS
and food insecurity. The level of current data
means that the scale and severity of HIV/AIDS
contribution to both acute and chronic food inse-
curity is simply unknown.

Considering the numbers affected and dying
with HIV/AIDS in sub-Saharan Africa, the
authors consider HIV/AIDS a humanitarian
problem and a long-term crisis, which requires
both a humanitarian response to suffering and a
long-term perspective. They raise a number of
challenges in responding to this situation:

i) Considering HIV/AIDS as a health crisis in
its own right, in terms of massive and
increasing levels of mortality and morbidity
over a period of decades, requires a long-
term response encompassing prevention,
care,treatment and mitigation.

ii) Increasing underlying vulnerability,
HIV/AIDS adds to the impact of other
shocks, triggering acute crises more easily
and complicating recovery.

iii) HIV/AIDS, as one of many contributory
factors to long-term and chronic food
insecurity, poverty and destitution, adds to
the existing need for safety nets and long-
term welfare, as part of the overall response
to poverty.

The report author acknowledges that these
are not new challenges and there is a danger of
AIDS exceptionalism, privileging AIDS over
other diseases in health systems or focusing
unduly on the impact of AIDS in food security
programmes. It is further argued that the overall
response to HIV/AIDS needs to take place over
decades, and requires a rethinking of relief
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Incorporate analysis of HIV/AIDS and
livelihoods impact into early warning
systems and assessments

Emerging types of vulnerability due to
HIV/AIDS should be considered in
assessment (e.g. widows, elderly,
orphans) and targeting (e.g. urban
and peri-urban areas)

Targeting and the delivery of aid must
be sensitive to the possibility of AIDS-
related stigma and discrimination

The HIV/AIDS epidemic reinforces the
existing need for humanitarian
programmes to be gender-sensitive

Emergency interventions must aim to
ensure that they do not increase
peoples susceptibility to infection with
HIV/AIDS

Food aid in the context of HIV/AIDS
should review ration sizes and types of
food, and assess delivery and distribu-
tion mechanisms in the light of
HIV/AIDS related vulnerabilities, such
as illness, reduced labour and increased
caring burdens

Labour intensive public works program-
mes should consider the needs of
Bbour constrained households, the
elderly and the chronically ill

HIV/AIDS reinforces the need for
health issues to be considered as part
of a humanitarian response

Support to agricultural production
(including seed distribution) should
recognise adaptations that people are
making in response to HIV/AIDS

The author reiterates that humanitarian relief
should remain focused on saving lives and alle-
viating suffering in response to acute crises.
However, in the context of a HIV/AIDS epide-
mic, HIV/AIDS issues need to be mainstreamed

' A transcript of the meeting and the published report

by aid ies, both internally in terms of trai-
ning and organisational policies, and externally
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n paediatric AIDS, nutritional status seems to
be of greater prognostic value than any parti-
cular opportunistic infection '. A number of
studies conducted amongst HIV infected chil-
dren in South Africa have found underweight
prevalence figures of 25-30%, and figures of 55-
60% for stunting  **. These are much higher than the
average percentages in a national survey conduc-
ted on children below 6 years of age, which indi-
cated that 10% were underweight and 23% stun-
ted .

In the Eastern Cape, where the prevalence of
poverty, TB and HIV is amongst the highest in
South Africa, a recent study set out to determine
the impact of risk factors on the prevalence of
malnutrition amongst HIV infected children. It
was hoped that such information would assist
decision makers in the formulation of optimal
nutrition strategies to limit the impact of
HIV/AIDS on the health of children.

The study took place at the immunology
(outpatient) clinic at Livingstone Hospital, in the
Eastern Cape, South Africa, between June and
August 2003.0ne hundred and two HIV infected
children, between the ages of 18 and 72 months,
were included in the study. The children were on
a standard regimen, receiving antibiotic (co-trimo-
xazole) prophylaxis, treatment of opportunistic
infections, therapeutic dosages of Vitamin A every
four to six months and a daily multivitamin
supplement. None of the children received antire-
troviral treatment, as such treatment did not form
part of the governments protocol for treatment at
the time of the study. The study was undertaken
with the informed and written consent from each
subjects parent/caretaker.

Socio

Food intake 2

Retrospective data on food intake, summarised
in table 1, showed that only 28 (27%) of the chil-
dren were exclusively breastfeeding at six weeks
of age, while 28 children (27%) were formula fed
and 37 children (36%) had received a combination
of breast milk and other feeds (mixed-feeding). A
history of mixed-feeding in infants below 12
months of age was associated with significantly
worse mean WAZ scores, than the other feeding
options.

Food insecurity was reported by 39 (38%) of
the childrens carers interviewed. No significant
differences in the mean WAZ scores was demons-
trated between the food secure and food insecure
groups. However, classification of symptomatic
HIV and the presence of TB signs were associated
with a significantly lower WAZ,

The vast majority of the children (99%, n=100)
had received multivitamin supplementation since
birth. However, their nutritional status, and espe-
cially the mean WAZ scores, were worse than data
published from other studies on HIV infected pre-
school children in other parts of the country.

Data on the use of alternative complementary
therapies indicated that 20 to 30 percent of the
sample received products like garlic, lemon and
the African Potato (Hypoxix). No significant diffe-
rence in the mean WAZ scores was found between
the groups making use of such products and those
who were not.

Indices of morbidity

Nearly half (43%) of the children were catego-
rised by the paediatrician as HIV symptomatic,
while twenty seven children (26%) either were on

TB treatment or presented with signs of TB on the
Aav
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By Liana Steenkamp, Dr Jill von der
Marwitz, and Charlene Giovanelli

Liana Steenkamp is a nutritionist currently based
at the HIV/AIDS Centre, University of Port
Elizabeth and since 2001, has been involved in HIV
related research and training. She previously spent
10 years working in various nutrition sectors of the
Department of Health.

Dr Jill von der Marwitz is Co-ordinator at the
HIV/AIDS Centre, Faculty of Health Sciences,
University of Port Elizabeth, Port Elizabeth, South
Africa.

Charlene Giovanelli is a dietitian currently based at
Livingstone hospital, Port Elizabeth.

The contribution of M Minnaar, Sr Oliphant and Dr
MAI Khan in carrying out this study is gratefully
acknowledged.

collected by trained, registered dietitians, assisted

by Fhen necessary. This included

anﬂ%%{xime!rfc measurements of height and
ptiitional .

weighi, mid upper arm circumference (MUAC)

andytgigeps skinfold thickness.

Clinical assessment data, to determine the indi-
ces of morbidity, were collated with the assistance
of registered health care professionals, which
included a paediatrician and a registered nurse.

Findings
Nutritional status

The children in the sample (mean age 40.7
months) had a mean weight-for-age Z-score
(WAZ) of 1.96 (SD=1.57), a mean height-for-age
Z-score (HAZ) of 2.48 (SD=1.6) and a mean
weight-for-height Z-score (WHZ) of 0.66
(SD=1.53). Although half (50.9%) of the children
were underweight (WAZ < -2) and 58.8% were
stunted (HAZ < -2), only 21.5% had a WHZ below
2. Eight children (7.8%) were severely malnouris-
hed (WHZ <-3). Twelve subjects (11.7%) had a
MUAC below the cut-off value of 12.5 cm.

Page 2 of 3

uay
Qﬂore)gia, nausea, vomiting, sore mouth or
HGUBE was reported in sixty-nine children

e%‘é;bgvfpile 38 children (37%) suffered from chro-
papdiarrhoea. Both decreased food intake and
ahegnic diarrhoea were significantly associated
hith a poorer mean WAZ score (p<0.05). The
tample suffering from chronic diarrhoea had a
significantly lower WHZ score than those without
(p<0.01).

Discussion

At many primary health care services and at
dedicated HIV clinics, weight is the only recorded
measurement obtained from HIV+ children. The
high prevalence of stunting, as demonstrated in
this study, suggests that many children may be
adapting to a chronic state of illness.

Nutrition intervention in the form of macronu-
trient food supplementation, only takes place in
those children who clinically appear to be severely
malnourished. The stunting in the majority of the
sample may create the false perception with most
health professionals that the childrens nutritional

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_0
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*Significant difference to the 95% confidence interval
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Skin lesions in a HIV positive child with
malnutrition

Skin lesions in a HIV positive child
without malnutrition

status is acceptable. A large group which is
vulnerable with low WAZ scores, but relati-
vely good WHZ scores, may therefore be
missed. The study indicates that in the
absence of comprehensive nutrition assess-
ment, simple markers, like the presence of
chronic diarrhoea and loss of appetite, can
be used to refer these patients for a more

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_0

Taking forward research on

adult malnutrition

Summary of ongoing research
By Laura Wyness, Researcher,
University of Aberdeen, UK

dult malnutrition was initially put on the

agenda of the United Nations Standing

Committee on Nutrition (UNSCN)

Wor king Group on Nutrition in
Emergencies meeting in April 1999. The current posi-
tion of research in this area is that there is no consen-
sus on standards or indices to assess malnutrition in
adults in complex emergencies. At the UNSCN
meeting in 2001, research priorities, identifying steps
to improve the assessment of adult malnutrition,
were agreed. Since then, the thematic group on adult
malnutrition within the working group has becoming
increasingly active. Work is now being taken forward
through a unique academic NGO (non-governmen-
tal organisation) partnership, inter-linked by PREN
(Partners for Research in Emergency Nutrition), a
recently established collaborative research group at
the University of Aberdeen, (figure 1).

‘Wo rking in partnership with NGOs, bilateral and
global organisations, PREN aims to carry out much
needed epidemiological and evidence-based practice
research, driven by questions from the field, within
the area of malnutrition in complex emergencies. A
Memorandum of Understanding (MoU) has been
developed to provide assurance to all members invol-
ved in the project on issues such as data ownership,
publication, confidentiality and management of the
arrangement.

Page 1 of 3

Research

Aims

The aims and objectives of the project were defi-
ned over several months through discussions betwe-
en PREN and the HSAG. The main aims of the project
are first, to carry out a robust, standardised
Systematic Critical Literature Review (SCLR), to
explore the indicators of nutritional status available
to assess severe adult malnutrition. Secondly, to deve-
lop techniques for assessing routine, retrospective
field data on severe adult malnutrition that has been
collected by different NGOs. This form of data is
being used, as it will include a broad range of
contexts and populations. This work will help achie-
ve the third aim to develop a model to aid the assess-
ment of severe malnutrition in adults during complex
emergencies.

Literature

The SCLR will search for, quality assess and
summarise the evidence identified in the published
and unpublished literature on methods currently
used, and methods that could be used, to assess the
nutritional status of adults during a complex emer-
gency. The methods of nutritional assessment may
include anthropometric and functional indications,
clinical signs, and contextual or situation indicators.

Initial Survey
In the initial stages of this project, a survey was
conducted to investigate the type of data collected by
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detailed nutritional screening to determine
whether they qualify for nutrition interven-
tion in the form of supplementation.

Education forms the cornerstone of
preventative therapy and it is vitally impor-
tant that parents/caretakers receive
comprehensive and accurate information.
Patients seen by the health care providers
must be given health education at antenatal
clinics regarding infant feeding and the
dangers of early mixed feeding, especially if
infants are HIV positive. Alternative reme-
dies are currently aggressively being
promoted in the popular media in preferen-
ce to sound nutrition practices, which is
contributing to a great deal of uncertainty
amongst health care workers about alterna-
tive complementary therapies. This study
indicated no nutritional benefits are derived
from such practices. Nutritional manage-
ment of disease complications, in particular
diarrhoea and anorexia need to be addres-
sed, as these variables indicated a signifi-
cant relationship with malnutrition and
wasting.

For further information, contact: Liana
Steenkamp, HIV/AIDS Centre, Faculty of
Health Sciences, University of Port
Elizabeth, PO Box 1600, Port Elizabeth,
6000, South Africa.

Email: lianast@iafrica.com

Sun WY, Sangweni B. Rationale for Nutrition
Support of Children with HIV/AIDS from
Socioeconomically Disadvantaged Families.
Journal of Applied Nutrition. 1997; 49: 88 93.

* Hussey, G and Eley, B. Nutritional management
of Measles and HIV infection in children,

1126 1136, Encyclopaedia of Human Nutrition,
1998, Academic Press, London.

° Eley B, Sive A, Abelse L et al. Growth and
micronutrient disturbances in stable, HIV-infected
children in Cape Town. Annals of Tropical
Paediatrics 2002; 22: 19 23.

* South African Vitamin A Consultative Group
(SAVACG). Anthropometric, vitamin A, iron and
immunization coverage status in children aged

6 71 months in South Africa, 1994. South
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NGOs,

tha and the format of the data. A total of 27 NGOs
WOReBtacted and asked to complete a questionnai-
experienced . .
ggh%le‘sponse rate 60%). The findings from this survey
m{g&ﬁg to inform the planning of the project.
thlsThe current stage of the project is to request routi-
ne retrospective field data on severe adult malnutri-
tion from NGOs. To facilitate the preparation of the
data for analysis, data from a few NGOs will be
initially requested, with other NGOs being contacted
as required. The data initially requested will consist
of databases of Therapeutic Feeding Programmes
(TFPs) and nutritional surveys (on database and
hardcopy, if available). Context variables will be
sought from Food Security Reports and Head of
Mission Reports.

Data Analysis

Descriptive statistics of each NGOs dataset will be
carried out and findings reported back to that parti-
cular NGO. Analysis of the data will be carried out at
two levels. The specific questions that the data will
be used to address are shown in table 1.

Do context factors k of severe malnut an adult population,
taking different levels of anthropometric measures as the dependent variable

Are the associations found at the population survey level also seen at the TFP population
level, (i.e. what context factors characterise the situation in a TFP with significant numbers
of severely malnourished adults).

This exciting partnership work has For further information contact: Laura Wyness,
enabled research on severe adult malnutri- PREN Researcher (l.wyness@abdn.ac.uk) and
tion to be actively taken forward. Dr Jane Knight, PREN Project Leader, (PREN@abdn.ac.uk)

Completion of this project is planned around
the end of 2005. The project group will

anciira

University of Aberdeen, Department of Public Health,
Medical School, Polwarth Building, Foresterhill,
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Potential of Using QBmix to Prevent
Micronutrient Deficiencies in
& Emergencies

Household survey on how QBmix is used

The contributions of Sandra Simons (medical coordinator,

- Angola), Ann Verwulgen (field coordinator, Kuito), Dr. Paulina
(557 S DEEOR e, e Semedo (Coordinator of the National Nutrition Programme) and
Evelyn Depoortere is currently a medical epidemiolo- S(I)pgledBaquet (Nutrition Advisor, MSF-B) are gratefully ackno-
gist for Epicentre. Previously she worked on several wiedged.
MSF missions, including Southern Sudan during the Thanks to the MSF team of interviewers in Kuito, namely Aldino
1998 famine. Gilles, Amelia Vita, Azevedo Antunes, Custodio Albano, Daniel

Alfonso, Isabel Domingas, Manuel da Saudade, Maria do Ceu,

Ventura Sozinho, and Veronica da Costa. Also, the assistance of
Me
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Provincial

supervisor

for This article describes an assessment by MSF of using a micronu-

NUbFéRRich food product, OBmix, in Angola and outlines possible

N strategies for the future in preventing micronutrient deficiency
outbreaks in emergency affected populations ' .

ince the 1990s, Mdecins Sans Frontires-Belgium (MSF-B)

have worked in Kuito, Angola, as well as in several IDP

(internally displaced person) camps around Kuito town.

One of these camps, Kaluapanda, was established in March
2002 and has an estimated population of 4,400 people. During this
period, MSF have been involved in a number of large scale emer-
gencies in Kuito. However over the past year (2003), the situation
has become much more stable, with the displaced population
beginning to return home. The current MSF programme focuses
on treatment of malaria and TB. MSF have also been implemen-
ting a pellagra treatment programme, which at the time of the
study described in this article, was receiving 20-30 new patients
every week. Most of those in this treatment programme were
living in the city.

Between June 1999 and November 2002, there were four
outbreaks of pellagra in Kuito town 2, A total of 3859 cases were
recorded during this period. During the first two outbreaks in
1999, the displaced population was the main group affected, with
an attack rate of 4.7 per 1000 population. During the latter two
outbreaks (2001 and 2002), it was the resident population who
were most affected, with attack rates of 7.1 (in 2001) and 5.5 (in
2002) per 1000 population. In all outbreaks, women aged 15 years
and older were the largest affected group.

Strategies to deal with micronutrient deficiency disease outbre-
aks like these, include food fortification, dietary diversification
and supplementation (see box 1). However, these strategies all
have inherent difficulties. For example, fortification requires that

* Micronutrient supply in emergencies. Logistic feasibility and population accep-
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all people vulnerable to deficiency consume the
food vehicle, while the use of supplement
tablets or capsules may place a considerable
strain on an already overworked local health
system.

The recent development of QBmix °, a mineral

and vitamin rich condiment, offers an alternative
to the above strategies (see box 2). In order to
assess the feasibility and acceptability of using
QBmix in an emergency-affected and food aid
dependent population, MSF-B and Epicentre
collaborated with the Nutrition Department in
the Ministry of Health to test the product out in
Angola. Specific objectives of the study were to

compare the overall cost involved of using
Corn Soya Blend (CSB) and QBmix

describe advantages and difficulties related
to introduction and use of QBmix

describe the populations perception and
acceptance

make recommendations to MSF regarding
the integration of QBmix in their future
response to nutritional emergencies.

Study design

Two different groups were sampled for the
study. The first group consisted of pellagra
patients admitted in the MSF treatment
programme, while the second group targeted
recently displaced families dependent on exter-
nal food aid, and therefore at risk of micro-
nutrient deficiency disease.

As the two target populations were different,
they were treated as independent samples.
Overall, 116 of the 168 pellagra patients who had
received QBmix, and a random selection of 233
displaced families in Kaluapanda, were intervie-
wed

Acceptability of QBmix was assessed through
a questionnaire administered during a popula-
tion survey and was expressed as the proportion
of families that used the

sed included confirmation that families received
QBmix, verification of how it was used, whether
it was accepted by the family, and what was the
perceived usefulness of the product.

Feasibility was based on estimating the
micronutrient needs of 1000 people for 30 days
and the weight, volume and transport costs
compared to CSB. Caloric value (which is rele-
vant for CSB but not QBmix) was not conside-
red.

Accept ability and feasibility of using
QBmix

Both groups, in general, reacted positively
and liked QBmix (see table 1). The large majority
used it correctly, adding it only after cooking,
and using the screw top as a measure. Five pella-
gra patients (4%) (but no displaced families) said
it tasted too salty, while seven (6%) said it made

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...
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0.42 euro

ced families (5.2%, n=12) said they would
not be prepared to buy it on the market, and
various reasons were given for this (also
table 1). Only one family did not use the
QBmix at all because they did not like it.

All pellagra patients and displaced fami-
lies considered QBmix to be good for health.
Between 15% (patients) and 27% (displaced)
said they did not add salt to a meal with
QBmix.

Table 2 shows a comparison, in volume
and cost, between CSB and QBmix. In order
to meet micronutrient needs for a food aid

* QBmix is a registered trademark and is part of a
range of products patented by IRD/Nutriset
* The World Food Programme (WFP) policy dictates

13/11/2011



pg 0013 Page 3 of 3

< . ol - . : them that
hmlﬂt mmallytﬂl@llntewlewers Were trained to fhelnellas . 12.9%. n=15 d displ. fuifiedions completely dependent upon food aid and,
administer the questionnaire. Questions addres- e p"il agra patients (12.9%, n=15) and displa- Garefore, at risk of micronutrient deficiency disease
unwel
o e e ST = = ot o e e o "
sick (€sB) 13
. is
A provided
small for
proportion
of

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg 0... 13/11/2011



pg 0014 Page 1 of 3

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

._lii_eld Article

e e e o

dependent population, 60 100g/person/day of
CSB are needed compared to 1.5g of
QBmix/person/day. Thus for the equivalent
micronutrient supply for 1000 people for 30
days, 40-66 times the weight of CSB is needed
compared to QBmix. CSB needs to be transpor-
ted by ship, which takes about 3 weeks to arrive
in Luanda and 2-3 weeks for custom clearance.

For QBmix, transport can be by plane (and there-

fore quicker) or ship.

Storage conditions for CSB and
QBmix are similar, both needing
dry conditions. CSB comes in plas-
tic bags of 25 kg, while QBmix
comes in aluminium sachets of
210g (70 sachets in 1 carton box).
QBmix must be stored below 30
Centigrade. The shelf life for CSB is
between 6-18 months but vitamin
content declines over time. Shelf
life for QBmix is at least 12 months,
during which time the micronu-
trient content remains stable

As required quantities of CSB
are much greater, there is a time
element involved in setting up
appropriate distribution systems,
whereas sachets of QBmix can be
given out quickly. However, given
its unfamiliarity, it does take time
to explain why and how to use
QBmix. For beneficiaries, it is
obviously easier to take home a
few sachets compared to a 9-15 kg
bag.

Discussion

needed to explain the role and use of the
product.

The results of this study cannot be generali-
sed or extrapolated to other situations. For
example, in Afghanistan, mothers in a therapeu-
tic feeding centre did not like an earlier version
of the product. A standardised questionnaire has
limitations, e.g. it may not capture all the infor-
mation available from respondents.
Furthermore, recipients were in a position of

Strategies for the future

In Angola, the need for QBmix has become
less relevant, as fortified maize is scheduled for
distribution and the situation is increasingly
stable, with more people having access to a
diversified diet. In other situations where MSF
intervenes, QBmix and/or other products now
on the market such as Topnutri-Fam , a nutrient
concentrate that comes in the form of powder,
may be more appropriate, and clear operational
indications have now been defined. Even though
these products are not the solution,
they do provide one possible tool to
prevent micronutrient deficiencies
where there are no other sources of
vitamins or minerals.

In large-scale emergencies, when
the general ration programme is
erratic, or unbalanced in terms of
micronutrients, ready-to-use micro-
nutrient supplementation products
should systematically be distributed
to vulnerable populations. This type
of supplement can also be used in
other situations. For example, for
hospitalised patients, patients in TB
or HIV treatment programmes, or in
a prison setting, where the product
could be systematically added to
prepared meals 2 or 3 times per
week. Although medical humanita-
rian agencies may not be directly
involved in the distribution of gene-
ral food rations, they do have a role
in ensuring people have an adequate
supply of micronutrients. Activities
for such agencies could, therefore,
involve lobbying for the use of this
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Nearly
foundlit easy to use, liked the taste
and s@Bihand would like to have
morere€iignsslable in the future.
Moreover, they would be ready to
buy the product on the market if it
were available. The majority of
sachets were empty and many
people spontaneously asked to
receive more. Also, experience has shown that
people in sub-saharan African like salty tastes,
e.g. QBmix has been used to prepare meals in a
prison in the Ivory coast after an outbreak of
beriberi and was well accepted.

Compared to CSB, the volume and weight
needed is considerably less for QBmix, leading
to lower international and national transport
costs. However, CSB also provides calories
(380kcals per 100g) and people are familiar with
it. In contrast, QBmix has few calories and
people are unfamiliar with it, so resources are

dependence on food aid so they may have not

felt free to say what they really thought. They

may have been afraid of being excluded from

food distribution and felt that if they said what
was expected, this would ensure they received
the product again,

In the pellagra group, interviews were not
necessarily conducted with those who prepared
the meal. It was the patient who received the
QBmix who was interviewed, so that the infor-
mation was second hand.

Page 2 of 3

torm

bn with those agencies resourcing
anidfonitipdementing nutritional
SHRPIMEDHS, and social marketing
i order to promote and explain the
use of this type of product.

When introducing this type of new
product onto the market, clear and
adapted information should be given to the
target population. For example, specifically for
QBmix, key information to give at the time of
distribution should include the following practi-
cal messages:

the mix contains vitamins and minerals
essential for health

use one screw top per person

use every day if possible, but 2-3 times per
week is sufficient

salt can be added if desired

the mix should be added to the meal after
cooking.

In order that the recipient population fully
comprehend the role and significance of a
product like QBmix, reference persons from the
community should be appointed who can be
referred to at all times.

In conclusion, new products are now availa-
ble on the market, which should facilitate the
prevention of micronutrient deficiencies in food
aid-dependent populations in emergencies. Aid
agencies should be aware of the existence of
these products and be ready to use them when
indicated.

For further information, contact: Evelyn
Depoortere, Epicentre, p/a MSF-Belgium,
Duprstraat 94, 1090 Brussels, Belgium. Email :
evelyn.depoortere@brussels.msf.org
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he Feinstein International Famine Centre Course fees are $3,800 per person and inclu-
at Tufts University is presenting a two de airport transfers to/from hotel, tuition,
week intensive course for humanitarian room, breakfast, lunch, and course materials,
programme managers focusing on nutri- but exclude airfare, dinners, laundry, telecom-
tion, public health and community-based animal munication or other personal expenses.
health interventions in complex emergencies. In
addition, specialists in gender, refugees, humani- Applications can be obtained and submitted to:
tarian law, rights and principles, and livelihoods Saving Lives & Livelihoods Course, Feinstein
will offer in-depth sessions. International Famine Centre, 126 Curtis Street,
Medford, MA 02155 USA
Entitled Managing Fundamental Interventions Tel: 1-617-627-3423, fax: 1-617-627-3428, email:
in Complex Emergencies, A Course For Managers estrella.alves@tufts.edu
Of Refugee And Relief Operations, the course is http://www.famine.tufts.edu

being held at the Crowne Plaza in Montreal,
Quebec, Canada, August 22 - September 4, 2004

‘ x 7 . Given the recent debate and rapidly evolving developments in the mana-
HO/ TALC materlals On the gement of severe malnutrition, knowledge of current guidelines and trai-
ning materials and how to access them is essential for field workers. A

Management Of S eVere listing of recent materials on the management of severe malnutrition, distri-

buted by WHO and TALC, is being included in this issue along with details

M alnutrition on pricing, language and contact addresses.

Item Date Title Type material Authors Description Distributor
Approximate price
Language**
11999 Management of Manual 60 pages. Internationally agreed guidelines on the manage- NHD/WHO
severe malnutrition: ~ WHO ment of severe malnutrition in young children (and US$20.70 or
a manual for briefly in adults and adolescents) for health staff SwFr 23.00 (16.10)* Eng,
physicians and other working at central and district level. Fre, Span, Port
senior health
workers
2 2000 Management of the Manual with 20-page IMCI guidelines for senior health staff responsible CAH/WHO
child with a serious chapter Severe for the care of young children at the first referral SwFr 15.00 (10.50)*
infection or severe Malnutrition + appendi- level in developing countries Eng, Fre, Rus

e L AL,
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WHO/FCH/CAH/00.1
3 2000 Treatment of
severely
malnourished childr en

4 Improving the
management of
severe malnutrition

5 2002 Training course on
the management of

severe malnutrition

6 Caring for severely
malnourished
children

7 2003

CD-ROM.
TALC

Caring for severely
malnourished
children

820 lines for the
inpatient treatment
of severely
malnourished children

Abbreviations, Addresses and Websites

CAH - Child and Adolescent Health and
Development, WHO, 1211 Geneva 27,
Switzerland. Fax: +41 22 791 4857,
email: cah@who.int,
http://www.who.int/child-adolescent-
health/publications/pubIMCLhtm.

IMCI - Integrated management of childhood
illness

LSHTM - London School of Hygiene and
Tropical Medicine, Nutrition and Public
Health Intervention Research Unit, Keppel
Street, London WCIE 7HT, UK.

Fax: +44 207 958 8111,
email: ann.hill@Ishtm.ac.uk,

httn: /e lohtm an vl fnnhin
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Training guides and 7
modules with support
material including a video.
WHO/NHD/02.04 WHO

Slides + notes for
facilitator.
Schofield/Ashworth/ Burgess

Set of 24 teaching/learning slides for staff in
health centres, hospitals and emergency feeding
programmes.

Trainers Guide for those running training works-
hops. It tells how to plan a workshop and contains
course materials, handouts and transparencies
that participants can use to train their own staff,
especially nurses. Clinical setting not required.

Instructor and Participant Guides (with exercises
and photos) for 3-day orientation course for
instructors and 6-day training course for senior
health workers

Based on items 1, 2 and 4 and written for nurses
and other health professionals working in resour-
ce-poor settings. Sets out the 10 steps and briefly
explains the rationale for each one. Includes how

Page 2 of 3

TALC
From 5.50 +pp Eng

NHD/WHO
Eng, Span
(Fre/Port under prep.)

to involve mothers in care.

Contains items 3, 4, 6 and a list of related TALC

websites.

rial for item 5.

Switzerland. Fax: +41 22 791 4156, email:
khanums@who.int,
http://www.who.int/nut/publications.htm
pp - post and packing
TALC -Teaching-aids At Low Cost,
PO Box 49, St Albans AL1 5TX, UK.

Fax: +44 1727 846852, email: info@talcuk.org,

http//:www.talcuk.org
UWC - University of Western Cape, School
of Public Health, Private Bag X17, Bellville
7535 Cape, South Africa.
Fax: +27 21 959 2872,
email: tpuoane@uwec.ac.za or
dsanders@uwc.ac.za,
http:// www.soph.uwc.ac.za
‘WHO - World Health Organisation;

N nilenbionn

Practical 10-step treatment guidelines similar to
the malnutrition section of item 2. Support mate-

4.50 +pp (includes hard
copy of item 6 CD-ROM 15
not sold separately) Eng

Additional materials are also available from
several other organisations. Relating to infant
feeding in emergencies, Module 1, Infant
Feeding in Emergencies for emergency relief
staff, is available and accessible online or in
print form from ENN. An online version of
Module 2, Infant Feeding in Emergencies, for
health and nutrition workers, will soon be avai-
lable from ENN, and will include a section on
managing severely malnourished infants aged
under 6 months. ENN has also recently publis-
hed an interagency workshop report,
Community based approaches to managing
severe malnutrition.

For further details, email: office@ennonline.net,
or see online at http://www.ennonline.net.
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LILLP.L/ /W W WIS LU AU UK/ LI U IVIATKEUng
NHD - Nutrition for Health and &witzerland. Fax: +41 22 791 4857, email: publi-
Development, WHO, 1211 Geneva 27, Emmn@;wlm‘unt http://bookorders.who.int
--------------------------------------------------------------------------------------
Geneva 15
27,
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Nutrition in
emergencies
working group,
SCN 2004

@

[T S =

Standing Commitiae an Mulrilicn

t the 31st Standing Committee on
Nutrition (SCN) session held recently
in New York (21-25 March, 2004),
progress of the Nutrition in
Emergencies Working Group (NEWG) was
reviewed. Chaired by Saskia van der Kam
(Mdecins Sans Frontires), work was presented
in six subject areas (theme groups). The contri-
bution of the NEWG activities to the realization
of the Millennium Development Goals, the
central theme of the 3 1st session, was also consi-
dered at the meeting.

Adult malnutrition

Bradley Woodruff (CDC) and Jane Knight
(University of Aberdeen) presented a joint rese-
arch initiative by University of Aberdeen
(leading), Partners Research Emergency
Nutrition (PREN), the Humanitarian Scientific
Advisory Group (including ENN, CDC,
Epicentre) and the NGO Support Group. The
study aims to explore and develop a model to
increase the generalisability and robustness of
current indicators of severe adult malnutrition

plans for this group are to consolidate commu-
nity treatment of severe malnutrition, including
an intervention framework, and to develop an
approach to managing severely malnourished
infants,

Food security

Rita Bhatia (WFP) outlined WFPs goals for
food aid in emergencies including plans to inte-
grate educational support and gender disparity
reduction into programming. WFP is also exami-
ning the efficacy of in country fortification of
food aid in order to improve ration quality.

Fathia Abdallah (UNHCR) and Andrew Seal
(Institute of Child Health, London) outlined
how UNHCR is investigating micronutrient
deficiency assessment methods, improving
micronutrient supplementation (specifically the
use of iron cooking pots to increase the iron
consumption), and the development of nutrient
analysis software. In addition, several NGOs are
investigating ways of fortifying food rations of
internally displaced populations, refugees and
people living with HIV/AIDS. Research on
persistent micronutrient malnutrition in long-
term African refugees was also presented, which
found a high prevalence of anaemia and iron
deficiency associated with dietary iron insuffi-
ciency, and vitamin A deficiency. A key recom-
mendation was to include simple methods of
micronutrient surveillance in routine operations.

Care practices in emergencies

Care practices in emergencies were highligh-
ted as an underdeveloped sector amongst agen-
cies working in emergencies. Cecile Bizouerne
(ACF) presented research findings from Sudan
and Afghanistan, which explored mental and

social issues in caring practices.
Recaommendatione
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material and in training. Module 2, which
targets health and nutrition workers, has a grea-
ter technical content and is nearing completion,
including sections on managing malnourished
infants under six months, and artificial feeding
in emergencies. Plans include targeting and
evaluating both modules, and identifying
funding resources to develop a third training
module, on complementary feeding in emergen-
cies. Gaps in the evidence base for managing
severe malnutrition in infants under six months
were highlighted .

Nutrition and disease

In view of the the many emerging issues and
initatives relating to nutrition and HIV/AIDS, it
was decided that a representative of the nutri-
tion in emergencies working group join the
Nutrition and HIV/AIDS working group, to
encourage a working link between the two
groups.

Capacity development

Awritten update on capacity development
for nutrition in emergencies was submitted by
Annalies Borrel (Tufts University). This included
a list of available courses, which have a focus on
emergency nutrition, and is available on
NutritionNet (www.nutritionnet.net), and will
be updated in June 2004. Other initiatives inclu-
de the publication of the second edition of the
Sphere manual, and the ongoing SMART project.

Plans for the SCN 2005

The NEWG will be chaired by Fathia
Abdallah (UNHCR) and Caroline Wilkinson
(ACF France). Each of the theme groups which
comprise the working group are represented by
a focal person(s). In 2005, a larger meeting is

planned just before the SCN annual meeting, as
there
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during complex emergencies, by literature
review (published and unpublished) and analy-
sis of data including context. Agencies were
requested to forward any related information
including reports, raw data, patient cards,
surveys and articles.

Community based therapeutic care (CTC)
Kate Sadler (Valid International) outlined the

considerable progress made in managing severe

malnutrition in a community setting. Working

iiwdusledhe type of mental and social support
givepibipggencies in nutritional programmes,
HPIGivg these to inform how we can adapt
ways to address care practices in emergencies.

Marie McGrath (ENN) presented an update
on training materials on infant feeding in emer-
gencies, on behalf of a core inter-agency group
involved in their development . Module 1, Infant
Feeding in Emergencies, for relief staff, has been
evaluated and is being widely used as resource

Page 2 of 3

%&@mher information or to contribute to the
Agdigities of the working group, contact Fathia
fybdallah, email: fabdallah@unhcr.org or
paroline Wilkinson, email: ecw(@acf.imaginet.fr

%_ll?\gﬂsrseegort on the NEWG meeting can be
(fé%?ﬂl at http://www.unsystem.org/scn/

1 See http://www.ennonline.net for fuller update on infant
feeding in emergencies activities presented at SCN

New Measuring
Scoops for F75
Therapeutic
Milk

o respond to frequent requests

for measuring scoops for the

preparation of small quanti-

ties of F-75, Nutriset with the
approval of UNICEF, are including
measuring scoops in every carton of F-75.

The Nutriset measuring scoops are
red with the NUTRISET logo printed
on the handle.

Preparation of F75 therapeutic milk
using the red NUTRISET scoop:
Mix one level measuring scoopful of
Nutriset F-75 therapeutic milk
powder in with 20 ml of water.

This dilution is only valid for F75

To dilute Resomal or F100 therapeutic
milk using the red scoop, a different
dilution is required. For further infor-
mation on dilutions, contact Christelle

ECOWAS Nutrition Forum on
Nutrition and HIV

he West African Health Organization
(WAHO), a specialist agency of ECOWAS
(Economic Community of West Africa
States), will hold its 9th Annual ECOWAS
Nutrition Forum, from the 20-24 September, 2004
in Cotonou, Benin. The Forum brings together
nutritionists from the 15 member states of
ECOWAS, and partners who support the forum.

The main objectives of the forum are to:

Develop common, pertinent and appropriate
strategies for preventing nutritional problems
in the ECOWAS sub-region

Promote information and experience exchange
amongst nutrition actors, and the operation-
alisation and strengthening of national
nutrition networks in ECOWAS mem ber states

The forum devotes a day to providing a techni-
cal update for participants on a pertinent nutrition
issue in the region. The technical theme for this
years forum will be Nutrition and HIV/AIDS.

In spite of considerable efforts made in the mana-
gement of persons living with HIV/AIDS
(PLWHA), the prevention of mother-to-child
fransmission

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

AIDS control programmes remains relatively
weak.

The technical update sessions will:

Provide participants with the most recent
scientific and political orientations around the
subject of nutrition and HIV

Facilitate exchange of experience, best practice
and lessons learned among actors and
partners working on the theme

Identify strategies for strengthening the
capacity of nutritionists in the region in
support of national AIDS control programmes,
specifically in relation to providing nutrition
care and support for PLWHA and preventing
mother-to-child transmission of the disease.

For more information, contact: Dr Ismael Thiam.
WAHO Nutrition/Child Survival Specialist,
WAHO, 01 BP 153 Bobo Dioulasso, Burkina Faso.
Tel 226-97-57-75, Fax: 226-97-57-72,

E mail: ismaelthiam@hotmail.com or
wahooas(@fasonet.bf
http://www.nutritionecowas.org.

In Benin, contact: Dr Raima Moudachirou,
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Equity in Donor Aid
Allocation to Iraq

T wo short articles in a recent issue of the Lancet question the
overall level of aid given and pledged to post-conflict Iraq 1.2 One author
(Singh) highlights the uncritical appraisal of the 33 billion dollars alloca-
ted and pledged at the US-driven, and UN endorsed, Madrid donor
conference in October 2003. He argues that many countries in Africa,
south America and Asia are beset by lower levels of human develop-
ment, deadlier pandemics, higher infant mortality rates and greater
social instability than Iraq. Like Iraq, Rwanda and Sierra Leone are wrac-
ked with continuing political instability and strife, yet the international
community failed to react with the swiftness and urgency it has shown

it is capable of in the case of Iraq. Singh asks if the threat of terrorist
opportunism in Iraq is being cited as a reason for the urgency in donor
aid to that country, then why is the same reasoning not being used to
rally massive aid to Somalia, where lawlessness is just as bad and the
country offers a likely centre for terrorist activities. Furthermore, life
expectancy and child mortality in Somalia paint a grimmer picture than
in Iraq. Singh asks whether other countries are being sidelined for stra-
tegic reasons, i.e. the mounting casualties incurred in Iraq by troops, and
the draw on workers from developed countries. In July 2003, the total
amount pledged to the Global fund to fight AIDS, TB and Malaria, since
its creation in January 2002, stood at 4.7 billion dollars. Inexplicably,
some countries pledged more to Iraq in 2 days, at the behest of the USA,
than they have contributed to the fund since its inception.

Singh suggests that rich donor countries do not have infinite funds
and that an inequitable or disproportionate allocation to Iraq now, could
beget and exacerbate donor shortfalls to other needy nations in the futu-
re. Conversely, if future aid to other countries in need will not be affec-
ted by the pledges to Iraq, another disturbing question is raised; why

have
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sieelly countries in the past. Is it because the worlds most powerful
swtifiisy was not doing the soliciting.
pledged
andA piece written in response to this article by staff from the World
ERRROrganisation (WHO) broadly agrees with these points. The
fiKsrs draw attention to the June 2003 Sweden convened meeting, enti-
N8l Good Humanitarian Donorship. This meeting endorsed a series of
BFﬁﬂ:lplei of good practice amongst donors. One of these principles was
Lﬂ ied as the need to allocate humanitarian funding in proportion to
ds and on the basis of needs assessments. The WHO piece argues
ﬂm\e donor pledges at the Madrid conference were generous but neces-
sary. However, support for Iraqs recovery and reconstruction should not
be provided at the expense of other crises. They further conclude that it
would be excellent if the UN system and World Bank were to be in a
position to undertake a cross-sectoral, standardised needs assessment,
similar to the one done in Iraq, for every post conflict nation, followed
by a high level Madrid-style reconstruction conference. Such an appro-
ach will make good donorship a reality, hasten the repair of vital systems
that bring lifelines to crisis-affected people, and accelerate progress
towards fulfilment of the millennium development goals.

Singh J (2003). Is donor aid allocation to Iraq fair. The Lancet, vol 362, Nov 15th
2003, pp 1672-1673
* Nabarro D, Loretti A and Colombo A (2003). Increased equity in post-conflict recons-
truction. The Lancet, vol 362, Nov 15th 2003, pp 1673

Photos from top:
Loading food aid in Iraq
Distributing food aid in Iraq

Training in Public Health in Emergencies

The next Public Health in Complex of humanitarian assistance workers and their For more information, contact Lorna Stevens,
Emergencies training programme will take organisations to respond to the health needs email: shortcourse@theirc.org,
place between 26th July and 7th August in of refugees and internally displaced persons http://www.theirc.org/phce
Thailand, and 1-14 November at the Institute affected by these emergencies. Participants L .
of Public Health, Uganda. will master key competencies in a range of e [raining programme Ls imp Ut Ut
5 Education, Inc., Columbia University Maili

. . . sectors including epidemiology, communica-
This two-week residential course focuses R e — e L ua e T School Of Public Health, International Rescue

on critical pl_xbllg health issues faced by protection & security, psychosocial issues, C[.)mmzttee’ American University Of Beirut, Asian
NGOs working in o Disaster
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CAFOD

Ann Smith described how CAFOD is a partnership-based orga-
nisation working primarily with and through field partners, with
regional offices in Harare and Nairobi. There is a four person HIV
Support Section although this is about to be restructured. HIV is
now being mainstreamed into thinking in all aspects of CAFODs
work. Since 1994/95, CAFOD have consistently worked at incor-
porating HIV perspectives into emergency response. However,
translating theory into practical implementation has been a slow
process. There is still a discrepancy between what CAFOD are
saying and what they are doing. Food distribution through home
based care programmes has now reached the point where there is
uncertainty as to the way forward while efforts are being made to
account for HIV in livelihoods programming.

Tear Fund

HIV is Tear Funds main strategic priority and is mainstreamed
across the 4 pillars of the agencys strategy: disaster management,
advocacy, community development and pro-poor economic
empowerment. Amy Slorach described how this developed from
an internal review and pressure from partners for Tear Fund.
Demands from partners have included the need for a different
type of food basket to address the needs of people living with
HIV/AIDS, and the need for more sophisticated targeting of food
baskets linked to houschold size. Ongoing questions for Tear
Fund include how to integrate HIV/AIDS into food security and
other programmes, how to address the issue of sustainability, and
how to address the issues for partner organisations affected by
HIV and AIDS. Tear Fund has engaged ACET consultancy to work
with partners and a report will be produced shortly which will be
shared with other agencies.

Save the Children UK

Michael ODonnell presented some key points from a draft
paper °, intended for both managers and technical staff working on
either food security or HIV/AIDS and reproductive health. Tt
focuses on the economic impact of AIDS, highlights the linkages
between HIV/AIDS and reproductive health, and considers how
to translate these linkages into programming.
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second meeting of the Food

Security, Livelihoods &

HIV/AIDS Working Group

(WG), co-chaired by Rebecca
Brown (AAH) and Laura Phelps
(Oxfam), was held on Tuesday 20th
April 2004. The premise for the WG,
which first met in December 2003, was
to fill a perceived gap and provide an
ongoing forum for exchanging views,
skills and knowledge about Food
Security and Livelihoods in the context
of HIV and AIDS .

The meeting began with a summary
by the co-chairs of the main points of
the previous meeting, with introduc-
tions including Mick Matthews,
Secretariat of the UK Consortium on
Aids and International Development.
New agency members to the group,
Concern Worldwide, CAFOD and Tear
Fund, gave short presentations on their
agency experiences relating to
HIV/AIDS, while SC UK presented on
a guide to the many issues needing to
be considered when carrying out
assessments or planning interventions.

mainstreaming HIV/AIDS, Paul Rees-
Thomas outlined a recent internal audit
that found an awareness of HIV/AIDS

policy within the organisation, progress
in terms of personal awareness, e.g.
development of a critical illness policy,
with further work needed, and
ongoing, on mainstreaming HIV/AIDS
in programmes throughout the Concern
network .

Other areas considered relevant to the

‘Working Group included:

A Livelihoods Policy based upon
labour reduction approaches.

Consideration of proxy indicators
as an aid in targeting vulnerability.

Exploring geographical and
regional differences.

Community based approaches to
managing severe malnutrition, may
offer a potential entry point to
communities of people living with
HIV/AIDS (PLWHA),

Comparing emergency response
models as a platform for medium to
long-term responses.

Looking at local production
initiatives
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The remainder of the meeting explored whether there is a need
for a working group and, if so, what should be the focus of activity.
Key points to emerge were:

Before undertaking external advocacy, the group should
carry out some internal research to highlight commonalities
amongst the agencies involved. Internal summaries of
organisational strengths and weaknesses in terms of
HIV/AIDS programming would be useful

There is a need for the WG to focus on more specific fields of
activities within the sector. Exploring a specific issue at each
meeting was suggested as one way of maintaining focus.

The group could provide a forum to stimulate and engage
in discussion about how we understand the problems and
address solutions. Sharing the Working Group thinking
with field partners would be valuable to get guidance on
what the group should be considering.

Potential joint projects between agencies should be explored,
and may simply mean defining pieces of work each is
doing and comparing and sharing the results

The meeting concluded that there is a need to document the
wealth of field experience, especially in high HIV prevalence
areas, and use this to develop an advocacy or programming tool.

It was agreed that operating within the UK Consortium struc-
ture would facilitate the working groups activities. The next
meeting is scheduled for July 20th, and will likely focus on terms
of reference for working within the Consortium, identifying next
steps and further sharing of agency experiences.

For further information, or to contribute ideas on what you think
the group should be looking at, contact: Laura Phelps, email:
Iphelps@oxfam.org.uk or Rebecca Brown, email:
r.brown@aahuk.org

Proceedings of the working group meetings can be viewed on
the UK Consortium website, http://www.aidsconsortium.org.uk

See Field Exchange 22, HIV/AIDS and Food Security, summary of meeting, p22-23
Further suggestions from discussions:

A Toolkit, Guide for NGOs managing HIV/AIDS in the workplace is produced by

the UK Consortium and available from the website
http://www.aidsconsortium.org.uk.

Also Plan International suggested as a reference for mainstreaming HIV

throughout organisations, see http://www.plan-international.org

*  Presentation by Michael ODonnell, SC UK based upon draft paper, Food
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eople caring for infants at high risk of

infection should be warned that

powdered infant formula is not a steri-

le product, a joint Food and
Agricultural Organisation (FAO) and World
Health Organisation (WHO) meeting has
concluded, and recently highlighted in a BMJ
news piece .

Attended by experts, the joint FAO/WHO
workshop on Enterobacter sakazakii and other
micro-organisms in powdered infant formula
found that intrinsic contamination of powde-
red infant formula with E sakazakii and
Salmonella had caused cases of infection and
illness in infants, including severe disease, and
could lead to serious developmental sequelae
and death.

Neonates (up to 4 weeks of age), particu-
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Letters

o e

Dear Editor

1 was amazed, and greatly disappoin-
ted, to read the report of the workshop
on Community Based Approaches to
Managing Severe Malnutrition, and the
piece on this subject in Field Exchange,
March 2004, pp 16-19. Why was there no
mention, whatsoever, about any of the
micronutrient deficiencies. These almost
invariably accompany severe protein-
energy malnutrition, and therefore cons-
titute a very important part of "severe
malnutrition". All those concerned
should surely know that deficiency of
vitamin A, iron, iodine, and zinc, and
possibly others, are responsible in large
part for the very high rates of mortality
and morbidity among young children
and pregnant and lactating women, and
others, in developing countries. I find it
ironic that on the very next pages you
have printed an excellent article by Dr
Andre Briend, which rightly draws
attention to the scandal, and reflects an
area in which I was actively involved in
over several decades, in trying to combat
the criminal micronutrient inadequacy of
many refugee rations. The most startling
feature of Table 1 in Dr Briends article is
the absence of both vitamins A and C.
Even to this day, there are constantly
recurring reports of frank scurvy and

non-blinding and blinding xerophthal-
mia,

Yours faithfully
Donald S. McLaren, MD, PhD, FRCP

The ENN would like to point out that the
report referred to in the letter above was the
proceedings of a meeting summarised by the
ENN, and included with issue 21 of Field
Exchange. While micronutrient deficiencies
were discussed at the meeting, the main focus
of discussions was around the new strategy
of addressing severe malnutrition through
community based care. It should also be noted
that all diets used in projects described in the
Dublin report used foods that were highly
fortified with all micronutrients (along the
WHO recommendations for F100 rehabilita-
tion diets). Nonetheless, Dr. McLarens letter,
and the article by Andre Briend to which he
refers, do highlight how we can never be
complacent about micronutrient deficiencies.
Sadly, the steady flow of articles about micro-
nutrient deficiency outbreaks in humanita-
rian crises received by the ENN and often
published in Field Exchange bear testimony
1o this.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

13/11/2011



pg 0019

larly those born prematurety,
witighoyobirimunocompromised babies, were
considered to be at greatest risk of E sakazakii
infection. Infants of HIV positive mothers were
also at risk because they may require infant
formula and may be more susceptible to infec-
tion. E sakazakii has been implicated in outbre-
aks causing meningitis or enteritis. In the few
outbreaks reported, the death rate among
infants who contracted the disease ranged

from 20% to over 50%, while some survivors
experienced severe lasting complications. The
bacterium has been detected in a range of
foods, but only powdered infant formula has
been linked to outbreaks of disease. Its preva-
lence is unknown.

The expert meeting recommended that
carers, particularly of high risk infants, should
be encouraged to use commercially sterile
liquid formula or formula that has undergone
an effective decontamination procedure, such
as using boiling water to reconstitute formula
or heating reconstituted formula.

The meeting was called in response to a
request made by the Codex Committee on
Food Hygiene for scientific advice to be used in
the revision of the Recommended International
Code of Hygienic Practice for Foods for Infants
and Children. On the basis of its findings, the
workshop recommended that the code should
include microbiological specification for E
sakazakii in powdered infant formula.

A summary report of the joint FAO/WHO
workshop on E sakazakii and other micro-
organisms in powdered infant formula is
available at
http://www.who.int/foodsafety/micro/meet
ings/feb2004/en/

News extra. FAO/WHO meeting warns of contamina-
tion of powdered infant formula. BMJ

Dear Editor

The targeting of food aid is widely
assumed to be the most effective and
efficient way of ensuring that the limited
food aid resources available in emergen-
cies reach those who need them most.

Targeting is conducted at multiple
levels - from the selection of countries,
down to the selection of individuals who
will receive it and those that won't. Food
aid targeting is a central aspect of the
food aid system, which is itself driven
by multiple objectives: shifting surplu-
ses, keeping world prices high, humani-
tarian, political contract between coun-
tries, etc. This means that the quantity
and quality of food aid at any given
emergency is unlikely to be commensu-
rate with the need experienced by those
affected by the emergency. Within this
context, humanitarian agencies are often
required to target food aid to the house-
holds or individuals that need it most.

In most emergency situations, it is not
possible to target food aid more specifi-
cally than to geographical arcas .. The
contexts where within-community targe-
ting of households is possible are very
few, unless costly administrative systems
are put in place (which out-weigh the
cost savings of targeting). Wide imple-
mentation of feeding programmes, often
in the absence of a general household
ration, can ensure that certain indivi-
duals receive food (there are few guaran-
tees that these individuals will consume
the food). These programmes rarely
contribute to the longer term viability of
the household and targeted individuals

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_0

are likely to experience very low reco-
very rates because, in fact, the targeting
has failed and food is shared or replaces
the normal diet. Food for work is rarely
practical in an emergency, because of the
administrative burden it carries.

Ta rgeting according to socio-economic
criteria can only feasibly be done using
community managed approaches and
only then, in stable communities, where
needs vary considerably between house-
holds and food is sufficient to address
houscholds' food deficit.

In practice, however, these approa-
ches are applied in many emergency
situations. Monitoring and evaluation is
very poor and rarely documented.
Inclusion and exclusion errors are
undoubtedly huge in many contexts but
generally ignored. Therefore, the myth
of the appropriateness of targeting in
emergencies continues

Isn't it time we challenged the percei-
ved wisdom, made a clear statement of
when it may be appropriate to target
food aid in emergencies and when it is
likely to fail, and began to explore other
ways of targeting resources at indivi-
duals and households who need them
most, e.g. cash, market intervention, etc.

Anna Taylor
Nutrition Advisor, SC UK

See ENN Special Supplement on Targeting Food
Aid in Emergencies, Taylor and Seaman, 2004

Page 2 of 3
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Heloise Troc is a food security
officer, working for ACF for
over 3 years. Her field expe-
riences include acting as a
food security co-ordinator in
Liberia and Afghanistan.

Erin Grinnell is an anthropolo-
gist who has been working for
over two years with ACF as a

food security officer in Burma
and Afghanistan.

Thanks to the entire ACF field team for their contribution and support during this assessment, and
to Lisa Ernoul, ACF HQ, for her work on this field article.

This article describes vulnerability mapping
carried out by ACF in Kabul, and how it has
been used to inform programming and tailor
V u Iner abil it y Leg end interventions in the field .

A.CentralBazaar F.ServicedDestroyed + +

B.HighServicesResidential+++ |G.GoodIncome- West+

he past 23 years of unrest in
Afghanistan have had a significant
impact on Kabul, with up to 60% of
housing destroyed and infrastructure

'-M_O“ Vil srai 16 + + decimated. Since the fall of the Taliban, there
ea st vuln erab le + + +
has

C.MediumServicedResidential++/H.RemoteNorth

D.PoorServiced-East- I.Peri-urbar

E.PoorServiced-South-
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Befphanistan, mainly coming back from
Rakistan and Iran, and placing an enormous
BOARY Gh municipal resources. In 2002, a total
BIt803 582 refugees and internally displaced
Eéople (IDPs) arrived in Kabul in a matter of

months. The Central Statistics
Bffices current estimate of numbers in the
city is 2,799,300 persons.

Action Contre la Faim (ACF) has been
working in Kabul for eight years, implemen-
ting nutrition, food security, water and sani-
tation, and medical programmes. In light of
the returning population, a vulnerability
assessment was undertaken by ACF between
October and November 2003. The assess-
ment aimed to provide an overview of the
main determinants of vulnerability 2 as well
as map vulnerability in the city, and so provi-
de qualitative and quantitative information
that could be used both by ACF and other
agencies, to guide programming. This type of
assessment has rarely been carried out in a
post-conflict urban setting.

Mapping method

Vulnerability can be delineated by two
types: structural vulnerability and inherent
vulnerability. Structural vulnerability is
determined geographically by where one
lives, which affects access to, and availability
of,, health services and quality of services,
including water and sanitation and housing
conditions. Inherent vulnerability is determi-
ned by the socio-economic characteristics of
a family or household, in particular, being a
woman of childbearing age, lack of regular
income and renting accommodation.

* Kabul Vulnerability Mapping, January 2004, Action
Contre la Faim, Afghanistan. Internal report.

* In this article, vulnerability refers to the degree of
susceptibility to a threat, risk or shock as well as the
ability to cope and recover from these threats, risks
or shock without jeopardizing one's future well being.

(Ref: Grace, 2003. One Hundred Households in
Wahul-
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In addition to reviewing ACF and external
agency reports on Kabul, two levels of mapping
were used to explore types of vulnerability in the
city:

i) Mapping livelihood zones. Livelihood
zones are zones that share similar characteristics
such as sources and level of income, access to
services and infrastructure, as well as the way
populations respond to food insecurity or
shocks, using the resources and opportunities
available to them.

ii) Mapping highly vulnerable gozars (neigh-
bourhoods) within the city zones.

The livelihood zone mapping was based on
purposive sampling of representative neigh-
bourhoods in the city. Unlike rural populations,
where livelihoods are determined largely by
agro-ecological factors and access to markets,
urban livelihoods are also shaped by community
assets in a given neighbourhood, i.e. services,
infrastructure and housing.

Baseline information on the citys infrastruc-
ture, including electricity coverage, water and
sanitation, health centres, roads and markets,
was aggregated to provide a score with which to
delineate relatively homogenous livelihood
zones. Zones comprised of districts (numbered
1-16). A series of workshops were then held with
representatives from ACF Kabuls technical
departments, in order to define key criteria of
vulnerability for Kabul city. Using these criteria,
the team ranked the different neighbourhoods in
the city through qualitative scoring, and delinea-
ted relatively homogenous zones.

Fieldwork

ACF carried out a systematic screening at Pol E
Charki encashment centre * and the team met
with several returnee families, to understand

their living conditions upon arrival in Kabul.

Main findings

The assessment allowed ACF to draw a map
of the livelihood zones (see figure 1).However
within the livelihood zones, vulnerabilities
varied. The inner city area (Zone A-central
Bazaar), for instance, had serious house destruc-
tion but enjoyed nearby services and job oppor-
tunities. One of the most significant factors
determining the level of vulnerability of an area
in the city of Kabul was its relation to the urban
plan, laid out in the late 1970s. This city master
plan, as it is known, determined the quality of
roads, drainage and sewage networks, the level
of water provision and the quality of housing.

Under serviced areas

Eleven gozars stood out within their zones as
highly vulnerable. These neighbourhoods physi-
cally lie outside the boundaries of the city
master plan and are not, therefore, included in
any present or future scheme to improve access
to basic services. However, the large number of
families in these gozars rules out any possibility
of either expelling or relocating inhabitants. The
original urban plan, laid out in 1978, was only
meant for a population of 2 million people. These
vulnerable gozars are not really targeted by the
municipal authorities, although exceptions have
been made for drinking water projects. Current
water access, and above all, sanitation conditions
in these areas raise serious public health
concerns and need immediate intervention, e.g.
water access, night soil and refuse collection.
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Nutrition and food security analysis

In November 2003, ACF conducted a nutrition
and household food security survey. This confir-
med a consistent decrease in levels of severe
malnutrition (see figure 2), especially over the
preceding year. The survey also highlighted an
annual peak in prevalence of malnutrition
during the summer months, which was probably
linked to the increase in diarrhoeal diseases also
observed at this time of year (see figure 3). The
changes in prevalence of diarrhoea occur slightly
earlier than changes seen in prevalence of malnu-
trition.

Food security had improved over the last year.
Out of 526 households surveyed, 53% affirmed
they were able to eat more than the same time
last year. Yet food remained a significant concern,
ranked third after income and owning ones own
house as the main preoccupation. Food was also
the primary reason people gave for taking loans.
As the bulk of Kabuls population is almost
exclusively dependent on purchase of food, the
lack of regular incomes directly affects food secu-
rity at a household level. People regularly reduce
food quality, i.e. stop buying eggs or meat, when
faced with insufficient income. In the poorest
areas, i.e. central Bazaar (A), low serviced east
(D), and in remote north (H) in figure 1, there are
fewest vegetable gardens and therefore even
more limited self- reliance. Indeed these three
zones are also the most crowded, with some of
the lowest average salaries.

Household information

Results from the household level data collec-
tion showed an overwhelming reliance on daily
waged labour throughout the city. One third of
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perjoldda @atobeh03. Depending on the size of
eactwhigklihood zone, one to two neighbourho-
ods (gozars) were selected to represent the zone.
Once selected, the team then underwent further
data collection at the community and household
level. On average, 50 household interviews
(randomly selected) were conducted in each
zone. A total of six extensive group discussions
were also held with women throughout the city,
to gain an understanding of womens specific
vulnerability. At least one male focus group
discussion was also conducted in each livelihood
zone.

The team identified the most vulnerable
gozars, regardless of their zone location, to ensu-
re a qualitative coverage of these areas. Focus
group and semi-directive interviews were
conducted in these gozars, to develop a profile of
living conditions and coping strategies.

In parallel, discussions were also held with
returnee families in different parts of the city.

No. of admissions

within
appimsa to be specifically at risk due to their
phyklcal location, i.e. they were hillside commu-
nitibighiyew settlements in dry riverbeds. The
laclvwihgvabligble land in the city has pushed
peagdéatssettle in more and more precarious
loc41¥§. Hundreds of new houses being built ille-
gally can be seen all over the city, the majority
perched on steep hillsides. These are characteri-
sed by greater exposure to environmental
hazards, poor water and sanitation, with latrines
being difficult to empty. They are also at higher
risk in case of earthquake or flooding.

Status as a returnee does not seem to determi-
ne vulnerability. Indeed, many people returning
from Pakistan and Iran arrived with assets. They
already had social networks in Kabul, they recei-
ved significant assistance from international and
non-governmental organisations, and had at
least one able-bodied male in the household.
Similarly, those in temporary settlements were
found to be no more vulnerable than other
groups.
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pragedyabourers. In seven of the nine zones, over
B0%no¢ the houscholds primary income carners
ealiedron daily wage labour. Once again, zones A,
WeaiRd H were more at risk compared to others,
wigkibede than 40% of familys primary income
earners being dependent on daily wage labour,

In the areas with the poorest housing, like central
Bazaar, or where there is a lack of services, like
poor serviced east (D), income levels were
lowest. Besides the actual amount of earnings,
the insecurity linked to daily labouring renders
the household more vulnerable to unexpected
shocks and decreases coping capacity.
Discussions with informants revealed that the
irregularity of income was seen as even more of
a problem than the limited daily wage rate.

An encashment centre is a centre set up by UNHCR
through which the entire returnee population should pass
in order to be registered for humanitarian assistance.
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A number of coping strategies were identified need to borrow or take out loans to meet food
in focus group discussions and household needs.

interviews. These included
buying food on credit
borrowing money from relatives
taking loans

sharing accommodation

Conclusions and recommendations

At the time of the assessment, the percep-
tion of most of those in Kabul was that their
current situation was positive with noticeable

renting out rooms in own house to others impr_ovemems, especially in Ihe PTOYi§i0ﬂ of
reducing food diversity services. ACFs recommendations arising from
women secretly saving small portions of the assessmentAtranslate_into geographic and
husbands daily allowance sector specific interventions, first concentra- A 13 year old boy engaged in co-operative farming in D
sale of jewellery ting on the highly vulnerable zones A, D, H
sale and G respectively, and at risk vulnerable
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assdibough no conclusions can be drawn, there
is a striking correlation between the average
income in a given area and the percentage of
families who do not have children under five
with diarrhoea (see figure 4).

In summary, the main household cons-
traints identified were financial insecurity and
irregularity of income opportunities for the
majority of the population, increasing insecu-
rity in housing due to increased demand,
dependence on the purchase of food, and the

Zone A: District 1

- Extremely high global vulnerability
Urgent need for assistance to Saraji,
Bagh Ali Mardan, Reka Khana, Shor
Bazar, and Kohi Chindawol
Sanitation: latrine rehabilitation
Health and hygiene education
Income generation and skills training
Lobbying for housing security

Zones D, H and G: Districts 7, 8, 9, 16
and north of District 10

- Outside master plan, overall lack of
services

Water provision

Sanitation

Health education

Income generation

Lobbying for housing security

At-risk

- Dispersed extremely vulnerable
neighbourhoods

Gozar Gah (District 7)

Cement Khana (District 16)

Deh Afghanan (District 2)

Afshar Selo (District 5)

Deh Dana (District 7)

households, with comprehensive programmes
related to health, water and sanitation, income
generation and housing capacity (see table 1).

The food security analysis component of the
assessment highlighted a number of issues.
Insecurity of regular income is the one most
significant threat to livelihoods in Kabul where
the majority of the population has to purchase
food with no, or limited, alternative food sour-
ces. Unskilled workers (those working in cons-
truction, as porters, physical or manual labour)
cannot depend on finding work on a regular
basis, especially in winter. Demand for labour
fluctuates with the markets and seasons
Subsequently, they are the least able to cope
when shocks occur. Similarly, civil servants
receive a modest salary and have been known
to go unpaid for months at a time. Efforts to
promote regular income among vulnerable
groups should therefore focus on strengthe-
ning existing coping strategies.

The main ACF recommendations for streng-
thening food security are:
Skills training for unskilled workers
Developing sustainable income-generating
activities: stability of income over time
should be favoured over one shot cash
inputs that are limited in time
Developing sustainable income generating
activities for women in the home
Identifying constraints to kitchen
gardening in the most vulnerable gozars
and developing kitchen garden projects in
these gozars
Supporting and encouraging education at
all levels, for both boys and girls

Even though the influx of newcomers is
receding, Kabul remains a very attractive city
for many, with people continuing to arrive
from rural areas. The very high population
concentrations justify continued support to the
city, with a specific focus on neighbourhoods
deprived of sufficient services.

Taw
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Lessons
From SC UK
Evaluation
in DRC

By Anna Taylor,
Nutrition Advisor, SC UK

Summary of
internal evaluation

@ Save the Children

ave the Children UK (SC UK) began
implementing emergency health and nutri-
tion interventions in eastern Democratic
Republic of the Congo (DRC) in 1998, with
initial activities in North and South Kivu and
North Katanga. The current programme of
work began in June 2002, when the geogra-
phical focus was confined to a number of
health
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its impact. An evaluation was

carried out in November 2003 and

was conducted as a participatory

process involving SC UKs health

and nutrition team and govern-

ment partners.

Information was gathered

through:

A review of programme
documents

Key informant interviews

Group discussions with the
health and nutrition programe

Observation visits and
discussions with staff and
patients at nine SC UK
supported health/nutrition/
cholera facilities, and two
other health centres in a total
of six health zones

A review of registers and
patient records at each of the
feeding centres visited

Group discussions with
community health volunteers
involved in cholera prevention
work in Kyondo and nutrition
activities in Masisi (Kibabi
Therapeutic and Supplementary
Feeding Centres (TFC/SFC))

Key findings

Since June 2002, SC UKs emer-
gency nutrition and health
programme in eastern DRC has
made considerable progress in
implementation of planned activi-
ties and delivery of inputs/
outputs. Box 1 details the main

seized opportunities for working with and
through local NGOs.

The evaluation highlighted a number of gaps
and weaknesses in project design. Key amongst
these were the following:

The large number of activities and wide
geographical spread of the programme were
ambitious, given SC UKs understanding of
the constraints of working through partners
in the context of chronic complex
emergencies.

There has been insufficient understanding of
the impact of training on the knowledge,
skills, attitudes and practice of the health
staff and supervisors in the workplace.

The critical question of the long-term
recurrent costs of maintaining and staffing
the newly constructed nutrition facilities
(e.g. Kitatumba, Bulembo) does not appear to
have been considered in the project design.

The activities selected did not adequately
address gender related issues or other
non-economic factors affecting decision
making processes at houschold level.

There has been lack of clarity over whether
the intention was to try and reach as many
communities and community based
organisations (CBOs) as possible, or to use
the experience in a few selected areas as a
demonstration for advocacy and influencing
purposes. Consequently, there is a risk of
allowing project staff to initiate activities in
more communities than can reasonably be
managed.

The project plan to train families and support
staff for integrated livelihood activities calls
for a very different set of skills and

Page
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wide geographical spread and many different
activities and partners makes heavy demands on
management and logistics. Supervision and
support carried out at a distance is costly, parti-
cularly if it involves travel by air.

The investment in time, skills and resources to
ensure a high quality of service at therapeutic
and supplementary feeding centres should not
be under-estimated, particularly where services
are implemented through local partners.

Aclear, comprehensive National Nutrition
Protocol is an important tool for improving the
management of severe malnutrition. However, a
system needs to be developed so that TFC staff
can provide feedback on the practical lessons,
observations and issues from implementation of
the Protocol. This information could be used to
inform further refinement of the Protocol at
national level.

Health officials/hospital directors need to
appreciate the importance of ensuring that TFCs
are staffed by teams of nutritionists and nurses
trained and supervised to implement the
National Nutrition Protocol. The practice of rota-
ting new nurses to a centre each month is not an
effective strategy. The management of severe
malnutrition calls for a combination of nursing
and nutrition skills, these skills can only be built
over a period of time working in feeding centres

‘When planning rehabilitation/construction
work for health/nutrition facilities, it is impor-
tant to consider the full package of requirements
to meet international standards for emergencies.
If it is not possible for the project to support all
aspects of the package (e.g. water and sanitation

1 of3
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The programthe has contributed to enhanced
skills and capacioyasfigowovenment and NGO staff
- especially in nutrition and cholera prevention,
improved access to basic health and nutrition
services, and greater involvement of communi-
ties, including children, in health, nutrition and
HIV/AIDS interventions. Implementation of the
National Nutrition Protocol is well underway
Routine monitoring reports suggest that thera-
peutic and supplementary feeding centres have
achieved Sphere Minimum Standards on several
key indicators.

On the other hand, the performance and
quality of the work has been constrained by a
number of factors, not least the wide geographi-
cal spread of the programme, engaged in a
diverse range of activities and often lacking in
clear focus. Difficulties working at a distance
through poorly motivated government partners
and the absence of a Protocol (memorandum of
understanding) with Provincial/Zonal Health
Bureaux to delineate roles and responsibilities
between SC UK and government have also
hindered progress. Other limitations have inclu-
ded weak logistics support for the programme
activities, reported problems with cash flows to
carry out the work, and weaknesses in manage-
ment and administration capacity internally and
in government structures. Episodes of insecurity
have also hampered activities.

The decision to work through existing struc-
tures, in partnership with local government
authorities, local NGOs, UN agencies and other
international agencies was appropriate for the
context of eastern DRC. A significant strength of
the programme approach has been the flexibility
to switch to and from an emergency mode, while
following developmental principles - for exam-
ple, the flexibility to open and close nutrition
centres according to findings of nutrition
surveys and local needs in specific localities. The
project has adapted to the changing needs and

nalicies nf onvernment ac the
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experience
tmargency health and nutrition team,

Thdsappropriateness of the seeds and tools
distaibution component in collaboration with
fasrbod and Agricultural Organisation
{FAO) is questionable. It appears that no
3fudies were conducted by FAO or others to
find out if seeds and tools were needed, if
people had land for cultivation, or indeed, if
seeds and tools were an appropriate means
of reducing the recurrence of malnutrition in
the DRC context.

Lessons learned
Amongst the many lessons learnt, the follo-
wing were key to nutrition programming:

Arealistic assessment of the capacity, skills,
time and resources required to implement a
project in a context such as eastern DRC is essen-
tial at the design stage. A programme with a

Page 2 of 3

Tacinues,
ingimedatecs)e support from government,

ities or other i
should
be The recurrent cost implications of construc-
tikemew buildings should be careful considered
Before finalising plans. Temporary structures for
feeding centres may be a more cost effective
option.

Prompt analysis of nutrition survey data is
essential for mounting a timely response to high
levels of malnutrition. If there is limited capacity
within the government system for this work, SC
UK could offer technical support.

For further information, contact Anna Taylor,
Nutrition Advisor, SC UK, email:
A.Taylor@scuk.org.uk
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na freezing cold Tuesday in
February, at nine oclock in the morning, I was
the only person to get off the Eurostar service at
Frethun, Calais. Met by Beatrice Simkins (in
charge of NUTRISETS international communica-
tion and development), we embarked on a two
hour drive through fairly uninspiring
Normandy countryside until we arrived at the
NUTRISET premises nestled amongst fields of
cows and horses. The distinctive blue and white
building, although out of place in such a rural
setting, seemed somehow appropriate for an
organisation which is unique in the humanita-
rian field.

On my arrival, [ was introduced to two of the
directors, Isabelle Sauguet and Michel Lescanne.
Michel, who is the founder of NUTRISET, origi-
nally worked in the Research and Development
section of a dairy industry. He had long wanted
to set up a department specifically for develo-
ping food aid products within the industry but
met with resistance. Hence the birth of NUTRI-
SET.

NUTRISET was established in 1986. It is a
private company and was the first company to
produce a fortified milk based product for nutri-
tional rehabilitation of the severely malnouris-
hed. The now ubiquitous F100 and F75 therapeu-
tic milks produced by NUTRISET were develo-
ped out of the work of the ACF Scientific
Committee. NUTRISETS primary aim is to
produce food exclusively for humanitarian
emergencies. It is independent of any financial
or industrial lobby and food is only provided for
NGOs and UN agencies. NUTRISET has a
production capacity of around 30 metric tons a
day, with 35 staff working in production, logis-
tics, development, finances and quality and rese-
arch. As Isabelle explained, all

Loading onto trucks at the Nutriset site

Address: NUTRISET
Te I +33(0)2 32 93 82 82
Fax. L +33(0)23533 1415
Email: nutri iset.fr
Internet: - « Www.nutriset.fr

- 1986
Director: Michel L
T i st 232
Annual budget
(2003): Turneverof--..

10 million euro

towards helping children through humanitarian
relief.

NUTRISET has a large research and develop-
ment section, which devotes itself to improving
and adapting products to emergency conditions.
In other words, developing products that can
withstand lengthy transport, harsh climates and
can be used in areas where there is limited or
contaminated water supplies. Much of the
department effort goes into improving product
specification, e.g. increasing the shelf-life of
products. Isabelle described how NUTRISET
may occasionally be contacted by agencies who
have not been able to use donated therapeutic
milks due to excessive orders or mis-planning,
i.e. predicting demand that never materialised.
This happened recently in Zimbabwe. Agencies
may be worried about expiry dates and wastage.
In these situations, NUTRISET are able to issue a
checklist of questions and tests, which if follo-
wed, can show whether the products shelf-life
can be extended. If the product is still viable
NUTRISET will re-issue a certificate with an
extended shelf-life.

plant. On the day of my visit, the plant was idle
with no batches due for production. This allo-
wed me to see the plant and hear about its
workings and the rigorous quality control
measures that are in place food science was
never my strong point.

NUTRISET receives support from the French
government agency for innovation (ANVAR) to
develop products. However, if successful (and so
far, most products have been), then the loan has
to be repaid. Technical advisors include a nutri-
tionist, biochemist and polymer scientist. The
company is involved in many research projects
with NGOs and academics striving to improve
food products for emergencies. A large propor-
tion of profits are re-invested in research, with
80% of products developed through research.
Products are either standardised or customised.

Products ! can be classified under four headings;

i) Foods for treatment of severely mal nourished,
e.g. therapeutic milks (F100 and F75),
Plumpynut, ReSoMal, therapeutic CMV
(Minerals and Vitamins Complex)

ii) Supplementary food for the general
population, e.g. SP 450

iii) Micronutrient supplements, e.g. QBmix,
zinc tablets, Plumpysauce

iv) Foods for infants and young children,
including a special food for children born
to HIV+ mothers

Current new products include QBmix, desig-
ned to prevent micronutrient deficiencies (espe-
cially Niacin, B1 and C). This is an aromatic
paste, which is a condiment for meals (see field
article in this issue). NUTRISET are also working
on designing new alternatives for infant milk
formula
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NUTRISET have introduced quality control
standards that combine food and pharmaceutical
industry standards. The factory follows the
Hazard Analysis Control of Critical Points
system (HACCP), which is acknowledged good
manufacturing practice. There have been a
number of successful audits by French govern-
ment and clients. Each product has to receive a
NUTRISET certificate of conformity before
dispatch and all products are traceable to batch
numbers and raw materials in case of problems.

NUTRISET have five packaging lines and are
able to respond to emergencies all year round by
working 1-3 shifts per day. The strategic location
of the factory provides easy access to main
European ports and airports and NUTRISET
have their own customs clearance on site by
special agreement with French customs. This
obviously saves time. The company maintains
stocks of fresh finished products, allowing it to
meet any order immediately (around 40 tons of
Plumpynut and 100 tons of F100). NUTRISET
can organise transport to final distribution points
if required, although agencies like MSF want to
use their own logistics systems. They can set up
a 24 hour or day crisis unit if needed and load
produce within an hour. When there are large
emergencies, extra temporary staff will be recrui-
ted (many regularly work for NUTRISET). As

Michel remarked all staff feel responsible and
there is a hands on deck mentality when there is
a need to prepare large quantities of food
urgently. Their turnover of products is of about
80% to Africa and 4% to Middle East countries,
with the remainder going elsewhere.

Isabelle explained that as NUTRISET is a
private company with only three directors, there
is a lot of autonomy and little prospect of the
ideals of the organisation being compromised.
Unlike agencies in the public sector, they are able
to work in areas they want to work in and the
financial independence of the company means
they dont have to look for funds to other share-
holders who may subvert direction.

NUTRISET are constantly developing new
products to assist in research. For example, there
is currently a study in Malawi on a product
based on the idea that amino-acid deficiency is a
cause of Kwashiorkor. Another study is ongoing
in Malawi on selenium and B vitamin tablets and
their impact on HIV positive adults. A third
study in Tanzania is comparing the impact of a
combined zinc and iron tablet with placebos
Nutriset has developed quick dispersible zinc
tablets for World health Organisation (WHO)
studies on diarrhoea in India, Zanzibar and
Nepal. This is now leading to a technology trans-

fer in Bangladesh for scaling up nation wide. The
‘WHO wants Nutriset to transfer this technology
to other countries also.

Isabelle and Michel both agreed that the two
biggest, and not unrelated, problems that
NUTRISET face are the perception that they are
like some kind of money secking agribusiness,
and the difficulties of getting NGOs to start
using new products. Some donors are reluctant
to fund NGOs for trials. MSF seem to be an
exception and readily try new products.

Having spent a day meeting staff and being
shown around the production plants and rese-
arch and development areas, I was dropped off
at the nearby medieval city of Rouen to spend
the night before catching a train back to London
My over-riding impression of NUTRISET is that
it is a unique entity, which although run along
commercial lines, fulfils an essential role in a
public sector arena where risk taking and inno-
vation is unusual, unless born out of the neces-
sity of crisis. Basically, NUTRISET stands or falls
on the basis of producing affordable foods that
do the job. Therein lies their accountability. In a
profession where the knee-jerk perception of the
private sector is negative, NUTRISET would
seem to offer a refreshing antidote and an ideal
model for potential private and public sector
partnership.
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Putting Nutriset packagingto good use in Sierra Leone
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The HIV pandemic sweeping southern Africa and other parts of sub-
Saharan Africa is increasingly being perceived and described as a chronic
emergency. Innovative and relatively new types of nutrition/food secu-
rity/HIV programming are emerging to address the growing HIV crisis.
These include PMTCT, MTCT plus, OVC and NCP programming and
home based care. Many of these programmes are being rolled out under
Protracted Relief and Recovery Operation (PRRO) arrangements in

regions recovering from recent emergencies, i.e. southern Africa. However, lity (ed).

other-to-child Transmission (MTCT)

rates for HIV are estimated at 25-

45% in the primarily breastfed

population of Sub-Saharan Africa.
In Kenya, an estimated 300,000 newborn babies
are at risk if HIV infection every year, with
between 75,000 and 135,000 infants actually
infected. Over 75% of these do not even celebra-
te their fifth birthday. If a mother is infected with
HIV, it may thus be preferable to replace breas-
tmilk to reduce the risk of HIV transmission to
her infant.

For infected mothers living in poor conditions
in developing countries, however, it is important
to consider very carefully the risks related to not
breastfeeding and whether there are alternative
feeding methods. In a rural community, where
access to clean water and sanitation is inadequa-
te, where families are too poor to afford enough
fuel to prepare food and to sterilise feeding
bottles or to buy sufficient infant formula, deaths

further aggravated by cultural or social stigmas
that a community may attach to substitute
feeding and to HIV/AIDS in general. Hitherto,
there has not been good data available on the
relative risks and benefits of different feeding
options.

As part of a concerted effort within Kenya to
prevent MTCT of HIV, a collaborative program-
me was initiated in three pilot sites where HIV
positive pregnant women were identified and
provided with free anti-retroviral (ARV) drug
and infant formula feed regimens. In order to
inform this study, the Applied Nutrition
Programme at the University of Nairobi was
asked to conduct a study on alternative feeding
practices in one of the project sites (Homa-Bay
District) "2

The purpose of this study was to assess the
feeding alternatives for infants born to HIV-
positive mothers in the context of vertical trans-

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

as these programmes are relatively new, there is enormous headway to be
made in defining optimal design and practice.The article below describes a
study undertaken to help inform PMTCT programming practice. It high-
lights the dilemma for HIV positive mothers between using home prepared
formula (in this case using cows milk) which is extremely poor in micro-
nutrient content, and infant formula which is nutritionally better but may
be impractical for many contexts in terms of cost, supply and sustainabi-

To explore the prevailing alternative feeding
practices in the community and among the
HIV- positive mothers.

To explore the factors affecting mothers
decision and choice of the various feeding
options.

ARV Anti-retroviral

MTCT  Mother To Child Transmission

NCP Neighbourhood Care Programmes

ovc Orphans and Vulnerable Children

PMTCT Prevention of Mother to Child
Transmission

' Other parts of the study, not including this article, have
been accepted for publication in the East African Medical
Journal.
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Profile of study group

The study population consisted of an obser-
vation group of HIV positive mothers with chil-
dren aged 0-2 years old in Homa-Bay District
Hospital, and selected respondents from the
rural population as case studies, key informants
or focus discussion members. Homa-Bay district
(with a population of about 350,000) is inhabited
by the Luo ethnic group and is one of the Kenyan
districts with the highest HIV prevalence (24%).
A number of socio-economic factors are thought
to have contributed to the rapid spread of
HIV/AIDS in this community:

Widow inheritance/remarriage

As the majority of the population do not know
their sero-status, the cultural practice of re-
marriage is likely to favour the spread of
HIV/AIDS.

Fishing industry and migrant fishermen

Most people involved in the fishing industry in
the district either stay away from their families
or are single. Others are widowed having lost
their spouses, probably from AIDS, and gone to
seek a source of livelihood at the beaches.

Concept/ belief of Chira

Belief in the concept of chira (death or curse
arising from failure to abide by traditions) is
rampant and even when death occurs as a result
of AIDS, some people still believe that it was as a
result of chira and therefore no special precau-
tions are taken against possible transmission of
HIV by prospective sexual partners.

Polygamy

The cultural ideal that a man should have many
wives is still widely held by many people in the
district and more than 50% of married women

Page 1 of 3
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live in polygamous unions. Having multiple
partners is one of the recognised risk factors for
spread of HIV/AIDS.

Information gathering

Using qualitative research tools, four focus
group discussion (FGD) sessions were conduc-
ted, with eight members in each session (16
women and 16 men). The women participants
were aged 18-45 years while their male counter-
parts were between 20-54 years old. Five expe-
rienced and/or elderly women, aged 45-75
years, participated in key-informant interviews
on areas related to traditional and contemporary
alternative feeding practices.

Eleven HIV-positive mothers were observed
and monitored. An additional four women parti-
cipated as case studies who, for various reasons,

Indications/ Contra-indications

Characteristics

Option

Based on modified cows milk or soy protein.
Closest in nutrition composition to breastmilk

Care is needed to avoid over-concentration or

Home prepared formula Made with fresh animal milks, dried milk powder or with
over-dilution.

evaporated milk.
Additional micronutrients, like iron, zinc and vitamins
A, C and folic acid are required

ed cows milk is not recommended for infants
under six months of age
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Early cessation of Early cessation of breastfeeding and heat-treatment of Ihfisadvisable for an HIV positive mother to stop breas-
breastfeeding and heat- expressed breastmilk reduces the risk of MTCT. Early Eeesling as soon as she is able to prepare and give her
treatment of expressed cessation reduces the length of time for which an infant jgfant adequate and hygienic alternative feed (WHO,
breastmilk is exposed to HIV through breast milk. 808)*. It could be a good option for those who find it

The optimum time for early cessation of breastfeeding is difficult for social and cultural reasons to avoid breastfe-

not known. eding completely.

Pasteurisation of expressed breastmilk involves heating
to about 650C for 30 minutes, or boiling and then
cooling in a refrigerator or cold water.

Heat-treated expressed breast milk is still nutritionally
superior to other milks, though heat-treatment reduces
the level of the antibodies.

Wet nursing Wet-nursing is practicable in some traditional settings UNICEF/UNAIDS/WHO recommends that wet-nursing be

where a relative breastfeeds the infant considered only when a potential nurse is informed of
her risk of acquiring HIV from the infant in question;
she has been offered HIV counselling & testing; she

voluntarily takes a test and is found to be HIV negative;

and when wet-nursing takes place in a family context

with no payment involved.7

May be an option in some settings, for example as a
source of breastmilk for a short time especially for the
sick and LBW newborn.

* HIV and Infant Feeding. UNAIDS/WHO/UNICEF. Guidelines for Decision Makers. WHO, Geneva, 1998. Recently updated 2003. Full text available at http://www.who.int

AIDS Chira
2 Mostly caused by sexual contact with an infected person irrespective Results from a divergence/deviance from the social norms, even
of the social approval of the relationship between the persons. though this can be, but not necessarily related to, sexual contact.
4, Has multiple rather than single opportunistic infections (associated Mono-symptomatic, the commonest being gradual weight loss by a
ilinesses) including diarrhoea, TB, skin infections, loss of hair, etc. seemingly healthy individual, but if many, then comes sequentially

with diarrhoea only coming in advanced stages.

6. Is prevalent among the sexually active youth and reproductive age. Knows no age. Even children can suffer because of their parents

micdeade
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were using different feeding methods - see table
1 for infant feeding options considered
the four women were HIV positive, of whom one
opted for infant formula and one continued
breastfeeding. The remaining two were not
tested for HIV- the first used cows milk to feed
her infant, while the second woman was a wet-
nurse.

Culture and knowledge of HIV/AIDS and
MTCT

The respondents were asked a number of
questions about HIV/AIDS, e.g. whether it is
preventable and curable, and possibility of trans-
mission from mother to child. The key-infor-
mants and members of the FGD were also asked
for differences, or similarities, between AIDS and
chira (see Table 2)

The FGDs found that women do not have
authority over their sexual lives. The Luo cultu-
ral norms demand that a woman must have
particular sexual contact with her husband to
mark certain events like planting, harvesting,
marriage and death rituals. One woman
complained loudly:

How can you stop the spread of HIV/AIDS when
some of our men move all over the villages inheriting

widows even where it was strongly
suspected the husbands died of AIDS. To make

it worse, they do it secretly and the wife only discovers

Characteristics

Case I

*. Two of

later when the damage has been caused!

Alternative infant feeding practices
amongst case studies

The four case studies are summarised in Table
3, and illustrate alternative feeding methods as
practiced in the study area. They show examples
of cows milk feeding, wet-nursing, formula
feeding and breastfeeding among those with
unknown sero-status and confirmed sero-status
cases of HIV.

The four case studies looked at socio-econo-
mic profile, feeding choice, health and environ-
ment conditions, and knowledge of MTCT.
Education varied from no formal education to
secondary level. Number of births ranged from

1 11. Feeding choices were influenced by prac-
ticalities (e.g. mother died and so was wet
nursed, or infant formula was provided free and
so was used) and social influences (e.g. HIV
positive mother feared stigmatisation if she did
not breastfeed). The household conditions varied
from poor, to acceptable. The health and nutri-
tional status of the infants also varied, from
wasted to well nourished. Three of the four
women had good knowledge of how HIV may
be transmitted in breastmilk and how feeding
choice can influence transmission. All accepted
cows milk and milk powder based feeds, and
infant formula as feeding alternatives. Three of
the four accepted wet nursing, while only one

Case II

Case III

accepted expressed breast milk/heat trea-
ted milk as an option.

Infant feeding practice and beliefs
amongst the HIV-positive mothers
(Homa-Bay District Hospital)

Cows milk feeding was practiced by
the majority of the HIV-positive mothers
as an alternative to breastfeeding,
Knowledge regarding dilution was very
poor, with some mothers over-diluting
and others over-concentrating rendering
the practice inappropriate.

Attitudes to surrogate breastfeeding
are governed by rigid cultural norms. It is
believed that a wet-nurse should not have
sexual intercourse until the baby is old
enough (about 3 years), otherwise the
baby, if touched (soiled) by such a
person, would die. Consequently, elderly
women who have reached menopause are
preferred as carers, in the belief that they
are more likely to abstain from sexual
intercourse.However, the increase in
numbers of orphans due to HIV/AIDS

The PMTCT programme provided free infant
formula and ARV only to mothers who were
registered into the programme and counselled at
the district hospital. However, the case studies
included other women who did not have access to
free infant formula supplies.

Case IV
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Feeding choice

Cow milk, due to breast
infections

Baby has never been
breastfed

Milk is donated by
grandmother

Milk is boiled and diluted
with a pre- boiled water

Dilution ratio is 1:1

Fed on demand using a

spoon
Left- over taken by the
mother

Wet-nursing, mother died
after delivery

Has to bathe and take a
cleansing herbal concoction
before she can breastfeed
the surrogate daughter

Introduced cow milk after
growth faltering

Milk is bought, boiled and
diluted with pre boiled
water

Dilution ratio is 1:1

Baby fed 8 times a day
using a cup

Left-overs taken by other
children

Breastfeeding

Fears not to breastfeed for
possible stigmatisation by
community and hostility
from the spouse

Breastfeed on demand

Good attachment, but
suckling is not effective

Complements with cow milk
due to growth faltering

Milk is bought, boiled and
diluted with a pre- boiled
water

Dilution ratio is 1:1

Milk is fed 3 times a day
using a cup

Left- over taken by the
mother

Infant formula

Opted for on advice from
the hospital

Formula is donated by the
hospital freely

Feed reconstituted with a
pre- boiled water and fed
on demand using a cup

Occasionally boiled water is
given to the baby

A few times the baby has
suckled from his mother
while she is asleep

Left- over taken by the
mother

MTCT
Knowledge

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/fex22/EN/pg_O...

Has some knowledge about
MTCT but does not know it

is preventable

Accepts wet-nursing,
formula, cow milk and milk

powder

Has high knowledge about
MTCT- timing of

transmission and prevention
Accepts wet-nursing,

formula, cow milk and milk
powder

Has high knowledge about
MTCT- timing of

transmission and prevention

Accepts formula, cow milk,
milk powder and
expressed/heat

Has high knowledge about
MTCT- timing of
transmission and prevention

Accepts formula, cow milk,
and milk powder as possible
feeding

13/11/2011
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has led to more younger women wet-nursing,
This is accepted, provided the surrogate mother
bathes before she touches the baby every time
she is involved in any sexual intercourse or the
wet-nurse and the baby take some manyasi
(herbal concoctions for cleansing purposes) to
guard/protect against chira affecting the baby. In
certain cases, mothers argue that wet-nursing is
safe without these practices provided the baby is
closely related (by blood) to the husband of the
surrogate mother, e.g. wet-nursed by a co-wife. It
is accepted that wet-nursed babies are more
likely to survive than the ones fed on other alter-
native foods.

The idea of expressing and/or heating breas-
tmilk was alien and unacceptable to mothers.
Ideas about this included, it is not normal to milk
a human, breastmilk cannot be expressed to
produce enough to satisfy the baby, milking
would make the breasts painful, and that breas-
tmilk is so volatile that on heating all of it would
evaporate,

The infant formula milks were believed to be
good, in that they are hygienic and prepared to
suit the babys nutritional needs. However, they
are expensive and are not available in the local
markets.

All of the 11 HIV positive subjects reported
that if they were to choose, given their sero-
status, cows milk would be the most viable
breast milk alternative due to its availability and
accessibility. However, eight of the eleven also
believed that infant formula would be the best
option if it could be provided cheaply and made
available.

Conclusions and recommendations

The choice of a breastmilk alternative is
influenced by many factors, among them
knowledge of MTCT, wealth, cultural attitudes
(stigmatisation) and information attained from
health facilities. Whilst wet-nursing may be a
practicable infant feeding alternative at family
level among the non-tested mothers, it was not
for these HIV positive mothers. The use of infant
formula as a breastmilk alternative by HIV posi-
tive mothers is limited by its cost, but would be
the most suitable if it were provided freely or at
a subsidised price. Cows milk was the most
practicable breastmilk alternative in the study
area. It is culturally acceptable, common/fami-
liar and relatively accessible (produced or
purchased) to many. However, micronutrient
supplements were not available locally, at the
district headquarters or through the PMTCT,

Page 1 of 3
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Based on our findings, we recommend that
mothers attending antenatal care should be
sensitised regarding vertical transmission of
HIV.

Counselling of HIV positive mothers on cows
milk feeding would be appropriate for those
who produce the milk or have sufficient money
to buy it, and PMTCT programmes should ende-
avour to improve the supply of cows milk in the
area. The women should also be guided on how
to prepare and modify cows milk and micronu-
trient supplements should be made available for
them.

The UNICEF/UNAIDS/WHO recommenda-
tion that any potential wet-nurse should be
confirmed HIV-negative and well informed of
her risk of getting HIV from the infant is suppor-
ted.

For further information, contact Tom Joseph
Oguta, P.O. Box 30650- 00100, Nairobi, Kenya.
Tel: 254-020-535966/ 630149 or 0722392499.
Fax: 254-020-555738

E-mail: ogutajoseph@yahoo.com or
tjoguta@anp-uon.ac.ke
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of the Dublin meeting, circulated with the last
theie of Field Exchange, was incompletely
pitnoededged. The picture of a young infant
with a mother in North Dafur, South Sudan in
BOD1 was taken by Yvonne Grellerty, during
G?Vevaluation with SC UK.
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Yeparte Grellerty, S. Sudan, 2001

The Emergency Nutrition Network (ENN)

grew out of a series of interagency meetings focusing on food and
nutritional aspects of emergencies. The meetings were hosted by
UNHCR and attended by a number of UN agencies, NGOs, donors
and academics. The Network is the result of a shared commitment
to improve knowledge, stimulate learning and provide vital sup-
port and encouragement to food and nutrition workers involved in
emergencies. The ENN officially began operations in November
1996 and has widespread support from UN agencies, NGOs, and
donor governments. The network aims to improve emergency
food and nutrition programme effectiveness by:
providing a forum for the exchange of field level experiences
strengthening itarian agency institutional memory
keeping field staff up to date with current research and eva-
luation findings
helping to identify subjects in the emergency food and nutri-
tion sector which need more research
The main output of the ENN is a tri-annual newsletter,
FieldExchange, wh ich is devoted primarily to publishing field level
articles and current research and evaluation findings relevant to
the emergency food and nutrition sector.
The main target audience of the Newsletter are food and nutrition
workers involved in emergencies and those researching this area.
The reporting and exchange of field level experiences is central to
ENN activities.

The Team

Jeremy Shoham (Field Exchange technical
editor) and Marie McGrath (Field Exchange
production/assistant editor) are both ENN

directors.

Rupert Gill is the new ENN administrator, based
in Oxford. Rupert has worked previously in the
field with Merlin, ACF and Oxfam in log/admin and
water/sanitation.

Dan George is the new ENN finance assistant,
working part-time in Oxford.

P

The Emergency Nutrition Network is a company limited by guarantee
and not having a share capital.
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The Impact of Title Il Maternal and Child Health
and Nutrition Programs on the Nutritional Status
of Children

Anne Swindale, Megan Deitchler, Bruce Cogill and Thomas Marchione

Executive Summary

Over the past seven years, Title Il Maternal and Child Health and Nutrition (MCHN)
activities have evolved from predominantly facility-based food distribution programs
targeted at undernourished children and their mothers, combined with some growth
monitoring, to integrated community-based development programs with long-term
health and sustainability objectives. The result of this shift has been a significant
improvement in the nutritional status of children benefiting from these programs. This
paper presents the results of a recent review of the impact of Title Il MCHN programs
on the prevalence of stunting and underweight in their target populations.

Information on the impact of the Title [l MCHN program on child nutritional status was
available for 29 programs. The review focused on Title [l MCHN programs that ended
in 2000 and 2001, for which final evaluation or annual results reports with data on

A 11 Aca A
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anthropometry were availaple. UI the 3

Hi2e02 MM poagraink wiibrandidates program impacts on child nutritional status
WiéPE available for 25 (71 percent). In addition, final evaluation reports were available
for four programs with end dates in 2002 (all in Ethiopia) and for a joint evaluation of
all the Ethiopia programs. Approximately 6.6 million children benefited from the Title
II MCHN programs that were reviewed.

The review of evaluations clearly shows that the Title Il MCHN programs have been
successful in improving the nutritional status (as measured by stunting and/or under-
weight) of children in their target populations. A large majority of the evaluations that
reported on stunting (16 of 18) documented a reduction in the prevalence of stunting
between the baseline and final evaluation on average stunting was reduced by 2.4
percentage points per year, from an average prevalence of stunting at baseline of 53
percent. The median length of time between the baseline and final evaluation was four
years. The 95 percent confidence interval is -3.6 to -1.3; this clearly supports the con-
clusion that the programs were associated with a reduction in stunting among the target
population. However, the averages do mask considerable variability in the results. The
standard deviation for all evaluations is 2.3.

The Title Il MCHN programs were also associated with a reduction in the prevalence
of underweight in the target population. On average, underweight was reduced by 1.9
percentage points per year, from an average prevalence of underweight at baseline of 42
percent. Again, the 95 percent confidence interval (from -2.8 to -0.9) clearly supports
the conclusion of successful reductions in underweight.
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1. Introduction

Over the past seven years, Title II Maternal and Child Health and Nutrition (MCHN) activities have
evolved from predominantly facility-based food distribution programs targeted at undernourished chil-
dren and their mothers, combined with some growth monitoring, to integrated community-based develop-
ment programs with long-term health and sustainability objectives. This paper presents the results of a
recent review of the impact of Title Il MCHN programs on the prevalence of stunting and underweight in
their target populations, which demonstrates that this shift has resulted in a significant improvement in the
nutritional status of children benefiting from these programs.

The United States Public Law 480 Title II development food aid program constitutes the single largest
source of USAID funding focused on food security and nutrition. Food aid is a flexible resource that can
be programmed for direct distribution or monetized to generate local currency to support development
activities. Approximately half of Title IT development resources ($188 million in Fiscal Year 2002) were
used in MCHN programs, which may also include water and sanitation activities. Prior to 1995, MCHN
programs were predominantly facility-based programs focused on growth monitoring and food supple-
mentation. The lack of necessary complementary interventions and the absence of a community-level
focus hampered the ability of the programs to reduce the prevalence of undernutrition in the target popu-
lations. USAIDs 1995 Policy Food Aid and Food Security Policy Paper stressed that food transfer alone
is not enough to achieve the goal of reducing malnutrition and that various other complementary activities
are essential to achieve household food security. !

Currently, Title [l MCHN programs revolve around a select set of interventions essential to household

food security that have been proven to reduce maternal and child death and disease and combat under-
nutrition. Title IT MCHN nroorams directlv sunnort nroven interventions to imnrove
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ahildtfonysviehaadpromotion of exclusive breastfeeding, appropriate complementary feeding and increased
micronutrient consumption; prevention and treatment of preventable childhood diseases, including diar-
rhea; and improvements in ante-natal care. Some Title Il MCHN programs also seek to create linkages
between health and nutrition activities and the agriculture sector so that improvements in agricultural pro-
ductivity and income may translate into better nutrition among households. The Title Il MCHN programs
predominantly target children under the age of two and their mothers, since children under the age of two
are at the greatest risk of becoming undernourished and also receive the greatest benefit from preventa-
tive interventions. In addition to improving the design and implementation of Title Il MCHN programs
over the past several years, USAID and the Title II implementing partners have focused on improving the
ability of the Title Il MCHN programs to monitor and report the impacts of the activities on the nutritional
status of children.

Through efforts such as the Title Il MCHN program, USAID and its partners contribute to reaching the
goal of halving the proportion of people who suffer from hunger and food insecurity between 1990 and
2015, as stated in the United Nations Millenium Declaration, signed in September 2000 by 189 nations,
including the United States. The overall effort involves finding solutions to intractable poverty, hunger,
malnutrition and disease; promoting gender equality and the empowerment of women; guaranteeing a
basic education for everyone and supporting the principles of sustainable development. The target of
halving hunger is measured by two key indicators: 1) proportion of population below minimum level of

2

dietary energy consumption and 2) prevalence of underweight in children under five years of age. 2

'Patricia Bonnard, Patricia Haggerty, Anne Swindale, Gilles Bergeron, and James Dempsey, Report of the Food Aid and Food
Security Assessment: A Review of the Title Il Development Food Aid Program, (Washington, D.C.: Food and Nutrition Technical
Assistance Project, Academy for Educational Development, 2002).

2As viewed at http://www.developmentgoals.org/About _the goals.htm
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The choice of a nutrition indicator to measure the poverty and hunger reduction goal is significant because
of the relative ease of measuring and reporting on nutritional status and because good nutrition directly
aids poverty reduction. A focus on nutrition enables an explicit connection to be made between actions to
improve human capital and the special needs of vulnerable groups such as women and children. Ulti-
mately, improved nutrition in these groups enables program benefits to be sustained across generations,
reinforcing poverty reduction strategies.

2. Methods

Information on the impact of the Title Il MCHN program on child nutritional status was available for

29 programs.’The review focused on Title I MCHN programs that ended in 2000 and 2001, for which
final evaluation or annual results reports with data on anthropometry were available. Of the 35 Title IT
MCHN programs with end dates prior to 2002, evaluations with information on program impacts on child
nutritional status were available for 25 (71 percent). In addition, final evaluation reports were available
for four programs with end dates in 2002 (all in Ethiopia) and for a joint evaluation “of all the Ethiopia
programs. Approximately 6.6 million children benefited from the Title Il MCHN programs that were
reviewed.

The reviewed programs reported a range of indicators of child nutritional status. The review focused on
indicators of the prevalence of stunting and underweight (percent of children of a given age range with
height-for-age z-score less than -2, and percent of children of a given age range with weight-for-age z-
score less than -2, respectively). Stunting is an indicator of past growth failure (chronic undernutrition)
and reflects a number of long-term factors including chronic insufficient food intake, frequent infection,
sustained less-than-optimal feeding practices and poverty. Underweight reflects both chronic and acute
undernutrition (being too short, too thin or a combination of the two).

A total of 18 evaluations (62 percent) reported on the prevalence of stunting among the target population;
a total of 15 (52 percent) reported on the prevalence of underweight. Because the length of time between
the baseline measure and the final evaluation measure varied, an annualized indicator was generated:
percentage point change in prevalence per year. Table 1 presents a list of the Title Il MCHN programs
included in the review.
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wariathovikdehe Refdicin mind when interpreting the results reported in this paper, since all of the programs
for which data were available were included in the analysis unless otherwise specified. The data and the
evaluation design for each of the 29 programs reviewed was rated as either poor, average, good or unclear
(See Table 2).4

3The review covered the Title [ MCHN programs that had submitted copies of baseline and final evaluation reports and/or an-
nual results reports to USAID, copies of which have been made available to FANTA. A follow-up of 10 programs not included
in this study shows no systematic exclusion of poorly performing programs. Four excluded programs did not collect commu-

nity baseline data or monitor community-wide nutritional results because they had not transitioned to the new program model
(programs in Uganda and Peru.) Two Nicaragua programs were reoriented to respond to needs arising from Hurricane Mitch, so
a comparison with the baseline would have been meaningless. Of the four programs with results gathered after this paper was
completed, two reported improvement of height and/or weight measures of children under five, one reported deterioration of both
weight and height, and one report shows improvements in one project area of a country and deterioration in another area. In the
opinion of the authors, including these excluded reports would have not significantly altered the results of the study.

4 Annex 1 contains detail on the criteria were used to classify the quality of program data/evaluation designs.
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Part 3

Results
Table 1. Title Il MCHN programs with data on the prevalence of child undernutrition 5
Data available on the Data available on the
prevalence of prevalence of
undernutrition undernutrition
Country PVO Stunting Underweight Country PVO Stunting Underweight
Benin CRS v India CARE v
Ethiopia CARE % CRS v
EOC v Bolivia ADRA v
SCE v CARE v
wv v FHI v
all Title IT v PCI v
Gambia CRS v Guatemala |CARE v
Kenya CRS v Haiti CARE v
Madagascar |CRS v CRS v
Mozambique | Africare \ Honduras CARE v
FHI v Nicaragua PCI v
Peru CARE v

Tahla 2 Nualitu AfF data and
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Poor Average Good Not clear
Number of Title Il MCHN programs 6 5 8 10

3. Results

The review of evaluations clearly shows that the Title Il MCHN programs have been successful in
improving the nutritional status (as measured by stunting and/or underweight) of children in their tar-

get populations. A large majority of the evaluations that reported on stunting (16 of 18) documented a
reduction in the prevalence of stunting between the baseline and final evaluation on average stunting

was reduced by 2.4 percentage points per year, from an average prevalence of stunting at baseline of
53 percent. The median length of time between the baseline and final evaluation was four years. When
results from the nine programs with stunting data rated average or good are examined, these results

are even more impressive an average reduction of 2.7 percentage points per year were reported. The 95
percent confidence interval is -3.6 to -1.3 for all evaluations and -4.0 to -1.5 for the higher quality evalua-
tions; this clearly supports the conclusion that the programs were associated with the reduction of stunting
among the target population. However, the averages do mask considerable variability in the results. The
standard deviation for all evaluations is 2.3 and 1.6 for the higher quality evaluations. ©

STwenty-four of the 29 programs reviewed had data on the prevalence of stunting and/or underweight. These were the programs
included in the results reported in Section 3 of this paper. The remaining five programs were not included because they used non-
standard indicators of child growth.

®Annexes 2 through 4 present the baseline and final evaluation prevalence data used in the analysis.
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The Title Il MCHN programs were also successful in reducing the prevalence of underweight in the target
population. On average, underweight was reduced by 1.9 percentage points per year, "from an aver-
age prevalence of underweight at baseline of 42 percent. *Again, the 95 percent confidence interval (from
-2.8 t0 -0.9) clearly supports the conclusion that the programs are associated with reductions in under-
weight.

The variability in results has both programmatic and technical explanations. The Title Il MCHN pro-
grams are implemented in a wide range of country contexts and cover a range of interventions types and
quality. In addition, the age range for the indicators reported by the programs and included in the analysis
varied considerably (see Table 3 below).

Table 3. Age range of stunting and underweight indicators reported by Title Il MCHN programs

Age range Percent of Percent of
of indicator stunting indicators underweight
indicators
0-59 months 27.8 21.6
3-59 months 5.6
6-59 months 27.8 16.2
24-60 months 222
0-47 months
0-35 months 5.4
6-35 months 2.7
18-36 months 5.6 5.4
24-35 months 5.6 2.7
0-23 months 432
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12-23 months 2.7

While not statistically significant, the data do indicate a pattern where the magnitude of change is as-
sociated with the width of the age range of the indicator. In other words, those programs that measured
children across a wider age range tended to report greater decreases in the prevalence of underweight (see
Figure 1). This tends to support the argument that, while children under two should be the beneficiaries
of program interventions, the measurement of the nutritional status of a broader age group may more
completely capture the total magnitude of the impact of a program over time (e.g., five years) since it will
include those children who are no longer active participants but who were likely to have benefited from
program interventions when they were younger. Another explanation may be that the wider age range is
correlated with the length of time in the program, so children who have been in the program for a longer
period of time will show greater benefits.

"Standard deviation = 1.7.
The average annual reduction was 1.8 percentage points in the seven programs with data rated as average or good.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/ffpOP4/EN/pg_... 13/11/2011



pg 0007 Page 1 of 3

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw Results Part 3

Figure 1. Average annual percentage point decrease in the prevalence of underweight by the age
range of the indicator*

children
3.0 under
’ children five
25T under
children three
20 [ under
two

% point decrease

Age range of indicator

* Children under two includes data from indicators of children 0-23 months; children under three includes 0-35 and
6-35 months, children under five includes 0-59 months, 3-59 months and 6-59 months. A similar chart was not gen-
erated for stunting data, because there are no stunting indicators reported for under twos or under threes. See Table
3.

One would expect that, if Title Il MCHN programs are successful in addressing the causes of undernutri-
tion. the total impact of the proeram on the nrevalence of undernutrition would
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ufcigaselvaitbhthedangiimity has benefited from the interventions. Figure 2 shows that this appears to be
the case for both stunting and underweight (although, as with all of the disaggregated results reported in
this paper, the sample size is too small and the variation is too large for the differences to be statistically
significant).

Not only does the amount of change appear to increase with the length of time of the program, the rate of
change, particularly for the reduction in the prevalence of stunting, increases dramatically when program
length is longer than three years. This pattern supports the view that changing behaviors takes time and
that shortening the length of Title I programs to three years, as has been suggested in order to increase
the flexibility in programming of resources, might result in a significant loss in the potential to reach the
program objectives of improving the nutritional status of children.

One limitation of the evaluations reviewed is that few of the evaluation designs included a compari-

son group, which would have permitted greater attribution of the results to the Title [l MCHN program
interventions. To be effective for attribution purposes, a comparison group needs to have similar charac-
teristics to the intervention group, with the main difference between the groups being that the interven-
tion group benefited from the program interventions and the comparison group did not. Since Title IT
programs target the most food insecure population in a geographic area, it is often difficult to identify

a comparison group for attribution purposes because the population not targeted by the program is by
definition less food insecure than the population that is targeted. However, some Title II programs have
been able to take advantage of the phasing in of program interventions over a period of time to implement
an evaluation design that includes a comparison group. See Box 1 for an example of the results from an
evaluation carried out by CARE Honduras that used this approach.
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Figure 2. Average total decrease in the prevalence of stunting and underweight by length of time
of the program

a8
Jd6
A4 -
d2
10 -
R
6
4
1l
0 |
# of years 2 3} 4 5
stunting | 3.5 4.7 12.0 17.0
underweight [ 4.5 7.5 7.9 10.2

In an attempt to control for secular trends in the countries, which may account for the improvement of
childrens nutritional status even in the absence of program interventions, the degree of improvement
reported by the Title Il MCHN programs was compared against national (or regional, where available)
trends in the prevalence of stunting and underweight. ° Three-quarters of the Title I MCHN programs
that reported on stunting showed better results than the national (or regional) trend; about 60 percent of
programs reporting on underweight did better than the national (or regional) trend. This indicates the
likelihood that at least some of the observed improvements in nutritional status are attributable to Title IT
program interventions.

The interaction of undernutrition with childhood infection and mortality is well recognized; undernutrition

is a contributing factor in more than half of infant and child deaths in the developing world. "Recently,
a study to develop and validate methods for estimating changes in child mortality from
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ahaegeatiitahildas completed. "Based on the models presented in the paper, it is now possible to estimate
the lives saved and the impact on child mortality and under-five mortality from reductions in underweight
children under five years of age. “Based on the number of beneficiaries of the Title Il MCHN programs
that were successful in reducing the prevalence of undernutrition, approximately 5.9 million children, we
estimate that approximately 47,899 (range of 29,026 - 66,398) children's lives were saved annually over
the past six years for a total estimated 287,394 (175,560 398,358) childrens lives saved.

“Data on national and regional trends in child nutritional status were obtained from the Population, Health and Nutrition Information
Project (PHNIP) Data Online for Population, Health and Nutrition (DOLPHN) database (www.phnip.com/dolphn/) and the World
Health Organization (WHO) Global Database on Child Growth and Malnutrition (www.who.int/nutgrowthdb/registration_form/
welcome.html).

""David L. Pelletier, Edward A. Frongillo, Dirk G. Shroeder, and Jean-Pierre Habicht, A Methodology for Estimating the Con-
tribution of Malnutrition to Child Mortality, Journal of Nutrition 124:2106S-2122S, 1994.

""David L. Pelletier and Edward A. Frongillo, Changes in Child Survival are Strongly Associated with Changes in Malnutrition

in Developing Countries, Journal of Nutrition 133:107-113, 2003 (available at www.fantaproject.org).

12Bruce Cogill, Simulation of Lives Saved for Ethiopia from reductions in child malnutrition, Draft, (Washington, D.C.: Food

and Nutrition Technical Assistance (FANTA) Project, Academy for Educational Development, 2003).
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Box 1: An example of a pre-post comparison group evaluation design

CARE Honduras has been implementing a Title IT development activity (DAP)

in Western Honduras since 1996. The DAP consists of three components: the
Community-Based Health Services, Agricultural Extension, and Rural Opportunities
for Employment and Development programs. A baseline survey of the proposed
intervention area was carried out in 1997. A final evaluation survey was carried out
in 2001.

One of the main objectives of the evaluation survey was to document the impacts

of the integrated approach, where at least two of the three DAP components are
implemented in the same community. The expansion of coverage of the integrated
approach is the focus of CAREs new 2001-2005 DAP. The sample for the final
evaluation survey was stratified into three groups: communities where only one of
the three DAP components was implemented, communities where at least two of the
three components were implemented (the integrated approach), and communities that
had been including in the baseline but where the DAP had not yet been implemented.
The latter group was used as a comparison group for comparison with the integrated
approach communities.

The evaluation found a statistically significant reduction
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in shentingeaddingpremiiiifommunities when compared with the communities that
had not yet received any of the DAP interventions. The baseline prevalence of stunt-
ing among children aged 24 to 59 months was 55 percent in the program area (which
included communities where CARE planned to implement the integrated approach
and communities where CARE did not plan to intervene during the period of perfor-
mance of the first DAP). In communities where the integrated approach had been
implemented, stunting was reduced to 47 percent by 2001, while it had increased to
66 percent in the communities that had not received any CARE interventions. The
baseline prevalence of underweight children (aged 12 to 23 months) was 33 percent.
Underweight was reduced to 28 percent by 2001 in the integrated communities, while
no change in the prevalence of underweight was documented in the non-intervened
communities.

Source: CARE Honduras Food Security Program, Results of Quantitative Survey for Final Evalu-
ation FY 1996-2000 and Baseline Survey FY2001-2005, 2002.
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4. Conclusion

The Title Il MCHN programs have demonstrated considerable improvements in both program design
and performance reporting over the past six or seven years. The results of the efforts made by USAID
and its partners have helped improve the nutritional status and save the lives of hundreds of thousands of
children. On average, the prevalence of chronic undernutrition among children in the target population
was reduced by 2.4 percentage points a year. The review also shows that the programs were associated
with a reduction in underweight and that the amount of improvement increases with the length of time of
the program. These results should help strengthen the ability of the Title Il implementing partners to set
programmatic targets for improvements in nutritional status of children.

However, the review also found considerable variability in the quality and comparability of the data
reported by the Title I MCHN programs. Continued efforts to improve the quality of the data collected
and reported by the Title Il MCHN programs are needed and will strengthen the ability of USAID and its
partners to demonstrate the important achievements of the Title II program.
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Annex

Annex 1. Criteria used to classify the quality of program data and evaluation designs. Note that
all judgments were limited in that they were made based only on the reported documentation

available to FANTA*

Evaluation Sampling
Universes

Limited comparabil-
ity between baseline
and final data due to
changing geography of
program and different
geographical areas
represented by respec-
tive data points

Potential errors in
anthropometric data
observed in review of
hard copy reporting,
adding question and
unreliability to use

of data for analysis
purposes

details may demon-
strate compromised
comparability, e.g., the
reported age range for
baseline and final data
comparison may be un-
clear or incomparable
(more than six month
range of discrepancy
between ages report-
ed), the geographic
universe for baseline
and final data compari-
son may have changed
slightly or the sample
of localities taken for
data collection does
not meet the statistical
requisites to be consid-
ered

universe

Certain cases have
comparison groups
included in final evalu-
ation design

Only minor discrepan-
cies in reporting of an-
thropometric data and
age ranges in various
Cooperating Sponsor
(CS) documents

(< one percentage
point difference in
anthropometric data
and up to six months
difference in reported
age range discrepan-
cies)

Poor Average Good Unclear
Incomparable Fair evaluation Comparable baseline Anthropometric data
Baseline/Final designs, but certain and final sampling reported in various

CS documents may

be discrepant or the
accuracy of the data
may be unclear, adding
question and unreli-
ability to use of data for
analysis purposes

Detail on the applied
evaluation design is
either not reported or
remains unclear from
description contained
in CS documents
available
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*Note that all judgments were limited in that they were made based only on the reported documentation available to
FANTA.
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Annex 2. Prevalence of stunting at baseline and final by quality of data/evaluation design:

pre-post design without a comparison group

Prevalence of stunting
Quality of data/ (HAZ = -2)
evaluation Baseline Final

66.6 54.5

61.1 39.5

Good 55.8 53.1
54.9 47.2

522 43.7

50.0 43.8

50.6 30.3

Average 413 32,0
32.8 28.7

52.5 42.5

Poor 48.5 56.0
43.3 41.1

41.2 34.6

68.7 452

57.9 58.0

Not clear 56.8 344
48.6 37.3

13.6 9.0

Annex 3. Prevalence of underweight at baseline and final by quality of data/evaluation design:

pre-post design without a comparison group
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Quality \rene,
\ ion Baseline Final
— 2438 2) 257
Good
24.8 15.1
39.0 37.0
Average 325 25.3
30.9 243
52.9 34.8
45.0 40.3
429 329
42.5 34.0
Not clear
372 21.8
34.0 353
29.8 17.5
14.9 15.9
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Annex 4. Prevalence of stunting and underweight at baseline and final: pre-post design with
comparison group, two programs with quality of data/evaluation = good

Program 1
Prevalence of stunting (HAZ = -2) Prevalence of underweight (WAZ = -2)
Final Final Final Final
Baseline intervention comparison Baseline intervention comparison
group group group group
54.9 47.2 65.8 333 27.7 335
Program 2

Prevalence of underweight (WAZ = -2)

Baseline

Final intervention group

Final comparison group

54.0

48.0

52.0
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OWE Orphans and Vulnerable Children
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%t Protein-energy Malnutrition
PEPFAR Presidential Emergency Plan for AIDS Relief
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Introduction

T his guide provides information for human immunodeficiency virus (HIV)/acquired
immune deficiency syndrome (AIDS)-affected households and communities on how
nutrition can help HIV-positive people live healthier lives throughout the progression of
HIV disease. Malnutrition is a common complication of HIV infection and plays a significant and
independent role in its morbidity and mortality. Malnutrition was one of the earliest complications
of AIDS to be recognized and has been used to clinically diagnose AIDS.

There is still a great deal we do not know about the relationship between HIV/AIDS and nutrition.
Research does suggest that the chance of infection with the HIV virus might be reduced in
individuals who have good nutritional status; the onset of the disease and death might be delayed
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in their programs. For
information, visit USAIDs
website at www.usaid.gov.
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where HIV-positive individuals are well-nourished;

afdivihenisidsdiatsonghiogdiae fieuisksbaby during pregnancy or birth. This guide is an
interpretation of the best available evidence to date from multiple sources, especially the World
Health Organization (WHO), and a broad range of experts. This guide was extensively revised
from its earlier version and was peer reviewed.

The purpose of this guide is to assist program managers and health workers make recommendations
on food management and nutritional issues for households with members who are HIV-infected

or living with AIDS. The guide refers to the nutritional care and support needs of individuals
infected with HIV; that is, persons who have the virus with or without symptoms of AIDS.

The guide is also designed for individuals, families, and communities affected by HIV; that

is, they may or may not be HIV-infected but are experiencing the social, economic, and health
consequences of the virus. The guide is designed with the view that sound nutrition practices will
benefit both infected and affected populations.

Food and nutrition recommendations are for both adults and children and emphasize the use of
locally available food products, complemented by appropriate foods obtained through external
donation programs, such as the United States Agency for International Developments (USAIDs)
Title I Program Tand the World Food Programme (WFP).
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This guide is targeted primarily at four types of audiences:

1. Program managers and technical staff who work in food aid, food security, health, and
nutrition programs in HIV-affected areas;

2. Local health workers in areas affected by HIV/AIDS;

3. Community-based organizations working in high prevalent HIV/AIDS areas; and

4. Institutions caring for PLWHAS or orphans and other vulnerable children infected or affected
by HIV/AIDS.

The guide highlights thematic issues related to HIV/AIDS and nutrition. The guide can be
translated and adapted to meet local needs and serve as a resource to develop educational
materials that are shared with communities and households. The six chapters are:

Chapter 1. Nutrition and HIV/AIDS: Basic Facts

This chapter provides basic information on HIV/AIDS, the relationship between HIV/AIDS and
nutrition, and guidance on nutrition.

Chapter 2. Managing HIV Disease Through Nutrition Interventions

This chapter provides guidelines for helping HIV-infected adults maintain overall good nutrition
status and a healthy body weight. The chapter includes dietary recommendations for adults
coping with HIV/AIDS-related symptoms and illnesses.
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Chapter 3. Nutritional Issues Associated With Modern and Traditional Therapies

This chapter describes the nutritional issues associated with therapies controlling virus replication
and treating AIDS-related illnesses and symptoms. It provides guidelines on the food and nutrition
responses that can be used to ensure efficacy of and adherence to the therapy and maintain good
nutritional status.

Chapter 4. Nutritional Care and Support for Pregnant and Lactating Women and
Adolescent Girls

This chapter provides dietary guidelines to ensure proper nutrition for pregnant and lactating
women and adolescent girls in the context of HIV/AIDS.

Chapter 5. Nutrition and Care Recommendations for Infants and Children

This chapter provides information on feeding guidelines to improve nutrition for children, whether
infected with HIV or not, to reduce transmission of the virus, boost immune system functioning,
and improve the dietary management of HIV-related complications.

Chapter 6. A Food-based Approach to Support HIV/AIDS-affected Households and
Communities

This chapter provides information on the selection, composition, and size of food commodities
distributed to HIV-affected communities.
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Nutrition and HIV/AIDS:
Basic Facts

program managers with basic information

This chapter provides basic facts on HIV/
AIDS, the relationship between HIV/AIDS to share directly with h ouseholds and

and nutrition, and guidelines for maintaining communities. The information is focused on
overall nutritional status and a healthy body resource limited settings commonly found in

weight. This chapter is designed to provide developing countries.
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H = Human (who is affected)

I = Immunodeficiency (the result)
V = Virus (the causal agent)

A = Acquired (from bodily fluids
through a behavior or action,
including from the mother during
pregnancy, during delivery, or
through breastmilk)

I =Immune (where the virus attacks)
D = Deficiency (resulting effect of
virus)

S = Syndrome (series of illnesses)

Acquired Immune Deficiency Syndrome, or
AIDS, is a disease of the immune system that
makes the individual highly vulnerable to life-
threatening infections and diseases, such as
tuberculosis (TB) and certain types of cancer.
AIDS is caused by a retrovirus known as the
human immunodeficiency virus, or HIV, which
attacks and impairs the bodys natural defense
system against disease and infection. HIV

is a slow-acting virus that may take years to
produce illness in a person. An HIV-infected
persons defense system is impaired and,

10

over time, other viruses, bacteria, fungi, and
parasites take advantage of this opportunity
to further weaken the body and cause various
illnesses and conditions, such as pneumonia,
TB, cancer, oral thrush, diarrhea, oral herpes
sores, and muscle wasting. This is why the

in fections and conditions found in HIV-
infected individuals are called opportunistic.

A person has AIDS when that person starts
having opportunistic infections, or when CD4
count is below 200 cells/mm in the presence
of HIV infection. The amount of time it takes
for HIV infection to become full-blown AIDS
depends on the type and strain of the virus and
host factors, including age, co-infections, and
some genetic factors, as well as the general
health and nutritional status before and during
the time of HIV infection.

Currently, there is no cure for HIV/AIDS

or vaccine to prevent HIV infection. Some
therapies can prevent, treat, or even cure many
of the opportunistic infections and relieve the
symptoms associated with HIV/AIDS, which
include fever, coughing, itching, poor appetite,

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

13/11/2011



pg 0010 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0011

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

difficulty breathing or swallowing, and
chronic diarrhea. A group of drugs referred
to as antiretroviral drugs (ARVs) directly
attack the HIV virus and significantly reduce
the rate of replication of the virus in the body
of the HIV-infected person. These drugs can

NUTR[T[ON/\NDH]\’//\[DS:B/\S[CF/\CTSCHIPTERI

decrease the viral load and slow down the
progression of HIV disease. The cost of ARV
drugs is declining, and access to ARVs among
people living with HIV/AIDS (PLWHAS) is
increasing in resource limited settings.

HIV is transmitted via three primary routes:

1. Having unprotected sex with a person
already carrying the HIV virus;

2. Transfusions of contaminated blood and
its by-products or use of non-sterilized
instruments, su ch as shared needles,
razors, and other surgical tools; and

3. From an infected mother to her child, or
mother-to-child transmission (MTCT),
during pregnan cy, childbirth, or
breastfeeding.

In most of the developing world, HIV is
transmitted primarily through sexual contact
with an infected person. Women are at greater
risk of HIV infection than men. Infants and
children are also at risk. A pregnant woman
who is HIV-infected has about a 15 to 40
percent risk of infecting her baby with HIV

in the absence of antiretroviral therapy (ART).
Of infants who become infected, 60 percent
will contract HIV during pregnancy or labor,
and 40 percent through breastfeeding.

HIV is not

Manv
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transmitted

fhaadghakes;

Hugs;

Food eaten from the plate of or drinks
shared with an HIV-infected person;

Mosquitoes or other insects;

Kisses; or

Latrines.

sravenny

pepted with the virus. They may appear
H‘ealthy but are still capable of transmitting the
) .
virus through unprotected sexual intercourse
h ‘X,reusing contaminated needles, razors, or
ather devices or, in the case of a pregnant or
thetating mother, during labor and delivery or
dieough breastfeeding.

WHO categorizes HIV infectio n by four
stages. These stages are summarized in Table
1.1. with the opportu nistic infections that
characterize each stage. Details of each stage

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

can be found in Appendix E of WHOs Scaling
Up Antiretroviral Therapy in Resource-Limited
Settings: Treatment Guidelines for a Public
Health Approach, published in 2003.
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Iable 1.1. WHO Clinical Classification System of HIV
Symptomatic or
Stage Asymptomatic Chanacteristics

Stage 1 Asymptomatic Persistent generalized swelling of the lymph nodes

Stage 2 Symptomatic Weight 1pss < 10 percent of body weight

Minor mucocutaneous manifestations such as seborrhoeic dermatitis,
prurigo, fungal nail infections, recurrent oral ulcerations, angular
cheilitis.

Herpes zoster within last five years

Recurrent upper respirator y tract infections such as bacterial
sinusitis.

Stage 3 Symptomatic Bedridden for < 50 percent of the day during the last month

AND

Weight loss > 10 percent of body weight

Unexplained chronic diarrhea > 1 month

Unexplained prolonged fever (intermittent or constant > 1 month.
Oral candidiasis (thrush)

Oral hair y leukoplakia

Pulmonary tuberculosis

Severe bacterial infections such as pneumonia or pyomyositis

Stage 4 Symptomatic Bedridden for > 50 percent of the day during the last month

AND

HIV Wasting Syndrome

Candidiasis of the oesophagus, trachea, bronchi or lungs
Cryptococcus, extrapulmonary

Cryptosporidiosis
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@jﬂbmegalovims disease of an organ other than the liver, spleen or
dlam}?ﬁ?ph nodes

g)érpes simplex virus infection, mucocutaneous for > 1 month or
1 visceral for any duration

Hibvitlementia (encephalopathy)

Kaposis sarcoma

Lymphoma

Extrapulmonar y tuberculosis

Atypical mycobacteriosis, disseminated or pulmonary

Any disseminated endemic mycosis

Pneumocystis carinii pneumonia

Progressive multifocal leukoencephalopathy

Salmonella septicaemia (non-typhoidal)

Toxoplasmosis of the brain
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Nutrition and HIV are linked. Any immune
impairment as a result of HIV/AIDS can

co ntribu te to malnutritio n. Maln utrition
leads to immune impairment, worsens the
effects of HIV, and contributes to a more rapid
progression of the disease. Thus, malnutrition
both contributes to and is a result of HIV
disease progression.

A person who is malnourished and then
acquires HIV is more likely to progress faster
to AIDS because the body is already weak
and cannot fight co-infections, particularly
without access to ARVs and proph ylactic
medications. A well-nourished person has a
stronger immune system for coping with HIV
and fighting illness. Figure 1.1. illustrates

the relationship between good nutrition and
resistance to infection in the context of HIV/
AIDS.

Timely imp rovement in nutritional status
can h elp stren gthen the immune system,
thereby reducing the incidence of infections,
preventing loss of weight an d lean bod y
mass, and delaying disease progression, so
that HIV has less chance to develop in a
person who is well nourished (see figure
1.1.). Some nutritional deficiencies can be
reversed by timely and adequate nutritional
therapy. Nutritional care and support

helps people living with HIV to manage
HIV-related complications, promotes goo d
responses to medical treatment, and improves
the persons quality of life by maintaining
strength, comfort, level of functioning, and
human dignity. Nutritional care and support
is especially effective for those HIV-positive
people who have not yet progressed to the
stage requiring ARV treatment.

I Figure 1.1. The Cycle of Good Nutrition and Resistance to Infection in the Context of

HIV/AIDS
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Good Nutrition
(good food intake,
maintenance of weight
and muscle tissue,
good micronutrient
status)

Management Strengthening
of HIV-related of the
Complications Immune System

(ability to fight HIV
and other infections)

(e.g. malabsorption,
diarrhea, lack of
appetite, weight loss)

Increased
Resistance to
Infections

(e.g. diarrhea,

tuberculosis,

respiratory infections)

Adapted from Ellen G. Piwoz and Elizabeth A. Preble, HIV/AIDS and Nutrition: A Review of the Literature and
Recommendations for Nutritional Care and Support in Sub-Saharan Africa. Washington, D.C.: Academy for Educational
Development (AED), 2000.
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HIV infection affects nutrition through increases
in resting energy expenditure, reductions

in food intake, nutrient malabsorbtion and

loss, and complex metabolic alterations that
culminate in weight loss and wasting common
in AIDS. The effect of HIV on nutrition

begins early in the course of the disease, even
before an individual may be aware that he or
she is infected with the virus.

The impact of pre-existing malnutrition on
HIV susceptibility and disease progression
is not yet understood. Early studies showed
that weight loss and wasting were associated
with increased risk of opportunistic infections
and sho rter surv ival time in HIV-positive
adults, independent of their immune status.
Other studies showed that clinical outcome
was poorer and risk of death was higher

in HIV-positive adults with compromised
micronutrient intake or status.

AIDS-wasting syndrome is defined as a 10

percent weight loss of baseline body weight
nlns

Diarrhea. A person with diarrhea has several
watery or loose bowel movements in a day.
There are several causes for diarrhea including
bacterial and viral infections, parasites, and as
a side effect of some medical treatments. Tt
results in losses of water and nutrients and
leaves a person at greater risk of dehydration.
Diarrhea also reduces appetite and leads to
poor nutrient absorption. Severe malnutrition
can occur following a prolonged period of
diarrhea.

Fever. Fever is a body temperature above 37
degrees Celsius. People with acute or chronic
fever may have chills, sweat excessively, have
muscle and joint aches, or be fatigued. Fever is
common in PLWHAS and does not necessarily
indicate a serious illness. The reasons for fever
vary, and it is often hard to determine whether
fever is due to HIV or another illness, such as
malaria or untreated opportunistic infections.
The bodys energy expenditure increases with
fever, causing increased energy requirements.

Nansea
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-
stdts  per day for more than 30 days) or chronic
SJE Sss and documented fever for 30 days or
{nore 1nterm1ttent or constant, in the absence
3 concurrent illness or a condition other
tBagcHIV infection. Wasting is characterized
by a loss of lean tissues. Lean tissues in the
body are responsible for most of the bodys
metabolic fun ctions including processing
medications. The body starts to lose its major
functions as damage to the immune system and
weight loss progress.

The followin g symptoms and illnesses
commonly caused by HIV infection hav e
nutritional consequences th at can lead to
malnutrition.

Anorexia. Anorexia, or loss of appetite,

may occur with the onset of infection and
when fever is present, or as a side effect

of medications. It leads to general weight

loss and is common when individuals are
depressed or living in socially and emotionally
unfavorable environments.

Page 2 of 3

@Bfhiting can result from the drugs used to treat

BTW?&‘IE’S or from opportunistic infections.
omit!

Nausea 0 may cause reduced appetite and

Xﬂhmtary restriction of food, and vomiting

lowers the amount of nutrients available to

the body.

Thrush. Thrush is a fungal infection caused
by the Candida fungus and is common in HIV-
infected people. Thrush refers to whitish spots
on the inside of the mouth, tongue, esophagus,
intestines, vagina, or anus. Although these
sores are uncomfortable, they are not life-
threatening. These sores can result in difficulty
eating foods, loss of appetite, reduced food
intake, and malabsorption, leading to weight
loss.

Anemia. Anemia is a low level of hemoglobin
in the blood. It results from an inadequate
number or quality of red blood cells that are
important for carrying oxygen and feeling

well. Iron deficiency from poor dietary intake
and/or absorption of iron causes approximately
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50 percent of global anemia. Other causes
include infectious diseases such as malaria,
tuberculosis, and HIV/AIDS, helminth
infections such as hookworm, other vitamin
deficiencies (e.g., B12 and folic acid), genetic
blood diseases, contraceptive methods (e.g.,
intrauterine devices), and closely spaced
pregnancies. Pregnant women and young
children are especially prone to anemia.

NUTR[T[UN/’\NDH]\’/A[DS:B/\S[CFACTSCHIPTERI

Persons who are anemic often experience
tiredness and weakness and may have pallor
(i.e., paleness) in the eyes, tongue, palms, and
nail-beds. The relationship between HIV and
anemia is not clearly understood, although it
is known that HIV-infected persons who are
anemic generally progress faster to AIDS than
those who are not.

Good nutrition for all individuals, but
especially PLWHAS, requires the consumption
of an adequate amount in the appropriate
proportions of macronutrients (e.g., proteins,
carb ohydrates, fats) and micronutrients

(e.g., vitamins, minerals). It is important

to remember that many people in resource
limited settings are experiencing pre-existing
malnutrition and that HIV will worsen the
situation.

The nutritional needs of HIV-infected persons
depend on the stage of disease progression.

D amrivnd intalra lavala aea

In the presence of symptoms (WHO stage

2 and above), HIV-infected persons should
increase energy intake by 20 to 30 percent
over the level of energy intake recommended
for healthy non-HIV-infected persons of the
same age, sex, and physical activity level.

These recommendations are for HIV-infected
persons, including those taking HIV-related
medications such as ARV,

Protein Requirements. According to WHOs
Nutrient Requirements for People Livin g
with
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I\CLlLlllCu LILAKC ICVCLD dIC
shggpstastbasegrebence of symptoms such as
fever, diarrhea, weight loss, and wasting,

Energy Requirements. The HIV-infected
person has additional energy needs because
of:

Energy used for HIV infection and

opportunistic infections;
Nutrient malabsorption; and
Altered metabolism.

The various phases of the infection are marked
by an increase in metabolism, increased energy
needs, and nutrient depletion. These effects of
infection often occur synergistically and result
in weight loss and wasting.

In the absence of AIDS symptoms (WHO
stage 1), HIV-infected persons should increase
energy intake by 10 percent over the level of
energy intake recommended for healthy non-
HIV-infected persons of the same age, sex, and
physical activity level.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

(@ldd increase in protein requirements
. in protein requi

to infection. -infected persons
8¢ to HIV infection. HIV-infected
0 not require more protein than the leve
gi‘; qui protein than the level
;ﬁgﬁﬁ}g}gﬁped for healthy non-HIV-infected
psrsons of the same age, sex, and physical
activity level.

At the onset of opportunistic infections, the
body loses nitrogen, which suggests a need
for increased protein intake if opportunistic
infections remain untreated. Studies have not
demonstrated, however, that improved clinical
outcomes occur from increased protein intake
among HIV-infected individuals. Furth er
research is needed on the optimal protein
requirements of HIV-infected persons during
the course of HIV disease. HIV-infected
people often have pre-existing protein-energy
malnutrition. Protein-energy malnutritio n
(PEM) results from inadequate intake or poor
utilization of food and energy, not a deficiency
of one nutrient and not usually simply a lack of
dietary protein. Programs may need to address
the deficiency by increasing intakes to meet
the recommended levels.

15
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Fat Requirements. According to the recent
WHO guidelines, there is no evidence that

fat requirements are different because of HIV
infection. However, certain ARVs or certain
infection symptoms such as diarrhea may
require changes in the timing or quantity of fat
intake in some cases.

Micronutrient Requirements. WHO does
not recommend micronutrients beyond th e
level of recommended micronu trients for
healthy non-HIV-infected persons of the same
age, sex, and physical activity level.

Multivitamin Supplementation and HIV

Ho wever, micronutrient deficiencies are
common in areas where HIV is prevalent.
Deficiencies of vitamins and minerals such as
vitamins A, B-complex, C, E, selenium, and
zinc, which are needed by the immune system
to fight infection , are co mmon in people
living with HIV. Deficiencies of anti-oxidant
vitamins and minerals contribute to oxidative
stress, a condition that may accelerate cell
death and increase the rate of HIV replication.

Good nutrition is best achieved by consuming
a diverse diet with foods rich in micronutrients,
especially vitamins A, B6, B12, and selenium,
iron and zinc. If the HIV-infected person
presents signs of a specific or multiple
micronu trient deficiencies, the deficiency
should be addressed usin g the standard
protocols.

The findings of a recent study conducted in Tanzania raises important issues about the
role of specific multivitamin supplementation on the progression and mortality of HIV

disease in pregnant women (Fawzi et al., 2004).
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Nutrition is an important component of comprehensive care, particularly in resource-
limited settings where malnutrition and food insecurity are common. Deficiencies of
vitamins and minerals, such vitamins A, B-complex, C and E, as well as selenium, zinc and
other micronutrients needed by the immune system have been commonly observed

in people living with HIV. The effect of supplementation with these micronutrients on
disease progression and mortality are now being studied. There is insufficient evidence to
recommend high-dosage micronutrient supplementation in high HIV prevalent population.
Results from some studies raise concerns that some specific micronutrients supplements
such as vitamin A, zinc and iron may be detrimental in HIV-infected populations in terms of
disease outcomes and transmission.

Ideally, an adequate micronutrient intake should be achieved through an adequate diet.
In areas where there are multiple micronutrients deficiencies, multiple micronutrient
supplements may be needed in pregnancy and lactation.

There is a need, however, for guidance on micronutrient supplementation and the
therapeutic and prophylactic use of multivitamins. WHO and UNICEEF are taking the
lead in this guidance. For now, HIV-infected women during pregnancy and lactation,
micronutrient intakes should be at the standard recommended levels. Dietary and clinical
nutritional assessment should be undertaken before initiating ART. In addition, patients
should be evaluated and counselled with regard to dietary modifications in response to
any side effect associated with ART.
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Managing HIV Diseasg
through Nutrition

Interventions
|
The purpose of this chapter is to provide guidance on how to support a healthy body
dietary recommendations that may help through nutrition interventions, which include
PLWHASs manage HIV disease, achieve bo th dietary app roaches and micronutrient
maximum benefit from medications, maintain supplementation. The second section addresses
body weight, and enhance quality of life the dietary management of specific AIDS-

by improving nutritional status. The first related symptoms.
section of this chapter pro vides general
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This section discusses guid ance for the
nutrition-related care and support of HIV-
infected asymptomatic men and women (i.e.,
those who have a positive reaction to one

of several tests for HIV antibodies but who
show no clinical symptoms of the disease) and
HIV-infected symptomatic men and women.
Specific guidance fo r the nu trition-related
care and support of HIV-infected pregnant
and lactating women can be found in Chapter
4, and Chapter 5 contains guidance for the
nutrition-related care and support of HIV-
infected children.

Any person living with HIV will benefit from
healthful eating habits to maintain a normal
body weight and prevent co-infections.

Good Dietary Practices

Good dietary practices play an important role
in maintaining a healthy lifestyle and healthy
body. An HIV-infected person already has a
weakened immune system. A nutritious diet
can help maintain the proper functioning of the

immune system and provides needed energy,
protein, and micronutrients during all stages
of the HIV infection. Program managers can
promote a number of dietary practices that
HIV-infected individuals and their families
can follow. The following suggestions are
provided as general principles in responding
to the nutritional needs of HIV-affected
populations.

Maintain ing adequate nutritional statu s
means consuming a variety and adequate
quantity of foods to meet energy, protein,
and micronutrients needs. PLWHAs should
eat a balanced and diverse diet consisting

of starchy staples (e.g., rice, maize, potato,
cassava, banana, yam) with cooked legumes
(e.g., beans, peas), nuts and nut butters, animal
foods, fat and oil, fruits, and vegetables. A
balanced diet will ensure that the individual
consumes sufficient nutrients to maintain
energ y, normalize weight, and ensure the
bodys proper functioning. The main types of
food people need to live a healthy life include
energy-providing foods (i.e., carbohydrates,
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fats), body -build ing foods (i.e., proteins,
minerals), and protective foods (i.e., vitamins,
minerals).

Carbohydrates (i.e., sugars, starches) and fats
provide the body with energy. These foods:

Provide energy to make bodies work and
keep active;

Are found in various starchy staple foods
such as maize, rice, sorghum, millet, and
green banana and roots and tubers such as
cassava, taro, potato, and sweet potato;
and

Are usually more affordable and available
than high-protein foods.

HIV-infected people have increased energy
requirements because of HIV disease and co-
infections. Consuming a variety of foods from
each of the main groups of energy sources on

a daily basis is important to maintaining good
nutritional status to help fight illness. In
addition, good nutritional status may ensure
that a person is able to survive an opportunistic
infection such as TB or pneumonia without
further compromising health and nutritional

than vegetable protein sources. Daily
consumption of a cereal with a protein
source such as legumes is recommended.

Foods rich in micronutrients (e.g., vitamins
A, B, C, D, E) and minerals (e.g., iodine,
selenium, zin c, iron) are called protective
foods. Micronutrient-rich foods:

Help the body absorb and utilize protein
and carbohydrates;

Help figh t infections and digest and
absorb other nutrients; and

Are found in dark green, leafy vegetables
(e.g., collard greens, cassava and potato
leaves, spinach, callaloo, pumpkin leaves,
cabbage) and yellow and orange fruits
and vegetables (e.g., mango, papaya or
paw paw, sweet potato, pumpkin, carrots,
tomato , avocad o, o ranges, lemons,
bananas).

Table 2.1. describes the role of variou s
micronutrien ts and their importance for
maintaining a health y body and provides
examples of foods that are rich sources of
micronutrients. Some of the foods listed are
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status.

Proteins and minerals are found in body-
building foods. These foods:

Contain proteins for cell repair and
growth nutrients such as iron for blood
and calcium and phosphorus for strong
bones;

Help build bones and cells important for
growth and development;

Help fight infection and repair the body
during times of illness; and

Are obtained from legumes (e.g., beans,
lentils, cowpeas, pigeon peas, groundnuts,
nuts), milk products (e.g., cow or goat
milk, yogurt, cheese, human breastmilk),
animal foods (e.g., fish, eggs, chicken,
pork, beef, birds, rodents, other meat
prod ucts, insects), whole g rains and
cereals (e.g., wheat, maize, millet,
sorghum, rice). Animal products are
important sources of nutrients but may
not be feasible to consume every day
because they are usually more expensive

20
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available only during specific seasons.

Food Safety and Hygiene. PLWHAS are
more vulnerable to infection because their
immune systems have already been weakened.
Properly handling food and water is especially
important to avoid infection s caused by
bacteria and viruses in contaminated food

and water. Listed below are guidelines for
handling water, animal products, fruits, and
vegetables and general food storage, as well as
some general hygiene guidelines.

Water

Be sure water is clean. Guidance on the
length of boiling time for preparation
of safe drinking/food preparation water
varies from boiling water vigorously for a
few seconds to 10 minutes.

Keep boiled water stored in a clean
container with a lid.

Do not dip hands or cups into the container.
Instead, poor water from the container.

The best container is one with a tap.
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Iable 2.1. The Role and Source of Selected Micronutrients

Micronutrient Ro

e

Food sources

Vitamin A Growtl

and function of T and B cells for

immunity; maintenance of mucosal epithelial
cells, including the lining of the respirator y,
gastrointestinal and gastrourinary tracts;

vitamin A deficiency is associated with increased
adult mor tality, higher infant mortality, and child
growth failure

Liver and dairy products, kidney,
egg, some fishes, yellow sweet
potato, pumpkin, palm oil, carrot,
dark green leafy vegetables, fruits,
such as papaya and mango

Thiamine Important for energy metabolism; support Whole-grain cereals, beans, meat,

Vitamin B1 appetite and nervous system functions fish, chicken, egg

Riboflavin Important for energy metabolism; support Milk, egg, liver, yogur t, meat, dark

Vitamin B2 normal vision, health, and integrity of skin green leafy vegetables, whole-grain
cereals, fish, and beans

Niacin Essential for energy metabolism; support health Milk, egg, meat, poultry, peanuts,

Vitamin B3 and integrity of skin and nervous and digestive groundnuts, whole-grain cereals,

systems fish

Pyridoxine Facilitates metabolism and absorption of fats Sweet potato, white beans,

Vitamin B6 and proteins; helps make red blood cells avocado, cabbage, broccoli, meat,
fish, green leafy vegetables

Cobalamin Important for new cell development and Red meat, fish, chicken, shellfish,

Vitamin B12 maintenance of the nerve cells cheese, eggs, milk, fermented
products

Ascorbic Important Citrus
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Xfighnin C

ﬁlﬁct@on and iron absorption; increases
Pé'&ts?z‘ﬂﬁce to infections
metabolism

féﬂi%, tangerine , guava, baobab,
E&‘ﬁﬁto

Vitamin E Protect

isagrll structures and facilitates resistance

HpamEialiseases

bmfgeyegetables, vegetable oils,
peanut, egg yolk, vegetables, nuts,
seeds, and liver

Calcium Builds strong bones and teeth; important for Milk, dark green leafy vegetables,
functioning of heart and muscle functions, blood shrimp, dried fish, beans, lentils,
clotting and pressure and immune defenses peas, whole grain millet, oil seeds,

okra

Todine Ensures the development and proper Fish and other seafood, salt with
functioning of the brain and of the nervous iodine
system; important for growth development and
metabolism

Iron Transports oxygen to the blood, eliminates old Red meat, poultry, shellfish,

red blood cells and builds new cells; required
for utilization of energy and metabolism by cells

egg, peanut, groundnuts, leafy
vegetables, lentils, beans, some
cereals, dried fruits

Magnesium Stren,

pthens the muscles; impor tant for nervous
system function; involved in bone development,
maintenance of teeth

Cereal, dark green vegetables,
seafood, nuts, legumes, groundnuts

Selenium

Prevents impairment of the heart muscle;
enhances the bodys antibacterial and antiviral
defenses

Seafood, liver, meat, nuts, unrefined
grains, brown rice, wheat germ,
whole-grain cereals, carrot, onion,
milk, egg

Adapted from Network of African People Living with HIV/AIDS (November 1997). Program managers in
each countr y are encouraged to develop and disseminate information on locally available food sources of

micronutrients.
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Always wash hands with soap before and
after touching foods and using the latrine.

Animal Products

Cook all an imal products (i.e., meat,
chicken, pork, fish, eggs) until thoroughly
cooked and well done.

Do not eat meat that still has red juice.

Do not eat soft-boiled eggs, raw eggs,
cracked eggs, or any foods containing raw
eggs.

Thoroughly wash hands and all utensils
and surfaces that have touched uncooked
foods, particularly meats, before handling
other foods.

Cover meat, poultry, and fish with a clear
cover or cloth. Keep meat, poultry and
fish separate from other foods to avoid
contamin ation with bacteria and other
disease-causing agents.

Fruits and Vegetables

Use boiled, clean water to thoroughly
wash all fruits and vegetables that are to
be eaten raw to avoid contamination.

If it is not possible to wash fruits and
vegetables properly, remove the skin to

Always boil them for at least five minutes
before eating leftovers.

Do not store raw food, especially meat,
close to cooked food.

Store fo od in a cool, dry place or
refrigerator.

Be very careful about eating prepared
foods purchased from vendors in the
marketplace.

General Hygiene

Always wash hands with clean water and
soap or ashes before, during, and after
preparing food, eating, or visiting the
latrine.

Cover all wounds to prevent contamination
of food during preparation and handling.

Use a latrine and keep it clean and free
from flies.

Keep the areas surrounding food
preparation and eating areas and latrines
clean.

Wash clothes, bedding, and surfaces that
might have been contaminated with feces
in hot water and soap.
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avoid contamination.

Remove the bruised parts of fruits and
vegetables to remo ve an y molds and
bacteria growing there.

Boil thoroughly, but do not overcook
vegetables as vitamins will get lost.

General Foods Storage and Handling

Make sure that all food preparation and
consumption areas are free of flies and
other insects.

Keep all food preparation surfaces clean.

Use clean dishes and utensils to store,
prepare, and eat food.

Cover and store food in containers to
avoid contamination.

Keep hot foods hot and cold foods cold
before eating.

Throw away foods that have gone bad or
are well past the sell-by or expiration
date.

Avoid storing leftovers unless they can
be kept in a cool place or refrigerator.
Always re-heat them at a high temperature.

22
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This section provides specific nu trition Table 2.2. on the following page provides
information and suggestions for improved information on how to manage AIDS-related
dietary practices including menu-planning symptoms. The dietary advice provided has
for adults coping with HIV- and AIDS-related been successfully used in some countries but
symptoms and illnesses. should be adapted to specific food habits,

regional constraints, and availability.
The goal of the dietary management of HIV
and AIDS-related symptoms is to prevent
malnutrition and improve the overall health
and nutritional status of PLWHAs, thereby
slowing the progression of the disease and
enabling greater comfort and productive
activity. Dietary management of AIDS-related
symptoms refers to the strategy of using food
and dietary practices to alleviate the effects of
AIDS-related symptoms on food intake and
nutrient absorption.

Dietary management of AIDS-related
symptoms can:

Ensure adequate food intake by adding

more flavor, encouraging PLWHAS to
talee emall hnt
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hisgroertydpasdéiieing foods with a texture
aﬁ‘)&g'l be easily eaten by PLWHAS;

Contribu te to increased comfort while
eating;

Provide more nutrients to compensate for
nutrient losses and/or increased nutrient
requirements;

Maintain body weight measured in
kilograms or sometimes expressed as a
body mass index (BMI) of at least 18.5
kg/m2. BMI is used to define a persons
current nutritional status and uses the
following formu la to determine BMI:
weight in kilograms divided by height in
meters 2, also shown as kg/m 2;

Prevent dehydration that occurs due to
diarrhea and fever;

Complement medical treatment, including
the provision of ARVs;

Reduce the severity of sy mp toms by
providing specific nutrient needs

Strengthen the immune system; and

Manage specific symptoms (e.g., nausea,
constipation).

23
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Page

Iable 2.2. Caring for Symptoms and Illnesses Associated with HIV in Adults

Iliness

Diet

Care Practices

Anorexia

Try to stimulate appetite by eating favorite foods.

If loss of appetite is due to illness, seek medical

(appetite loss) Eat small amounts of food more frequently. treatment,
Eat favorite foods.
Select foods that are more energy dense.
Avoid strong smelling foods.

Diarrhea Drink Igts of fluids to avoid dehydration (e.g., soups, Prevention

diluted fruit juices, boiled water, herbal teas).
Drink juices such as passion fruit; avoid strong citrus
(e.g., orange, lemon) because it may irritate the
stomach,
Consume foods rich in soluble fiber to help to
retain fluids (e.g., millet, banana, peas, lentils).
Eat starchy foods like rice, maize , sorghum, bread,
potato, cassava and blended foods like corn-soy
blend (CSB).
For protein, eat eggs, meat, chicken or fish.
Boil or steam foods.

Consume fermented foods like porridges and yogurt.

Eat small amounts of food frequently and continue
to eat following illness to recuperate from weight
and nutrient loss.

Eat soft fruits and vegetables like bananas, squash,
banana matoke, mashed sweet potato, mashed
carrots.

Foods to avoid/reduce intake:

Some dair y products such as milk if lactose
intolerant.

Caffeine (e.g., coffee, teas) and alcohol.

Fatty foods including fried foods and extra oil, lard
or butter.

Gas-forming food such as cabbage, onions, and
carbonated soft drinks (e.g., sodas).

Drink plenty of clean, boiled water,

Wash hands with soap and water before
handling, preparing, serving or storing foods.

‘Wash hands with soap and water after using
a toilet or latrine or cleaning a child after
defecation.

Treatment

Drink more fluids to prevent dehydration.
Prepare rehydration solutions using oral
rehydration salt packets or a home-made
solution of one liter of boiled water, four
teaspoons sugar, and a half teaspoon of iodized
salt.

Go to a health center if symptoms such as
severe dehydration persist (e.g., low or no
urine output, fainting, dizziness, shortness of
breath, bloody stools, high fever, vomiting,
severe abdominal pain or diarrhea).

Fever

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui

Eat soups that are rich in foods that give energy and
nutrients, like maize , potatoes, and carrots.

Bathe in cool water.
Rest.
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Drink
plentyfse
liquids,
more than
usual
beyond
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Continue

0 tolerated.

Ej‘néa(f the health center in case of: fever that
;}equms several days and is not relieved with
meal@spirin; loss of consciousness; severe body pain;
as  yellow eyes; severe diarrhea; and fits.

Nausea and
Vomiting

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui

Eat small and frequent meals.

Eat foods like soups, unsweetened porridge and
fruits like bananas.

Eat lightly salty and dry foods like crackers to calm
the stomach.

Drink liquids, such as clean boiled water.

Avoid spicy and fatty foods,

Avoid caffeine (e.g., coffee, tea) and alcohol.

Avoid overly sweets foods,

Avoid having empty stomach; nausea is worse if
nothing is in the stomach.

Avoid lying down immediately after eating; wait at
least 20 minutes to avoid vomiting

Rest between meals

24

Eat small frequent meals. Nausea is worse if
there is nothing in the stomach.

Avoid lying down immediately after eating; wait
at least 20 minutes to avoid vomiting.

Rest between meals.
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Iliness Diet Care Practices
Thrush Eat soft mashed foods, such as carrot, scrambled Seek medical treatment.
eggs, mashed potatoes, bananas, soups, porridge . Rinse mouth with boiled warm salt water after
If available , use a spoon or cup to eat small amounts eating to reduce irritation and keep infected
of foods. areas clean so yeast cannot grow.
Eat cold or room temperature foods. Tilt head back when eating to help with
Drink plenty of fluids. swallowing.

Avoid spicy, salty, or sticky foods; these may irritate
mouth sores.

Avoid sugary foods; these cause yeast to grow.

Avoid strong citrus fruits and juices which may
irritate mouth sores.

Avoid alcohol.

Anemia Eat more iron- and folic acid-rich foods such as Seek treatment for malaria and hookworm.
animal products (e .g., eggs, fish, meat, liver), green
leafy vegetables (e.g., collard greens, spinach),
legumes (e .g., beans, lentils, groundnuts), and fortified
cereals.

Consume vitamin C-rich foods (e.g., citrus fruits,
green leafy vegetables) at meal times to improve
iron absorption.

Do not drink tea, coffee, milk and cocoa at meal
times; these inhibit iron absorption.

Take iron folate supplements as recommended by a
health worker.

Muscle Increase food intake by increasing quantity of food Eat small frequent meals.
Wasting and frequency of consumption. Eat soft liquid food if mouth sores present.
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Increase protein in diet by eating animal products,
cereals, and legumes.

Improve quality and quantity of foods by providing a
variety of foods.

Eat small frequent meals.

Slowly introduce fat in the diet.

Increase intake of starchy foods in cereals and
other staples.

Use for tified foods.

Maintain regular exercise. It is the only way to
build muscles.

Page 2 of 3

Constipation Eat

more foods that are high in fiber content, such
as maize, whole-wheat bread, green vegetables, and
washed fruits with the peel remaining.

Drink plenty of liquids including boiled water.

Avoid processed or refined foods.

Maintain regular exercise.
Drink water, juices, and nectars every day.

Bloatedness/
Heartburn

Eat small, frequent meals.

Avoid gas-forming foods (e.g., cabbage , soda) and
spicy foods.

Drink fluids between meals.

Eat small, frequent meals.

Eat long enough before sleeping so food can
digest.

Avoid lying down immediately after eating.

Tuberculosis Cor

sume foods high in protein, energy, iron and
vitamins.

Consult medical personnel about taking food
with medications.

If taking isoniazid for treatment, take a vitamin
B6 supplement to avoid deficiency of this
micronutrient.

Loss of
Taste and/or
Abnormal
Taste

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Use flavor enhancers (e.g., salt, spices, herbs, lemon). Chew fq

od well and move around mouth to
stimulate receptors.
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Planning Meals for PLWHAs

It is important to work with households to select

foods that are easily available, acceptable, and
affordable to prepare. In planning meals, the
following elements should be considered:

The nutrient value and variety of the
av ailable foods (e.g., animal foods,
legumes, nuts, fruits, vegetables, staples,
and fats);

The nutritional needs of the person(s),
inclu ding the addition al energy
requirements due to infections and stage
in the life cycle (e.g., pregnancy, lactation,
childhood, adolescence);

The personal food preferences of the
PLWHAS;

The effects of taking drugs, such as ARVs,
on diet or drug food interactionssee
Chapter 3 for more informatio n on
nutrition and ARVs;

The time required for food preparation;
and

The cost and availability of food.

Persons caring for PLWHAS need to plan

In planning a meal for an HIV-infected
individual, follow three steps:

1. Begin by assessing the stage in the
disease based on the presence or absence
of symptoms and opportunistic infections,
the medications being taken, the food
preferences and dietary practices of the
PLWHAS, the quantity of food consumed,
the frequency of meals, and the types
of foods that are regularly consumed
including staple foods.

2. Identify and reinforce good dietary
practices. Identify th e n utrients not
adequately covered through food
consumption. Analyze the reasons for
the inadequacy and opportunities to meet
these needs.

3. Based on the assessment, p lan a
varied diet with the client. Work with
households to select foods that are easily
available, acceptable, and affordable.
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meals that are adeq uate and satisfy their
physical and emotional needs. Compared to
the requirements of healthy, non-HIV-infected
people of the same age, sex, and physical
activity level, HIV-infected asymptomatic
persons need 10 percent more energy and HIV-
infected symptomatic persons need 20 to 30
percent more energy. Meals should contribute
to good health, be visually appealing, and
provide aromas and tastes that stimulate the
appetite.

26
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Nutritional Issues
Associated with Modern
and Traditional Therapies

The purpose of this chapter is to provide Foods and medications can interact in a
information on: number of ways to create health and nutritional
positive and negative outcomes in PLWHAs.
The nutritional issues related to modern Interactions between modern medications and
an d traditional therapies used by food and nutrition can involve:
PLWHAS; and
The dietary responses that can be used The effect of certain foods on how drugs
to manage medication side effects and work in the body;
medication-food interactions. The effect of certain drugs on how food is
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People infected with HIV may take various
modern medications, including antibiotics to
treat opportunistic infections, ARVs to treat
HIV/AIDS, and anti-malarial, anti-helminthe,
and anti-fungal medications to treat other
conditions such as malaria, intestinal parasites,
and thrush. Often, these medications interact
with specific nutrients or types of foods

and have a positive or negative impact on
health and nutritional status. The interaction
can affect th e efficacy of th e medication

by reducing its potency. Additional dietary
supplemen ts, such as mineral tonic and
vitamin pills, are also often used and should
be consid ered when evaluating possible
harmful effects or interactions. Some people
may stop taking the medication due to an
adverse reaction. To minimize the negative
effects of food-medication interactions and

to maximize benefits of available medications
and nutrients, it is important to develop various
food-medication management strategies using
locally available resources.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

used in the body;

The side effects of a medication, which,
in turn, can affect food intake and nutrient
absorption; and

Unbhealthy side effects caused by
combinations of certain medications and
foods.

In the first section of this chapter, the
medication-fo od interactions and the side
effects of modern medications are explained,
followed by ap proaches to minimize the
negative impact on diet and nutrition.

The second section of this chapter focuses

on the nutritional implications of traditional
and alternativ e therapies for HIV/AIDS.
Traditional therapies usually include the use
of foods, plants, animal or mineral substances,
clays, and herbs that are believed to have
preventive, healing, or curative properties.
However, because many traditional therapies
are not well documented or understood, the
nutritional and medical effects are mostly

29
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unknown. To maximize the positive benefits of
these treatments and to minimize the negative
effects, program managers and health workers
are encouraged to collaborate with traditional
healers to help identify any harmful effects of
traditional therapies as well as interactions
with modern medications and foods.

Page 1 of 3

Antiretroviral drugs (ARVs) are medications
used to treat HIV/AIDS. Although ARVs do
not completely destroy HIV, they significantly
reduce the replication of the virus in the blood,
which slows down progression of the disease
to AIDS.

The main types of ARV include:

Non-nucleoside reverse transcriptase
inhibitors (NNRTIs);

Nucleoside analogues or nucleoside
reverse transcriptase inhibitors (NRTIs);
and

Protease inhibitors (PIs).

inhibitors, which are a different type of ARV
not yet available in resource limited settings
and, therefore, not discussed in this chapter.

Table 3.1. provides examples of medications in
the major types of ARVs available in resource
limited settings:

Each type of ARV is active at different stages
of the virus in the replication cycle. Combining
two or more ARVs enhances drug efficacy,
which is referred to as combination therapy or
highly active antiretroviral therapy (HAART).
For example, the action of the ARV zidovidune
is enhanced if used in combination with
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Fusion inhibitors are a new type of ARV that
prevent HIV from binding to the surface of the
T-cell and infecting the T-cell. HIV-positive
people who have become resistant to NNRTIs,
NRTIs, and Pls will likely benefit from fusion

Page 2 of 3

lamivudine or didanosine. It is likely that a
person receiving ART will take a combination
of ARV to best prevent replication of the
HIV virus. WHO recommends four first-line
HAART regimens for adults and adolescents
in resource limited settings listed in the box on

the following page.
I Table 3.1. Classes and Types of ARVs

Class Type Examples of Drugs

Reverse Non-nucleoside reverse efavirenz (EFZ)

Transcriptase transcriptase inhibitor (NNRTI) nevirapine (NVP)

Inhibit: ; - -

nhbrtor Nucleoside reverse transcriptase abacavir (ABC)
inhibitor (NRTI) didanosine (ddl)
lamivudine (3TC)
stavudine (d4T)
zidovudine (ZDV)
Nucleotide reverse transcriptase tenofovir (TDF)
inhibitor (NtRTI)

Protease Inhibitor Protgase Inhibitor (PI) indinavir (IDV)
lopinavir (LPV)
nelfinavir (NFV)
ritonavir (RTV)
saquinavir (SQV)

30

13/11/2011



pg 0030 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0031

NUTRITIONALISSUESASSOCIATED WITHMODERNANDTRADITIONAL THE RAPIESCHA PTER 3

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

First-Line ARV Regimens
Recommended by WHO for Resource
Limited Settings

1. stavudine + lamivudine + nevirapine
2. zidovudine + lamivudine + nevirapine
3. stavudine + lamivudine + efavirenz

4. zidovudine + lamivudine + efavirenz

Source: World Health Organization (WHO).
Scaling Up Antiretroviral Therapy in Resource-
Limited Settings: Guidelines for a Public Health
Approach. Geneva, Switzerland: WHO, 2003.

ART is not required at all stages of HIV.
Generally, ART is used when the virus has
begun to significantly damage the immune
system. WHO recommends a person begin
ART when that person meets any of the
following three conditionssee Table 1.1. for
definitions of WHO stages of HIV:

Access to New Information

Since knowledge in the area of ARVs is recent
and continues to evolve, it is important for
health workers and program planners to remain
up-to-date as new ARVs become available or
as new information emerges about existing
ARVs. An important component of this process
is to identify sources of information about
ARVs and other drug-food interactions and

to develop communication channels to ensure
that this information reaches caregivers and
PLWHAES in an easily comprehensible form.
Sources of information may include ministries
of health, AIDS service organizations, drug
product information, pharmaceutical services,
and journals or other periodicals.

ARVs and Pre-existing Malnutrition

Most existing recommendations on ARVs
are based on research with well nourished,
relatively food secure p opulation g roup s.
The dietary implications for ind ividuals
suffering from pre-existin g protein energy
malnutrition and micronutrient deficiencies
may be different, such as in resource limited
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WHO stage 4 of HIV regardless of CD4
count

WHO stage 3 of HIV with a CD4 count
below 350/mm 3

WHO stages 1 or 2 of HIV with CD4
count below 200/mm 3

Or if CD4 testing is unavailable, WHO
recommends a person begin ART when that
person meets any of the follo wing three
conditions:

WHO stage 4 of HIV regardless of total
lymphocyte count

WHO stage 3 disease regardless of total
lymphocyte count

WHO Stage 2 disease with a total
lymphocyte below 1200/mm 3

Because many ARVs may negatively interact
with certain foods and nu trients, dietary
management of ARV-food in teractions can
help improve the efficacy of ARVs while also
minimizing their negative nutritional impact
and enhancing adherence to drug regimens.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

settings. This relates both to drug efficacy
and nutrient absorption and metabolism. For
example, what is the effect of pre-existing
malnutrition on the absorption or metabolism
of ARVs. Given that malnutrition adversely
affects medication efficacy, are there specific
nutritional responses that can mitigate these
effects. Conversely, what is the impact of
medication on malnourished individu als.
These questions, as yet, do not have answers.

ARVs and Breastfeeding

Breastfeed ing is strongly encouraged and
commonly practiced in resource limited
settings, including by HIV positive women.
WHO recommends that: When replacement
feeding is acceptable, feasible, affordable,
sustainable, and safe, avoid ance of all
breastfeeding by HIV-infected mo thers is
recommen ded. Otherwise, exclusive
breastfeeding is recommended during the first
months of life. To minimize HIV transmission
risk, breastfeeding should be discontinued

as soon as feasible, taking into accou nt

31
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local circumstances, the individual womans
situation, and the risks of replacement

feeding (including infections other than HIV
and malnutrition). Since some ARVs can
affect fat metabolism, the effects of ARVs on
breastmilk composition are not known. These
effects may have implications for the health of
infants as well as the health of HIV-positive
mothers taking ARVs.

Page 1 of 3

There is a need for further research on these
issues, especially as access to ARVs increases
in resource limited settings. Until further
findings emerge, however, recommendations
should be based on existing knowledge and
basic health and nutritional principles.

For more information on breastfeeding and
other infant feeding optio ns, please see
Chapter 5, Nutritional Care Recommendations
for Infants and Children.

Modern medications can interact with food in
four major ways as illustrated in Figure 3.1.
Proper dietary management interventions can
help manage some of these negative effects
and can help PLWHASs maintain adequate
food intake and co mp ensate for affected

nutrients. Table 3.2. includes the side effects
of some common mod ern medications as
well as dietary management interventions to
encourage adherence to the prescribed drug
regimen and minimize the side effects that
negatively affect nutritional status.

I Figure
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"3l
Types
19F00D
Food

Medication
Interactions

2. MEDIC ATION

3. MEDIC ATION SIDE
EFFECTS

4. MEDIC ATION +
CERTAIN FOODS
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(Affects)

(Affects)

(Affects)

-

(Creates)
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MEDIC ATION ABSORPTION,
METABOLISM, DISTRIBUTION,
EXCRETION

NUTRIENT ABSORPTION,
METABOLISM, DISTRIBUTION,
EXCRETION

FOOD CONSUMPTION,
NUTRIENT ABSORPTION

UNHEALTHY SIDE EFFECTS
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Food Affects Medication Efficacy

Food can enhance or inhibit the absorption,
metabolism, distribution, and excretion

of med ication and, therefore, affect the
medications efficacy. This type of interaction
varies from drug to drug and requires tailored
dietary responses, wh ich can improve the
efficacy of the drug as well as encourage clients
to adhere to the prescribed drug regimen.

For example:

Food reduces the absorption of isoniazid,
which is used to treat TB, a common
opportunistic infection. Therefore,
isoniazid should be taken at least one hour
before or two hours after a meal.

Rifampin is also used to treat TB and,
like isoniazid, its absorption is reduced
by food. Rifampin should be taken one
or two hours after a meal to increase the
drugs absorption.

Food enhances absorption or metabolism
of some ARVs and inhibits absorption
or metabolism of others. For example, a
high calorie, high fat, high protein meal

Aarvraacac ahen

antibiotic and anti-TB medication rifampin
may increase vitamin D metabolism, resulting
in weakened bones. Therefore, vitamin D
supplementation may be required. Treatment
of TB should be accompanied by a vitamin B6
or vitamin D supplement, depending on the
type of antibiotic used.

Some ARVs can lead to lipodystrophy
syndrome or fat maldistribution, which is
characterized by either fat accumulation (e.g.,
breasts, upper back, visceral fat) or fat loss
(e.g., face, extremities). Depending on the
ARV drug, patients may experience changes
in fat distribution in the body and levels of
triglicerides and cholesterol in the blood.

It is important to maintain a healthy weight, eat
a variety of foods, reduce intake of refined sugar
and excessive carbohydrates, increase intake of
fiber, avoid alcoholic beverages and smoking,
exercise regularly, and take medications to
lower harmful fats in the blood.

The effective management of lipodystrophy
syndrome has not yet been established.
Potential approaches include diet and exercise,

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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REPHEiHPinavir. A high fat meal
RIOrEER% the bioavailability of tenofovir
and reduces the absorption of zidovidune.
Zidovidune should not be taken with high
fat meals (i.e., more than 40 g of fat or
three tablespoons of margarine or oil).

Medication Effects on Nutrient
Absorption, Metabolism, Distribution,
and Excretion

Certain modern medications can affect health
an d nutritio nal outcome by inhibiting or
enhancing nutrient absorption, metabolism,
and excretion. Dietary management may
require nutrient supplements or increased food
intake, if there is a need to compensate for a
depleted nutrient.

TB is an opportunistic infection that affects
30 percent of PLWHAs in resource limited
settings. The TB medication isoniazid
inhibits the metabolism of vitamin B6,
which is important for the metabolism of
fats and proteins. Therefore, vitamin B6
supplemen tation is recommended. The

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

use of medications, and change in the ARV
regimen.,

Some protease inhibitors, such as indinavir,
may affect glucose or sugar metabolism and
cause insulin resistance. Insulin resistance

is associated with increased risk of diabetes.
In case of diabetes, a specific carbohydrate
controlled diet, reduced intake of refined sugar
and saturated fat, exercise, and anti-diabetic
medications are recommended.

The Side Effects of Modern Medications

Modern medication s may hav e side

effects that affect food intake and nutrient
absorption. Many of these side effects may
be managed by dietary responses. Proper
nutritional management of these side effects
will contribute to improved adh erence to
the regimen. When not properly managed,
side effects of medications often lead to the
interruption of treatment and contribute to poor
adherence. Health workers and counselors
should provide clients with dietary guidance
that is specific to local situations.

33
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Side effects o f med ication, su ch as taste
changes, loss of appetite (i.e., anorexia),
nausea, bloating, heartburn, constipation,
vomiting, an d diarrhea, ind irectly affect
nutritional status by causing a reduction in
food intake or nutrient absorption. Reduced
food intake and poor nutrient absorption can
lead to weight loss and continuing impairment
of the immune system, which, in turn, allows
HIV to more quickly progress to AIDS.
Dietary management of these side effects can
help maintain food intake, compensate for
nutrient losses, and prevent weight loss. Some
side effects of medications can be similar to
certain AIDS-related symptoms and call for
similar dietary management. The following
are examples:

Changes in taste. The protease inhibitors
saquinavir and ritonavir cause changes in
taste and can cause food to taste metallic,
sweeter, sourer, or too salty, which, in
turn, may cause an individual to consume
less food. This can be addressed by using
flavor en hancers such as salt, sugar,
spices, vinegar, or lemon to stimulate the
taste buds, increase taste acuity, and mask

Again, check with local medical authorities
to ensure proper management of weakened
bones.

Some side effects of ARV are similar to
symptoms of opportunistic infections, such as
diarrhea. Therefore, the health worker must
continue to be alert to recognize symptoms
of infections and treat these infection s
appropriately.

Multiple Medications

Treatment of AIDS may require taking many
pills on a daily basis, which can make it difficult
to maintain food intake. If medications make

it difficult to eat, a person is less likely to
strictly adhere to the drug regimen, which can
create drug resistance, especially in the case of
ARVs. It is vital that health workers explain

the necessity of healthy eating to the furthest
extent possible, while also adhering to the drug
regimen.

Multiple medications have multiple food-drug
interactions and side effects that require setting
specific timing, identifying recommen ded
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any
fRigaskatonions to soup will boost flavor
%?gd%tcﬁl help to improve intake.

ing

simple L

Ano rexia. Several medications, such
as isoniazid and the ARVs lamividune
and stavidune, may cause anorexia and
lead to reduced food intake. The dietary
management of anorexia requires eating
small and frequent meals and favorite
food s. PLWHASs wh o experience
anorexia should eat five to six meals
a day and should include energy- and
nutrient-dense foods at each small meal to
ensure adequate nutrient intake. It is also
important to maintain as much physical
activity as possible, such as walking in
fresh air, which also helps to stimulate
appetite.

Some ARVs have been associated with
increased risk of osteoporosis and weakening
of bones that may require medical and dietary
responses. For osteoporosis, a balanced

diet with high calcium foods, such as milk,
yogurt, cheese, and vitamin D supplement,

is recommended, along with medical care.

34

foods,

H@l_lth workers should spend enough time with
3 WHAS, to list all the drugs taken and

Cotfisel on the dietary management of the side

gffects and the interactions with food.

each
Dogg-Drug Interactions

Drug interaction s need to be managed

ad equately in order to ensure that the
prescribed drug combination does not diminish
drug efficacy, increase side effects, and affect
nutritional status. For ex ample, th e ARV
didanosine reacts with antacid medications
containing magnesium and aluminum, leading
to increased sid e effects of didano sine.
Therefore, didanosine should not be taken at
the same time with the antacid medications
containing magnesium and aluminium.

Medication and Food Can Cause
Unhealthy Side Effects

The combination of some medications and food
can create unhealthy side effects or reduce the
positive impacts of the drugs. Table 3.2. lists
some of the medications used in resource
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limited settings. The table shows their purpose,
potential side effects, and recommended ways
of taking the medications. Program planners
are encouraged to add or update the list as
medications become available.

Iable 3.2. Modern Medications and Recommended Food Intakes and Side Effects

Medication Purpose Nutrition Food/ Potential Side Effects*
Recommendations Beverages/
Herbs to
Avoid
Sulfonamides: Antibiotic Take with food Nausea, vomiting, abdominal
Sulfamethoxazole, for treating pain
Cotrimoxazole pneumonia and
(Bactrim toxoplasmosis
Septra )
Rifampin Treatment of On an empty Alcohol Nauseg, vomiting, diarrhea, loss
TB stomach one hour of appetite

before or two
hours after meals

Isoniazid Treatment of One hour before Alcohol Anoreixia, diarrhea;
TB or two hours after may cause possible reactions
meals with foods such as bananas,
beer, avocados, liver, smoked

Supplement with or pickled fish, yeast, yogurt;

i
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i) may
wely BéeRtgtgbolism, therefore will
Bléamm % Hine vitamin B6 supplement
to prevent peripheral
neuropathy and anemia
Quinine Treatment of With food Abdominal or stomach pain,
malaria diarrhea, nausea, vomiting; lower
blood sugar
Sulfadoxine and Treatment of With food and Nausea, vomiting, taste loss and

Pyrimethamine
(Fansidar )

malaria

Pyrimethamine
is also used

to treat
toxoplasmosis

consume large
quantities of water

Supplement daily
with folinic acid
(leucovorin), the
active form of
folate (5-10 mg/
day)

diarrhea; not recommended

if folate deficient; not
recommended for breastfeeding
women

Chloroquine

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Treatment of
malaria

With food

Stomach pain, loss of

appetite, nausea, vomiting; not
recommended for breastfeeding
women
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Page

Medication Purpose Nutrition Food/ Potential Side Effects*
Recommendations Beverages/
Herbs to
Avoid
Fluconazole Treatment of With food Nausea, vomiting, diarrhea; can
thrush be used during breastfeeding
Nystatin Treatment of With food Infrequent occurrence of
thrush diarrhea, vomiting, nausea
Antiretroviral drugs
Abacavir (ABC) Antiretroviral Can|be taken Nausea, vomiting, fever, allergic
NNRTI without regard to reaction, anorexia, abdominal
food pain, diarrhea, anemia, rash,
hypotension, pancreatitis,
dyspnea, weakness and
insomnia, cough, headache
Didanosine (ddl) Antiretroviral Takp one hour Alcohol, Anorexia, diarrhea, nausea,
NNRTI before or two juice vomiting, pain, headache,
hours after eating ‘weakness, insomnia, rash,
with water only dr y mouth, lost of taste,
constipation, stomatitis, anemia,
fever, dizziness, pancreatitis; do
not take with antacid containing
aluminum or magnesium
Lamivudine (3TC) Antiretroviral Can|be taken Alcohol Nausea, vomiting, headache,
NNRTI without regard to dizziness, diarrhea, abdominal
food pain, nasal symptoms, cough,
fatigue, pancreatitis, anemia,
insomnia, muscle pain, and rash
Stavudine (d4T) Antiretroviral Can|be taken Limit Nausea, vomiting, diarrhea,
NNRTI without regard to alcohol peripheral neuropathy, chills
food and fever, anorexia, stomatitis,
diarrhea, anemia, headaches,
rash, bone marrow, and
pancreatitis
Tenefovir Antiretroviral Alcohol
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[NRU N Wilfl Ah_dominal fatigue, and dizziness.
Zidovudine (AZT) x’r\:t\;retmviral Can|be taken with K;gﬂ&nore ia, anemia, nausea,
NNRTI food, but do not vomiting, bone marrow
take with a high suppression, headache, fatigue ,
fat meal constipation, fever dizziness,
dyspnea, insomnia, muscle pain,
rash
Efavirenz Antiretroviral Can|be taken with Alcohol Elevated blood cholesterol
NRTI food, but do not levels, elevated triglycerides
take with a high levels, rash, dizziness, anorexia,
fat meal nausea, vomiting, diarrhea,
dyspepsia, abdominal pain,
flatulence
Nevirapine (NVP) Antiretroviral Can|be taken St Johns Nausea, vomiting rash, fever,
NRTI without regard to wort headache, skin reactions, fatigue,
food stomatitis, abdominal pain,
drowsiness, paresthesia; high
hepatoxicity
36
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Medication Purpose Nutrition Food/ Potential Side Effects*
Recommendations Beverages/
Herbs to
Avoid
Indinavir (IDV) Antiretroviral Takle the drug one St Johns Nausea, abdominal pain,
PI hour before or wort headache , kidney stones,
two hours after taste changes, vomiting,
meal; drink at least vomiting, diarrhea, insomnia,
1,500 mL of fluid ascites, weakness, dizziness;
daily may increase the risk of
lipodystrophy; do not consume
grapefruit as it may lower the
level of medicine in the blood
Lopinavir Antiretroviral Can be taken St Johns Abdominal pain, diarrhea,
PI without regard to wort headaches, headache, weakness,
food nausea; may increase the risk of
lipodystrophy and or diabetes
Nelfinavir Antiretroviral Takle with meal or St Johns Diarrhea, flatulence, nausea,
PI light snack wort abdominal pain, rash;
may increase the risk of
lipodystrophy
Ritonavir Antiretroviral Takle with meal if St Johns Nausea, vomiting, diarrhea,
PI possible wort hepatitis, jaundice , weakness,

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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Saquinavir Antiretroviral Takle with meal or Garlic Mouth ulceration, taste changes,
PI light snack; take supplements | nausea, vomiting, abdominal
within two hours St Johns pain, diarrhea, constipation,
of a high fat meal wort flatulence , weakness rash,
and high calcium headache; may increase the risk
meal of lipodystrophy

This list is not comprehensive .
*For nutritional management of side effects, refer to Table 2.2. in Chapter 2.

Sources: a) Pronsky, Meyer, and Fields-Gardner. HIV Medications Food Interactions. 2001.

b) Nerad, Romeyn, Silverman, Allen-Reid, Dietrich, Merchant, Pelletier, Tinnerello, Fenton, General
Nutrition Management in Patients Infected with Human Immunodeficiency Virus. Clinical Infectious
Disease 36_(2003).

¢) World Health Organization (WHO). Scaling Up Antiretroviral Therapy in Resource-Limited Settings:
Guidelines for a Public Health Approach. Geneva, Switzerland: WHO, 2003.
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Iable 3.3. Food Interactions and Side Effects of Isoniazid

Medication Dietary Interactions and Dietar y Responses/Instructions for PLWHAs
the Medication Side Effects
Isoniazid TB Food reduces absorption of Do not take isoniazid during meals. Take one hour
treatment isonizid before or two hours after meals.
May affect vitamin B6 Daily consumption of food sources of vitamin B6
metabolism such as white beans, maize avocado, meat, and fish,

or vitamin B6 (25 to 50 mg daily) supplementation
is recommended.

Increased risk of hepatitis Avoid alcohol.
when combined with alcohol

Anorexia (i.e., loss of appetite) E4t small and frequent meals. Eat favorite foods.

Diarrhea Drink plenty of fluids and eat energy- and nutrient-
rich food. Avoid fried foods.

Multiple Food Interactions of a Drug

The various drug-food interactions require
specifically tailored dietary respo nses
according to medication and nutrition needs.
Table 3.3., for example, shows the various
food interactions and side effects associated
with the TB treatment drug isoniazid.

Many tradition al approaches are not well It is very important for program managers and
documented and their nutritional effects are traditional healers to work together to ensure
mostly unknown. Most of these therapies have that all the treatment options available to

not been subjected to clinical research and, PLWHASs.

thus, their effect on the course of HIV disease

is unknown. People widely use traditional There are often locally available remedies for
medicines and trust them. However, it is treating illnesses common to PLWHAs, such
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important

to

'iﬁfé‘&ﬂ&?al therapies may be beneficial or

that: detrimental to a persons health;

They may need to manage interactions
between traditional therapies and food and
nutrition;

There is a cost associated with traditional
therapies, which people are willing to
pay;

Dietary management of side effects still
apply when using traditional medications;
and

It is important to be knowledgeable about
the common traditional therapies that are
used in the program area.

as
M@throats, and thrush. A number of dietary
Ehes as well as some alternative or
Faditional ways of dealing with common
H a%.ig.fegfe described in the Table 3.4. The
remedies listed are sometimes used in East
and Southern Africa. Pro gram manag ers
are encouraged to compile an expanded list
of treatments u sed to alleviate sy mptoms
associated with AIDS. However, scientific
evidence of their efficacy is limited and some
may have side effects.

As the effects of food on the efficacy of the
medication are drug-specific, the nutritional
assessment by the health worker should

include an assessment of all the medications
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the client is taking, including ARVs, and the
food commonly eaten. The health worker
should work with PLWHAS to identify the
most appropriate dietary interventions with
regards to timing of meals and what types
of foods to consume or avoid to ensure the
efficacy of the medication and optimize the
metabolism of nutrients.

Nutritional Issues Associated with
Traditional Therapies

Traditional therapies and modern therapies can
interact and affect both drugs efficacy. For
example, studies have shown that the blood
concentration of the PI saquinavir decreases
by 50 percent in the presence o f garlic
supplement, which is taken as a traditional
therapy to strengthen the immune system.
Saquinavir should not be taken with a garlic
supplement. To promote consistent dietary
guidance, program planners should encourage
dialogue and consultation between modern and
traditional practitioners.

Traditional therapies vary widely and
are specific to local circumstances and

Properties of Some Traditional
Remedies

Garlic: Used to build a healthy heart;
helps soothe symptoms of thrush, mild
diarrhea and headaches

Tea made from lemon leaves , guava leaves,
or gum or Neem tree leaves: Used to
treat sore throats and coughs

Gum tree leaves with vegetable oil: Used
to treat minor skin problems

Lavender or geranium, crushed and boiled
with water: Used to treat skin rashes
associated with shingles
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practitioners. Therefore, health workers and
program planners should learn about local
remedies by asking traditional healers and
their clients about commonly treated illnesses.
Program planners, in consultation with modern
and traditional therapists, should assess

the benefits and disadvantages of available
treatments, and ensure that approaches are
consistent with the nutritional guidelines
presented in this guide. In situations where
treatment is in conflict with sound nutritional
or medical approaches, it is necessary to review
the recommendations with the traditional
healer and health authorities. For example, a
traditional healers recommendation to avoid
fluids during bouts of diarrhea is cause for
concern. However, if the recommendation is
for a tea made with boiling water and a local
herb, the benefit is likely to be positive.

Program planners may also consider involving
modern and traditional providers in the design
of guidelines for nutritional management of
modern and traditional therapies and food
interactions in a specific setting.

39

Page 2 of 3

13/11/2011



pg 0039 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0040

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

Page 1 of 2

Iable 3.4. Examples of Traditional Ways of Dealing with Common Illnesses and Symptoms in AIDS

1lness/
Symptom

Traditional Ways of Dealing with the Illness or Symptom

When to Seek Assistance from
Modern Health Services

Diarrhea Eat ff

fuits such as ripe bananas.

Drink the water from boiled white rice and light porridges made
of maize and cassava.

Prepare rice soup. Boil one cup of rice in five to six cups of water
and a bit of salt for 1 hour. Drink the soup while it is warm.

Drink fermented milk three to four times a day. Fermented milk
does not contain lactose , a sugar that can be associated with
abdominal pain during diarrhea.

Drink garlic tea. Chop three or four cloves of garlic and add to
one cup of boiling water. Simmer for 10 minutes and then cool

slightly before drinking. Drink the tea three to four times per day.

If there is blood in the stool

If diarrhea is accompanied by
fever that cannot be relieved by
aspirin or home treatment

If the patient is too weak to eat
or very dehydrated and efforts to
rehydrate are not working

If diarrhea does not go away after
two to three days

Fever

Drink citrus (e.g., lemon, orange) juice several times throughout
the day.

Pound lemon or orange peel with a small amount of water. Rub
on the patients back or add to bathwater before bathing.

Pound gum/eucalyptus leaves in a mortar with a small amount of
cooking oil. Rub the oil onto the patients chest. Or place a large
number of gum leaves in a pot of boiling water. Leave the pot in
the patients room so the vapors can be inhaled.

Cut a fresh twig from a neem tree (i.e., Azadirachta indica).

Remove the leaves, and have the patient chew the bark; or boil
some water with the bark and have the patient drink the tea.

If fever lasts more than three days

If the patient is very hot or
delirious

If fever is accompanied by other
signs of serious illness

Cough Crush

ome fresh gum tree leaves and place them in boiling water.
When the water is boiling, remove the pot from the fire. Place a
cloth over the persons head and lean over the pot to breathe the
vapors.

Place three to four dried gum tree leaves in a cup of hot water

The tea should be consumed two to three times a day.
Tea can also be made with lemon or guava leaves.

and boil for ten minutes. Let the tea cool slightly before drinking.

If the person is coughing blood
or thick, bad-smelling sputum or
mucous

If the cough lasts more than two
weeks

Headaches Cr

sh some lavender leaves with a little cooking oil until a paste
is formed. Rub it into the temples and forehead. Also rub some
dried lavender

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui
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Maké‘#&ﬂf}.ﬂm&g}ﬁgn tea. Chop two to three cloves of garlic
}mc on?ﬂgffnl‘:mb of onion. Put the chopped garlic and onion into
a cup of hot water. Allow the water to simmer for 10 minutes.
After 10 minutes, let the tea cool slightly before drinking.

the after two to three days
headache

does

not

20

away

Sore
Throats

Squeeze a whole lemon and mix with honey. Take a large spoonful
as necessary.

Mix a strong solution of salt and warm water. Gargle with this
solution several times a day.

Eat raw garlic or make garlic tea. Chop three to four cloves of
garlic. Add chopped cloves to one cup of boiling water. Allow
water to simmer for 10 minutes. Let it cool before drinking. Add
honey or sugar to sweeten if available .

If the patient cannot swallow or
breathe properly

If the patient has a fever that
cannot be relieved by aspirin or
home treatment

If the patient develops a rash

If the sore throat lasts more than
two weeks

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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Thrush Eat ong to two cloves of raw garlic every three to four hours if When a fever is present and
available . If the raw garlic is too strong, crush the cloves and mix cannot be relieved by aspirin or
with a small amount of clean boiled water. Rinse the mouth with home treatment
this mixture and then swallow the rest. Repeat every three to If no improvement occurs after a
four hours. few days

Drink sour/fermented milk. This will help to prevent yeast from If pain causes a complete loss of
growing. appetite

Eat green papaya or paw paw as a relish or side dish.

Gargle with slightly salty, warm, clean water.

Avoid sweet foods and sweet drinks (e .g., carbonated soft drinks),
which will increase the soreness and help the yeast to grow.
Avoid sugar and honey.

Source: Malawi National AIDS Control Programme. Handbook of Herbal Remedies for Some AIDS-Related Illnesses. Lilongwe, Malawi:
Malawi National AIDS Control Programme, 1996.

Guidance on Effective Nutrition/ and whether there have been positive

Medication Management for or negative changes in symptoms, side

Antiretroviral Therapy (ART) effects, or drug adherence. Consult with

PLWHASs and suggest other options when

The following are guidelines for health workers recommended foods are not available.

that can help promote effective nutrition-

medication management for ART. Assessments help identify the most effective
communications channels for disseminating

1. the upd ated recommendations on dietary
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Oaueselanding that ARVs are not a cure.

Bod effects on the medications efficacy,
medication effects on nutrient absorption
and metabolism, and the side effects of the
medications.

The timing for taking medications and
fo od/meals. Ex plain the necessity of
accurate timing for meals and drugs.
Involve PLWHAS and family members
in constructing a meal and drug-taking
timetable and in selecting the foods
available to address the negative effects of
medications and food interactions.

The dietary management of the
medications negative effects on nutrient
absorption, metabo lism, distribution,
and excretio n and the side effects of
the medications. Highlight the foods
that should not be taken while taking
the medications and provide appropriate
guidance.

2. Provide psychosocial support at the onset
of treatment.

3. Assess an y difficulties that PLWHAs
may be having in following the planned
diet and timetable due to food access
or availability, taste, or other reasons

management of food and medicatio n
interactions to p rogram planners, health
workers, caregivers, and PLWHAs. Below
are a series of questions that can guide health
workers in carrying out an assessment:

‘What ARVs and other medications are
used.

What are the specific ARV and
medication-food interactions in the local
context.

What are the common side effects of
these ARVs and medications. What
kno wn foods aggravate or alleviate
the symptoms. What are the dietary
responses.

What medications, including modern and
traditional, are taken for the treatment of
opportunistic infections and the diseases
common to the area. What are the drug-
drug interactions. What are the drug-food
interactions.

What are the nutritional implications and
the food recommendations to manage the
side effects (e.g., nausea, loss of taste,
changes in nutrient absorption). What
is the effect of the medication on nutrient

41
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absorption and metabolism.

What suggestions for specialized diets will
be difficult to implement because of food
insecurity, food habits, or other reasons.
How can these constraints be addressed

What are the most effective
communication s channels to keep
PLWHAES, caregivers, counselors, and
program managers informed about
ARVs and other medications and their
implications for nutrition

Limited Access to Sufficient Food for
PLWHAs

Due to the scarcity of food in many resource
limited settings, people with HIV/AIDS
may be unable to follow recommendations
to manage the effects of food-medication
interactions. Health workers should involve
PLWHAES in identifying feasible options for
the nutritional management of food and drug
interactions, which may also contribute to
maintaining drug adheren ce by generating
ownership and interest in the continuation of
the treatment.

Food insecurity is aggravated by the economic
con seq uences of HIV/AIDS, such as loss
of earnings of a sick household member,
depletion of assets and savings in order to
pay for healthcare, or reduced availability of
household labor to produce food. Program
implementers should work with communities
to identify ways for food insecure PLWHAs
to access the sufficient quantity and quality
of food needed. For more information, please
refer to Chapter 6.

Stigma and Discrimination Faced by
PLWHAs

The stigma directed at PLWHAs can cause
anxiety and depression in affected individuals,
which is may cause a reduction in appetite and
food intake. Stigma can also create additional
ob stacles and challenges for HIV-infected
people trying to follow recommended feeding
practices. Involving HIV-positive people in
the program design and implementation has
been shown to reduce stigma and engage
communities.
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www.aidsinfo.nih.gov
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American Dietetic Association
www.eatright.org
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Food-Medications Interactions
www.foodmedinteractions.com

Food and Nutrition Technical Assistance
Project (FANTA)

www.fantaproject.org

Immunodeficiency Clinic University Health
Network

www.tthhivclinic.com

John Hopkins University
www.hopkins-aids.edu
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Nutritional Care and
Support for Pregnant
and Lactating Women
and Adolescent Girls ®

The purpose of this chapter is to provide nutritional requiremen ts compared to their
nutritional care and support guidelines to help healthy HIV-negative counterparts due to a
ensure adequate nutrition for pregnant and combination of the virus replication process
lactating women in the context of HIV/AIDS. and disease symptoms that limit dietary intake
and reduce nutrient absorption. Medications
At the end of 2003, 58 percent of those living used to treat HIV and associated infections can
with HIV in Sub-Saharan Africa were women. also create side effects that cause an individual
Young women 15 to 24 years old are two-and- to reduce food intake, while opportunistic
a-half times more likely to be infected than infections associated with HIV contribute to
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young men of the same age. HIV-infected

pregnant and lactating women have increased

additional nutrient losses.

Good nutrition is important for all pregnant
women and contributes to maternal health
and optimal birth outcomes. Inadequate food
intake, poor dietary quality, and untreated
infections before and during pregnancy
increase the risk of maternal mortality and
morbidity and are risk factors for negative
birth outcomes such as infants with low
birth weight (LBW) or intrauterine growth
restriction (IUGR). Because the nutritional
requirements of women are greater during
pregnancy, they need to consume adequate
quantities of nutritionally dense food s to
meet their own nutritional requirements and
the requirements of the growing fetus and
prepare for lactation. This section presents

a brief review of the nutritional requirements
of all pregnant women in the context of HIV/

AIDS and provides dietary recommendations
to ensure womens health and improve birth
outcomes.

A healthy and n ormally active pregnant
woman requires approximately 285 additional
kcal each day. She also needs to eat increased
amounts of protein and take a daily supplement
containing 60 mg of iron and 400 mg of folate,
according to national protocols. A diverse,
micronutrient-rich diet should be consumed,
including fortified foods if available. A daily
multimicronutrient supplement containing up

to 1 recommended dietary allowance (RDA) 2
of all essential nutrients may be recommended
when an adequate and balanced diet is not
available. A pregnant woman should gain
approximately 12.5 kg during the pregnancy.

45
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2 Recommended Dietary

Allowance (RDA): The
amounts of specific
micronutrients needed

to meet the nutrient
requirements of approx-
imately 98 percent of the
healthy individuals in a specific
age and gender group. RDAs
guide individuals to achieve
adequate nutrient intake
aimed at decreasing the risk
of chronic disease. They

are based on estimating an
average requirement plus an
increase to account for the
variation within a particular
group.
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Ensuring Good Nutrition for all Pregnant Women and Adolescent Girls

Benefits for the mothers

Decreases the risk of complications during pregnancy and delivery;

Prevents or controls anemia in the mother; lowers the risk of mortality/morbidity
during delivery and in the early postpartum period; and

Ensures energy storage for lactation.

Benefits for the infant
Prevents intrauterine growth restriction (IUGR), micronutrient deficiencies, and LBW
and contributes to healthy growth and development.

Benefits for the household

Well-nourished, healthy mothers are more available for child care and contribute
more fully to the functioning of the family; and

Improved work productivity is associated with improved nutritional status.

Benefits for the community and the nation
Increases productivity; and
Decreases maternal and infant morbidity and mortality.

Birth weight is one of the most important in kilograms by height squared in meters
determinants of a childs survival and is (kg/m 2). For example, a 48.4 kg woman with
hiohlv a
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rraprary
sedtusdre and during pregnancy. A low
BYe—pregnancy weight and inadequate weight
%?é%](élrging pregnancy are the most significant
RESALOLS of IUGR and/or LBW. Short stature
is also a risk factor for delivery of an infant
with I[UGR and/or LBW. An average weight
gain of 12.5 kg during pregnancy is a common
international recommendatio n. According

to the Institute of Medicine in 1990, women
who begin their pregnancy with a body mass
index (BMI) of less than 19.8 must increase
their daily energy intake to gain more than
12.5 kg. To calculate the BMI, divide weight

Baghof 20.14 (BMI=(48.4/(1.55%1.55))). If
H{fShly overweight (i.e., BMI is greater than

at the beginning of the pregnancy), the
cm .
Yoman should not gain more than 7 kg. Table
4.55provides recommended total weight gain
during pregnancy and the recommen ded
woulkdly weight gain during the second and third
m%ﬁ’esters, depending on a womans BMI at
the beginning of the pregnancy. The minimum
pregnancy weight gain recommended by for
all women in developing countries is 6 kg (i.e.,
1 kg per month during the second and third
trimesters of pregnancy).

Page 2 of 3

Iable 4.1. Recommended Weight Gain during Pregnancy

Pre-pregnancy category BMI Recopnmended total gain Recommended weekly weight gain,
(kg) second and third trimesters

BMI less than 19.8 12.5to 18.0 slightly more than 0.5 kg

BMI 19.8 to 25.9 11.5t0 16.0 0.5kg

BMI 26.0 to 29.0 7.0to 11.5 0.3 kg

BMI more than 29.0 less than 7 0.3 kg

Source: Institute of Medicine (1990)

46
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Energy Requirements. Healthy pregnant
women need an extra 285 kcal per day if the
pre-pregnancy activity level is maintained.
The additional 285 kcal per day translates

ap prox imately into one additional serving
of the staple food each day. The extra daily
energy requirement is reduced to 200 kcal per
day if the activity level is reduced.

Protein Requirements. A pregnant woman
requires more protein for the development

of fetal and maternal tissue, including the
placenta, and an increased red blood cell mass.
Non-pregnant women need 0.8 g protein/kg
per day, while pregnant women require 1.1 g/
kg per day, or approximately 71 g each day

In addition to the consumption of staple foods,
pregnant women should eat foods that provide
protein, such as pulses (e.g., chickpeas, lentils,
cowpeas, beans), oil seeds (e.g., pumpkin,
sunflower, melon), and foods of animal

origin (e.g., meat, eggs, milk). Foods of
animal origin provide protein, zinc, selenium,
and iron that is more bio-available than the
same nutrients derived from plant sources.
Pregnant women need to eat a variety of foods

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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Micronutrient Requirements. Man y
micronutrient requ irements increase with
pregnancy. Pregnant women hav e higher
iron requirements because of the mothers
increased red blood cell mass and the iron
needed by the developing fetus. They are
therefore at higher risk of developing iron
deficiency anemia than non-pregnant women.
In order to meet both fetal and maternal iron
requirements, an adequate dietary intake of
iron plus supplementation with iron/folate is
necessary for pregnant women.

Anemia and Iron. Anemia in pregnant women
is associated with pre-term delivery, LBW,

and increased perinatal mortality. The risk

of maternal mortality is increased in pregnant
women with decreasing hemoglobin levels.

In resource limited settings, anemia affects

half or more of all pregnant women. WHO
recommends that pregnant women consume

a supplement containing 60 mg of iron and

400 micrograms of folic acid on a daily basis

3 The National Academies.

Dietary Reference Intakes for
Energy, Carbohydrate, Fiber,
Fat, Fatty Acids, Cholesterol,
Protein, and Amino Acids.
Washington D.C.: The
National Academies, 2002.

for six months during pregnancy where the
prevalence of anemia is less than 40 percent
and for an additional three months postpartum
where anemia prevalence is equal to or greater
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to meet their macronutrient and micronutrient than 40 percent to prevent anemia.
requirements.

Take an Integrated Approach to Anemia Prevention
and Control Services for Pregnant Women

Provide iron or iron/folate supplements to pregnant women according to
international or national protocols.

Promote animal sources of iron, iron-fortified foods, and enhanced
bioavailability of iron in the diet.

Deliver malaria prevention and treatment services to pregnant women,
especially in first and second pregnancies.

Provide helminth controlonce in the second trimester with hookworm
prevalence 20 to 30 percent; repeat once in third trimester with prevalence
greater than 50 percentin areas with endemic helminth infections:

- Albendazole400 mg single dose;
- Mebendazole500 mg single dose or 100 mg twice daily for three
days;
- Levamisole2.5 mg/kg single dose; best if dose repeated on next two
consecutive days; and
- Pryantel10 mg/kg single dose, best if dose repeated on next two
consecutive days.

Treat other infectious diseases.

Provide birth spacing information and access to modern family planning
methods.

47
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Vitamin A. Pregnant women are particularly
vulnerable to vitamin A deficiency, making
them more susceptible to infection and, in one
study in Nepal, increasing the risk of maternal
death. In addition, low maternal stores of
vitamin A compro mise breastmilk q uality

and negatively affect the vitamin A stores of
their infants. Improving vitamin A status may
also contribute to a reduction of anemia. See
Chapter 2 for more information.

Iodine. In areas where iodine deficiency is a
problem, women are more likely to miscarry
or give birth to stillborn children. Both the
mental and physical growth and development
of children may be impaired and children
born to iodine deficient women may suffer
irreversible mental retardation. Universal
consumption of iodized salt by all household
members should be encouraged.

Additio nal micro nutrients of particular
importance to pregnant women are zinc,
folate, calcium, and vitamin D. Eating a

varied diet including locally available fruits
and vegetables will help pregnant women meet
their micronutrient requirements and add fiber

Tips for Pregnant Women
Suffering from Frequent
Nausea and Vomiting

Eat small and frequent meals. Nausea
is worse if nothing is in the stomach.

Eat dry food such as dry bread,
roasted or boiled groundnut,
plantain, yam, potato, or any other
available tuber before getting out of
bed.

Drink fluids between meals rather
than with meals.

Avoid drinking beverages containing
alcohol and caffeine.

Avoid lying down for at least twenty
minutes after eating.

Rest between meals.

missing from their diets and suggest healthful
alternatives to the unusual substances being
consumed to correct the deficiency.
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to their diet. Micronutrient-fortified staple
foods such as wheat also help to increase the
dietary sources of micronutrients for women.
Table 2.1. in Chapter 2 provides information
on sources of selected micronutrients.

Pregnancys Discomforts

Pregnancy may be accompanied by changes

in eating habits. Some pregnant women

have cravings for or aversions to specific
foods. Additionally, many women suffer from
nausea, vomiting, and constipation at different
points in pregnancy. Though normal, the
bodys reaction to pregnancy can be of special
concern in HIV-infected women since the virus
places an added stress on their bodies.

Cravings and Aversions. Crav ing and
eating only specific foods and avoiding others
because of the flavor, odor, or color may

lead to nutrient deficiencies. Some pregnant
women eat unusual items such as clay, chalk,
and cola nut leaves that can be harmful for the
mother and the infant. Health workers can
help women identify nutrients that may be

48

Nausea. Some women suffer from nausea
and vomiting during the first trimester of

the pregnancy, which may lead to reduced
food intake and limited gestational weight
gain. Health workers can counsel women on
how to manage nausea and vomiting during
pregnancy so that they are able to maintain or
increase food intake and meet their nutritional
requirements.

Co nstipation. Constipation may result
from a reduction in activity level, a change
in eating habits or as a side effect of iron/
folate supplements. Health workers should
encourage women to drink plenty of fluids,
eat a variety of locally available fruits and
vegetables every day, and maintain physical
activity as much as possible.
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Special Considerations for Adolescent
Pregnancy

A pregnancy during adolescence often
increases the risk for malnutrition,
complications during pregnancy and delivery,
and poor birth outcomes, including death of
the mother and child. This section will address
nutritional considerations for pregnancy during
adolescence.

The nutritional requirements of pregnant

ad olescent girls are greater than the
requirements of pregnant adult women because
an adolescent is usually still growing. Her daily
intake must satisfy both the requirements of
the developing girl and those of the developing
fetus. Completion of linear growth may take
up to seven years after menarche, and pelvic
bone growth continues even after full height is
achieved. This places pregnant adolescents at
increased risk for prolonged and/or obstructed
lab or leading to increased maternal and

DS UPPORTFORPREGNANTANDLAC TATING WOMENANDADOLESCENTGIRLS CHAPTER4.

Pregnant adolescent girls are at a very
high risk for mortality. For adolescent
girls less than 18 years, the risk of dying
in childbirth is 2 to 5 times greater than
for women between the ages of 18 and
25.

infant mortality as well as the potential for
crippling injuries such as vaginal fistulae.
Adolescent mothers are also more likely to
have LBW babies because of the competition
for nutrients between mother and fetus, as well
as poorer placental function. This perpetuates
the intergenerational cycle of malnutrition.
By addressing the special requirements of
adolescentsbefore they become pregnant as
well as during pregnancythere is a potential
opportunity to break the cycle.
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This section presents nutritional care practices
recommended for HIV-infected pregnant
women and adolescent girls.

HIV-infected pregnant women may develop
AIDS-related symptoms. Th e dietary
management of these symptoms in pregnant
women is similar to that of other adults and is
described in Chapter 2.

HIV-infected pregnant women and adolescent
girls, like other PLWHAS, have increased
energy requirements due to infection with
HIV. Attention to nutrition for HIV-infected
pregnant women and adolescent girls is doubly
important in order to maintain weight, prevent
weight loss, and continue adequate weight gain
during pregnancy. Improved nutritional status
will help to maintain a strong immune system,
decrease susceptibility to infections, and slow
the progression to AIDS.

It is important that health workers are able to
provide guidance to HIV-infected pregnant

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

women and adolescent girls on the range of
locally available nutrient dense foods that

they can eat to meet their daily increased
energy and overall nu trient requirements.

This means being familiar with the energy and
micronutrient content of local foods. Heath
workers may need to work with agencies in the
community to find ways to meet the nutritional
requirements of HIV-affected women and their
families to improve or maintain their health
and nutritional status. Options include the
direct provision of food rations, either on-site
or take-home, distributed through maternal

and child health programs, foo d-for-work

and food-for-training programs. Income
generation activities may be funded through
limited cash resources from food-assistance
programs to improve household food security
and the means to acquire food.

Energy Requirements. Energy requirements
of HIV-infected p regnant adolescents and
adult women vary according to the stage of

the disease.

49
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delivery if a woman is not
breastfeeding to avoid any
risk of harm to a new fetus;
by eight weeks after delivery
if she is breastfeeding

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui

HIV-infected asymptomatic pregnant
adolescen ts and adults (WHO stage 1)
should increase energy intake over the level
recommended for healthy non HIV-infected
pregnant adolescents and adult women by an
amount equaling 10 percent of the intake level
recommended for non-pregnant adolescents or
women of the same age and activity level plus
the additional energy (i.e., approximately 285
keal per day) needed to support pregnancy.

HIV-infected symptomatic pregnant
adolescents and adults (WHO stage 2 and
above) should increase energy intake over

th e level recommended for healthy non
HIV-infected pregnant adolescents and adult
women b y an amount equaling 20 to 30
percent of the intake level recommended for
non-pregnant adolescents or women of the
same age and activity level plus the additional
energy needed to support pregnancy.

The amount of increased energy is the same
for HIV-infected persons taking ARVs. The
level of additional energy intake for the HIV-
in fected pregnant woman depends on th e
presence and severity of symptoms.

Tab le 4.2. illustrates the chan ges in
recommended energy intake of pregn ant
women based on the stage of the disease.

Protein Requirements. At this time, there
is not enough evidence to suggest that HIV-
infected pregnant women require more protein
than

pregnant adolescents and adult women to
consume varied diets to ensure that they meet
the RDAs for micronutrients.

The resu Its of vitamin A supplementation
trials for HIV-infected women are mixed. The
current WHO guidelines advise that vitamin A
intake by HIV-infected pregnant and lactating
women not exceed the existing RDAs. No
additional vitamin A should be provided. In
areas of endemic vitamin A deficiency, WHO
continues to recommend administration of a
single high dose (i.e., 200,000 TU) vitamin A
supplement within the first six to eight weeks
of delivery to the new mother. The iron/
folate supplementation schedule also remains
the same as for non-HIV-infected women,
described in Section 4.1.

Although a varied, nutritionally adequate diet
is the best source for micronutrients, there will
be women for whom a multiple micronutrient
supplement is recommended. Some studies
have sho wn improv ements from sp ecific
multivitamin and mineral supplements to
HIV-infected women for a range of outcomes,
including increased maternal weight gain
during pregnancy, increased h emoglobin
concentration, HIV progression to AIDS and
improved CD4 cell counts. For children,
improved birth weight, reduced postnatal
transmission of HIV, and decreased mortality
have b een shown , particularly among
nutritionally vulnerable women with advanced
HIV disease. The optimal composition of
multiple

Page 1 of 2
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BV -infected pregnant woman. Meeting the
P¢in requirements of HIV-infected pregnant

recommenﬂeﬁi .

vomen wi elp prevent muscle wasting and

fRRAY the additional protein demands of

REsgnancy including the growth of the placenta

and increased red blood cell mass

Micronutrient Requirements. Micronutrients
play important roles in the healthy functioning
of the immune system and therefore are
particularly important for PLWHAs. At the
same time, in populations with high AIDS
prevalence, micronutrien t deficiencies are
often common. Current recommendations

from the expert consultation to the World
Health Organization advise HIV-infected

50

mi@&wszmen has yet to be determined and
?é‘?ﬁ}?@ﬂﬂ}%eing studied.
or

HIV Lo
ART and Other Medications

Some HIV-infected pregnant women may take
ARYV medications to prevent MTCT and reduce
their viral loads. There are different types of
ARV regimens that may be administered.

Single and medium course regimens over

a period of three to six weeks are used to
prevent MTCT, whereas long-course regimens
are used to reduce the viral load in the mother
and prevent MTCT.

Page 2 of 2
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able 4.2. Estimated Changes in the Daily Energy Intake (kcal) of a 28 Year Old,
oderately Active HIV-infected Woman, According to the Stage in the Disease

Stage in the disease Average daily energy Additional energy | Additional Total
intake for moderately due to HIV** daily energy (kcal)
active* adult women (kcal) required by
(kcal) the pregnancy

(kcal)

Asymptomatic +2140 +214 +285 2639

Early symptomatic + 2140 +428 +285 2853

Symptomatic +2140 +642 +285 3067

* Daily energy intake for a 28 year old moderately active woman Multiply Basal Metabolic Rate
(BMR) by adjustment factor for the activity level = 1305 x 1. 64=2140 kcal

** 10 percent daily energy intake increase during the asymptomatic phase = 10 percent (2140); 20
percent daily energy intake increase at the early symptomatic phase = 20 percent (2140); and 30

percent daily energy intake increase during the symptomatic phase = 30 percent (2140).

Single-course regimens such as nevirapine

may have minimal food and drug interactions.

Food and drug interactions may occur more

often with medium- and long-course regimens

and the side effects of these interactions can

negatively impact the nutritional status of HIV-
infected pregnant women. Appropriate dietary

mnnamAnaant Ann
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Thnla 4

thus affecting nutritional status and the efficacy
of the medication or medications. For example,
pregnant and/or HIV-infected women are more
susceptible to the side effects of the TB drug,
isoniazid. HIV-infected pregnant women who
are also being treated for TB may be advised to
take vitamin B6 (i.e., pyridoxine) supplements

n
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maintaie fhescintikehe medication.

HIV-infected preg nant women may also
take other medications in combination with
ARVs to treat opportunistic infections. These
medications may interact with food and the
side effects may cause decreased food intake,

Types of Regimens Used to Help
Prevent MTCT of HIV

Nevirapine (NVP), single dose to
the mother at the onset of labor
and a single dose to the infant
within 72 hours.

Zidovidune (AZT), starting at 36
weeks of the pregnancy and during
labor.

For greater efficacy, new combinations
include nevirapinet+zidovudine, and
nevirapine+zidovudine+lamivudine is
also being introduced and used.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

w

peeirephthies (e.g., numbness or burning in the
f&et). The recommended preventive dose is 10
glf%ab(:/day; 100 mg B6/day is prescribed for
grea%ment. Chapter 3 describes guidelines for
thaglistpry management of other medication
pickipdfeests and food interactions.

Additional Recommended Care
Practices

Food Safety and Handling. Proper food
handling and safety practices for HIV-infected
pregnant women are the same for all PLWHAs
and are described in Chapter 2. Remind HIV-
infected women and adolescent girls that they
are more susceptible to harmful bacteria and
viruses in contaminated food and water as

a result of their infection with HIV. Food
poisoning can cause weight loss and further
lower their resistance to future infections.
Hygienic food handling should be accompanied
by sanitary disposal of feces, good personal
hygiene, including hand washing and covering
of wounds, and the use of clean water for
drinking and food preparation. Guidance on

51
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the length of boiling time for preparation of
safe drinking/food preparation water varies
from boiling water vigorously for a few
seconds to 10 minutes.

Psychosocial Support. HIV-infected
pregnant women and adolescent girls need
special care and attention. In addition to
dealing with a life-threatening disease, they
must also deal with the usual discomforts

that can accompany pregnancy. They may
also have to confron t discrimination and
stigmatization by their family and community.
Psychosocial support fro m caregivers and
health workers is important. Mental health

in terventions may be needed to address
depression. Program staff should work with
communities to raise awareness about the need
to support HIV-infected pregnant women to
improve pregnancy outcomes and the survival
of the mother.

Safer Sex Practices. Unprotected sex may
expose HIV-infected pregnant adolescents and
adult women to sexually transmitted diseases
and/or re-exposure (i.e., surinfection) to HIV,
resulting in an increased viral load. This, in
turn, results in an increased risk of MTCT
and can speed up the diseases progression

to AIDS by further weakening the immune
system. Unprotected sex can also expose
womens partners to infection. Health workers
should advise HIV-infected mothers on safer
sex practices, such as abstinence, involvement
with one committed partner who has tested
negative

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui
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analysis of womens health and nutrition and
identify and address problems that affect their
nutritional status, especially during pregnancy
and lactation.

Food Insecurity in the Context of HIV/
AIDS. In many resource limited settings that
have been hit hard by the HIV/AIDS epidemic,
access to sufficient foo d may be limited,
especially for families affected directly by
HIV/AIDS. Strengthen linkages and refer
women to programs that provide nutritional
care and support and support food security

and coping strategies of HIV/AIDS-affected
houscholds and individuals.

Inequity in Intra-household Food
Distributio n. In many cultu res, women
frequently serve themselves last at meals.
Husbands and male children are often the
first to get food and mothers and girls eat
what remains. For HIV-infected pregnant
women and adolescent girls, problematic
intrahou seho 1d food distribution pattern s
may compound already existing inadequate
nutritional intake due to increased energy
needs of HIV infection and pregnancy.

Food Taboos. Pregnant women may observe
cu lturally dictated dietary guidelines that
prohibit certain foods. These food taboos

may restrict nutrient dense foods, such as

eggs or a specific type of meat. Avoiding

such foods deprives pregnant women of an
important source of protein and micronutrients
and
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]ilﬂ?lrgf(mdoms during every sexual contact.

i‘fﬂwr Issues to Consider
remains

faithful

Fthe Low Social Status of Women. Poor
health and nutritional status of girls and
women, especially in limted resource settings,
may be due in part to gender inequality and
the low status of women in certain societies.
Women may need the approval of husbands or
mothers-in-law to obtain nutrition and health
services. Differential access to education

and inco me generation opportunities for
adolescent girls and women may be a barrier
to their ability to improve dietary intake and/or
treat and control infections. Community-level
program staff should carry out a situation

52

€@Rurally sensitive, programs should work
GARLT unities to address taboos that may
eprive women of foods they need to ensure
malnutrition. .
Aqﬂa)ﬂlg‘{l[lonal status and birth outcomes.

Cultural Beliefs: Fear of Having a Big
Baby. In some cultures, women restrict
food intake during the final months of the
pregnancy. This limits weight gain to reduce
the size of the baby and, thus, decrease the
risk of obstructed labor. In addition to LBW,
inadequate diets can contribute to a weakened
immune status of the mother with resulting
increased risk of mo rbidity and possibly
mortality of both mother and baby.
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High Physical Activity Workloads. Women
in resource limited settings routinely have heavy
workloads that do not diminish with pregnancy.
To compensate for the high amounts of energy
expended on household and agricultural work,
in addition to the energy used by the virus and
by the growing baby, HIV-infected pregnant
women mu st increase their energy intake.
Alternatively, their workloads can be reduced
and periods of rest can be added to reduce

their energy expenditure. However, continued
physical activity at usual/moderate levels
remains important for HIV-infected women to
preserve lean body mass.

The Perception of the Pregnancy. Pregnancy
may be viewed in some settings as a condition
that does not require special attention. The need
for increased energy intake and/or decreased
energy expenditure may go unrecognized, as
could the need for improved dietary quality

or the importance of accessing antenatal care

services. Raising the awareness of household
and community members about the nutritional
requirements of pregnancy and lactation and
the importance of health care during these
periods may help women gain access to the
food and health/nutrition services that they
need to remain healthy and improve birth
outcomes.

Stigma and Discrimination. Family
members or other community members may
stigmatize HIV-infected pregnant women and
adolescent girls. Stigmatization may result in
neglect by or estrangement from the family,
which can cause the health of these women
to decline rapidly. Communities and family
members may be particularly intolerant of
pregnancy or HIV in adolescent girls leading
to the need for programs to target HIV-infected
pregnant adolescents for specialized services
that may include supplementary food.

Page 1 of 3
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Energy Requirements. Lactating women
need extra energy to support the production
of breastmilk. The extra energy required for
lactating women is about 500 kcal per day
for the first six months, assuming that their
nutritional requirements were met during
pregnancy. This translates approximately into
eating an extra meal each day. A woman who
has been able to consume the recommended
quantities of energy and nutrients during
pregnancy will have stored adequate amounts
of fat, which is used for lactation. The

same recommendation , an extra 500 kcal
per day, applies to the second six months of
breastfeeding when children have begun to
consume complementary foods in addition to
breastmilk.

If energy requirements were not met during
pregnancy, which is often the case with women
who were undernourished prior to pregnancy, a
lactating woman may need up to an additional
700 kcal per day to produce the necessary
quantity of milk without affecting her own
nutritional status. The energy requirements

for lactating adolescent girls are greater than
for adult women of the same size and activity
level because of their continuing growth.

Protein Requirements. Protein requirements
are the same for lactation and pregnancy:
approximately 71 g per day or 1.1 g/kg of
maternal weight per day, according the U.S.
National Academies of Science in 2002.

Micronutrient Requirements. Micronutrient
requirements are also increased during lactation
because of the transfer of micronutrients to
breastmilk. Lactating women should eat a
variety of fruits and vegetables, and foods from
animal origin daily to meet their micronutrient
requirements.

In areas of endemic vitamin A deficiency,
lactating women should be provided with a
high dose vitamin A supplement within the first
eight weeks postpartum to increase the vitamin
A content of their breastmilk. Current WHO
recommendations are to provide 200,000 IU
vitamin A in a single dose. SThe safe infertile

53
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5 In 2002, the International

Vitamin A Consultative Group
(IVACG) recommended

an increased dosage for
postpartum vitamin A
supplementation: 400,000
1U as two doses of 200,000
1U at least one day apart
and/or 10,000 IU daily or
25,000 weekly as soon after
delivery as possible and not
more than six weeks later
and/or during the first six
months after delivery. WHO
has not yet adopted these
recommendations.
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period for breastfeeding mothers to receive
a high-dose vitamin A supplement is within
cight weeks of delivery; within six weeks of
delivery for non-breastfeeding women.

Although the recommended intake of most
micronutrients is increased over the intakes
for pregnancy to cover the additional amounts
secreted in breastmilk, iron is needed in
lower amounts except for women who have
lost large amounts of blood during delivery.
However, in areas of high anemia prevalence
(i.e., equal to or greater than 40 percent), it is
recommended that women continue to take

supplements containing 60 mg of iron and 400
micrograms of folate for an additional three
months post partum.

The micronutrient deficiencies of greatest
concern for quality of breastmilk include:
vitamin A, thiamin, riboflavin, vitamins B6
and B12, iodine, and selenium. Low maternal
intakes of these micronutrients reduce the
level in breastmilk and adversely affect the
infant. Of lower priority are vitamin D, folic
acid, calcium, iron, copper, and zinc. Maternal
intakes and stores of these nutrients have little
effect on human milk concentrations.

Like all adults living with HIV/AIDS, HIV-
infected lactating women and adolescents
have additional energy requirements. They
also need special care to prevent food and
water co ntamination, and p roper dietary
management to alleviate the side effects of
medications and address negative effects of
food and medication interactions, in order to
maintain good nutritional status and prevent
weight loss and wasting.

Energy Requirements. Th e energy
requirements of HIV-infected lactating mothers
vary according to the stage of the discase.

HIV-infected asymptomatic (WHO stage
1) lactating adolescents and adults should

The necessary energy intake increase is the
same whether or not the HIV-infected person
takes ARVs. The level of additional energy
intake for the HIV-infected pregnant woman
depends on the presence and sev erity of
symptoms.

Table 4 .3. shows the amounts of energ y
needed, depending on the stage of HIV/AIDS.

Protein Requirements. HIV-infected lactating
women and adolescents need the same level of
daily protein intake as healthy HIV-negative
lactating women, which is estimated to be 1.1
g/kg body weight per day or approximately

71 g of protein per day, according the U.S.
National Academies of Science in 2002.
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increase energy intake ov er the level
recommended for healthy non-HIV-infected
lactating adolescents and adult women by an
amount equaling 10 percent of the intake level
recommended for non-lactating adolescents or
women of the same age and activity level plus
the additional 500 kcal to support lactation.

HIV-infected symptomatic (WHO stage 2
and above) lactating adolescents and adults
should increase energy intake over the level
recommended for healthy non HIV-infected
lactating adolescents and adult women by

an amount equaling 20 to 30 percent of the
intake level recommended for non-lactating
adolescents or women of the same age and
activity level plus the additional 500 kcal to
support lactation,

54
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Micronutrient Requirements. HIV-infected
lactating women and adolescents need the
same amounts of micronutrients as healthy
HIV-negative lactating womensee Section
4.2. HIV-infected lactating women should be
encouraged to eat a variety of foods, including
animal products, fruits, and vegetables, to help
ensure adequate micronutrient intake.
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able 4.3. Recommended Energy Intake of 28 Year Old HIV-infected Moderately Active
actating Women, According to the Stage in the Disease

Stage in the disease Averpge daily Additional energy | Additional energy Total
energy intake due to HIV** for Lactation (kcal)
(kcal)* (kcal) (kcal)
Asymptomatic +2140 +214 + 500 =2854
Early symptomatic + 214 +428 +500 =3068
Mid symptomatic + 2140 + 642 + 500 =3282

* Daily energy intake for a 28-year-old moderately active woman: multiply Basal Metabolic Rate
(BMR) by adjustment factor for the activity level = 1305 x 1. 64= 2140 kcal

** 10 percent daily energy intake increase during the asymptomatic phase = 10 percent (2140)
20 percent daily energy intake increase at the early symptomatic phase = 20 percent (2140)
30 percent daily energy intake increase in the mid symptomatic phase = 30 percent (2140)

Building the capacity of health workers
and promoters to prov ide n utrition
counseling to pregnant and/or lactating
adolescent girls and women;

Promo ting good nutrition for girls
and adolescents for better p regnancy

Additional Recommended Care
Practices

Breast Health Management. Cracked
nipples, mastitis, and breast abscesses
increase the risk of HIV transmission through
breastmilk. Health workers should demonstrate outcomes;

proper latching-on techniques to prevent the Promoting better collaboration between

Aot £ 12 madama
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aevelopment 01 crackea
virhisy w¢rawirednd manage other types of
breast problems such as mastitis.

Safer Infant Feeding Practices. Refer to
Chapter 5, Nutritional Care Recommendations
for Infants and Children.

Other Issues to Consider

Integratio n of components addressing the
nutritional requirements of HIV-infected
pregnant and lactating women can strengthen
the effectiveness of maternal and child
health programs operating in areas with high
prevalence of HIV.

Programs aimed at improving maternal
nutrition in the context of HIV may consider
including the following components:

Advocacy, community mobilization, and
male involvement to improve the health
an d nutrition of adolescent girls and
women;

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

1oucti
i’@;‘dt_hrce persons who have historically
BrVidetnutrition and health counseling
Mices t(I) mothers, such as traditional
Era itiona o ..

irth attendants, traditional practitioners,
and grandmothers;

Formative research and behavior change
communication for improving the nutrition
of adolescent girls and women;

Improving food access, including food
distribution to food insecure households
with HIV-infected pregnant or lactating
women on ART;

Promoting home gardening and income
generating activities to improve foo d
access; and

Designing and implementing water and
sanitation interventions.
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Nutritional Care
Recommendations for
Infants and Children

Page 1 of 3

This chapter provides guidance on feeding
for infants and young children in the context
of HIV/AIDS to ensure their optimal growth
an d dev elopment, b oost immune system
functioning, and reduce transmission of HIV.
The recen t LINKAGES/AED pu blication,
Infant Feeding Options in the Context of HIV,
published in 2004, and the most recent WHO

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

WHO, the United Nations Childrens Fund
(UNICEF) and other United Nations agencies
currently recommend that HIV-positive
mothers avoid breastfeeding if replacement
feeding from birth is acceptable, feasible,
affordable, sustainable, and safe (AFASS).

If these conditions are not met, then it is

reco mmended that HIV-positive mothers
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guidelines, HI'V and Infant

Fsiedivgiins &Garédetanagers and Supervisors,
published in 2003 are the primary sources for
the recommendations. The chapter addresses
nutritional care for:

1.1. Infants and young children of HIV-
negative women or women whose
status is unknown;

1.2. Infants and young children of HIV-
positive women; and

1.3. Young children with HIV disease.

Breastmilk is widely recognized as the best
source of nutrition for infants, and exclusive
breastfeeding is recommended for the first

six months of an infants life. In addition

to essential nutrients, breastmilk contains
antibodies and enzymes that protect against
infections and strengthens the infants immune
system. However, HIV may also be transmitted
to an infant during breastfeeding. On average,
approximately one out of seven infants born to
an HIV-infected mother will become infected
through breastfeeding up to 24 months.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

practice

RSHNVES life. If circumstances change and
Wg%ﬂsﬁ’zgz‘r@rm can be met, shortening
%g period of exclu sive b reastfeeding and
ﬁ%sitioning as quickly as possible to another
breastmilk option or replacement feeding will
reduce the risk of exposure to HIV.

The caregivers choice of feeding method:
HIV-positive mothers should be made
aware of the risks and benefits of different
infant feeding options, including the risk of
transmission of HIV through breastfeeding.
Mothers who can provide replacement
feeding that is acceptable, feasible, affordable,
sustainable, and safe are advised to do so.
When these criteria cannot be met through
family or community resources, particularly
in resource-limited settings, women are
advised to exclusively breastfeed.

Position of the American Dietetic Association and
Dietitians of Canada: Nutrition intervention in the
care of persons with human immunodeficiency
virus infection. Journal of the American Dietetic
Association 104 (2004): 1145-1441.
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AFASS: Acceptable, Feasible, Affordable, Sustainable, and Safe

These terms should be adapted in the light of local conditions and formative research. The
following may serve as a starting point:
Acceptable: The mother perceives no barrier to replacement feeding. Barriers may have
cultural or social reasons, or be due to fear of stigma or discrimination. According to
this concept the mother is under no social or cultural pressure not to use replacement
feeding; and she is supported by family and community in opting for replacement feeding,
or she will be able to cope with pressure from family and friends to breastfeed, and she
can deal with possible stigma attached to being seen with replacement food.
Feasible: The mother or family has adequate time, knowledge, skills, and other
resources to prepare the replacement food and feed the infant up to 12 times in 24
hours. According to this concept, the mother can understand and follow the instructions
for preparing infant formula and, with support from the family, can prepare enough
replacement feeds correctly every day and at night, despite disruptions to preparation of
family food or other work.
Affordable: The mother and family, with community or health-system support if
necessary, can pay the cost of purchasing/producing, preparing, and using replacement
feeding, including all ingredients, fuel, clean water, soap, and equipment, without
compromising the health and nutrition of the family. This concept also includes access to
medical care if necessary for diarrhea and the cost of such care.
Sustainable: Availability of a continuous and uninterrupted supply and a dependable
system of distribution for all ingredients and products needed for safe replacement feeding
for as long as the infant needs it, up to one year of age or longer. According to this
concept there is little risk that formula will ever be unavailable or inaccessible, and another
person is available to feed the child in the mothers absence and can prepare and give
replacement foods.
Safe: Replacement foods are correctly and hygienically prepared and stored and fed in
nutritionally adequate quantities, with clean hands, and using clean utensils, preferably by
cup. This concept means that the mother or caregiver:
Has access to a reliable supply of safe water (e.g., from a piped or protected-well

source);
Prepares replacement feeds that are nutritionally sound and free of pathogens;
Is able to wash hands and utensils thoroughly with soap and regularly boil the utensils
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Can Biilili#ger for preparing each of the babys feeds; and

Can g‘ﬁ'@hnprepared feeds in clean, covered containers and protect them from
rodents, insects, and other animals.

Source: WHO, What are the Options. Using formative research to adapt global
recommendations on HIV and infant feeding to the local context, 2004.

‘When to Counsel on Infant Feeding Options

After an HIV-positive test, but prior to delivery, to assist the mother to select the best
option for her infant

Within 10 days of delivery to assess the ability of the mother to successfully implement
her infant feeding choice

At routine postpartum visits, well-child checks, and sick-child service delivery points

When mothers plan to change her current feeding practice

Source: WHO, HIV and Infant Feeding: A guide for healthcare managers and supervisors, 2003.
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For All Children Mother should offer the second breast

after the child releases the first breast.

Ensure that the infant has received all Breastfeed exclusively for the first six
vaccinations by one year of age, according months with no other liquids or solid
to national protocols. foods introduced.

If the prevalence of anemia in children Participate in monthly growth monitoring
six to 24 months in the community is less and promotion sessions to check o n
than 40 percent, give 2 mg iron/kg body adequacy of the infants weight gain/
weight +50 g folic acid each day from growth.
six through 11 months of age. If anemia Breastfeed more frequently durin g
prevalence is equal to or higher than 40 and after the illness to ensure catch-up
percent, give 2 mg iron/kg body weight growth.
+50 g folic acid daily from six through Practice safer sex to avoid sexually
23 months of age. transmitted infections, including HIV.

In v itamin A-deficien cy risk areas,
encourage the intake of vitamin A-rich Infants Six through Eight Months Born
foods. Supplement children, including to HIV-negative Women or Women
HIV-infected children, according to the whose Status is Unknown
chart on the following page.

Encourage the intake of iron- and vitamin According to th e recent Pan-American
C-rich foods. Health Organization (PAHO)/WHO Guiding

During diarrhea, continue breastfeeding Principles for Complementary Feeding of the
and give children extra fluids and oral Breastfed Child, published in 2003, when an
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rehydration salts

(Rl gaoparibed water.
SeekMpfFtbpriate healthcare for fever,

diarrhea, chronic cough, malaria,

hookworm, and other parasitic infections.

Infants from Birth through Five Months
Born to HIV-negative Women or
Women whose Status is Unknown

Exclusive breastfeeding, with its nutritional,
health, and psychosocial benefits for the child,

is recommended for the first six months of life.

Infants should be breastfed exclusively up to
the age of six months. Listed below are some
suggestions for the mother to successfully
practice exclusive breastfeeding:

Initiate skin contact immediately and
breastfeed within one hour after birth.

Establish good breastfeeding positioning
and attachment.

Breastfeed frequently (i.e., eight to 12 or
more times daily) and on demand during
the day and night.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

infant reaches six months, breastmilk alone is
generally not enough to provide all the energy,
protein, and micronutrients to meet a growing
childs nu tritional need s. At six months

of age, child ren should begin to receive
increasing amounts of semi-solid and solid
complementary foods in addition to frequent
breastfeeding.

Gu iding Principles for Complementary
Feeding of the Breastfed Child recommend
that mothers and caregivers:

Continue to breastfeed on demand while
introducing complementary foods at six
months;

Practice responsive feeding by feeding
younger infants directly and encouraging
them to feed themselves as they grow;
feed slowly and encourage but do not
force eating; experiment with different
textures and tastes; talk to children and
make eye contact to encourage learning;
minimize distractions;

61
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Practice good hygiene and safe food
handling/preparatio n (e.g., washing
caregivers and childrens hands, store
foods safely and serve prepared food
immediately, use clean utensils for
preparation and feeding, avoid use of
bottles);

Use of complementary fo ods should
increase over time to provide an additional
200 keal per day. Complementary food
can be mixtures of cereals or starches,
fruits, vegetables, and a protein source
such as beans, groundnut paste, eggs, or
meat, when possible;

Feed complementary foods two to three
times per day, plus one or two snacks as
desired;

Feed mashed and semi-solid foods such
as porridge enriched with energy-dense
and protein-rich foods such as groundnut
paste, cooked egg, or ground meat;

Introduce foods that children can eat by
themselves at eight months, such as pieces
of mango, paw paw, and banana;

Meat, fish, poultry, or eggs should be eaten
daily or as often as possible. Vegetarian
diets must be supplemented with fortified

Infants Nine through 11 Months Born
to HIV-negative Women or Women
whose Status is Unknown

Follow the guidance for six through eight
month old infants with increased amounts of
complementary foods and greater frequency
of meals.

Provide an additional 300 kcal per day
from complementary foods.

Feed solid food s three to fou r times
daily with one to two snacks offered as
desired.

Continue to encourage increasing
independence in self-feeding.

Children 12 through 23 Months Born to
HIV-negative Women or Women whose
Status is Unknown

Continue to follow the g uidance for

younger infants with increased amounts of
complementary foods. By 12 months, most
children can independently consume the same
foods as the family unless they are highly
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products or nutrient supplements. Feed
vitamin A-rich foods daily. Limit juice
intake and avoid drinks such as tea, coffee,
and sugary drinks such as soda; and
During illness, breastfeed more frequently
and encourage the sick child to eat soft,
varied, appetizing, favorite foods. After
the illness, offer food more often and
encourage the child to eat more in order to
promote catch up growth.

Depending on availab ility of services,
encourage mothers to participate in monthly
growth monitoring and promotion sessions to
check on the adequacy of the infants weight
gain and growth for the first two years.

62
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SpICy.

Provide an additional 550 kcal daily from
complementary foods.

Feed three to four times per day from a
separate plate, plus one to two snacks as
desired.

Avoid family foods that might pose a
choking risk.

Children 24 Months through Five
Years Born to HIV-negative Women or
Women whose Status is Unknown

Feed a variety of fruits, vegetables,
legumes, animal products, and fortified
foods.

Feed a variety of foods at least five to six
times per day (i.e., three meals plus snacks
such as mangos, bananas, bread with nut
spread, chappatti).

After illness, feed more frequently to
ensure catch-up growth.
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HO (2003) Schedule of Vitamin A
upplementation

Time Infant

Six to 12 months 100,00 IU every four
to six months

>12 to 59 months 200,(100 IU every six
months

Note: IVACG added a recommendation
for infants in 2002: 150,000 IU as three
doses of 50,000 IU with at least a one
month interval between doses for infants
at birth through five months; the single
dose of 100,000 IU should begin at six
months, not nine. However, WHO has not
yet endorsed IVACGs recommendations.
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As noted above, for infants of HIV-positive
mothers, WHO (2003) advises that:

When replacement feeding is acceptable,
feasible, affordable, sustainable and

safe, avoidance of all breastfeeding by
HIV-positive mothers is recommended.
Otherwise, exclusive breastfeeding is
recommended during the first months of
life. To minimize HIV transmission risk,
breastfeeding should be discontinued as
soon as feasible, taking into account local
conditions, the individual womans situation
and the issues of replacement feeding
including infections other than HIV and
malnutrition.

When HIV-positive mothers choose not to
breastfeed from birth or stop breastfeeding
later, they should be provided with specific
guidance for at least the first two years of the
childs life to ensure adequate replacement
feeding.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

WHO Recommendations Result
in the Need for the Following
Actions:

Provide HIV-positive mothers with
information on different infant
feeding options to enable them to
make an informed choice for their
infants.

Inform HIV-positive mothers of the
advantages and the risks associated
with the infant feeding option they
have chosen.

Provide HIV-positive mothers with
the support required to implement
their choice.

Where possible, involve the
mothers partner or other
members of the family in the
counseling and decision-making
process.
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IFigure 5.1. Infant Feeding Options during the First Six Months

Women with Infants
0 to 6 months

Woman who is
HIV- negative or of
unknown status

Woman who is
HIV- positive

Exclusive breastfeeding

Breastmilk only

Appropriate breastmilk
substitutes (replacement

foods) only

[

Breastfeeding Feeding

by HIV-posi- expressed,
tive woman heat-treated
until AFASS breastmilk

criteria met*

Breastfeeding
by HIV-nega-
tive wet nurse

Commercial
infant formula

Home-
modified
animal milk

Source: LINKAGES, Infant Feeding Options in the Context of HIV/AIDS, 2004.
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Infants at Birth through Five Months
Born to HIV-positive Women: Exclusive
Breastfeeding Followed by Replacement
Feeding

If the mother decides to breastfeed, she
should:

Breastfeed exclusively for not longer than
six months and prevent and manage breast
problems and sores in the infants mouth
to prevent HIV transmission from mother
to child during breastfeeding; and
Transition to replacement feeding when
it is AFASS. This means feeding infants
who are not receiving breastmilk with a
nutritious diet that meets their nutrient
requirements until they are old enough
to consume a diet of family foods. From
birth to six months, replacement feeding
is a suitable breastmilk substitute. After

64

six months, this means giving a breastmilk
substitute plus appropriate complementary
foods to support optimal growth and
development.

Exclusive breastfeeding practices for children
of HIV-positive mothers are the same as for
children born to HIV-negative mothers or
mothers of unknown HIV status. Infants are
fed only breastmilk for up to six months. No
other foods, teas, water, juices, milks, or infant
formula should be given to the infant.

Keeping Breasts Healthy. Mastitis, nipple
lesions, and breast abscesses may increase the
risk of HIV transmission through breast milk.
Health workers should counsel HIV-positive
mothers on how to prevent, manage, and seek
treatment for breast problems to reduce the
risk of HIV transmission to the infant.
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Prevention and Treatment of Sores in the
Infants Mouth. Sores in an infants mouth
may increase the risk of HIV transmission
from breastmilk. Health work ers should
show HIV-positive lactating mothers how to
check for sores and, if found, advise them to
promptly seek medical care. Where possible,
refer mothers to a breastfeeding counselor or a
breastfeeding support group.

Challenges Posed by Exclusive Breastfeeding
in the Context of HIV. Programs must address
several challenges to ensure the successful
implementation of exclusive breastfeeding

by HIV-positive mothers of infants less than
six months of age. These challenges include

the cultural practice of early mixed feeding,
lack of breastfeeding support for mothers, the
common perception that malnourished mothers
do not have sufficient milk to breastfeed
exclusively, and limited access to food for the
lactating mothers.

Compliance with Exclusive Breastfeeding.
Exclu sive breastfeeding for six mon th s is
rarely practiced even when programs actively
promote and support it. In the context of HIV,

NUTR]T]ON/\LCARERECUMMENDAT[ONSFUR[NFANTSANDCH]LDRENCHAPJERS.

within an hour. The mother or caregiver feeds
the heat-treated breastmilk to the infant with a
cup in order to avoid the risk of contamination
from bottles. This method of feeding infants
of HIV-infected mothers requires resources for
heating and storing the milk, time to prepare
the feeds, and a supportive environment to
successfully feed children in this manner.

Breastfeeding by an HIV-negative Wet
Nurse. This infant feeding option requires
that the mother and family of the ch ild
consider wet nursing only if the wet nurse

is offered HIV testing and counseling, takes
the test voluntarily, and is found to be HIV-
negative. She must then practice optimal
exclusive breastfeeding and safer sex practices
to ensure that she is not infected with HIV
while breastfeeding the infant. She will need
to be available to feed the infant frequently
and on demand throughout the day and night
and she must receive services to prevent and
treat any problems such as cracked or bleeding
nipples, mastitis, or abscesses that may occur.
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the practice of mixed feeding
manbglaseesiave the increased risk of HIV
transmission. The exact mechanisms fostering
this increased risk are not known but several
have been suggested: the gut may become
inflamed as a reaction to new food allergens,
or germs from the food and water may damage
the gut, increasing susceptibility to infection
by HIV carried in b reastmilk. Exclusive
breastfeeding helps to maintain a healthy gut
epithelium that acts as a protective barrier
against infectious agents. Through awareness-
raising activities, counseling, and community
mobilization, pro grams need to create a
supportive environment in which mothers can
successfully practice exclusive breastfeeding.

Feeding Expressed, Heat-treated Breastmilk.

An alternative to exclusive breastfeeding is
collecting expressed breastmilk and heat-
treating it. This is accomplished by bringing
it to a boil and cooling the milk immediately
by standing the clean container in cold water.
Untreated expressed breastmilk may be stored
for up to eight hours at room temperature in

a cool place and 72 hours in a refrigerator.
Once the milk is heat treated, it must be used

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Factors that Increase Risk of
MTCT of HIV

Mixed feeding in the first 6 months
(i.e., combining breastfeeding with
breastmilk substitutes)

Breastfeeding duration (i.e., long
term breastfeeding increases the risk
of HIV transmission)

Improper latching and positioning
during breastfeeding

Breast conditions (i.e., fissured and
bloody nipples, mastitis, and breast
abscess)

Sores in infants mouth

High maternal viral load

Maternal immune deficiency

Maternal malnutrition

New HIV infection

Adapted from World Health Organization

(WHO). HIV and Infant Feeding: A guide for
healthcare managers and supervisors, 2003.
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Infants at Birth through Five Months
Born to HIV-positive Women:
Replacement Feeding with Appropriate
Breastmilk Substitutes

HIV-positive mothers who do not breastfeed
are advised to exclusively feed their infants
with appropriate breastmilk sub stitutes

(i.e., replacement feeding). These can be

either commercial infant formula, the most
nutritionally complete substitute for breastmilk,
or home-modified animal milk.

Early Cessation of Breastfeeding. The risk
of HIV transmission during breastfeeding
continues for as lo ng as breastfeeding is
practiced. Because this risk is cumulative,
early breastfeeding cessation is recommended
for HIV p ositive mothers. A transition

from exclusive breastfeeding to exclusive
replacement feeding will decrease the risk of
HIV transmission.

The best time to stop exclusive breastfeeding
varies from one situation to another and is
dependent on such factors as the mother s
health

Begin by expressin g breastmilk to
familiarize the baby with cup feeding by
offering the expressed breastmilk by cup
between regular breastfeeds;

When the infant has accepted cup feeding,
eliminate one breastfeed at a time and
replace with expressed breastmilk fed by
cup;

Express and discard breastmilk if breasts
become engorged during the transition
process. Apply cold compresses to reduce
swelling;

Once all feeds are accepted by cup, feed
only breastmilk substitutes;

Health care workers can advise mothers
on comforting infants with altern ative
methods to breastfeed ing such as
massaging, swaddling, carrying, rocking,
singing, sleeping with, and talking to the
baby; and

Counsel women on adequate protection
against pregnancy in the absence of the
contraceptive protection of breastfeeding.

When using breastmilk substitutes, mothers
need to be assisted in the prevention of breast
engorgement, plugged milk ducts, or mastitis
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stafidmic status of the household, and risk
ﬂi@to_rs for disease and death due to alternative
?ellél(ﬁ%ai%ractices. Health workers and mothers
environment, . .
should discuss and decide the most appropriate
time for transitio n to replacement feeding
based on case-specific circumstances. Health
workers should then provide the necessary
guidance to make the transition to exclusive
replacement feeding as safe as possible.

Transitioning from Breastfeeding to
Replacement Feeding. Mothers usu ally
transition gradually from exclusive
breastfeeding to b reastfeeding plus
complementary foods after an infant is six
months old. However, in cases where a mother
is HIV-positive, it is recommended that the
transition from breastfeeding to replacement
feeding occur as quickly as possible. While
some mixed feeding is usually necessary during
the transition, it should be strictly avoided once
the baby has switched to replacement feeding.

Healthcare workers can provide guidance and

support to mothers when they have decided to
make the transition to replacement feeding:

66
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as lactation is suppressed in the early days
following delivery. The infant should not

be allowed to suckle; breasts should be well
supported but not tightly bound, and mothers
can express small amounts of breastmilk to
relieve discomfort.

Commercial Infant Formula. Commercial
infant formula is usually available as powder
and needs to be reconstituted with clean water
according to the instructions on the tin before
being fed to the infant. Over-concentration
can cause health problems such as diarrhea,
and over-dilution can lead to malnutrition due
to insufficient nutrient intake.

Safe feeding of commercial infant formula
includes:

Utensils for measuring/preparing the
formula;

Clean water to prepare the formula and
clean all utentils;

Fuel in adequate amounts to boil water for
reconstituting the formula and cleaning
utensils;
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Resources for hand washing and food
preparation hygiene;

Ability to read or follow directions for
correct reconstitution of infant formula;

Caregiver time to prepare at least eight
feedings per day if refrigeration is not
available; and

Correct use of cup for feeding prepared
infant formula.

Mothers need to have access to consistent and
affordable supplies of commercial formula for
at least six months. WHO estimates that 20

kg of commercial infant formula are required
per infant during the first six months of life for
replacement feeding. Programs should assess
the types and costs of replacement feeding
options that are available in the area as well

as the reliability of supply. Many households
in resource limited settings may not be able

to afford replacement foods. In such cases,
programs should work to identify mechanisms
to help households access the required foods.

NUTR]T]ON/\LCARERECUMMENDAT[ONSFOR[NFANTSANDCH]LDRENCHAPJERS.

Both commercial and home-prepared formulas
require time and k nowledge to prepare

safe replacement feeds, and equipment and
fuel to clean utensils and the preparation
environment.

Home-modified Anima 1 Milks. When
commercial infant formula is no t readily
available, too expensive, or otherwise not
acceptable, home-prepared modified animal
milk can be used as a replacement feeding
option. Families need to have access to at
least one half liter or the equivalent of animal
milk or milk product per day. Home-modified
animal milk is used exclusively, and the infant
does not receive breastmilk.

Modified animal milks can be made from
fresh animal milk, evaporated milk, dried full-
cream milk powder, or ultra high-temperature
(UHT) milk. All of these milks need to be
modified to become suitable for the infant

by diluting with water and adding sugar so

Iable 5.1. Preparation Guide for Mother/Caregiver

Commorcial

Home
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W. a{lslﬁtpands with soap and water.
ormula

Clean all utensils, containers, and cups with
soap and water.

Read or have someone read instructions on
the formula tin.

Boil water vigorously for a few seconds and
let it cool. Boil as much water as needed for the

whole day and store in a clean covered container.

Measure the amount of milk powder needed
for one feed and mix it with the correct amount
of boiled water.

Prepare fresh commercial formula before each
feed if refrigeration is not available.

Feed the infant by cup about 150 ml of
correctly prepared formula per kg per day,
divided into six to eight feeds. The infant will
have to learn to drink from a cup.

Wg%%nds with soap and water.

@1EHA]] utensils, containers, and cups with soap
mi
and water.

Boil water vigorously for a few seconds and let it
cool. Boil as much water as needed for the whole
day and store in a clean, covered container.

Measure the amount of water and milk
neededsee Table 5.2.

Measure the exact amount of sugar and mix it
with the liquidsee Table 5.2.

Prepare formula before each feed if refrigeration
is not available.

Feed the infant by cup the appropriate amount
based on the infants weight. The infant will have
to learn to drink from a cup.

Give the infant multivitamins specially formulated
for the non-breastfed child. The multivitamin

can be in the form of liquid syrup (i.e ., 5 ml per
day) or powder. The multivitamin can be mixed
with the formula or given separately.

Source: LINKAGES, Infant Feeding Options in the Context of HIV/AIDS , 2004.
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Iable 5.2. Recommended Amounts of Ingredients for Replacement Feeds, First Six Months

Age Number of Cow (fresh or Sheep and Evaporated Powdered full Commercial
(months) | Feedings UHT), buffalo milk cream formula
and Daily goat, or camel milk (per (per feeding) milk (per (per month)
Milk (per feeding) feeding) feeding)
Requirements
0<1 8 feeds{day x 40 ml milk +20 ml 30 ml milk +30 16 ml milk + 5 gmilk + 60 ml |4 x 500-g
60 ml/ water ml water 44 ml water +4 g tins
feed +4 grams (g) sugar |+ 3 g sugar water +4 g (level
Total: 480 (slightly less than 1 | (slightly less (level teaspoon) sugar
ml/day teaspoon) than 1/2 teaspoon) | teaspoon) sugar
1<2 7 feeds{day x 60 ml milk +30 ml | 45 ml milk + 45 24 mlmilk +66 | 7.5 gmilk+90 [ 6 x 500-g
90 ml/ water ml ml ml water tins
feed + 6 g sugar water + 5 g sugar | water +6 g +6g(11/4
Total: 630 (11/4 teaspoons) (1 teaspoon) (11/4 teaspoons) | teaspoons)
ml/day sugar sugar
2<3 6 feeds(day x 80 ml milk +40 ml | 60 ml milk + 60 32 mlmilk +88 | 10 g milk +120 | 7 x 500-g
120 ml/ water ml ml ml water tins
feed +8 g sugar (slightly | water+6g water + 8 g +8g(2level
Total: 720 more than 11/2 (11/4 teaspoons) (2 level teaspoons)
ml/day teaspoons) teaspoons) sugar
3<4 6 feeds{day x 80 ml milk +40 ml 60 ml milk + 60 32 ml milk +88 10 g milk +120 7 x 500-g
120 ml/ water ml ml ml water tins
feed + 8 g sugar (slightly |water +6 g water +8 g (2 +8 g (2 level
Total: 720ml/ more than (11/4 teaspoons) level teaspoons)
day 11/2 teaspoons) teaspoons) sugar
sugar
4<5 6 feeds{day x 100 ml milk +50 ml | 75 ml milk + 75 40 ml milk +110 | 12.5 g milk 8x 500-g
150 ml/ water + 10 g sugar ml ml +150 ml tins
feed (2 full teaspoons) water +8 g sugar water + water + 10 g
Tatal- (cliahtly n ”
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Lurar. gLy v “
4Qpml/ ReFe1 1/2 faspoons) f8poons)
teaspoons) fgar sugar
5<6 6 feeds{day x 100 ml milk +50 ml | 75 ml milk +75 40 ml milk +110 | 12.5 g milk 8x 500-g
150 ml/ water + 10 g sugat ml water ml +150 ml tins
feed (2 full teaspoons) + 8 g sugar water + water + 10 g
Total: 900ml/ (slightly 10 g (2 full (2 full
day more than teaspoons) teaspoons)
11/2 teaspoons) sugar sugar

Source: LINKAGES, Infant Feeding Options in the Context of HIV/AIDS, 2004.
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Micronutrients for Home-modified

Animal Milk

The minerals and vitamins needed in a
micronutrient supplement to fortify 100
kcal of home-modified animal milk (i.e.,
100 mL of milk + 10 g sugar = 50 mL
water) are listed below.

Minerals:
Manganese 7.5 g
Iron 1.5 mg
Copper 100 g
Zinc 205 g
Todine 5.6 g

Vitamins:
Vitamin A 300 TU
Vitamin D 50 [U
Vitamin E 1 TU
Vitamin C 10 mg
Vitamin B1 50 g
Vitamin B2 80 g
Niacin 300 g
Vitamin B6 40 g
Folicacid5 g

Pantothenic acid 400 g

NUTR]T]ON/\LCARERECUMMENDAT[ONSFOR[NFANTSANDCH]LDRENCHAPJERS.

energy and micronutrient content: sweetened
condensed milk, skimmed milk, coffee
creamers, soy milk, fruit juices, sugar water,
or diluted porridges.

Infants and Young Children from Six
through 23 Months Born to HIV-
positive Mothers: Complementary and
Replacement Feeding Foods

Appro priate complementary feeding fo r
children of HIV-positive mothers ages

six though 23 months consists of feeding
breastmilk or breastmilk substitutes (e.g.,
milk, milk products) with complementary or
additional semi-solid and solid food/liquids.
All infants require foods in ad dition to

milk by six months in order to meet their
nutritional requirements for energy, protein,
and micronutrients. By about six months of
age, infants are able to digest undiluted animal
milk as well as semi-solid foods, making
replacement feeding less difficult and less
expensive for mothers than during their childs
first six months.

HIV
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Vitamin B12 0.2 g
Vitamin K 5 g
Biotin2 g

Source: WHO, HIV and Infant Feeding:
A guide for healthcare managers and
supervisors, 2003.

that they have protein, fat, and sugar content
somewhat similar to breastmilk. The quantity
of water and sugar varies from one type of
milk to another. Modified animal milks do
not provide enough micronutrients to meet
the infant/child needs, therefore micronutrient
supplementation is essential. Full cream dried
milk powder and evaporated milk should be
reconstituted using brand-specific instructions
before being fed to the infant. See Table

5.2. on the following page for guidance on
recommended amoun ts of ingredients for
home-modified replacement feeds.

Unacceptable Options for Replacement
Feeding. The following fluids are not
acceptable options for use in replacement
feeding of infants because of their inadequate

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

options for feeding their children from six
Weof age:
mothers
have, . . .
{fantinued breastfeeding until transition to
fouoqth@ options are safe and feasible (e.g.,
cessation of breastfeeding and transition
to breastmilk substitutes), plus appropriate
complementary foods;
Expressing and heat-treating breastmilk
plus appropriate complementary foods;
Wet nursing by an HIV-negative woman
plus appropriate complementary foods;
Breastmilk substitutes (e.g., commercial
infant fo rmula, fresh animal milk,
powdered full-cream or evaporated milk,
UHT milk) plus appropriate semi-solid
and solid foods; and
Appropriate semi-solid and solid foods
plus clean drinking water in circumstances
where milk is not available.

As d iscussed earlier in this chapter,
complementary foods include a variety of
locally available foods and liquids that are fed
on a daily basis to children from six months as
a complement to breastmilk. Complementary

69
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foods can be mixtures of a staple such as
cereals (e.g., rice, wheat, maize, millet) or
starch foods (e.g., plantain, banana, cassava,
potato) with beans, groundnut paste, meat,
chicken, fish, eggs, fats and oils, fruits, and
vegetables.

Current draft guidance for the non-breastfed
child, “recommend s th at children should
receiv e four to five meals of nutritious

foods each day from six months of age,

with additional nutrient-rich snacks one to
two times a day as desired. Meals may be a
combination of milk-only feeds, other foods,
or a mix of milk and food. It is optimal to
include milk in the diets of children through at
least the first year of life.

6 Adapted from the United

Nations Agencies Guiding
Principles for Feeding the Non-
breastfed Child 6-24 Months

of Age.

Mother and Child Relatio nship.
Psychosocial stimulation through sk in-to-
skin contact may be lacking when a child

is fed by replacement feeding. Programs
and health workers shou 1d discuss with
caregivers the imp ortance of psychosocial
contact and encourage them to hold, talk,
and play with infants to help ensure adequate
psychosocial stimulation. Health workers
should also discuss with mothers how to
avoid breast engorgement following the end
of breastfeeding.

Stigma Associated with Replacement
Feeding. In many communities, mothers who
do not breastfeed or stop breastfeeding early

Page 1 of 2

may be suspected of being HIV-positive and,
subsequently, may be discriminated against
because of the stigma often associated with
HIV. Program managers should assess the
socio-cu ltural acceptability of replacement
feeding and work with the community and
partners to suppo rt mo thers who choose
replacement feeding. Because of the stigma
associated with replacement feeding, mothers
who choose replacement feeding may feel
compelled to breastfeed in public. This type
of mixed feeding may increase the risk of HIV
transmission or other infections to the child.
Program managers and health workers should
work with community support groups to raise
awareness about the risks of mixed feeding.
Health workers should also provide support
and guidance to mothers on how to deal with
situations where she may be asked why she
stopped breastfeeding her infant.

Replacement Feeding and Child Spacing.
Women who do not breastfeed are at a higher
risk of becoming pregnant. For an HIV-
positive mother, an early pregnancy can put the
new baby at risk of malnutrition and increase
the energy and other nutrient requirements

of the mother. Mothers who decide not to
breastfeed should be provided with family
planning services to ensure adequate child
spacing and all women in the context of HIV
need information and support to practice safer
sex to avoid sexually transmitted infections
including HIV.
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Children with HIV
HIVidefeetion is often difficult to diagnose
in very young children. Infants born to HIV-
infected mothers have HIV antibodies made
by the mothers immune system that cross the
placenta to the babys bloodstream before birth
and may persist for up to 18 months. Because
these maternal antibodies reflect the mother s
but not the infants infection status, an HIV/
antibody test is not reliable for children under
15 to 18 months. More definitive tests can
determine whether a younger infant is actually
infected with HIV but these tests are still
expensive and are not typically available in
resource-limited settings.

70

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Nutritional Needs for HIV-infected
Children

Increased Energy Needs. HIV-infected
children have greater energy needs compared
to healthy non-HIV-infected children. HIV
infection causes increased resting energy
expenditure, may red uce food intake, and
causes poor nutrient absorption, loss, and
metabolic alterations that result in weight
loss and wasting. The energy needs of HIV-
infected children will vary according to the
presence and severity of symptoms.
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The energy requirements of HIV-infected
children with no symptoms are increased by
10 percent. During the symptomatic phase
without weig ht loss, en ergy requirements
increase by 20 to 30 percent over the level of
energy intake recommended for healthy non-
HIV-infected children of the same age. When
the child is both symptomatic and losing
weight, energy requirements increase by 50 to
100 percent.

Protein and Micronutrient Needs. Protein
and micronutrient requirements remain the
same for children of the same age, sex, and
physical activity, regardless of HIV status.
Howev er, if children have pre-existin g
micronutrient deficiencies or inad equate
protein intake, these need to be addressed and
may require micronutrient supplementation
and/or increased protein intake.

Pre-existing Malnutrition. Many children
in resource limited settings are alread y
underweight and malnourished. Healthcare
workers will need to help families correct
underlying malnutrition as well as address the
additional nutritional requirements caused by

NUTR]T]ON/\LCARERECUMMENDAT[ONSFUR[NFANTSANDCH]LDRENCHAPJERS.

Other Issues to Consider

The medications HIV-positive children take to
treat opportunistic infections may produce side
effects such as taste changes, loss of appetite,
vomiting, nausea, and diarrhea, which can
negatively affect fo od in take and nutrient
absorption and metabolism. Therefore it is
crucial to be aware of potential interactions
and negative effects, and to manage such
symptoms and side effects to minimize the
negative impacts on the childs health and
nutritional status.

Medications may also affect nutrient absorption,
and food may affect medication efficacy. The
dietary management of both medication side
effects and food-drug interactions in HIV-
positive children is similar to the methods used
with adults and described in Chapter 3.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Page 1 of 3

13/11/2011



pg 0071

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

infection with HIV. It is especially difficult for
children to consume 50 to 100 percent more
energy when they are fighting opportunistic
infections and exp eriencing weight loss.

Help caregivers to encourage children to

eat additional energ y-dense, micronutrient-
rich food when periods of illness subside.
According to WHO in 2003 breastfed children
who are found to be HIV-infected may
benefit from continued breastfeeding as well
as complementary feeding, according to the
recommendations for the general population.

Management of AIDS-related Symptoms.
HIV-positive children often suffer from
symptoms such as thrush, fever, nausea, or
vomiting, which may affect food intake and
nutritional status. The dietary management
of HIV/AIDS-related symptoms in children
is similar to that of adults and is described in
Chapter 2.

71
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A Food-based Approach
to Support HIV/AIDS-
affected Households and ®
Communities

Food insecure households frequently struggle energy needs for household members that are

to meet ordinary basic needs without the HIV-infected. While the focus is on external

ad ded stress of HIV. Shocks, such as food donations for short- and medium-term
drought, poor harvests and conflict, strain strategies, this approach is applicable to other
the ability of fragile households to function, community-based care and support.

and HIV/AIDS further reduces their capacity

to cope with these traditional stresses. When This guide stresses the importance of consuming
PLWHAS are questioned about their priority a varied diet of sufficient amount for a healthy
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needs, foodnot drugs,

headlhfFe v ig8En94is often the predominant
response. The call for food may reflect the
physical lack of food in the household, but

it often echoes a lack of means or income to
acquire food, despite the availability of food in
the community or markets. Food aid can play
an important role in bridging short-term food
gaps, protecting the income and livelihood
capacity of households affected by HIV/AIDS
and, consequently, supporting both short- and
long-term food security.

This chapter provides guidance to program
managers on the use of food and donated food
to address HIV/AIDS-affected communities.
It explains the steps for doing a community
needs assessment. The result of the needs
assessment will help define the objectives

and specific actions that will determine the
type of food ration, the size of the food

ration, and who is eligible to receive it. The
chapter includes questions to consider when
designing a program to address malnutrition
and household food insecurity. Suggestions
for determining a ration for a household are
provided with special attention to the increased

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

and

EIS g substantial challenges to acquiring
S}gﬂ consuming a good diet. These challenges
maX be due to livelihoods threatened by
ggmm&mﬁg&al social, cultural, and economic
factors that affect the production, purchase,
and storage of food. An analysis of food
insecu rity in a household and community
will high light the barriers and constrain ts
for a varied and quality diet. In many parts
of the world, food insecurity translates into
challenges for families to meet even their
basic needs. HIV/AIDS worsens this already
precarious situation.

The HIV/AIDS epidemic accelerates the
decline towards food insecurity and destitution
in a number of ways. The resilience of families
to various shocks is undermined. Money once
used to purchase food may be diverted to buy
medicines for an ill family member. As the
family members illness worsens, his or her
ability to work diminishes. This can lead to
reduced income and food production. Children
who lose family members to AIDS may drop
out of school due to a lack of money for school
fees. The HIV/AIDS epidemic increased

75

Page 2 of 3

13/11/2011



pg 0075 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0076

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

vulnerability and presents not only short-term
impacts through reduced food production and
consumption, but also longer-term impacts, as
future generations are less likely to develop
skills, leading to lost opportunities for
income.

The impact of HIV/AIDS on food security

in resource limited settings requires short-,
medium-, and long-term strategies to help
households and communities deal with the
epidemic and maintain their nutritional status
and health.

Food can be obtained from external donations
or locally. While it is recognized that external
food aid is not a sustainable resource, the intent
is to make the best use of food to ensure that
no harm is done and, eventually, communities
will be able to respond to food security shocks.
In the long term, sustainable strategies should
include local ownership, skills development,
infrastructure development, income-generating
activities, and su stainable agricultural and
natu ral resource develo pment particularly
focused on locally available resources and
foods.

analysis should include documentation of all
major factors that are contributing to food
insecurity, including drought and climactic
factors, econo mic factors, co nflict and
displacement, and acute or chronic disease,
including HIV/AIDS. Livelihood and coping
mechanisms and local capacities should also
be assessed. Such analyses should be done for
programs distributing a general ration, as well
as for those targeting PLWHAs and affected
individuals, households, and communities. It
is important to focus on what communities can
do to address the food insecurity impacts of
HIV/AIDS and other care issues.

The goals and objectives of nutrition and food
interventions for PLWHAs vary according to
the disease stage of the individual, and whether
or not they are receiving ART an d other
treatments for secondary infections. Goals

and objectives will also vary according to the
group being targeted for interventions.

Interventions for which an adequate evidence
base cu rrently ex ists and that should be
immediately included in program are listed
below. Other interventions, including food
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In designing programs using food aid, it

is important to do a thorough analysis of
vulnerability to food insecurity in the specific
commun ities affected by HIV/AIDS. An

Page 2 of 3

aid and food security programs, are likely
to be effective in certain situations and may
be supported on a pilot basis while further
evidence is gathered.

To use food effectively as a means of providing
care and support to HIV-affected households
and mitigate the impact of HIV/AIDS, program
managers should pursue a four-step process:

1. Facilitate a community-led assessment of
local food sources and care practices to
determine effective uses of all food;

2. Work with the community stakeholders
to design and implement a food strategy
based on decisions about the purpose of
the food, how food will be delivered and
stored, and who is eligible to participate,
including an exit or transition strategy
phasing down the reliance on food aid;

3. Decide and calculate ration composition
and size and frequency of schedule for
distribution; and

76

4. Link communities to other services,
including health, hygiene, water,
sanitation, growth promotion, and other
food security interventions.

Facilitating a Community-led Situation
Assessment

In designing a program to address a particular
dimension of food insecurity, especially the
additional burden of HIV/AIDS, it is necessary
to work backwards from the immediate
manifestations of food insecurity to the root
causes of the problem. Understanding the
causes of food insecurity requires a significant
amount of information gathering. Normally,
quantitative information will be available to
begin this analysis from data collected routinely
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by the host government agriculture, health, or
planning ministries, national survey data sets
such as those developed under the USAID-
sponsored Demographic and Health Surveys
(DHS), and information in existing studies
and reports. In addition, it is also typically
necessary to conduct field studies using a
combination of qualitative and quantitative
methods to ensure an understanding of local
conditions in the intended program area.

It is advisable to work with the community to
ensure that the community conducts its own
assessment of the situation and then devises an
appropriate action plan based on the findings.
In most cases, a series of simple and related
questions can provide a very general structure
to guide the information-gathering process.
While the questions themselves are simple,
obtaining their answers may be quite complex,
requiring expertise from a variety of relevant
technical disciplines. The questions to begin
the information gathering process include:

Where do households get their food.
What factors limit the ability of
households to obtain food from each of

DAPPROACHTOSUPPORTH[V/A]DS-AFFECTEDHOUSEHOLDS/\NDCOMMUN]T]ESCH/JPTER().

What traditional feeding and care practices
exist for special needs groups such as
PLWHAS, pregnant and lactating women,
and orphans and vulnerable children.

What locally available foods are used for
household consumption or sold or traded,
and what is their availability throughout
the seasons. This should include all
items consumed by the family, including
insects, herbs, fruits, vegetables, legumes,
nuts, and other plant and animal products
that are purchased, bartered, grown, or
gathered by households.

What food preparation an d storage
techniques are commonly used.

What are the market services, including
where people buy food and medicines,
micronutrients, or herbal supplements
for promoting good health, includ ing
traditional medicines.

What are the links to health services and
other government and nongovernmental
assistance.

What are the available sources and types
of food aid provided in safety net and
other programs.
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these sources.

How do households obtain their cash
income, and what factors limit the ability
of households to obtain income from each
of these sources.

What factors limit how well households
use their food to meet the dietary needs of
the individuals within them.

Who are the most food insecure or
vulnerable population groups.

Involving community leaders, health workers,
educators, household members and PLWHAS
in both the gathering and analysis of the
information is useful for obtaining accurate
information and designing an intervention
that will be beneficial to all members of

the community. Issues that may need to be
included are:

What traditional community feeding and
care practices promote good health and
nutrition for adults and adolescents and
which practices promote appropriate
breastfeeding and complementary feeding
practices for infants and young children.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Program managers may be able to obtain
existing information from governmental and
nongovernmental reports, household surveys,
and food consumption surveys. Rapid food
security assessments and qualitative data-
using techniques su ch as key informant
interviews, fo cus grou p discussions, an d
observational studies are some of the methods
that can be used to gather and complement
this information. This phase is also important
fo r identifying the beneficial and harmful
practices that support or undermine go od
health; knowing these is useful for designing
programs and developing messages for good
nutrition. The reference section at the end of
this chapter contains a list of publications that
are useful to program managers to work with
communities in assessing the food situation
and feeding practices at the household level.
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Designing and Implementing a Food
Program

The initial assessment should provide an
understand ing of food security conditions
and constraints in a given area. Program
man agers sh ould continue to work with
the community to develop a set of program
goals and objectives where the probability
of a successful intervention is highest while
addressing constraints. A clear and measurable
set of goals and objectives is the first step
towards developing performance indicators
and establishing an effective monitoring and
evaluation system.

Once the goals and objectives have been
established, it is necessary to agree on how the
objectives will be met, including developing a
strategy for delivering food and other services.
In many instances, it is preferable to work
with existing organizations and committees

in a community rather than creating entirely
new structures. Experience has shown that
mobilizing groups for the sole purpose of
receiving and distributing external aid often
results in weak short-lived structures that are

Preven t malnutrition and mortality
among the g eneral p opulation due to
deteriorating food security where HIV is
one of a number of critical determinants
of vu Inerability th rou gh provision of
a general food ration integrated with
complementary inputs;

Prevent nutritional deterioration among
individual PLWHAs by providing general
food rations and specialized foods with
specific nutrient profiles and acceptability
to improving treatment adherence by
helping patients manage gastrointestinal
side effects of ARVs;

Provide incentives as a form of income-
in-kind to increase participation in the
prevention of mother-to-child transmission
(pMTCT), p MTCT+, and other
prevention, treatment, or palliative care
programs, as well as partial payment for
care and increasing enrollment in schools
for orphans and vulnerable children; and

Protect livelihoods through supporting
safety net p rograms, asset protection
and food-for-work or training programs
such as skill enhancemen t targeting
communities and households affected by
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less

el resources in the long term.

and

)f:)ﬁlrle"el%asic questions should be considered
%gglﬁﬁseing food as an input for a program:
their

Wit is the Purpose of Introducing a Food
Program to the Community. Food aid can
have multiple uses and USAID encourages
partners to integrate food-based programs
with HIV/AIDS activities where appropriate
and that the objectives of food-based programs
must be clearly stated. Food aid resources are
used to meet the following broad program
objectives in both development and relief
settings to assist food insecure populations
affected by HIV/AIDS:

Nutritional care and support;

Incentive for participation in HIV/AIDS-
related activities; and

Income transfers to people infected with
or affected by HIV/AIDS.

The broad objectives of food aid programming
in the context of HIV/AIDS include:

78
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HIV/AIDS.

In some programs, food serves mu ltiple
purposes. For example, in maternal and child
health programs, food plays a preventative
nutritional role and is an incentive for mothers
to participate in key health services such as
immunization and counseling. The use of the
food will determine its type and quantity, who
is eligible, and the likely result. It is important
to understand and agree on the use of the food.
The use can change over time and in response
to a community emergency such as a flood or
drought.

In programs to assist HIV-affected households,
food is sometimes focused on helping household
members maintain their nutritional status.
Althou gh th is guide provides information

on nutritional issues related to HIV/AIDS,

the food rations described below are based

on the nu tritional needs of all household
members. This is because most households
seriously affected by HIV/AIDS experience
chronic food shortages that affect all members.
There are examples of specialized foods

being promoted to be used by PLWHAs. The
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number of specialized foods is growing with The following box describes some potential
claims about their nutritional benefits needing use of food aid in support of the 2003 U.S.
careful review. This guide focuses only on the Presidential Emergency Plan for AIDS Relief
use of specific food aid commodities to meet (PEPFAR) with examples for preven tion,
nutritional needs; discussions of food choices treatment, and care and support activities:

as an income transfer or incentive can be
obtained from other resources listed at the end

of this chapter.

/BSED/'\PPROACHTOSUPPORTH[V/A]DS-AFFECTEDHOUSEHOLDS/’\NDCL).V[MUN]T]ESCH/JPTER().

IExamples of the Uses of Food Aid to Support HIV/AIDS-affected Populations

Target Group

Uses of Food

Treatment

PLWHAs,
including
children

Food to improve adherence to ART
Food to improve treatment efficacy
Food to help manage drug side effects

Prevention

PLWHAs and
household
members

Food as an income transfer and asset protection

Food to prevent or reduce high-risk behaviors or reliance on negative coping strategies
Food as an incentive for voluntary testing and counseling

Food as an incentive for participation in pMTCT and pMTCT+

Communities
in high
prevalence or
high risk areas

Food as incentive to par ticipate in HIV/AIDS awareness and behavior change programs

Food as an incentive for voluntary testing and counseling

Food as an income transfer and asset protection and to prevent or reduce high-risk behaviors or
reliance on negative coping strategies

Care and Support
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PLWHAS Food t

supplement daily nutritional requirements and special dietary needs, such as increased
energy requirements

Food to support nutritional management of symptoms of opportunistic infections (e.g., anorexia,
diarrhea, nausea)

Food for use in hospitals and hospices as a part of palliative care

Food to provide safety net and income transfer

Food as an income transfer and asset protection

Food for training in life skills, life planning, alternative livelihood strategies

Affected Food to supplement daily nutritional requirements of OVCs and other affected household members
households Food to provide safety net and income transfer for affected households and guardians
and OVCs Food for education as a nutritional supplement, income transfer and guardianship incentive
Food as an income transfer and asset protection
Food as an income transfer to encourage school attendance
Food for training in life skills, life planning, alternative livelihood strategies
Food as a bridge for adopting new technologies and practices or establishing new livelihood
strategies
OVCs in Food to supplement daily nutritional requirements
institutions Food as an income transfer to assist with costs of care , free up cash resources for provision of
other critical services, and facilitate school and training program attendance
Street children F¢od to supplement daily nutritional requirements
Food to encourage attendance at skills training or counseling sessions
Communities Food as an income transfer or to cover opportunity costs to voluntary care providers
in high Food for training voluntar y care providers

prevalence or
high risk areas

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

Food as a bridge for establishing community-based social safety nets (e .g., food banks) and care and
support services

Food as an income transfer and asset protection and to prevent or reduce high risk behaviors or
reliance on negative coping strategies
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‘What is the Appropriate Way to Deliver
Food Aid in a Community. A program
manager should work with the community

to determine the most effective and efficient
means of distributing the food based on

the human, finan cial, and other resources

the community can provide. If food is
available, two approaches to distribute food
are take-home rations and on-site feeding.

The decision is between a more flexible and
administratively simpler take-home option and
the more controlled on-site feeding option.
Other approaches, including cash transfers and
food stamp programs, are not discussed here.

Take-home Rations. This is the most

common method of food distribution, in

which food rations are provided to households
to be taken home for storage, preparation,

and consumptio n. Take-home rations are
targeted to households with the greatest need
or provided generally to a community, as in the
case of emergencies or natural disasters.

On-site Feeding. Food is prepared at a center,
and participants consume the meal or snack,
such as biscuits, on site. Snacks provided at

distances to obtain food every day. However,
in cases where only certain groups are targeted
for food distribution and the program seeks
to prevent dilution to other family members,
on-site feeding may be more advantageous. It
may also be more effective where firewood
and coo king utensils are in short supply

and households are unable to prepare meals
or where the security situation is poor and
beneficiaries are at risk when carrying food
home.

It is recommended that in each community, an
existing group be identified to help manage
the food program. This group should already
be actively engaged in assisting vulnerable
persons in the community, preferably drawing
mostly or entirely on locally available
resources. If no such group exists, a committee
can be organized by the external agency or a
partner. If a program wants to provide take-
home rations to households with PLWHAs

or orphans, a team should be employed to be
responsible for the logistics. This includes
advance planning and ordering of food ,
receiving and storing the food from the donor,
delivering food to the recipient households,
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schools can help increase school attendance
as well as address childrens nutritional

needs. Providing a meal to all studentsnot
just to orphanscan forestall the stigma and
resentment that can arise in community-based
feeding programs.

Communities affected by HIV/AIDS have
created a variety of institutions to care for
and provide services to affected children.
Some examples include community schools
established especially for OVCs, community
day care centers that free caretakers for other
tasks and also provide a meal and activities
for the children, and orphanages or other
residential facilities for children. Food aid
has been used to help support such self-help
efforts, but programs should be monitored
carefully to ensure that they do not undermine
community integration or development.

Each method h as advantages and
disadvantages. Take-home rations generally
require fewer resources to manage and take
less time to establish a distribution system. In
addition, this approach is less time-consuming
for recipients, who do not have to travel long

80

and establishing a simple monitoring system
to keep track of the food provided to each
household.

In an on-site feeding program, the committee
selects community members to be responsible
for preparing and serving the meals. An exit
strategy that defines more sustainable food
interventions should be developed, sin ce
food donations will not continue indefinitely.
As part of the exit strategy, the committee
should also define criteria for deciding when a
household should stop receiving donated foods
and become involved in other interventions
that promote livelihood security.

Who are the Beneficiaries and What are
their Energy Needs. Once the approach for
food distribution is decided, it is important to
determine who the beneficiaries will be and
the appropriate eligibility criteria. A program
working with community leaders may want to
review whether it will be providing food for
all households in a community or targeting
specific groups such as households with
PLWHAS or orphans or, more specifically,
orphans under the age of five. These decisions
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Examples of Linking Title II Resources with HIV/AIDS-affected Households

Malawi:

Catholic Relief Services (CRS) implements a Title IT Development Assistance Program (DAP)
from 2000 to 2005 in Malawi with the aim to improve the food security of households affected
by HIV/AIDS. Guardians or families caring for AIDS OVCs receive food rations in order to
decrease the financial burden of care, promote retention of OVCs in their own communities,
and improve the nutritional status of at-risk children. These households participate in
complementary livelihood training programs, which include improved soil fertility, crop
diversification, and improved seed. In 2003, 95 percent of direct food distribution beneficiaries
also participated in activities aimed at improving productive assets, such as building fish
ponds.

CRS established 43 community-based child centers (CBCC) as a way of enhancing child care
practices and providing guardians with the opportunity to participate in general development
activities. The CBCCs are staffed by community volunteers and provide OVCs with food
donated by the communities. Growth monitoring is also conducted at the CBCC to ensure
that children who are growth faltering are identified for interventions and, if necessary,
referral to a health facility. Title IT food commodities are used to encourage OVC school
attendance. The DAP also supports community artisan apprenticeship programs to support
skills development.

Kenya:

CRS, the Archdiocese of Mombassa, and Pathfinder International distribute monthly rations of
Title II CSB and vegetable oil to more than 4,500 households with OVCs. The purpose of the
food ration is to meet the short-term food needs of households
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ORBetathby HEV@ifiAtBISed with food distribution, providing information on HIV and AIDS
and the role of nutrition, guidelines on palliative care for PLWHAs, and safe food storage

and use. Households reported decreased incidence of childhood illnesses, increased school
attendance and improved school performance, and increased spending on items such as fuel
and school supplies.

While progress has been made, there are continuing program challenges, including the high
number of households requiring support, the severe food insecurity of many households
leading to dependence on the ration as their only source of food, and the need for therapeutic
in addition to supplementary feeding rations for cases of severe malnutrition in the program
target communities.
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7 The planning figure for food

aid programs of 2,100 kcal
per day or 8,778 kilojoules
per day is used by agencies
such as the WFP. The Institute
of Medicine in 1995 and
‘WHO in 2000 recommended
2,100 keal per day for a
typical developing country
population, but the amount
should be adjusted for
moderate to heavy physical
activity of around 100 to 400
keal per day and for changes
in age and sex structure.

will depend on the prevalence of HIV in the
commun ity, awareness about the disease,
and whether families or individuals will be
stigmatized if they participate in a program.

The first step in determining potential
beneficiaries and their energy and protein
requirements is to examine the composition
of the household and estimate their intake

and the gap in meeting their nutritional needs.
Table 6.1 . shows the energy and pro tein
requirements for healthy adults and children,
as well as the added energy increments needed
for persons who are HIV-infected or sick with
AIDS and pregnant and lactating women.
This information can be used to estimate daily
household energy and protein requirements in
Table 6.5.

Page 1 of 2

A family of nine people is represented in the
example in Table 6.5. Each adult is moderately
active and an adult male is HIV-infected and
symptomatic. The woman is breastfeeding her
one year old infant, and two active adolescent
orphans are part of the household . The
calculation of requirements indicates that the
household needs an energy intake of 20,244
keal and 414 g of protein each day. Note

the total consists of the sum of each persons
requirements and not the average multiplied
by the number of people in the household.

In situations where individual age and sex
information is not easily available, an average
minimum requirement for energy of 2,100 kcal
per person per day 7 and protein of 52.5 g per
person per day can be used, irrespective of the
age and sex composition of the family. While
it is preferred that calculations are based on
individual requirements founded in age and
sex, it is often not possible to do this in field
situations. Make sure whichever method
selected is explained.

Iable 6.1. Daily Energy and Protein Requirements for Adolescents, Adults, and Children

Age Energy (kcal per day) 9,10 Protein ”(g per day)
Sexes Combined Sexes Combined

0 to 2.9 months 404 12

3 to 5.9 months 550 14

6 to 8.9 months 615 14.5

9 to 11.9 months 686 14

12 to 23.9 months 894 14
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24 1,250 22
5% tp 59.9 months 1,500 2
mnths years 1,710 30
710 9.9 years 1,880 34

Males Females Males Females
10 to 11.9 years 2,172 1,894 48 49
12 to 13.9 years 2,437 2,063 59 59
14 to 15.9 years 2,795 2,214 70 64
16 to 17.9 years 3,071 2,275 81 63
18 t0 29.9 years 2,925 2,140 55 49
30 to 59.9 years 2,866 2,145 55 49
60+ years 2,382 1,925 55 49
Pregnancy Add 285 Add 7
Lactation Add 500 Add 20

Note: The above energy requirements for adults are average across a range of body weights.
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able 6.2. Average Energy and Protein Requirements for a Typical Population for Food
id Programming when Not Using Individual Age- and Sex-specific Requirements

| Energy (kcal per day) | Protein (g per day)

All ages and sexes | 2,100 | 52.5

Iable 6.3. Adults, Adolescents, and Children: Adjustments for HIV Status

HIV Positive Phase Energy Protein
Adults and Asymptomatic 10 percent increase No change
Adolescents Symptomatic 20 to 30 percent increase No changde
Children Asymptpmatic 10 percent increase No change

Symptomatic with no weight loss 20 tq 30 percent increase No change

Symptomatic with weight loss 50 to 1(J0 percent increase No change

able 6.4. The Energy Requirement of a 25 Year Old HIV-infected Asymptomatic
regnant Woman with Moderate Activity Level

Energy
requirement + HIV status* + Pregnancy = TOTAL
2,140 + 214 A 285 = 2,639 keal

* The addition for the womans HIV infection was estimated to be 10 percent of 2,140 kcal or 214
keal.
Her daily protein requirements would be 56 g per day (i.e., 49 g base plus 7 g for pregnancy).
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8 Latham, Michael C. Human

Nutrition in the Developing
World (Food and Nutrition
Series No. 29). Rome,
Italy: Food and Agriculture
Organization of the United
Nations (FAO), 1997.

9 Minimum energy

requirements are based on
moderate activity levels.

For light activity levels
reduce requirements for
adolescent and adult males
by approximately 25 percent
and for females by 8 percent.
For heavy activity levels
increase requirements for
adolescent and adult males by
approximately 33 percent and
for females by 20 percent.
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An HIV-infected asymptomatic 12 year old moderately active boy should get 2,681 kcal per day (i.e.,

2,437 + 244) or 10 percent for HIV infection and 59 g of protein.

Iahle 6.5. Illustrative Calculation of Daily H hold Requir t:

Energy Protein

(Kcal/day) (g/day)
Adults:
1. Male (33 years) 2,866 55
2. Female lactating (28 years) (2140+500) 2,640 (49+20) 69
3. Male HIV-posivtive symptomatic (2866+ 860*) 3,726 55
(40 years)
Children:
4. Male (one year) 894 14
5. Female (four years 1,500 26
6. Female (seven years) 1,880 34
7. Male (nine years) 1,880 34
8. Female (13 years) 2,063 59
9. Male (15 years) 2,795 70
Total household daily 20,244 416

requirements:

*HIV infection results in a need for 20 to 30 percent more energy during the symptomatic phase . In

this case, 30 percent (i.e., 860 kcal) is used.

Page 2 of 3
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Ener; S .
}’éﬂh’ﬂﬁi}ﬂgﬁ’{gd in kilocalories
gkeal). The SI unit of energy
is the joule. The relationship
between the two units is 1
kcal = 4.18 kilojoules. Thus,
the estimated daily per capita
energy requirement of 2100
keal = 8,778 kilojoules.

11 Protein values are adjusted

for digestibility factor of 85
percent, representing a diet
containing mostly cereals,
starchy roots, and pulses,
and little complete protein as
found in animal products.
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Selecting Ration Size and Composition

Decisions about both the ration size and the
composition of the foods included in a food
basket should be made based on objectives
such as addressing nutritional needs and
serving as an incentive to participate in a
program.

Before determining ration size, a brief
assessment should be conducted to determine
the community definition of a ho usehold.
The definitio n will vary, particularly in
heavily HIV-prevalent areas where houschold
composition changes as relatives and friends
care for children and others.

The selection of foods for inclusion in a

food aid program should be influenced by
four considerations as to whether it: 1) is
nutritionally appropriate; 2) is culturally
acceptable; 3) can be properly p rocessed,
stored, and prepared; and 4) complements
rather than replaces local food production.
Other factors, such as which commodities are

available, sometimes restrict choice. Table 6.6.
shows the nutritional value of foods available
through the U.S. Title I Food Program. A

more complete list of commodities and their
composition can be found in Fact Sheets in

Part 1 of the Commodity Reference Guide,
available online at the USAID website:
www.usaid .gov/our work/humanitarian
assistance/ffp/crg/.

Nutritional Value. Does the food to be
included meet the nutritional needs of adults
and children. Is it well-tolerated and easily
digestible by a child or adult who is sick with
AIDS. For many young children and infants,
there are limits in the volume and bulk that can
be digested. For a person sick with AIDS, poor
absorption of foods is common. For young
children and HIV-infected persons, foods that
are high in protein and micronutrient content,
such as fortified CSB, are more beneficial and
easily digestiblesee Chapter 3 on managing
symptoms for more information.

|able 6.6. Selection of Foods Provided through the U.S. Title II Food Program

Food Energy (kcal/ Protein (per Iron Vitamin A*
100g) 100 g) (mg/100 g) aU/100 g
Cereals
Bulgur 342 12.3 2.9 2,205
Cornmeal 366 8.5 2.9 2,205
Rice 365 7.1 0.8 0
Sorghum 339 11.3 3.0 2,205
Qs 227 172 20 2908
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ouy RN 110 2.7 Ly2us
Wheat flour 333 11.7 4.4 2,205
fortifred
3 Am
Leindils 338 28.1 9.02 39
Peas 341 24.6 4.40 149
Fortified blended foods
CSB 3743 17.1 17.49 2,612
Wheat soy blend 3545 21.5 17.85 2,323
Fats
Vegetable oil 884 0.0 .02 6,000
*Note that vitamin A composition is often presented as micrograms of retinol equivalents (i.e., micrograms

RE) IU conversions: 1,000 IU = 333 micrograms RE
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Cultural Acceptability. A community or
household may have food preferences or
taboos, particularly during times of pregnancy,
lactation, or illness. It is important to select
foods that promote practices that enhance
nutritional status and discourage potential
harmful practices. As noted, this is an
important component of the assessment phase.
Program planners should make suggestions of
available food choices to community members
and get their input before determining the
ration.

Availa bility of Processing , Storage and
Preparation Techniques. The availability of
milling facilities and fuel should be considered
when selecting food aid commodities. In areas
where fuel shortages are common, selecting
foods that require less preparation and cooking
time may be advisable. Flours and pre-mixes
do not require milling. It is also important

to consider the shelf-life and type of storage
facility and packaging, particularly in tropical
climates where pests, heat, and humidity can
result in food losses.

Compatibility with Lo cal Production.

v ‘EDAPPRUACHTOSUPPORTH[V/A]DS-AFFECTEDHOUSEHOLDS/\NDCO.V[MUN]T]ESCH/JPTERC».

good protein source (e.g., beans, lentils), and
a widely acceptable high-energy source (e.g.,
refined vegetable oil). It is common to have
the cereal and bean or lentil combination or
weight ratio of three-to-one or two-to-one.
In the example in Table 6.7., the ratio of
weight of CSB to lentils is one-to-one. Other
combinations are possible and the program
manager is encouraged to go through the
calculation and adapt it to other scenarios
using a spreadsheet-type tool.

In the example in Table 6.7., the monthly
ration was determined based on total family
daily needs. The calculations captu red

the add itional needs of the HIV-infected
family member as well as a condition that
approximately 25 to 30 percent of energy
needs should come from oil. Note that the
ration provided approximately half of the
family needs for energy and protein.

Whole grain cereals, such as wheat and corn,
are not fortified. All processed food cereals
under Title IT programs, however, with the
exception of rice, are fortified with B vitamins
(e.g., thiamin, riboflavin, folic acid, niacin),
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Donated food should not imped e local
production or reduce the demand for local
foods. Find ing commodities that can

co mp lement local foods or replace them
during seasonal shortages is an imp ortan t
consideration when selecting the commodity
for inclusion in a food basket.

Calculating a Ration. Two approaches are
taken in this guide. The first uses precise
knowledge of the age and sex composition
of the recipients and the second uses average
energy and protein requirements.

An example for calculating the ration size
based on energy and protein for the household
including the person a PLWHA wh o is
symptomatic is presented in Table 6.7. The
overall ration size is based on the estimated
nutritional needs for all household members
for energy and protein and taking into account
the food already available for household
consumption.

The ration consists of three co mmo dities
common in Title I programs: a micronutrient-
fortified cereal (e.g., CSB), combined with a

vitamin A, calcium, and iron. Blended cereals
(e.g ., CSB, wheat soy blend ) are further
fortified with zinc, B12, pantothenic acid,
iodine, magnesium, vitamin C, vitamin D, and
vitamin E.

The micronutrient content of blended cereals is
estimated. Because some of these vitamins are
lost during storage and cooking, they do not
accurately reflect the level of nutrient available
to the body after consumption. For example,
up to 40 percent of vitamin A can be lost from
fortified cereals that are exposed for several
months to heat, light, and air. Minerals are

not subject to deterioration by environmental
factors; however, their bioavailability in

cereal can be greatly reduced by absorption
inhibitors present in food aid commodities and
other foods commonly consumed, such as tea
and coffee.

All refined vegetable oil provided through
Title II is fortified with vitamin A, a nutrient
essential for the protection of the health of any
population, but particularly young children.
One tablespoon or about 14 g of fortified
vegetable oil poten tially satisfies over 70

85
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I Table 6.7. Illustrative Calculation of a Food Basket for a Household
Calculation for h hold food ration requii s: (Based on 9 people already consuming 10,000 kcal and
100 grams of protein per day)

A) HOUSEHOLD REQUIREMENT Energy Protein
Adults: Kcal/day g/day

Male HIV- 2,866 55

Female HIV- lactating (2,140 + 500) 2,640 (49+20) 69
Male HIV-positive (2,866 + 860) 3,726 55
Children (age in years):

Male (1) 894 14

Female (4) 1,500 26

Female (7) 1,880 34

Male (9) 1,880 34

Female (13) 2,063 59

Male (15) 2,795 70

Total household daily requirements: 20,244 416

B) DEFICIT: To calculate subtract family intake from requirement
(Daily requirement - Estimated current intake) = Deficit

Energy 20,244 kcal - 10,000 kcal = 10,244
Protein 416 g - 100 g =316

C) CONSTRUCTING A FOOD BASKET
Select three commodities for the food basket. Choose a high energy source (e.g., vegetable oil), a milled cereal
fortified with micronutrients (c.g., CSB), and a high protein source (c.g., lentils) as in Table 6.4.. Base the ration on at
least 25 to 30 percent of the energy coming from fats and oils: 0.30 x 10,973 = 3,392 kcal from vegetable oil.

cl. Calculate household daily ration size
Oil: Need 3,073 keal from vegetable oil in ration or 348 g, based on 1 g oil = 8.84 kcal; then 348 g = 3,076 kcal
Cereals/Pulses: Need to supply remainder energy, based on total energy deficit (i.e., energy from oil)
Total deficit is 10,244; oil supply of 3,076; cereal/pulses supply of 7,168 kcal
Remaining energy supplied by equal amounts of CSB (i.e., 1 kg) and lentils (i.e., 1 kg)
Where 1 kg of CSB = 3,743 kcal; 1 kg of lentils = 3,380 kcal
Total energy provided by 1 kg each of CSB and lentils = 7,123 kcal

c2. Calculate monthly ration size

1) Oil: 348 g x 30 days = 10.44 kg or 11.35 liters (since 920 g = 1 liter, round up to 11.5 liters)
2) CSB: 1 kg x 30 days = 30 ke

3) Lentils: 1 kg x 30 days = 30 kg

~a
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.
Oiinfims L per month = 10.58 kg per month = 353 g per day x 8.84 kcal/g provides 3,121 keal per day
@8B: 1 kg per day provides 3,743 keal per day

prapitsed kg per day provides 3,380 keal per day

@SBnoil, and lentils provide 10,244 kcal per day

meets

energy

requirements

86
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percent of a five to 10 year old childs daily
requirement and about 50 percent of an adults
requirement of vitamin A. The calculation

for the family ration in Table 6.7. was not
based on meeting the requirements for key
micronutrients such as vitamin A or iron. But
the CSB, lentil, and oil ration for the family
of nine provides 43,070 IU per day of vitamin
A, excluding the contribution from other foods
in the family diet. This is in excess of three
times the requirement for this size of family
but losses due to storage and cooking would
be expected, especially in the CSB, which
provided over 60 percent of the vitamin A in
the ration.

In situations where a ration has to be estimated
for a pop ulation and not don e based on
individual requirements, as was done in Table
6.7., an estimate of the average minimum
requirement for energy can be used. Average
daily energy needs for a population is estimated
to be 2,100 kcal per person per day, irrespective
of age, sex, and physical activity. In high HIV-
prevalent populations, some agencies increase
the requirement by 100 kcal per person per day

or more. In Table 6.8., a ration is estimated
Frvr o mnnnlatina ~F 1 NNAN
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protein being provided with CSB and lentils.
This option is preferred as it enables increased
food provisioning that is more reflective of the
overall diet and avoids overloading with oil.

Calculations of a ration based on specific
nutrients can be done with the information
provided in the Commodity Reference Guide
based on the n utrient composition of th e
commodities in Part 1 and the nutrient needs
in Part 2. Due to the inhibiting and enhancing
effects of different foo d components on
micronutrient utilization, any calculation on
specific micronutrients should be carried

out by someone familiar with micronutrient
malnutrition. Given the difficulty of planning
diets based on specific micronutrients, it is
recommended that ration calculations be based
on energy and protein needs instead.

The WEP, in partnership with UNHCR, has
dev eloped a spread sheet-based program
called NutVal 2to plan ratio ns based on

commonly available commodities, including

those available through the Title II program.

The calculator includes a range of nutrient on NutVal, contact the
o = A o Nutrition Section of the

composition for 147 foods and applies minimum World Food Programme:

rrbed At SRDUEIE I N S

12 For more information
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11 a pupumuuu UL 1,Vuv

sigdreiod, afidvho are HIV-positive. In the
example, 25 percent of adults are HIV-positive
and asymptomatic, 5 percent of adults are
HIV-positive and symptomatic, 10 percent of
children are HIV-positive and asymptomatic,
and 5 percent of children are HIV-positive

and symptomatic. In this example, individuals
over 15 years old are considered to be adults.

The process for determining a ration for the
community involves estimating the energy and
protein requirements for everyone and then
adding the extra commodities needed to meet
the additional energy requirements due to HIV
infection. The calculation in Table 6.8. suggests
an additional 78,120 kcal per day is needed for
the 204 symptomatic and asymptomatic adults
and children. The increase in energy amounts
to an average increase of 383 kcal per HIV-
positive person per day. In the example used,
half of the diet was provided from their own
resources and, as a result of the infection, food
needs for the 204 HIV-positive individuals
increased per person per month for vegetable
oil was 0.4 L, CSB was 2.2 kg, and nothing
for lentils. Increasing the energy requirements
for the HIV-positive resulted in an increase in

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

nuuicut

seuiEnpentein, vitamin A, and other nutrients
Fﬁlﬁ?aed by the ration. The calculation yields
e%?i Rl%rt%entage of requirements provided by the
fggon and the percentage of energy provided
by fat or protein.

NutVal is a very useful as a simple-to-use
spreadsheet application for the calculation,
planning, and monitoring of the nutritional
value of food aid rations and has four parts.
The database and calculation sheets help to
plan and calculate the nutrient content of a
food ration. The selected ration can then be
viewed as a graph. The fourth part helps in
collecting and analyzing data from on-site
distribution monitoring, also called food basket
monitoring. There are also Help pages to
provide additional information. For more
information on NutVal, contact the Nutrition
Section of WFP at nutrition@wfp.org.

For complete specifications, go to the

Fact Sheets in Part 1 o fthe Commodity
Reference Guide at www.usaid.gov/our_work/
humanitarian_assistance/ffp/crg/ or the FANTA
website at www.fantaproject.org.

87
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I'able 6.8. Calculating a Ration for a Community Program Using Average Energy Requirements

Total Population: 1,000

Percent below 15 years: 65 percent

Percent below 5 years: 20 percent

Percent adults HIV-positive asymptomatic 25 percent

Percent adults HIV-positive symptomatic: 5 percent

Percent children HIV-positive asymptomatic: 10 percent

Percent children HIV-positive symptomatic with weight loss: 5 percent

Calculation for food ration requirements, based on the assumption that people are already consuming
half of their energy requirements from other sources:

A) MINIMUM REQUIRMENT Energy (keal per day) Protein (g per day)

1. Base requirement 2,100,000 52,500

(1,000 people: energy = 2,100 kcal and protein = 52.5 g)

2. HIV-positive adult asymptomatic (88 people: 10 percent increase) 18,480
3. HIV-positive adult symptomatic (18 people: 30 percent increase) 11,340

4. HIV-positive child asymptomatic (65 people: 10 percent increase) 13,650

5. HIV-positive child symptomatic with weight loss (33 people: 50 percent increase) 34,650

Total community daily requirements: 2,178,120 52,500

In this case, HIV/AIDS represents an overall increase in energy in the communitys total ration of
3.7 percent (i.e., 78,120 kcal per day or 383 kcal per HIV-positive person per day) over minimum
requirements.

B) DEFICIT:

To calculate community deficit, subtract minimum requirements from locally available sources (e.g.,
50 percent of 2,100,000). All additional energy needs for HIV-positive need to be provided by food
ration.

Deficit in energy from local sources is 1,050,000 kcal per day, and protein is 26,250 g per day.

C) CONSTRUCTING A FOOD BASKET

The food basket will be based on meeting 50 percent or minimum requirements of all beneficiaries (i.e.,
1,000 people), plus additional rations based on recommendations for HIV-positive individuals, assuming
half of the food needs will be met from local sources. Select three commodities for the food basket.

In this example, choose an energy dense source (e .g., vegetable oil), a blended cereal fortified with

micranutriente (e o ("QR) and a hioh nratain canrea
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(6adt- 2k il psridiablier @nBrse dosriioRaR #hts and oils (e.g., 0.30 x 1,050,000 keal = 315,000

kcal from vegetable oil).

cl. Calculate Community daily ration size for General Population

Oil: Need 315,000 kcal from vegetable oil in ration = 38.7 L.

Based on 1 g oil = 8.84 kcal; then 35,634 g = 315,000 kcal

Note that 920 g of 0il = 1 L or 35,634 g=38.7 L

Cereals/Pulses: needed to supply remainder energy, based on total energy deficit (i.e., energy from oil
and a weight ratio of CSB to lentils of two-to-one, due to greater energy needs of the HIV-positive
Total energy deficit of 1,050,000 - energy from oil of 315,000 kcal = 735,000 kcal

Remaining energy supplied by amounts of CSB and lentils in two-to-one ratio by weight

Where 1 kg of CSB = 3,743 kcal; 1 kg of lentils = 3,380 kcal

CSB: Need 490,000 kcal from CSB in ration = 130.9 kg

Lentils: Need 245,000 kcal from lentils in ration = 72.5 kg

Page 2 of 2
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¢ .2 Check proposed ration meets protein requirements

Since CSB and lentils are the major source of protein and the deficit is 26,250 g per day

CSB: Protein per kg = 171 g or Ration = 22,384 g per day

Lentils: Protein per kg = 281 g or Ration = 20,373 g per day

CSB and lentils provide protein of 42,757 g per day in excess of requirements by 16,678 g per day.
Protein provided by the ration for the community exceeds minimum requirement by 11.7 kg per day.
Increasing the oil or using cereals will reduce the protein level in the ration but at the expense of
micronutrients. The decision is to increase the CSB amounts and accept higher protein intakes for the
HIV-positive beneficiaries.

c3. Calculate basic monthly ration size for the general population of 1,000 people
Vegetable Oil: 38.7 L per day x 30 days = 1,161 L

CSB: 130.9 kg per day x 30 days = 3,927 kg

Lentils: 72.5 kg per day x 30 days = 2,175 kg

General Ration (rounded per person per month):

Vegetable Oil=1.2 L

CSB=4kg

Lentils = 2.2 kg

c4.Calculate additional daily ration for HIV-positive population

Additional energy needs for the HIV-positive requires an increase in energy of 78,120 kcal per day for
the 204 symptomatic and asymptomatic adults and childrensee above. No additional protein needs

are recommended. To maintain approximately 30 percent of the dietar y energy to be from oil, an
increase of oil and CSB is recommended.

Oil: need 23,436 kcal from vegetable oil in ration =2.9 L, based on 1 g oil = 8.84 kcal; then 2,651 g =
23,436 kcal

Where 920 g oil=1L or 2,651 g=29L
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Cereals/Pulses: needed to supply remainder energy, based on total energy
¥l bnREF B fFOIP1T8,120 - energy from oil of 23,436 keal = 54,684 kcal
Remaining energy supplied by CSB, where 1 kg of CSB = 3,743 kcal

CSB: need 54,684 kcal from CSB in ration = 14.6 kg

Calculate additional monthly ration size for HIV-positive
Oil: 2.9 x 30 days =87 L
CSB: 14.6 kg x 30 days = 438 kg

89
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Linking Communities with Other
Services

Providing food can play an important role in
providing nutritional support to HIV-infected
individuals, including management of drug
related side effects of ARV therapies; assisting
HIV-affected households to cope with a
member who is living with AIDS; providing
extra food to overburdened households caring
for children orphaned by the disease; and
assisting households that have suffered the
recent loss of a member to allocate resources to
cover other expenses associated with an illness
or loss. If food aid is provided, it should

be part of an overall intervention strategy

that builds the capacity o f AIDS-affected
households and communities to sustain them
over the long term.

Programs that use food to provide nutritional
support to households are most efficient when
combined or linked to other services such as:

Prevention of HIV transmission, including
the prevention of MTCT during pregnancy,
delivery, and infant care;

Treatment of HIV infection with
HAART;

Nutrition education and counseling to
ensure proper utilization, preparation, and
storage of foods;

Growth pro mo tion, breastfeeding, and
basic child health services to promote the
health of young children;

Health
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The actual increases in consumption required
by individual HIV-positive beneficiaries will
depend on their age, sex, and symptomssee
Table 6.1. The above calculation uses average
minimum requirements for a population for
planning purposes.

Institution-based Feeding Programs

Institutions, such as orphanages, community
groups, hospitals, hospices, and health clinics
provide on-site and take-ho me rations for
specific groups, including HIV/AIDS-affected
people. These programs are usually targeted
to people who are living with AIDS who come
for medical treatment and care, children who
have lost a parent to HIV/AIDS, or street
children.

Designing a complete diet for participants fed
at institutions requires careful consideration
of how to meet nutritional needs and ensure
that food is appealing, culturally acceptable,
and easy to prepare, serve and consume and
that resources are available to ensure needs
can be met over time. The role of food aid
should be to complement locally available
foods, especially fruits and vegetables. Earlier
suggestions for estimating a food basket can
be used, but consideration must be given to
additional foods and flavorings such as spices,
salt, sugar, fruits, and vegetables, which are
not usually part of a Title II ration.

Institutional and Home-based Care for
Severelv

1of2
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serv infections, especially diarrhea, TB, and

1C€S malaria, which can worsen malnutrition;

nk;%%raoductive health services, particularly

e e- and post-natal care to assist pregnant

and and lactating women;

Reychosocial support for PLWHAs and
family members to cope with the illness
and plan for the future; and

Other types of economic and social support,
includin g microfinance, ag ricultural
training, vocational training, and school
feeding programs, and programs that help
HIV-affected households maintain their
income, savings, and overall livelihood
security.
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Malnourished

!H'!i;\'if%%'ées, people suffering from AIDS
or children orphaned by the death of a parent
may become severely malnourished and need
therapeutic foods and medical care to reduce
the risk of death or excessive morbidity.
Severe acute malnutrition occurs once AIDS
has developed, but these children are often
underweight and stunted even before AIDS
symptoms are evident. More significan t,
however, is that the indirect impact of HIV on
nutrition by the underlying poverty, which also
results in acute malnutrition events.

HIV-positive children do respond to treatment

for severe acute malnutrition using special
foods such as F1 00 therapeutic milk and

13/11/2011



pg 0091

home.cd3wd.ar.cn4de4en4es.Fr9Eff\|{)[5R.[\)%.ru SW

special pastes such as Plumpynut produced
by Nutriset. The nature of the HIV results

in bouts of infection and weight loss and is
therefore difficult to treat. The approach

to using specialized foods for HIV positive
people should combine both supplementary
feeding approaches with therapeutic feeding.

In therap eutic feeding, a p erson receives
both medical and nutritional care until he/she
gains sufficient weight. The timeframe for
rehabilitating a severely malnourished child
without HIV infection is generally four to six
weeks and can be longer. For HIV-infected
adults and children, however, weight gain
may not be sufficient or relapse, and programs
will need to assess with households whether
nutritional care or more intensive medical
treatment is needed.

In addition to center-based therapeutic care,
home-based or Community Therapeutic Care
(CTC) can be used to deal with rehabilitation
of severely malnourished adults and children.
Often, critical to home based or CTC is the
availability of ready-to-use therapeutic food
(RUTF) such as PlumpyNut. RUTF can

v ‘EDAPPRUACHTOSUPPORTH[V/A]DS-AFFECTEDHOUSEHOLDS/\NDCO.V[MUN]T]ESCH/JPTERC».

Interventions for which an adequate evidence
base currently exists and which should be
immediately included in program are listed
below. Other interventions, including food
aid and food security programs, are likely

to be effective in certain situations and may
be supported on a pilot basis while further
evidence is gathered.

Types of Food and Nutrition
Supplements

Nutrition and food-based interventions often
include the term supplement, which refers to
any food or nutritional product that is provided
to supplement or add to the daily diet. Three
types of supplements should be considered:

1. Food to manage HIV-related symptoms
and secondary infections; maintain
weight and treat mild weight loss;
ma na ge the nutrition-rela ted side
effects of ART; and address nutritional
needs in food insecure areas. For
PLWHAS, foods that are enriched, easy
to prepare and digest, and palatable
during illness are p referred. Th ese

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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be imported or locally produced and includes
vitamins and minerals, and consists of locally
produced foods like peanut, butter, oil, full
cream milk, and sugar. RUTF pastes have
been successfully used for treating outpatients
suffering from uncomplicated severe
malnutrition and moderate uncomp licated
malnutrition in resources limited settings.
RUTF is a high-energy, nutrient-dense food
that meets strict formulations and all safety
requirements and is administered by trained
providers, including caregivers. For more
information, consult guidelines from UNICEF,
WHO, international NGOs, and national
authorities. For CTC information, go to
www.fantaproject.org/ctc/ctc.shtml.

Priority Nutrition and Food-based
Actions

The goals and objectives of nutrition and food
interventions for PLWHAs vary according to
the disease stage of the individual, and whether
or not they are receiving ART and other
treatments for secondary infections. Goals

and objectives will also vary according to the
group being targeted for interventions.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

foods can include commodities provided
throu gh USAID Title IT and WFP or
commodities produced and/or purchased
locally. Programmed food is intended

to supplement the food that an individual
or household has available, except in
emergency situations. Some examples
of food commodities currently being used
in HIV/AIDS programs include: CSB,
vitamin A-fortified vegetable oil, an d
lentils.

2. Nutrition supplements for specific HIV-

positive groups at risk of malnutrition.
This includes multi-vitamin supplements
for HIV-positive children, special fortified
foods for non-breastfed children six months
and older, and nutritional supplements for
pregnant and lactating women, according
to WHO or national protocols. Such
supplements may include iron-folic acid
pills for pregnant women and to treat

iron deficiency anemia, and multiple
micronutrient (MM) supplements. The
optimal MM formulation for these groups
is unknown.
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Page 2 of 3

13/11/2011



pg 0091 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0092

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

3. Therapeutic foods for reha bilitation
of moderate and severe malnutrition
in HIV-positive adults and children.
This includes nutrient-dense foods that
can be used for clinic-based stabilization
and home- or community-based care,
WHO or national nutrition rehabilitation
protocols. The foods and protocols used
to treat severe and moderate malnutrition
in the general population may be used
for HIV-po sitive patients, although
some adaptations may be required for
adults and th ose experiencing severe
symptoms. Some examples of therapeutic
foods include: BP100, F100 therapeutic
milk therapeutic milk, Plumpynut (a
peanut-based paste), and locally produced
nutrient-dense foods.

PLWHAS targeted for HIV/AIDS programming
generally come from populations with high
pre-existing rates of malnutrition. This needs
to be taken into account when designing
nutrition and food interventio ns, but the
nutritional requ irements for PLWHAs are

not significantly different than those for the
general population. There are increased daily
energy needs (10-30 percent) to maintain or
recover weight and there is a heightened need
to have palatable and easy-to-digest foods

for those suffering from anorexia, oral sores,
diarrhea, and other symptoms that affect ability
to eat. Nutrient dense foods or food-spreads
are an excellent way to insure that nutritional
needs are being met in people with reduced
appetite
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filimber of locally produced food products that
Rilifyw being marketed as specialized foods
eg PLWHAs. Some caution is advised when
gpnsidering the use of these foods in HIV/
AJI3Spprograms, as they have not yet been
menieanesl for effectiveness and cost.

A
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Iable 6.9. Examples of Food and Nutrition Activities in HIV/AIDS Programs

Activity Objective Related Beneficiary entry Entry Points Resources
Emergency criteria Required
Plan Goal
Anthropo- Identify moderately and Care and Screening for all pMTCT, Training of
metric baseline | severely malnourished PLWHAs | support, PLWHAS participating in | voluntar y health workers
assessment treatment care programs counseling and | in nutritional
and follow-up testing (VCT), | assessment and
monitoring ART, home- equipment for
based and anthropometric
palliative care | screening
Therapeutic Nutritional rehabilitation of Care and Children: pMTCT, VCT, | Training
feeding severely malnourished children support, Weight/height <3 SD or | ART, home- and ongoing
(inpatient (including OVCs) and adults treatment <70 percent median based and nutritional/
facilities or living with HIV/AIDS according Adults: palliative care | Logistics,
support to to standard WHO nutritional Weight loss greater Technical
community- protocols for treatment of than 10 percent of body Assistance
based severe malnutrition weight; or for program
therapeutic mid-upper-arm supervision,
feeding circumference (MUAC) therapeutic foods
programs) <160 mm irrespective (e .g. F100, F75
of clinical signs; or therapeutic milk,
MUAC 161-185 mm Plumpynut)
plus WHO Stage 2 or 3
criteria
Medical ser vices | HIV+ Children: Vitamin Care and Children: pMTCT, VCT, | Training and
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in A, support, Weight/height ART, technical
thempgutiaters/ Bi‘%%ﬁ'ﬁﬁntivp treatment with treatment rcent baged and assistance
programs mlfgfﬁz%t}?&atment of malaria, gﬁrcent median, palliative care | for program
and anemia and anti-helminthes, Adults: supervision,
where appropriate BMI < 16.0 Kg/M drugs and
HIV+ Adults: presumptive for non pregnant medical supplies
treatment with antibiotics, women:
treatment of malaria and
anemia and anti-helminthes,
where appropriate
Supplementary | Nutritional rehabilitation of Care and Children: pMTCT, VCT, | Training
feeding (in moderately malnourished support, Weight/height <2 SD or | ART, home- and ongoing
outpatient children (including OVC) treatment 70-80 percent based and nutritional
facilities) and adults living with HIV/ percent median, palliative care | technical
AIDS according to standard Adults: assistance
WHO nutritional and medical Weight loss greater for program
protocols than 10 percent of body supervision,
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weight; or

MUAC 161-185 mm;
Pregnant and lactating
women

Nutritional
deterioration or failure
to gain weight despite
ART and/or treatment
of infections in any of
the above groups
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Supplement-ary
foods (e .g. CSB,
oil, other locally
produced foods)
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Activity Objective Related Beneficiary entry Entry Points Resources
Emergency criteria Required
Plan Goal
Supplement- To provide incentive for regular Treatment CD4 gount 200-500 ART Training
ary feeding follow-up attendance for those /mm3 and ongoing
(in outpatient PLWHAs not yet qualifying for nutritional
facilities) ART technical
assistance
for program
supervision,
supplementary
foods (e .g. CSB,
oil, other locally
produced foods)
Nutritional To provide advice on: Care and PLWHAs VCT, Training and
education and 1) Maintaining weight among support, pMTCT, nutritional
counseling PLWHAS, both those on and treatment ART, technical
not on ART, by increasing home-based assistance,
energy intake and palliative development
2) Safe infant feeding (e.g., early care of national

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui

and exclusive breastfeeding or
replacement feeding options) to
prevent transmission/non-HIV
related illness/death

3) Safe food/water handling/use
to prevent diarrhea

4) Manage HIV-related illnesses,
with a focus on dietar y
management of symptoms (e.g.
anorexia, diarrhea, nausea)

to promote adherence and
improvement of diets during
recuperation from acute
infections, to recover lost
weight

guidelines and
nutritional
commodities,
including
replacement
feeding if
appropriate
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Preventative Improve par ticipation and Care and
care package symptom management support
94
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Participants receiving
insecticide-treated
bednets (ITNs), safe
water systems and co-
trimoxazole (this is not
screening criteria)

Home-based
and palliative
care

Training and TA
and nutritional
commodities

(e .g. CSB, oil
other locally
produced foods)
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(AED), 2002.
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Academy of Educational Development
(AED)
www.aed.org

Commodities Reference Guide
www.usaid.gov/our work/humanitarian
assistance/ffp/crg/

Community Therapeutic Care
www.fantaproject.org/ctc/ctc.shtml

Food and Nutrition Technical Assistance
Porject (FANTA)
www.fantaproject.org

Food and Agriculture Organization of the
United Nations (FAO): HIV/AIDS and
Food Security

www.fao.org/hivaids/

International Food Policy Research
Institute (IFPRI)

www.ifpri.org

Institute of

United Nations World Food Programme
(WFP)
www.wip.org

U.S. Agency for International Development
(USAID)
www.usaid.gov
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Fund
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AIDS Program
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Joint United Nations Program on HIV/
AIDS (UNAIDS)
www.unaids.org

Support for Analysis and Research in
Africa Project (SARA)
http://sara.aed.org

United Nations Childrens Fund
(UNICEF): HIV/AIDS Program
www.unicef.org/aids/index.html
United Nations High Commission on
Refugees

www.unhcr.org

United Nations University (UNU)
www.unu.edu
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Glossary of Terms

ACQUIRED IMMUNE DEFICIENCY
SYNDROME (AIDS): The most severe
manifestation of infection with the Human
Immunodeficiency Virus (HIV). The Centers
for Disease Control and Prevention (CDC)
lists numerous opportunistic infections and
cancers that, in the presence of HIV infection,
constitute an AIDS diagnosis. In 1993, CDC
expanded the criteria for an AIDS diagnosis in
adults and adolescents to include CD4+ T cell
count at or below 200 cells per microliter in the
presence of HIV infection. In persons (age 5
and older) with normally functioning immune
systems, CD4+ T cell counts usually range
from 5001,500 cells per microliter. Persons
living with AIDS often have infections of

the lungs, brain, eyes, and other organs, and
frequently

phase. However, it is now known that during
the time of primary infection, high levels of
plasma HIV RNA can be documented.

ADHERENCE: Compliance with a drug
regimen, as in taking medications correctly
and on time. It encompasses the patients
active participation in his or her own
healthcare, seeking medical advice, keeping
appointmen ts, following recommendations
concernin g lifestyle, as well as following
medical regimens.

AFFECTED COMMUNITY: Persons
living with HIV and AIDS and other related
individuals, including their families, friends,
and adv ocates whose lives are directly
influenced
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ddffkca, and a type of cancer called Kaposis

SPcoma.
ilitating

ight
KE%TE HIV INFECTION: The period of

rapiz:l viral replication immediately following
exposure to HIV. An estimated 80 to 90 percent
of individuals with primary HIV infection

dev elop an acute syndrome ch aracterized

by flu-like symptoms of fever, malaise,
lymphadenopathy, phary ngitis, headache,
myalg ia, and sometimes rash. Fo llowing
primary infectio n, seroconversion and a

broad HIV-1 specific immune response occur,
usually within an average of 3 weeks after
transmission of HIV. It was previously thought
that HIV was relatively dormant during this

98

E&?/\?hological, and sociological ramifications.

léﬁjﬁlzogee Acqu ired Immu ne Deficiency
lgmdmme

physical,

AIDS-RELATED CANCERS: Several
cancers are more common or more aggressive
in persons living with HIV. These malignancies
include certain types of immune system cancers
known as lymphomas, Kaposis Sarcoma, and
anogenital cancers that primarily affect the
anus and the cervix. HIV, or the immune
suppression it induces, appears to play a role

in the development of these cancers.
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AIDS WASTING SYNDROME: The
involuntary weight loss of 10 percent of
baseline body weight plus eith er chronic
diarrhea (two loose stools per day for more
than 3 0 days) or chronic weak ness and

docu mented fever (for 30 days or more,
intermittent or constant) in the absence of a
concurrent illness or condition other than HIV
infection that would explain the findings.

ANEMIA: A lower than normal number of
red blood cells.

ANOREXIA: The lack or loss of appetite that
leads to significant decline in weight.

ANTHROPOMETRY: The study of
human body measurements, especially on a
comparative basis.

ANTIBODY: A protein that is manufactured
by lymphocytes (a type of white blood cell)

to neutralize an antigen or foreign protein.
Bacteria, viruses, and other microorganisms
commonly contain many antigens.

ANTIRETROVIRAL DRUGS (ARV):

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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system, derived from the bone marrow and
spleen; they are involved in the production

of antibodies. During infections, these cells
are transformed into plasma cells that produce
large quantities of antibody directed at specific
pathogens. When antibodies bind to foreign
proteins, such as those that occur naturally

on the surfaces of bacteria, they mark the
foreign cells for consumption by other cells
of the immune system. This transformation
occu rs through interactions with various
types of T cells and other components of

the immune system. In persons living with
AIDS, the functional ability of both the B

and the T lymphocytes is damaged, with the
T lymphocytes being the principal site of
infection by HIV.

BODY FLUIDS: Any fluid in the human
body, such as blood, urine, saliva (spit),
sputum, tears, semen, mothers milk, or vaginal
secretions. Only blood, semen, mothers milk,
and vaginal secretions have been linked
directly to the transmission of HIV.

BODY MASS INDEX (BMI): A measure
of body fat based on height and weight that
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Substances used to kill or inhibit the
multiplication of retroviruses such as HIV.

ANTIVIRAL: A substance or process that
destroys a virus or suppresses its replication
(i.e., reproduction).

ARYV: See Antiretroviral Drugs.
ART: Antiretroviral therapy.

ASYMPTOMATIC: Without symptoms.
Usually used in the HIV/AIDS literature to
describe a person who has a positive reaction
to one of several tests for HIV antibodies
but who shows no clinical symptoms of the
disease.

BIOAVAILABILITY: The extent to which
an oral medication is absorbed in the digestive
tract and reaches the bloodstream, thereby
permitting access to the site of action.

B LYMPHOCYTES (B CELLS): One of
the two major classes of lymphocytes, B
lymphocytes are blood cells of the immune

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...

applies to both adult men and women.

BONE MARROW: Soft tissue located in the
cavities of the bones where blood cells such

as erythrocytes, leukocytes, and platelets are
formed.

BONE MARROW SUPPRESSION: A side
effect of many anticancer and antiviral drugs,
including AZT. Leads to a decrease in white
blood cells, red blood cells, and platelets.
Such reductions in turn result in anemia,
bacterial infections, and spontaneous or excess
bleeding.

BREAST MILK SUBSTITUTE: Any food
being marketed or otherwise represented as
a partial or total replacement for breast-milk,
whether or not suitable for that purpose.

CANDIDA: Yeast-like fungi commonly
found in the normal flora of the mouth, skin,
intestinal tract, and vagina, which can become
clinically infectious in immune-compromised
persons.

99

Page 2 of 3

13/11/2011



pg 0099 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui... 13/11/2011



pg 0100

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

CANDIDIASIS: An infection with a
yeast-like fungus of the Candid a family,
generally Candida albicans. Candidiasis of
the esophagus, trachea, bronchi, or lungs is an
indicator disease for AIDS. Oral or recurrent
vaginal candida infection is an early sign of
immune system deterioration.

CD4 (T4) or CD4+ CELLS: A type of

T cell involved in protecting against viral,
fungal, and protozoal infections. These cells
normally orchestrate the immune response,
signaling other cells in the immune system to
perform their special functions. Also known as
T helper cells. HIVs preferred targets are cells
that have a docking molecule called cluster
designation 4 (CD4) o n their surfaces.

Cells with this molecule are known as CD4-
positive (or CD4+) cells. Destruction of CD4+
lymphocytes is the major cause of the immune
deficiency observed in AIDS, and decreasing
CD4+ lymphocyte levels appear to be the

best indicator for developing opportunistic
infections. Although CD4 counts fall, the total
T cell level remains fairly constant through the
course of HIV disease, due to a concomitant

CORN-SOY BLEND (CSB): A naturally
wh oleso me blended food containing 69.5
percent cornmeal, 21.8 percent soy flour, a
premix of 3.0 percent minerals and vitamin
antioxidant, and 5.5 percent soy oil. It is highly
nutritious and precooked for ease in use and
handling.

CRYPTOSPORIDIOSIS: A diarrheal
disease caused by the protozoa Cryptosporidium
wh ich grows in the intestines. Sy mp toms
include abdominal cramps and severe chronic
diarrhea. It is considered an AIDS defining
opportunistic infection in persons with HIV
infection. Cryptosporidiosis usually occurs late
in the course of HIV disease as immunological
deterioration progresses.

DEMOGRAPHIC HEALTH SURVEY
(DHS): Assists developin g countries to
collect, analyze, and use data to improve
national programs addressing family planning,
maternal and child health, child survival, HIV/
AIDS, and reproductive health.

DIABETES MELLITUS (DM): A disorder
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increase in the CDS8 + cells. The ratio of
CD4+ to CD8+ cells is therefore an important
measure of disease progression.

COINFECTION: The infection o f HIV/
AIDS simultaneously with another disease,
usually hepatitis.

COMBINATION THERAPY: Two or more
drugs or treatments used together to achieve
optimum results against HIV infection and/or
AIDS. Combination drug therapy has proven
more effective in decreasing viral load than
monotherapy (single-drug therapy). An
example of combination therapy would be

the use of two nucleoside analog drugs plus
either a protease inhibitor or a non-nucleoside
reverse transcription inhibitor.

COMMUNITY THERAPEUTIC CARE
(CTC): Treatment of the majority of the
severely acutely malnourished at home,
focused on outreach and community
mobilization to promote participation and
behavioral change.

100

Page 2 of 3

of carbohyd rate metabolism characterized

by elevated blood glucose (bloo d sugar)
levels and glucose in the urine resulting from
inadequate production or use of insulin. Insulin
is the hormone that allows glucose to leave
the bloodstream and enter body cells, where
it is used for energy generation or stored

for future use. Diabetes mellitus can also

lead to long-term complications that include
the development of neuro pathy (swelling
and wasting of the nerves), retin opathy
(nonswelling eye diso rder), nephropathy
(swelling o r breakdown disorder of the
kidneys), generalized degenerative changes in
large and small blood vessels, and increased
susceptibility to infections.

DIARRHEA: Uncontro lled, loose, and
frequent bowel movements caused by diet,
infection, medication, and irritation or
inflammation of the intestine. Severe or
prolonged diarrhea can lead to weight loss
and malnutrition. The excessive loss of fluid
that may occur with AIDS-related diarrhea
can be life threaten ing. Th ere are many
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possible causes of diarrhea in persons who
have AIDS. The most common infectious
organisms causing AIDS-related diarrhea
include cytomegalovirus (CMV), the parasites
Cryptosporidium, Microsporidia, and Giardia
lamblia, and the bacteria Mycobacterium
avium and Mycob acterium intracellulare.
Other bacteria and parasites that cause diarrheal
symptoms in otherwise healthy people may
cause more severe, prolonged, or recurrent
diarrhea in persons with HIV or AIDS.

DRUG-DRUG INTERACTION: A
modification of the effect of a drug when
administered with another drug. The effect
may be an increase or a decrease in the action
of either substance, or it may be an adverse
effect that is not normally associated with
either drug.

DYSPNEA: Difficult or labored breathing.

ERYTHEMA: Redness or inflammation of
the skin or mucous membranes.

FEVER: A rise of body temperature above
the normal (98 degrees Farenheit).

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/HIVAIDS Gui...
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FORTIFIED FOODS: The ad dition of
nutrients to foods for the purpose of ensuring
the nutritional equivalence of substitute foods.

GIARDIASIS: A common protozoal infection
of the small intestine, spread via contaminated
food and water and direct person-to-person
contact.

HAART: See Highly Active Antiretroviral
Therapy.

HEPATITIS: An inflammation of the liver
that may be caused by several agents, including
viruses and toxins. Hepatitis is characterized
by jaundice, enlarged liver, fever, fatigue and
abnormal liver function tests.

HIGHLY ACTIVE ANTIRETROVIRAL
THERAPY (HAART): The name given to
treatment regimens recommended by leading
HIV experts to aggressively suppress viral
replication and progress of HIV disease. The
usual HAART regimen combines three or more
different drugs, such as two nucleoside reverse
transcriptase inhibitors (NRTIs) and a protease
inhibitor, two NRTIs and a non-nucleoside
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FISTULA: An abnormal passage leading
from an abscess or hollow organ to the body
surface or from one hollow organ to another
and permitting passage of fluids or secretions.

FOOD-DRUG INTERACTION: When

food affects the ingredients in a medication,
preventing the medicine from working the way
it should. Some nutrients can affect the way
certain drugs metabolize by binding with drug
ingredients, thus reducing their absorption or
speeding their elimination. Taking medications
at the same time as eating may interfere with
the stomach and intestines absorption of
medications.

FOOD SECURITY: When all people at all
times have both physical and economic access
to sufficient food to meet their dietary needs
for a productive and healthy life. To be food
secure, households and individuals need to
have available food, access to food and the
ability to fully utilize it once it is consumed.

reverse transcriptase inhibitor (NNRTTI), or
other combinations. These treatment regimens
have been shown to reduce the amount of virus
so that it becomes undetectable in a patients
blood.

HIV: See Human Immunodeficiency Virus.

HIV DISEASE: During the initial infection
with HIV, when the virus comes in contact
with the mucosal surface and finds susceptible
T cells, the first site at which there is truly
massive production of the virus is lymphoid
tissue. This leads to a burst of massive
viremia, with wide dissemination of the virus
to lymphoid organs. The resulting immune
response to suppress the virus is only partially
successful and some virus escape. Eventually,
this results in high viral turnover that leads

to destruction of the immune system. HIV
disease is, therefore, characterized by a gradual
deterioration of immune functions. During the
cou rse of infection, crucial immune cells,
called CD4+ T cells, are disabled and killed,
and their numbers progressively decline.
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HIV VIRAL LOAD: See Viral Load Test.

HOOKWORM: A parasitic blood-sucking
roundworm that has hooked mouth parts to
fasten to the intestinal wall.

HUMAN IMMUNODEFICIENCY VIRUS:
The retrovirus isolated and reco gnized as

the etiologic (i.e., causing or contributing to
the cause of a disease) agent of AIDS. HIV

is classified as a lentivirus in a subgroup

of retroviruses. The genetic material of a
retrovirus such as HIV is the RNA itself. HIV
inserts its own RNA into the host cells DNA,
preventing the host cell from carrying out its
natural functions and turning it into an HIV
factory.

IMMUNE DEFICIENCY: A breakd own
or inability of certain parts of the immune
system to function, thus making a person
susceptible to certain diseases that they would
not ordinarily develop.

IMMUNE SYSTEM: The bodys
complicated natural defense against disruption
caused by in vading foreign agents (e.g.,

INFECTION: The state or condition in which
the body (or part of the body) is invaded by

an infectious agent (e.g., a bacterium, fungus,
or virus), which multiplies and produces an
injurious effect (active infection). As related

to HIV: Infection typically begins when HIV
encounters a CD4+ cell. The HIV surface
protein gpl 20 binds tightly to the CD4
molecule on the cells surface. The membranes
of the virus and the cell fuse, a process
governed by gp41, another surface protein. The
viral core, containing HIVs RNA, proteins,
and enzymes, is released into the cell.

INTERACTION: See Drug-Drug Interaction.

INTRAUTERINE GROWTH
RESTRICTION (IUGR): A fetus whose
estimated weight is below the tenth percentile
for its gestational age and whose abdominal
circumference is below the 2.5th percentile.

LESION: A general term to describe an area
of altered tissue (e.g., the infected patch or sore
in a skin disease). Nipple lesions can increase
the chances of HIV transmission from infected
mother to child during breastfeeding.
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microbes, viruses). There are two aspects of
the immune systems response to disease:

in nate and acquired. The innate part of

the response is mobilized very quickly in
response to infection and does not depend

on recognizing specific proteins or antigens
foreig n to an individ uals normal tissue.

It in cludes complements, macrophages,
dendritic cells, an d granulocy tes. Th e
acquired, or learned, immune response arises
when dendritic cells and macrophages present
pieces of antigen to lymphocytes, which are
genetically programmed to recognize very
specific amino acid sequences. The ultimate
result is the creation of cloned populations
of antibody-producing B cells and cytotoxic
T lymphocytes primed to respond to a unique
pathogen.

INCLUSION/EXCLUSION CRITERIA:
The medical or social standards determining
whether a person may or may not be allowed
to enter a clinical trial. For example, some
trials may not allow persons with chronic liver
disease or with certain drug allergies; others
may exclude men or women, or only include
persons with a lowered T cell count.
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LIPID: Any of a group of fats and fatlike
compounds, including sterols, fatty acids, and
many other substances.

LIPODYSTROPHY: A disturbance in the
way the body produces, uses, and distributes
fat. Lipodystrophy is also referred to as buffalo
hump, protease paunch, or Crixivan potbelly. In
HIV disease, lipodystrophy has come to refer
to a group of symptoms that seem to be related
to the use of protease inhibitor and NRTI
drugs. How protease inhibitors and NRTIs
may cause or trigger lipodystrophy is not yet
known. Lipodystrophy symptoms involve the
loss of the thin layer of fat under the skin,
making veins seem to protrude; wasting of

the face and limbs; and the accumulation of
fat on the abdomen (both under the skin and
within the abdominal cavity) or between the
shoulder blades. Women may also experience
narrowing of the hips and enlargement of the
breasts. Hyperlipidemia and insulin resistance
are frequently associated with lipodystrophy.
Also called lipodystrophy syndrome, pseudo-
Cushings syndrome.
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LOW BIRTH WEIGHT (LBW): Infant
birth weight of under 2,500 g. A sensitive
measure of mothers health an d nutrition
during pregnancy and befo re. Th e lower

an infants birth weight below 2,500 g., the
greater the infants vulnerability to infections
and other problems and the greater the risk of
sickness and death.

MALABSORPTION SYNDROME:
Decreased intestinal absorption resulting in
loss of appetite, muscle pain, and weight loss.
See AIDS Wasting Syndrome.

MALARIA: An infective disease caused
by sporozoan parasites that are transmitted
through the bite of an infected Anopheles
mosquito; marked by paroxysms of chills and
fever.

MASTITIS: An infection of the breast.

It usually only occurs in women who are
breastfeeding their babies. In the process,
unaccustomed to the vigorous pull and tug of
the infants suck, the nipples may become sore,
cracked, or slightly abraded. This creates a tiny
opening in the breast, through which bacteria
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of HIV-1s reverse transcriptase. They are
quite specific; unlike the nucleoside reverse
transcriptase inhibitors, the NNRTIs have no
activity again st HIV-2 . As noncompetitive
inhib itors of reverse tran scriptase, their
antiviral activ ity is additive or synergistic
with most other antiretroviral agents. However
drug-drug interactions may dictate dosage
adjustments with protease inhibitors.

NUCLEOSIDE REVERSE
TRANSCRIPTASE INHIBITOR (NRTI):

A nucleoside analog antiretroviral drug whose
chemical structure constitutes a modified
version of a natural nu cleoside. These
compounds suppress replication of retroviruses
by interfering with the reverse transcriptase
enzyme. The n ucleoside an alogs cause
premature termination of the proviral (viral
precursor) DNA chain. All NRTIs require
phosphorylation in the hosts cells prior to their
incorporation into the viral DNA.

OPPORTUNISTIC INFECTIONS: Illnesses
caused by various organisms, some of which
usually do not cause disease in persons with
normal immune systems. Persons living with
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can enter. The presence

%Eﬁﬂkoﬁf'&lﬂtb&ﬁbes the bacteria an excellent
source of nutrition. Under these conditions,
the bacteria are able to multiply, until they are
plentiful enough to cause an infection within
the breast. Mastitis usually begins more than
two to four weeks after delivery of the baby.
Mastitis may increase the chances of HIV
transmission from infected mother to child
during breastfeeding.

METABOLISM: The chemical changes in
living cells by which energy is provided for
vital processes and activities and new material
is assimilated.

MORBIDITY: The condition of being
diseased or sick; also the incidence of disease
or rate of sickness.

NAUSEA: A stomach distress with distaste
for food and an urge to vomit.

NON-NUCLEOSIDE REVERSE
TRANSCRIPTASE INHIBITORS
(NNRTI): A group of structurally diverse
compound s that bind to the catalytic site
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advanced HIV infection suffer opportunistic
infections of the lungs, brain, eyes, and other
organs. Opportunistic infections common

in persons diagnosed with AIDS include
Pneumocystis carinii pneumonia; Kaposis
Sarco ma; cryptosp oridio sis; histoplasmosis;
other parasitic, viral, and fungal infections;
and some types of cancers.

ORAL REHYDRATION SALTS (ORS):
Carbohydrate and electroly tes co mbination
used to treat or prevent dehydration that may
occur with severe diarrhea, especially in babies
and young children. Although this medicine
does not immediately stop the diarrhea, it
replaces the water and some important salts
(electrolytes), such as sodium and potassium,
that are lost from the body during diarrhea, and
helps prevent more serious problems.

OSTEOPOROSIS: The loss of bony tissue,
resulting in bones that become brittle and liable
to fracture. Infection, injury and synovitis
(inflammation of the membrane surrounding

a joint), as well as prolonged exposure to
microgravity, can cause 0steoporosis.
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PALLIATIVE: A treatment that provides
symptomatic relief but not a cure.

PALLIATIVE CARE: Palliative care is an
approach to life-threatening chronic illnesses,
especially at the end of life. Palliative care
combines active and compassionate therapies
to comfort and support patients and their
families who are living with life-ending
illness. Palliative care strives to meet physical
needs through pain relief and maintaining
quality of life while emphasizing the patients
and familys rights to participate in informed
discussion and to make choices. This patient-
and family-centered approach uses the skills
of interdisciplinary team members to provide
a comprehensive continuum of care including
spiritual and emotional needs.

PERIPHERAL NEUROPATHY: Condition
characterized by sensory loss, pain, muscle
weakness, and wasting of muscle in the hands
or legs and feet. It may start with burning or
tingling sensations or numbness in the toes and
fingers. In severe cases, paralysis may result.
Peripheral neuropathy may arise from an
HIV-related condition or be the side effect of

POLYMERASE CHAIN REACTION
(PCR): A laboratory process that selects a
DNA segment from a mixture of DNA chains
and rapidly replicates it to create a large,
readily analyzed sample of a piece of DNA. As
related to HIV: a sensitive laboratory technique
that can detect and quantify HIV in a persons
blood or lymph nodes (also called RT-PCR).

It is an FDA-approved test to measure viral
load.

PROTEASE: An enzyme that breaks down
proteins into their component peptides. HIVs
protease enzyme breaks apart long strands of
viral protein into the separate proteins making
up the viral core. The enzyme acts as new virus
particles are budding off a cell membrane.
Protease is the first HIV protein whose three-
dimensional structure has been characterized.

PROTEASE INHIBITORS (PI): Antiviral
drugs that act by inhibiting the virus protease
enzyme, thereby preventing viral replication.
Specifically, these drugs block the protease
enzyme from breaking apart long strands of
viral proteins to make the smaller, active HIV
proteins that comprise the virion. If the larger
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certain drugs, some of the nucleoside analogs
in particular,

PLACENTA: The vascular organ that unites
the fetus to the maternal uterus and mediates

its metabolic exchanges through a more or less
intimate association of uterine mucosal with
chorionic and usually allantoic tissues. During
pregnancy, HIV can be passed from the mother
to the fetus through the placenta.

PLUMPYNUT: An energy-dense peanut
paste RUTF produced and distributed by the
French company Nutriset.

PNEUMONIA (PNEUMOCYSTIS
CARINII PNEUMONIA): An infection

of the lungs caused by Pneumocystis carinii,
which is thought to be a protozoa but may

be more closely related to a fungus. P. carinii
grows rapidly in the lungs of persons with
AIDS and is a frequent AIDS-related cause

of death. P. carinii infection sometimes may
occur elsewhere in the body (skin, eye, spleen,
liver, or heart).

104
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HIV

RESéRBe themselves into new functional HIV
Phrticles.

not

broken . .

EﬂaWHA: Person living with HIV/AIDS.
they

READY-TO-USE THERAPEUTIC FOOD
(RUTF): Solid or paste food product
designed for the treatment of severe acute
malnutrition and nutritionally equivalent to the
milk-based liquid therapeutic product, which is
widely used for the inpatient management of
severe and moderate malnutrition during the
rehabilitation phase of treatment for infants
and children. RUTF is effective in promoting
rapid weight gain in malnourished children.

REPLACEMENT FEEDING: See Breast
Milk Substitute.

RESISTANCE: Reduction in a pathogens
sensitivity to a particular drug. Resistance

is thought to result usually from a genetic
mutation. In HIV, such mutations can change
the structure of viral enzymes and proteins
so that an antiviral drug can no longer bind
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with them as well as it used to. Resistance
detected by searching a pathogens genetic
makeup for mutations thought to confer lower
susceptibility is called genotypic resistance.
Resistance that is fou nd by successfully
growing laboratory cultures of the pathogen
in the presence of a drug is called phenotypic
resistance.

RETROVIRUS: A type of virus that, when not
infecting a cell, stores its genetic information

on a single-stranded RNA molecule instead of
the more usual double-stranded DNA. HIV is

an example of a retrovirus. After a retrovirus
penetrates a cell, it constructs a DNA version

of its genes using a special enzyme called

reverse transcriptase. This DNA then becomes
part of the cells genetic material.

SECONDARY INFECTION: An infection
that occurs during or after treatment of a
primary infection. It may result from the
treatment itself or from alterations in the
immune system.

SEROCONVERSION: The development of
antibodies to a particular antigen. When people
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STDs have increased dramatically since the
1980s; more than 20 micro-organisms and
syndromes are now recognized as belonging
in this category.

THREE-DRUG THERAPY: A combination
of the drugs efavirenz, lamivudin e, and
zidovudine (AZT).

TRANSMISSION: In the context of HIV
disease: HIV is spread most commonly by
sexual contact with an infected partner. The
virus can enter the body through the mucosal
lining of the vagina, vulva, penis, rectum, or,
rarely, the mouth during sex. The likelihood
of transmission is increased by factors that
may damage these linings, especially other
sexually transmitted diseases that cause ulcers
or inflammation. HIV also is spread through
contact with infected blood, most often

by the sharing of drug needles or syringes
contaminated with minute quantities of blood
containing the virus. Children can contract
HIV from their infected mothers during either
pregnancy or birth, or postnatally, through
breast-feeding. In developed countries, HIV
is now rarely transmitted by transfusion of
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develop antibodies to HIV,
themsaraporyeHegative to antibody-positive.

It may take from as little as 1 week to several
months or more after infection with HIV

for antibodies to the virus to develop. After
antibodies to HIV appear in the blood, a person
should test positive on antibody tests.

SEXUALLY TRANSMITTED DISEASE
(STD): Also called venereal disease (VD)
(an older public health term) or sexually
transmitted infections (STIs). Sex ually
transmitted diseases are infections sp read

by the transfer of organisms from person

to person during sexual contact. In addition
to the tradition al STDs (syphilis and
gonorrhea), the sp ectrum of STDs now
includes HIV infection, which causes AIDS;
Chlamydia trachomatis in fections; human
papilloma virus (HPV) infection; genital
herpes; ch ancroid; genital mycoplasmas;
hepatitis B; trichomoniasis; enteric infections;
and ectoparasitic diseases (i.e., diseases caused
by organisms that live on the outside of the
hosts body). The complexity and scope of
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fHeasures.
blood

&%ECULOSIS (TB): A bacterial infection
B(Itused by Mycobacterium tuberculosis.
Jddcbngtgria are spread by airborne droplets
expelled from the lungs when a person with
active TB coughs, sneezes, or speaks. Exposure
to these droplets can lead to infection in the air
sacs of the lungs. The immune defenses of
healthy people usually prevent TB infection
from spreading beyond a very small area of the
lungs. If the bodys immune system is impaired
because of HIV infection, aging, malnutrition,
or other factors, the TB bacterium may begin
to spread more widely in the lungs or to other
tissues. TB is seen with increasing frequency
among HIV-infected persons. Most cases

of TB occur in the lungs (pulmonary TB).
However, the disease may also occur in the
larynx, lymph nodes, brain, kidneys, or bones
(extrapulmonary TB). Extrapulmonary TB
infections are more common among persons
living with HIV.
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VIRAL BURDEN: The amount of HIV in
the circulating blood. Monitoring a persons
viral bu rden is important because of the
apparent correlation between the amount of
virus in the blood and the severity of the
disease: sicker patients generally have more
virus than those with less advanced disease.
A new, sensitive, rapid testcalled the viral
load assay for HIV-1 infectioncan be used to
monitor the HIV viral burden. This procedure
may help clinicians to decide when to give
anti-HIV therapy or to switch drugs. It may
also help investigators determine more quickly
if experimental HIV therapies are effective.

VIRAL LOAD TEST: In relation to HIV:
Test that measures the quantity of HIV RNA in
the blood. Results are expressed as the number
of co pies per milliliter of blood plasma.
Research indicates that viral load is a better
predictor of the risk of HIV disease progression
than the CD4 count. The lower the viral load,
the longer the time to AIDS diagnosis and the
longer the survival time. Viral load testing for
HIV infection is being used to determine when
to initiate and/or change therapy.
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VIRAL REPLICATION: Th ere are
generally six steps that take place in viral
replication. Adsorption (attachment to the
host cell), penetration, uncoating, genome
replication (viral synthesis), maturation, and
release.

WASTING SYNDROME: See AIDS
Wasting Syndrome.

YEAST INFECTION: See Candidiasis.
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Community Therapeutic Care (CTC):
A new approach to managing acute
malnutrition in emergencies and
beyond

Caroline Grobler-Tanner and Steve Collins

Traditionally, the management of severe acute malnutrition (SAM) in emergencies includes setting
up therapeutic feeding centers (TFCs). Over the last decade, the focus has been on the attainment
of acceptable minimum standards of mortality. Reco very and clinical outcomes in TFCs managed
by experienced agencies has been positive. However, TFCs have critical limitations; the y are
ﬁ difficult to establish, expensive to operate, and they often have very limited co verage. Further-
more, TFCs do not build on the capacity of the community, and at times, they can undermine
O traditional coping strategies. Mothers or caregivers are often required to stay with their malnour-
ished children for three weeks or longer in the TFC. Such a demand has tremendous opportunity
costs and disrupts family life. Moreover, the congregation of people in and around f eed ing centers
. can lead to the spread of infection, an important cause of increased morbidity and mortality in an
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weakened

PRI hnical advances in the management of SAM | including the implementation of national
protocols in many countries, there are important gaps between projected numbers of SAM and

the capacity of existing mechanisms to respond effectively. For example , UNICEF projections in
Ethiopia in 2003 showed an estimated 60,000 severely malnourished children with less than 30%

of these treated in some regions. Projections in Southern Africa in 2003 showed a similar situa-

tion with significant increases in SAM partly attributed to the high prevalence of pediatric HIV/
AIDS?2

Community Therapeutic Care (CTC) is a new approach to managing acute malnutrition in emer-
gencies and beyond. Conceived b y Valid International, CTC seeks to address some of the chal-
lenges that traditional center-based approaches face. It aims to provide rap id, effective, low cost
assistance that is least disruptive to affected communities and builds a foundation to link relief and
development interventions for long-term solutions to food insecurity and threats to public health.
CTC aims to treat the majority of the severely malnourished at home, build local capacity to

better manage care of acutely malnourished children, and address repeated cycles of relief and
TECOVery.

This technical note responds to the frequently asked questions associated with CTC. It describes
the CTC approach, implementation, and the role of Ready to Use Therapeutic Food (RUTF). It
summarizes results to date and outlines ongoing and planned activities.

! World Health Organization (WHO), Management of Severe Malnutr ition in Emergencies: A Manual for Physicians and
Other Senior Health Workers (Geneva: 1999); and

Ann Ashworth and Ann Burgess, Caring for Se verely Malnourished Children (Oxf ord: Macmillan Education and TALC,
2003).

*United Nations Country Team. Focus on Ethiopia. September 3, 2003; and

Claudia Hudspeth, HIV/AIDS and severe malnutrition in Community based approaches to managing sev ere

malnutrition, Report on the proceedings of an inter-agency workshop. Dublin, 8-10 October, 2003 (Emergency

Nutrition Network, February 2004).

3Steve Collins, Changing the way we address severe malnutrition during famine, The Lancet 358 (2001): 498-

501.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN8 CTC/EN/... 13/11/2011



pg 0001 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN8 CTC/EN/... 13/11/2011



pg 0002 Page 1 of 3

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

.

Acronyms and Technical Terms

Acute malnutrition WFH <-2 Z scores or WHM < 80% and/or bilateral edema

CTC Community Therapeutic Care (encompassing SC, OTP, SFP, RUTF local
production, community mobilization and integrated programming)

CSAS Centric systematic area sampling

F75 Milk-based product designed for initial (phase 1) treatment of severely
malnourished children

F100 Milk-based product designed for rehabilitation (phase 2) of severely
malnourished children

HT (HBT) Home treatment (home based treatment)

IMCI Integrated Management of Childhood Illness

MAM Moderate acute malnutrition (WFH >-3 Z scores and <-2 Z scores or

WHM > 70 and < 80% median)

MU AC Mid Upper Arm Circumference
NGO Non-governmental Organization
2 NRU Nutritional Rehabilitation Unit
OoTP Outpatient Therapeutic Program (treatment at home with weekly follow
up)
Phase 1 The initial phase in the treatment of severe acute malnutrition,

sometimes called stabilization phase
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Phase 2 The rehabilitation phase in the treatment of severe acute
malnutrition.

RUTF Ready to Use Therapeutic Food

SAM Severe Acute Malnutrition (WFH <-3 Z scores or WHM <70% and /or
bilateral edema)

SC Stabilization Center

SFP Supplementary Feeding Program

TFC Therapeutic Feeding Center

WFH Weight for Height

WHM Weight for Height % of the median

WHO World Health Organization
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1. What is Community Therapeutic
Care (CTC).

The CTC approach treats the majority of
the severely acutely malnourished at
home and focuses on outreach and
community mobilization to promote
participation and behavioral change.
Central to the home-based care of the
severely acutely malnourished is the
provision of appropriate therapeutic
foods containing the right mix of nutri-
ents that will aid in treatment and reha-
bilitation. Ready to Use Therapeutic
Foods (RUTF) have been specially de-
signed for this purpose.

CTC adopts a public health approach to
managing acute malnutrition that aims to
maximize impact and coverage. The CTC
approach facilitates access and coverage
by bringing services closer to the house-
hold, rather than waiting for caregivers to
bring malnourished children to a center.
This is in contrast to standard inpatient

center-haced nraorame

Sectoral integration: integrates
with other programs, including health
and nutrition education, promotion
of exclusive breastfeeding, hygiene
promotion, food security interven-
tions, and conflict resolution pro-
grams.

Capacity building: builds on existing
structures through collaboration,
training, and ongoing support, rather
than establishing parallel systems.

The CTC approach combines three
modes of care and treatment:

1. Supplementary Feeding Program
(SFP): dry take-home ration for
children with moderate acute
malnutrition without complica-
tions (e.g., anorexia, life threatening
illness).

2. Outpatient Therapeutic Program
(OTP): home-based treatment and
rehabilitation with a specially formu-

1_._a
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thatviiusl @Redical care and hence can only
manage limited numbers. The CTC
approach increases impact by addressing
the needs of the greatest number of

acutely malnourished children throughout
an entire community.

CTC has four basic principles:

Access and high coverage: uses a
decentralized distribution system for
easier access and large numbers of
outreach workers and community
volunteers to follow up outpatients in
their homes.

Timeliness: provides services and
initiates active case finding before the
prevalence of malnutrition escalates.
CTC aims to treat acute malnutrition
before additional medical complica-
tions occur.
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R¥kIWeekly basis, medical treatment
Bemvddsthplified medical protocols,
9hd regular follow-up for children
awg%}&evere acute malnutrition

wi 01>l]t complications. OTP is
implemented through a large number
of decentralized points using the
existing health infrastructure.

3. Stabilization Centers (SC): inpatient

care, also known as phase 1 treat-
ment, for acutely malnourished
children with medical complica-
tions and no appetite using standard
WHO/IMCI protocols.
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“Steve Collins and Roger
Yates, The need to update
the classification of acute
malnutrition, letter in The
Lancet 362 (2003): 249.

SWorld Health Organization
(WHO), Management of

severe malnutr ition: A Manual
for Physicians and Other Senior
Health Workers (Geneva:
1999).

2. Why does implementation of the
CTC approach propose an update in
the classification of acute malnutri-
tion.

Implementation of the CTC approach
resulted in a proposal to update the
classification of malnutrition. * The current
WHO classification consists of moderate
and severe categories, defined according
to anthropometry and the presence of
bilateral pitting edema. SThis is appropri-
ate and relevant for inpatient TFCs for
severe acute malnutrition and outpatient
SFPs for moderate acute malnutrition.
However, the CTC approach has three

Page 1 of 3

modes of treatment, as described in the
previous section. A new system of
classification differentiates malnutrition
with complications, from severe acute
and moderate acute malnutrition without
complications, as shown in Figure 1.

Acute malnutrition with complications can
arise in either severely or moderately
malnourished children. In practice,
whether malnutrition is complicated
dictates whether children are admitted

for inpatient care in SCs or treated as
outpatients in the OTP. Admitting
children with severe malnutrition without
complications into TFCs has potentially

Figure 1. Suggested Classification and Treatment System for Acute Malnutrition
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Complications Malnutrition without Malnutrition without
. Complications Complications
< 80% of median WFH (< -2 SD-
score) OR <70% of median WFH (< -3 SD- 70-80% of median WFH (< -3 SD-
bilateral pitting edema OR score) OR score to < -2 SD-score) AND no
edema
mid-upper arm circumference <110 bilateral pitting edema OR
mm AND one of the following: . . OR
Anorexia mid-upper arm circumference
Lower respiratory tract infection <110 mm AND: mid-upper arm circumference 110-
High fever Appetite 125 mm AND :
. Clinically well Appetite
Severe dehydration a
s X Alert Clinically well
evere anemia Alert
Not alert
- Inpatient ™y Outpatient ™ Outpatient ™y
IMCI/WHO Protocols o Therapeutic Care i S 1 tary Feeding Lk

Adapted from The need to update the classification of acute maln utrition, The Langet 362 (2003): 249

Notes on the classification:

1. WHO/IMCI does not have a category for moderate malnutrition with complications. WHO contends
that there is no need to stabilize children with moderate acute malnutrition, even if they have complica-
tions.

2. This classification does not take into account the different grades of edema. Some agencies have
treated children with grade 1(i.e., edema +) and no other complications in the malnutrition-without-
complications category and children with grades 2 and 3 (i.e., edema ++ and edema +++) in the malnutri-
tion-with-complications category. Others have treated all cases with edema, irrespective of grade, as

malnutrition with complications, r equiring admission to center-based phase  1treatment. This ar ea needs
further research and clarification.
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adverse consequences both for patients
and the management of emergency
nutrition programs. It needlessly exposes
them to additional risks of cross-infection
and forces the caregiver to spend time
away from family and daily activities. At
the same time, admitting children who do

not need inpatient care leads to over-
crowding in TFCs, reduces the impact of
treatment interventions and increases
unit costs. By contrast, not admitting
cases of moderate malnutrition with
complications for inpatient care is likely
to increase morbidity and mortality and
decrease the effect of emergency nutri-
tion programs.

3. How is the CTC approach
implemented.

The planning stage involves dialogue with
target communities and local authorities
to ensure sensitization and agreement
regarding the aims and methods of the

program, admission criteria and screening
and location of distribution sites.

Initially, an SFP is established rapidly. An
OTP program is added to the SFP, and all
severely acutely malnourished children
enrolled in the OTP receive RUTF and

are treated using simple medical proto-
cols on a routine basis. Children return
weekly or, in some cases, every two
weeks for monitoring. The OTP

Figure 2: Evolution of the CTC Program

1. Initial Stage: Decentralized SFP and OTP

Supplementary g
Feeding Program 47" T .
(SFP) - Outpfment
Therapeutic Program
- [ OTD -

can be set up in a few days. This
initial implementation stage is
accompanied by increased focus on
community mobilization to increase
participation and understanding of
the program. In the middle stage,
SCs
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2. Middle Stage: Establish SC where appropriate

Stabilization
Centers (SC)
Supplementary

Feeding Program
(SFP)

Outpatient
Therapeutic Program
(OTP)

3. Full CTC

Food security and other interventions

Stabilization
Centers (SC)

Supplementary
Feeding Program Outpatient
(CHE) Therapeutic Program

(OTP)

Local RUTF
Production

Source: Valid International Presentation, Community Therapeutic
Care Workshop in Dublin, October 2003.

wiftdved and strengthened to
BYVi8€ individual care for mal-
SSUEREES children with complica-
#Shs. New SCs are established
where no previous infrastructure
exists only when absolutely neces-
sary, and after basic SFP and OTP
services are up and running.

The final stage of full CTC
involves extensive use of volunteer
community mobilizers working
with employed outreach workers.
These volunteers and outreach
workers follow up malnourished
children at home, provide support,
encourage return of defaulters, and
actively find new cases. Efforts are
made to integrate the program
with other sector programs, as well
as initiating the local production of
RUTF where appropriate. Figure 2
shows how a typical CTC program
evolves over time.
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sEmmanuelle Lurgin, Ambula-
tory treatment of severe
malnutrition in Afghanistan,

Eield Exchange 19 (2003).

7 Car oline Grobler- Tanner and

Steve Collins, Review of C ARE
Indonesia Emergency Community
Nutrition Pro gram (Washington,

D.C .: Food and Nutrition
Technical Assistance Project,
Academy for Educational
Development, 2004).

¥Carlos Navarro-Colorado et
al., Therapeutic Feeding
Centres for severe malnutri-
tion, letter in The Lancet 359
(2002): 259-60.

6

°El Hadji Issakha Diop et al.,
Comparison of the efficacy of
a solid ready to use food and a
liquid milk-based diet for the
rehabilitation of severely

Ty

4. What is the difference between
CTC and home-based treatment
(HBT).

Home-based treatment (HBT) is a generic
term used to refer to the treatment of
malnourished children at home. It has
often been used to refer to the treat-

ment at home in the rehabilitation phase
(i.e., phase 2) following phase 1 inpatient
care in a TFC. In some cases, the terms
CTC and HBT have been used inter-
changeably. However, it is acknowledged
that there is a distinction between CTC
and HBT in terms of principles, objectives,
and implementation strategies.

Several organizations have been piloting
ways to treat severe malnutrition at
home. These HBT models have been
called home treatment, ambulatory
treatment, ‘and community feeding
centers ’and differ from CTC in that
they essentially see treatment at home as
a progressive development from the TFC

tn
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5. What is Ready to Use Therapeutic
Food (RUTF).

Ready to Use Therapeutic Foods (RUTF)
are specifically designed for the treatment
of severe acute malnutrition. Currently,
there are two commercial RUTF prod-
ucts available: an energy dense peanut
paste called Plumpynut that is produced
and distributed by the French company,
Nutriset, and a bar called BP100 made by
Compact, Denmark. Both of these
products are nutritionally equivalent to
the F100 milk-based therapeutic product,
which is widely used for the inpatient
management of severe and moderate
malnutrition during the rehabilitation

phase of treatment for infants and
children.

RUTEF has significant advantages over liquid
based diets. The paste is oil-based with

low water activity and, as such, can be
stored at home with little risk of micro-

bial contamination. It is easily used at

hame
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LamouLSIEU
ehildrizan Journal of Clinical
Nutrition 78 No. 2 (2003):
302-07.

!®Cost figures from Nutriset,
France as of March 2004. The
precise cost varies according to
exchange rates and location.
The cost does not include
transportation. The propor-
tional cost of the RUTF in a
given CTC program varies
considerably according to site
(40-80% of the cost of
treatment/beneficiary) and the
use of imported or local RUTF.

El?ﬁergen(_:y strategies should be developed
EURMHB K isting TFC model. *By con-
st, CTC is predicated upon the public

oafth principle of maximizing program

calth princip g prog
impact and cost effectiveness through
access and high coverage. These differ-
ences in underlying principles can have
important practical consequences. CTC
programs engage primarily at the commu-
nity and household level before adding
SCs for the small proportion of children
that require it.

Page 2 of 3

Higestible and popular among sick and
Math6tiished children and adults. RUTF is
8B ctive in promoting rapid weight gain in
gﬁlr Sufished children. *Plumpynut
fsontains ground, cooked peanuts, oil,
sugar, powdered milk, and a multi-
micronutrient mix. Most CTC projects

use imported Plumpynut, which is

packed in foil wrapped sachets of 92g/ or
500 kcal/sachet with a shelf life of up to

18 months. Plumpynut costs approxi-
mately $3500/MT."

The high cost of the imported RUTF is a
significant barrier to the wide-scale
implementation of CTC. To overcome
this barrier, the CTC program currently
promotes local production of RUTF.
Local production of RUTF has been
successful in Malawi. The cost of the local
version is about half that of the imported
version. The locally produced RUTF
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follows the same recipe as original
Plumpynut and is packed in 250g plastic
jars with a shelf life of up to six months.
Comparison efficacy studies demonstrate
that the locally produced RUTF is nutri-
tionally equivalent to the imported
version. !

6. What are the results from the
CTC program to date.

To date, CTC programs have treated over
7000 children in Sudan, Ethiopia, and
Malawi*Results from CTC interventions
have shown lower mortality rates, fewer
drop-outs and better coverage than
standard center based approaches. CTC
programs have also shown that imple-
menting many decentralized distribution
and monitoring access points instead of a

few inpatient TFCs results in better
coverage and is preferable to caregivers
and communities, as demonstrated by
anthropological studies conducted in
Malawi and Ethiopia." *The CTC ap-
proach demonstrates that when people
have easier access to services and suffi-
cient information, they tend to present to
the program earlier, often before serious
complications arise. The CTC program
has demonstrated that children suffering
from severe acute malnutrition without
complications can be safely treated at
home. Results from four completed pilot
programs in Ethiopia and Sudan show that
mortality rates have met Sphere minimum
standards. Cure and default rates also
met Sphere standards in three out of four
programs. 'sInterim data from ongoing
CTC programs in Malawi and Ethiopia
suggest similar outcomes.

.

\
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!''Heidi Sandige et al.,
Locally produced and
imported ready-to-use food
in the home-based treatment
of malnourished Malawian
children, Journal of Pediatric

(2004) In press.

?Data from Valid-supported
CTC programs in Ethiopia,
Sudan, and Malawi, 2000~
2003.

!*Chiwoza Bandawe and
Nellie Kabwazi, Cultural and
social factors affecting the
implementation and success of
the CTC approach to treating
severe malnutrition in Dowa,
Malawi. (Oxford: Valid
International, 2003).

14Saul Guerrero, The cultural
and social factors affecting

implementation and success of
tho
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The CTC Program

The CTC program is a multi-donor funded two-part program man-
aged by Valid International, a U.K.-based organization specializing in
operational research in emergencies. CTC is implemented in North
and South Sudan, Malawi, and Ethiopia by NGOs including Concern
Worldwide and Save the Children/U.K., Tearfund, and Save the Chil-
dren/U.S. A multi-disciplinary team working under the direction of
Valid International is conducting operational research to monitor the
effectiveness of CTC in different contexts.

Since early 2003, USAID s Bureau for Democracy, Conflict and Hu-
manitarian Assistance/Office of U.S. Foreign Disaster Assistance
(DCHA/OFDA) and the Bureau of Global Health have been support-
ing FANTA to work with Valid International and its partners to
conduct studies in the proof of concept phase. '®The findings of
these studies will better inform donors and program managers about
the merits and limitations of the CTC approach. Currently the CTC
program is focusing on the expansion, development and refinement of
the CTC approach. Details of the CTC program can be found at
www.fantaproject.org.

Page 2 of 3

@Blo, Ethiopia (Oxford: Valid
tweradtibnal, 2003).

in

S&ye Collins and Kate
Sadler, Outpatient care for
severely malnourished

children in emergency relief
programmes: a retrospective
cohort study, The Lancet

360 (2002): 1824-1830.

!6Studies supported by
FANTA in Year 1: a)
Investigation of the
alternative formulations of
RUTEF; b) Ethiopia study of
lessons learned through
implementation of CTC in a
large-scale emergency; c)
Malawi study of standard of
care for the severely
malnourished provided
through Nutritional
Rehabilitation Units (NRUSs)
compared with outpatient
treatment using locally
produced RUTF.
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!"Length of stay used in

CTC programs is calculated
using 85% WHM as discharge
criteria. This is higher than
the WHO criteria for
discharge using 80% WFM).
Some OTP programs only
discharge every 2 weeks
which also biases data.

'*The Sphere Project, Sphere
Humanitarian Charter and
Minimum Standards in Disaster
Response, Revised edition
(2004).

1%Guerrero, ibid.

*? Anna Taylor and Kate
Sadler, Program evaluation of
SC UKs emergency feeding
program, North Darfur,
September-December 2002.
(Valid International and Save
the Children UK: April 2003).

21 Wim Van Damme and
Marleen Boelaert, Medical
assistance to self-settled

Average rates of weight gain in CTC
programs are between 4.4-7.6 g/kg/day,
which is lower than the international
minimum standards (>8 g/kg/day). Lengths
of stay are between 36 and 80 days '"and
are longer than the international recom-
mendations of 30 to 40 days. '*Since
severely malnourished children are
vulnerable to infection, rapid recovery
and high rates of weight gain have tradi-
tionally been seen as important features
of successful treatment and rehabilitation
programs. However, in outpatient
programs, severely malnourished children
are not removed from their home
environment and are not congregated
together. This means that exposure to
infection and the risks associated with
treatment are likely to be lower than in
TFC/NRUs making the rate of recovery a
less important determinant of program
success. Rate of weight gain is dependant
upon the amount of RUTF eaten by the
specific child, as well as the absence of
infection and positive caring and feeding

nractices

assessing project coverage, known as
centric systematic area sampling (CSAS).
This method has been field tested in
Malawi to compare coverage of the CTC
project in Dowa district with that of
traditional TFC operating in the neighbor-
ing district. The field trial study estimated
CTC program coverage at 74 percent and
TFC coverage at 26 percent. The study
also found that participants of the CTC
program were more fairly spread
throughout the district, whereas partici-
pants of the TFC program were clustered
around the TFCs. 2

Page 1 of 3

Comparisons to date between CTC
and TFCs in Sudan and Malawi
strongly suggest that CTC achieves
greater impact than TFCs:

Mortality rates (between 10 and 50
percent of those seen in TFCs.)

Default rates (between 10 and 50
percent of those in TFCs.)
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refugees in

Cariner33bq2002): 260-1.

22Mark Myatt et al., A field
trial of a survey method for
estimating the coverage of
selective feeding programs,
Bulletin of the World Health
Organization (2004) In

press.

23Sphere key indicators for
the correction of severe
malnutrition: Mortality <10%;
recovered is >75% and
defaulted is >15%. Coverage
is > 50% in rural areas, > 70%
in urban areas, and > 90% in
camp situations. Sphere
Project, Sphere Humanitarian
Charter and Minimum
Standards in Disaster Response.
Revised edition (2004).

2*Mark Manary, Home-
based Therapy for severe
malnutrition with ready to
use food, Archives of
Disease in Childhood (2004).

In press.

pravuvs.
bérqgiyers of children with high rates of
FhifRigain are teamed with those not
HYIHERS well to curtail sharing and
?rrrllprove feeding practices. This has been
shown to positively influence outcomes. 1°

Coverage is a key determinant of impact
in any humanitarian inter vention. Initially,
coverage in the CTC projects was
assessed using standard Expanded Pro-
gram of Immunization (EPI) methods.
Using this method, coverage of a CTC
program in North Sudan was found to be
up to three times greater than coverage
estimations for a TFC project operating in
the same location, °and much higher
than those usually reported for TFC
projects. 2 However, EPI methods for
coverage assessment yield wide confi-
dence intervals, rendering them meaning-
less. The CTC program has therefore
developed a new direct method of

Page 2 of 3

Coverage rates (two to five times
greater than TFCs). 2

Results from HBT programs conducted as
part of the CTC program also show
positive outcomes. A pilot study in Malawi
demonstrated the efficacy of HBT
programs using RUTF at home for the
severely malnourished after a period of
initial inpatient/stabilization in an urban
based referral hospital Nutrition Rehabili-
tation Unit (NRU). 2#Two current studies
in Malawi aim to test whether HBT is
feasible in rural-based NRUs and in an
urban-based NRU attached to a central
referral hospital with very high HIV/AIDS
prevalence. Results to date suggest that
treatment at home with RUTF in the
rehabilitation phase (i.e., phase 2) after a
period of stabilization can be effective.
The rural-based study comparing the
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standard of care (i.e., receiving treatment
according to national and WHO proto-
cols)*in seven rural NRUs and HBT using
RUTF found that children receiving RUTF
at home were more likely to reach their
target weight, less likely to die, had

greater rates of weight gain, and less

fever, cough, and diarrhea than those in
standard care. 2¢ Similarly, a switch to HBT
in phase 2 in the urban-based study at the
Blantyre Queen Elizabeth Hospital NRU
has been associated with a reduction in
mortality.?’ These findings demonstrate
that HBT using RUTF may be successfully
used to address acute malnutrition within
existing systems. However, challenges
remain in expanding coverage and follow-
ing up defaulters these programs.

7.1s the CTC approach cost-
effective.

Most of the CTC programs are either
ongoing or have only recently been

severely malnourished children with few
additional capital or fixed costs. In
addition, CTC programs have scope to
develop from an emergency intervention
to a long-term program. As such, the
costs to date can be seen as an invest-
ment in structures and processes that will
allow for a more sustainable program to
treat severely malnourished children.

An important feature of CTC is that the
burden of costs falls more on the imple-
menting agency and less on the program
beneficiary. Traditional center-based
programs often incur significant costs for
to caregivers and families of enrolled
children primarily because caregivers are
removed from their families for up to a
month, in order to stay with the child in
the TFC. Siblings of the malnourished
child are often deprived of care for this
period. Furthermore, the caregiver is
unavailable to work in the fields or
participate in other income-generating

activities. The costs to beneficiaries and
their

Page 1 of 3

2The standar d of care is
inpatient treatment in the
NRU using F75 and F100
followed by blended foods in
the rehabilitation phase
according to national
protocols. Quality of the
standard of care varies
considerably by NRU. See
‘WHOs Management of severe
malnutrition: a manual for
physicians and other senior
health worker s (Geneva:
1999); and UNICEFs
National protocols for the
management of severe
malnutrition (UNICEF Malawi:
2003).

2¢ Mark Manary and Heidi
Sandige, Home-based
therapy with RUTF in

Malawi, Eield Exchange 21
(2004).

9

2 Anne Nesbitt, Home-based
program at Blantyre Central
Hospital. Presentation at the

Community Based Ap-
proaches to Managing Severe
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concluded, and there are

poseity dimilgble. Full cost analysis will
need to be conducted once programs

have been completed. Preliminary cost
data for the CTC programs operated by
Concern Worldwide in Sudan, Malawi, and
Ethiopia suggest that cost per beneficiary
is $250-$400, which compares favorably
with TFC programs. 2The CTC and TFC
approaches differ with regard to the
potential for economies of scale. The TFC
model is a fixed capacity model once a
center is full, other centers must be built

involving similar additional capital expendi-

ture.

The CTC approach has high initial capital
costs, which include recruiting and training
mobile teams, transportation, instituting
decentralized logistics for food, and
mobilizing the population. However, once
these are in place, the approach has the
potential to treat large numbers of

GUIUMOifiRsdel. Thus, any comparative

865t analysis of the CTC and TFC
dches must also take into account

gvoide .

the opportunity costs for the household

and communities of program beneficiaries.
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Malnutrition Workshop,
Dublin. October 8-10, 2003
(Emergency Nutrition
Network, February 2004).

*Cost analysis from
European Commission
Humanitarian Office
(ECHO) per program grant
shows the cost of treating
acute malnutrition is
between $300 and $600/
beneficiary/month in
Community based
approaches to managing
severe malnutrition. Repor t
on the proceedings of an
inter-agency workshop.
Dublin, 8-10 October, 2003.
(Emergency Nutrition
Network, February 2004).
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**Community based
approaches to managing
severe malnutrition. Repor t
on the proceedings of an
inter-agency workshop.
Dublin 8-10 October, 2003.
(Emergency Nutrition
Network, February 2004).

10
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Workshop on community approaches to managing severe
malnutrition: Dublin, Ireland, October 2003

In October 2003, Concern Worldwide and Valid International organized a
workshop in Dublin, Ireland. The workshop brought together key players
around the management of severe malnutrition, including implementers

of CTC and HBT, as well as technical advisors, academics, bilateral donors,
and multilateral agencies. The objectives were to compare lessons

learned after three years implementation experience, compare similari-

ties and differences in CTC and HBT protocols among agencies, and
identify knowledge gaps. %

The workshop highlighted several areas that require further discussion
and research, including:

Detailed cost analysis comparing CTC/HBT and standard
center-based approaches;

Determination of appropriate nomenclature for CTC and HBT;

Determination of where, when, and in which context CTC/HBT
is appropriate or not;

The wider use and implications of RUTF for people living with
HIV/AIDS and for use in replacement feeding;

Page 1 of 3
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Documentation of the lessons learned, challenges, and implica
tions of transition and handover to Ministries of Health and
communities; and

Development of treatment protocols for infants less than 12
months in CTC programs and for patients with edema.

For more information, visit the FANTA website at www.fantaproject.org.
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8. What are the ongoing and planned
activities.

Given the promising results to date, the
CTC program will build on acquired
knowledge and experience and expand
implementation. This will include:

Rolling out CTC: CTC will be expanded
in a controlled manner to explore and

test various modes of replication and
scaling up. It is necessary to ensure that
new agencies and partners adopting the
CTC approach have sufficient technical
expertise for implementation. Initially,
CTC will be rolled out in Malawi and
Ethiopia.

Refining CTC concepts: This includes
further developing the community
empowerment aspects of CTC to
enhance impact and reduce costs. It also
includes refining new methods for
assessing coverage and prevalence of
malnutrition and case finding.

suggests that CTC is a viable approach for
the treatment and support of HIV

infected and affected children, adults,
households and communities. Valid
International, FANTA and SARA/AED are
exploring CTC as an entry point to HIV/
AIDS care in Malawi.*

Development and dissemination of
guidelines and protocols: CTC guide-
lines detailing protocols and experience
learned to date will be developed. The
guidelines and protocols will be published
as a manual, and training workshops are
planned.

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN8 CTC/EN;/...

Page 1 of 3

SFANTA and SARA projects
at AED and Valid Interna-
tional are conducting a study
in Malawi to examine how
the CTC approach can be
used to support HIV/AIDS
infected and affected
individuals, households, and
communities. This study is
supported by USAID.

11
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Expansion of local production and
testing of alternative formulations of
RUTF: This includes testing alternative
formulations of RUTF that do not contain
peanuts or milk but have a comparable
nutritional composition to Plumpynut.
Avoiding peanuts will reduce the risks of
aflatoxin contamination and allergic
reactions and eliminating milk powder
from the formulation should reduce the
cost. This also includes supporting the
local production of RUTF and in-country
distribution mechanisms as well as linking
local production of RUTF to food secu-
rity, agriculture, and micro-enterprise
programs.

Using CTC as an entry point to
support other interventions: CTC can
be an entry point into communities to
enhance the credibility of other public
health/food security interventions such as
community-based care for people living
with HIV/AIDS. Experience to date
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pg 0011 Page 3 of 3

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN8 CTC/EN/... 13/11/2011



pg 0012 Page 1 of 3

home.cd3wd.ar.cn.de.en.es.fr.id.it.ph.po.ru.sw

In summary, experience to date has shown that CTC:

Provides a promising alternative approach for selective feeding in emergencies and
transition programming;

Meets or exceeds mortality, default and recovery rates against Sphere minimum
standards;

Achieves high impact in terms of coverage;
Is well accepted by beneficiary communities and local and national authorities;
Appears to be cost-effective in comparison to TFC/NRU approaches;  and

Differs in guiding principles from the standard TFC/NRU approaches used to date.
The emphasis in CTC approach is to start in the community and obtain high
coverage first. The addition of coverage in the Sphere minimum standards for
emergency nutrition programs reflects this public health impact perspective. 3

For more information about Community Therapeutic Care visit:
www.fantaproject.org
www.validinternational.org

WWww.concern.ie

wxrarewr ammnanlina nat
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Program Graduation and Exit
Strategies: A Focus on Title 11
Food Aid Development Programs

Beatrice Lorge Rogers and Kathy E. Macas

H. The goal of an exit strategy is to ensure sustainability of program impacts after
the program has ended. Exit refers to the withdrawal of all externally provided

O program resources from the entire program area. Graduation refers to the
withdrawal of resources from selected communities, program sites or program
activities. This technical note provides an overview of different approaches to

. graduation and exit, describes the components of an exit strategy, and offers

PR S SO T S S
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Different types of program activities and different conditions in the programming

environment call for different approaches to graduation and exit strategies. Exit

approaches include phasing over program activities to communities or other

institutions for activities requiring continued inputs, and phasing out resources

for activities that are permanent or self-sustaining. Generating alternative re-

sources from the community or from external sources to continue activities

is often a critical component of sustainable exit. Exit strategies for food-based

programs require careful analysis of whether continuation of food is required,

and if so, identification of the source of food.

A clearly defined exit strategy involves identifying:
1. exit approaches to be used;
. criteria for exiting;
. measurable benchmarks of progress in meeting the criteria;
. a time line for the exit process;
. action steps and responsible parties; and
. mechanisms to assess progress.

AN A WN

Establishing and maintaining clear communication with communities about
the exit process helps lead to successful exit and sustainable program impacts.
Post-program evaluation is a valuable tool for understanding the sustainability
of program outcomes and for improving the design and implementation of exit
strategies.
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Key Concepts and Terms

The term  graduation refers to the with-
drawal of program resources (food, other
material resources, technical assistance) from
specific program sites or activities.

Exit refers to the withdrawal of all exter-
nally provided program resources from an
entire project area.

An exit strategy  for a program is a plan
describing how the program intends to
withdraw its resources while assuring that
the achievement of development goals is
not jeopardized and that progress towards
these goals continues. An exit strategy may
use graduation from specific project areas as
steps towards the eventual total withdrawal
of resources, or exit may take place at one

2 time across the entire program area. In both
cases, the underlying goal of an exit strategy
is to ensure sustainability of program impacts
after a program ends.

List of Acronyms

BCC Behavior Change Communication
CBO Community Based Organization
CHW Community Health Worker

CSR4 Cooperating Sponsor Results

Renaort

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN9 EXITS/E
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An exit strategy includes the following ele-
ments:

1. Identification of approaches to be used
for different program components;

2. Specific criteria for graduation (of com-
munities) and exit (of the program from
the region);

3. Measurable benchmarks for assessing
progress toward meeting the criteria;

4. A time line, recognizing flexibility may be
required;

5. Identification of action steps to reach the
stated benchmarks and identification of
parties responsible for taking these steps;
and

6. Mechanisms for periodic assessment of
progress toward exit and for possible
modification of the exit plan.

Sustainability of impact or of progress
toward development goals does not neces-
sarily mean continuation of the same activities
carried out by the PVO under the original
program. In some cases communities, indi-
viduals, or other organizations sustain impacts
through actions that are different from the
program activities. In other cases, very few

or no explicit activities are needed to sustain
impact. Different types of program activities
lend themselves to different approaches to
assuring sustainability.

1of2
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and
DAP DevelopmghfAssistance Program

FANTA Foogea%‘s%ulrilion Technical
Assistance

M&E Monitoring and Evaluation

MCHN Maternal and Child Health and
Nutrition

MOH Ministry of Health
NGO Non-Governmental Organization
PVO Private Voluntary Organization

USAID United States Agency for
International Development

WFP World Food Program

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN9 EXITS/E
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In their review of exit strategies, Levinger and
McLeod (2002) identify three approaches to
exit: phase down , phase over and phase
out. They point out that ~ phase down , the
gradual reduction of program inputs, is the
preliminary stage to both phase over and
phase out.

Phase over refers to the transfer of respon-
sibility for activities aimed at accomplishing
program goals (current activities, or other
activities aimed at achieving the same out-
comes) to another entity. Many Title II de-
velopment programs identify capacity building
within communities as the main mechanism
for ensuring sustainability. This approach is a
type of phase over, with a transfer of respon-

13/11/2011
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sibility to community individuals or groups
supported by the Title II program. Phase over
may also involve the transfer of responsibility
for achieving program outcomes to an existing
organization (e.g., a branch of local, regional
or national government, a local or indigenous
national NGO, or another international PVO
or donor).

Phase out refers to the withdrawal of pro-
gram inputs (food, service provision, other
resources, technical assistance) without mak-
ing explicit arrangements for the inputs or
activities to be continued by any other
entity, because the program itself resulted

in changes that are likely to be sustainable
without these.

Exit Approaches

Whether to use the phase over or the phase
out approach depends largely on the nature
of the program activities. Interventions that
require specific activities to continue and an
entity to take responsibility for implementing
or overseeing the activities require a phase

Page 1 of 3

is unlikely to succeed in sustaining program
impact. Appropriate exit strategy planning
early in the design and implementation of a
program can help to avoid this situation.

The types of program activities and conditions
in the program environment can dictate exit
approaches:

1) Some program changes are self-sustaining;
once they are achieved, outside inputs can
be discontinued, but the impact of the
changes continues. Such program com-
ponents suggest a phase out approach.

2) When the community is capable of taking
over program activities, either through
community groups and organizations or
through key individuals, responsibility for
activities can be transferred to the com-
munity. This is one type of phase over
approach.

3) In some cases other institutions (e.g.,
local, municipal, state, or national gov-
ernment, indigenous NGOs, or possibly
other NGOs or donors) are well-posi-
tioned

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN9 EXITS/E... 13/11/2011
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over approach. Interventions
thaheneathdrgtes in communities and do not
require the ongoing provision of services or
resources are suitable for phase out.

ail_ﬂg:d at achieving program goals. This
WikiBgher type of phase over approach.
to

Perment and self-sustaining changes:

L. Phase gut .
Other factors that affect the decision whether activities
to use a phase over or phase out approach A variety of types of program activities can

include the time frame for exit, available fund- yield changes that are self-sustaining. Ex-
ing, and available human, institutional, financialamples of such changes include outcomes

and physical resources. The programs time related to the construction of infrastructure,
frame should be planned to allow for imple- behavior change, improved production and
mentation of a feasible exit plan. Program marketing practices in agriculture, and mi-
implementers should take responsibility croenterprise.

for working with communities and other

stakeholders to ensure that appropriate re- Infrastructure changes that are frequently
sources are available for activities that need  the focus of development projects include
to continue. the construction of roads, latrines, wells or

piped water systems, water retention struc-
When programs have an exit strategy, exit of- tures, watershed improvements and reforesta-
ten consists of abrupt withdrawal of program  tion. The construction of infrastructure, while
resources following termination of program seemingly permanent, often requires mainte-
funding. Deciding to phase out rather than nance over time, and planning for sustainability
phase over simply because there is no time left may involve the creation or strengthening of
for appropriate capacity building, or because ~ community groups to take responsibility for
resources have not been identified for imple-  the maintenance of infrastructure. In these
mentation of activities that need to continue cases, the exit strategy includes both reliance

file:///D:/cd3wddvd/NoExe/Master/dvd001/dvd1/OCW/NUTRITION/TN9 EXITS/E... 13/11/2011
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on the permanence of the change and the
phase over of maintenance responsibilities
to community organizations or individuals
for maintenance of the infrastructure.

Behavior changes related to health, nutrition
and child caring practices can become per-
manent without requiring continued efforts
or activities. These changes are likely to

be self-sustaining among those who receive
education and behavior change communica-
tion (BCC) if the benefits are perceptible
and the changes feasible. If the goal of the
program is to continue expansion of benefi-
cial changes after program exit, systems for
further dissemination may need to be put

in place as part of the exit strategy.