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Introduction and Overview of Nutrition
Iraqi children under five years of age constitute nearly 17% of Iraqi population (Health in Iraq 2004), and the women in reproductive age (15 – 49 years) constitute more than one – fifth of the population (WHO, Iraq Reproductive health profile – 2008). The health of these two essential groups has been especially vulnerable due to a number of negative factors operating over many decades (multiple wars & sanction). These factors have affected the nutritional and health status of many Iraqis with serious results and impacts (Table 1). 
Many studies and researchers have found that the impact of micronutrients deficiencies on health of mother and their growing child are potentially severe. Some of these effects include:
· Folic acid deficiency, this leads to maternal anemia, increase risk of preterm delivery, low birth weight, and neurological defects.
· Iodine deficiency, it impacts thyroid function; reduce mental capacity in the mother; increase the risk of spontaneous abortions, stillbirths and impaired fetal brain development; and increase the risk of congenital hypothyroidism.
· Iron deficiency, the resulted anemia increase the risk of maternal death during and after labor, and diminish the mother ability to fight infection. In the baby; it increases the risk of prematurity, low birth weight, and infant mortality.
· Vitamin A deficiency, it impair the immune system of the mother and contributes to anemia. Severe form may lead also to corneal disease and night blindness. Newborns with vitamin A deficiency are at risk of increased infection and mortality.
· Most newborns are born with limited vitamin A stores and are at risk of early vitamin A deficiency if the maternal breast milk supply is not adequate. Newborns with vitamin A deficiency are at risk of increased infection and mortality.(LINKAGES Project, 1999)
Worldwide, malnutrition accounts for more than half of all childhood deaths, mainly in developing countries. The most critical period of intervention is from a women’s pregnancy through the infant’s first two years of life. Poor feeding practices during the first two years of life have both immediate and long-term negative consequences on growth and development. Lack of adequate nutrition—including protein, energy and fat sources as well as micronutrients—during the reproductive years affect the heath of women and their children. A high priority of all district health programs should be building the capacity of communities to improve the feeding, care and health of all women and young children. (Sanghvi, et al, Program Review, 1999).
There is a need to develop standardized, nationally adapted nutrition protocols in Iraq that are based on international standards, locally appropriate, and easily referenced and accessed. The IMCI Nutrition Essentials identified six categories of health contacts as the major opportunities for nutrition interventions (Sanghvi T, et al, 1999):
· Antenatal care
· Childbirth and immediate postpartum care
· Postpartum care
· Immunization contacts
· Well-baby visits
· Sick-child visits
The guidelines are based on the essential nutrition interventions recommended for each of these contacts. They are intended for the following categories of primary health care facilities: 
· Well women clinics at antenatal services
· Well-baby clinics at maternal and child health services
· Sick-baby clinics at maternal and child health services
· Maternity/delivery services, maternity homes
The main objectives of these guidelines have been summarized below. They have been offered to the health care providers with the aim to improve the nutrition and health of women and young children, for the benefit of the whole family.  
	Box 1: Main Objectives of Maternal and Child Nutrition Guidelines

1. Breastfeeding counseling during antenatal care and postpartum.
2. Counseling on special breastfeeding situation and issues.
3. Nutrition actions for well-baby and sick-child visits.
4. Counseling on right complementary feeding of children. 
5. Counseling on appropriate nutritional care of sick and malnourished children.
6. Counseling on adequate micronutrients supplementary intake.
7. Dietary recommendations for pregnant and lactating women.
8. Nutrition actions for postpartum contacts.













Table 1: Health and Nutritional Situation in Iraq
	Topic
	Indicator
	Number
	Unit
	Reference

	Childhood Mortality
	Under-5 morality rate
	37.9
	Per 1000 live birth
	MICS4

	
	Infant mortality rate
	32.9
	Per 1000 live birth
	MICS4

	Maternal Mortality
	Maternal mortality ratio
	84
	Per 100,000
live birth
	IFHS, 2006/7

	Nutritional Status
	Underweight prevalence
(moderate and severe)
(severe)
	
8.4
3.8
	Percentage
	MICS4

	
	Stunting prevalence
(moderate and severe)
(severe)
	
22.3
9.6
	Percentage
	MICS4

	
	Wasting prevalence
(moderate and severe)
(severe)
	
6.9
3.4
	Percentage
	MICS4

	Breast feeding
	Exclusive breast feeding rate (0 -5 months)
	18.6
	Percentage
	MICS4

	
	Continued breast feeding rate 
(at 12-15 months)
(at 20-23 months)
	
52.0
23.7
	Percentage
	MICS4

	
	Timely complementary feeding rate (6-9 months)
	68.5
	Percentage
	MICS4

	Anemia
	Anemia among preschool children
	55.9
	Percentage
	WHO global database 2008

	
	Anemia among
(Currently pregnant)
(Currently breast feeding)
	
37.9
25.8
	Percentage
	IFHS, 2006/7

	Vitamin A
	Vitamin A supplementation
(under-fives)
(post-partum mothers)
	
2
16.1
	Percentage
	MICS3

	Salt iodization
	Iodized salt consumption
	28
	Percentage
	MICS4





[bookmark: _Toc350349849]Section 1: Breastfeeding
[bookmark: _Toc350349850]1.1 Management and Support of Breastfeeding in Maternity Facilities
Care Group: Mothers and their newborns
[bookmark: _Toc350349851]1.1.1 Definition and Overview
Breastfeeding provides vital nutrients for the baby, and positively affects the physical and psychological health of the mother and infant. The Baby Friendly Hospital Initiative (BFHI) is a WHO/UNICEF global initiative to promote and support breastfeeding as an integral component of national child health policies. The advertising of breast-milk substitutes and distribution of free samples have been shown to cause mothers to introduce formula earlier and to stop breastfeeding sooner. This is one of the major reasons that the International Code of Marketing of Breast Milk Substitutes was prepared by WHO and UNICEF to encourage appropriate marketing by companies that produce and market infant feeding products (Annex 1).
All health workers in maternity homes and other facilities providing maternity and childbirth services should help to implement the code in their facilities.
[bookmark: _Toc350349852]1.1.2 Breastfeeding Policies
All maternity health services should have a written breastfeeding policy that is routinely communicated to all health care staff and should train all health care staff in skills necessary to implement this policy. The policy may include guidelines on breastfeeding and on the International Code of Marketing of Breast Milk Substitutes.
1. All maternity health services must follow these baby-friendly breastfeeding practices:
· Educate all pregnant women about the benefits and management of breastfeeding, including the importance of colostrum, the benefits of exclusive breastfeeding and the dangers of breast milk substitutes.
· Help mothers initiate breastfeeding within a half hour of birth, encouraging skin-to-skin contact immediately after birth to facilitate mother-to-baby bonding.
· Show mothers how to breastfeed and how to maintain lactation, even if they are separated from their infants.
· Practice rooming in: Allow mothers and infants to remain together 24 hours a day and provide a supportive environment for breastfeeding (e.g., privacy, dimmed light, pillows, comfortable chair and foot stool, limited number of personnel entering the room).
· Encourage on-demand, exclusive breastfeeding (no supplementary formula or water unless medically recommended) until the baby is 6 months old. Continue breastfeeding after the introduction of appropriate and complementary solid food until the baby is at least 2 years old.
· Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding infants, as they might cause nipple confusion for the infant.
NOTE: If medically necessary, other fluids should be given by syringe or by spoon.
· Evaluate the mother’s breastfeeding technique prior to discharge, review breastfeeding information and assess breastfeeding at the one-week home visit and at subsequent visits.
· Foster the establishment of breastfeeding support groups and encourage mothers to participate in them after discharge from hospital or clinic.
· Document pertinent information regarding breastfeeding in the client’s records.
Adapted from WHO/UNICEF’s Criteria for Baby-Friendly Hospitals.
2. All health workers at maternal and child health services must help institute the International Code of Marketing of Breast Milk Substitutes:
· Advertising or other forms of promotion to the general public of breast milk substitutes such as baby formula, commercial cereals and baby foods, and other products covered by the code, such as bottles and teats, should be prohibited.
· Mothers should not be given samples (small amounts) of a breast milk substitute.
· Promotion of breast milk substitutes in the health service is prohibited. This means that there should no calendars, pictures or other items that display the brand name of formula, bottles or teats. Cans of formula should be kept out of sight of breastfeeding mothers.
· Company personnel should not advise mothers or show them how to use breast milk substitutes.
· Health care workers should not accept gifts or free samples from companies.
· Any information given to health care workers from manufacturers should be scientific and factual.
3. All health workers must promote breastfeeding in the community:
· Encourage employers to set supportive policies and provide a supportive environment to allow women to breastfeed
· Educate adolescents and young adults about breastfeeding
· Promote breastfeeding through the media and in the community.

[bookmark: _Toc350349853]1.2 Antenatal Breastfeeding Education and General Counseling Skills
Care Group: Pregnant women
[bookmark: _Toc350349854]1.2.1 Introduction and Overview
Antenatal breastfeeding education provides information about breastfeeding benefits and practices to pregnant women.
All pregnant women must be educated and prepared for breastfeeding initiation during antenatal care. Giving mothers information during pregnancy can prevent problems with breastfeeding.
In addition, providers must use good communication skills in all counseling sessions with women to accurately assess problems, provide important information and motivate correct practices.
[bookmark: _Toc350349855]1.2.2 Elements of Care
A. ANTENATAL BREASTFEEDING EDUCATION
1. Assess where the woman is in relation to breastfeeding including past experience.
· If the woman has no concerns, reinforce the positive experience
· If the woman has concerns, address them
2. Ask the woman if she is planning to breastfeed and whether she has any concerns about breastfeeding.
· If the woman says she does not want to breastfeed, find out the reasons and address any concerns using messages such as the ones presented in the following box
· If the woman says she wants to breastfeed but has some concerns about it, use educational materials to help identify and resolve her problems or concerns, emphasizing the benefits of breastfeeding for both her and her baby.
· If she is concerned about breastfeeding during stressful, uncertain times, explain that it is good for her and the baby to breastfeed, as it will calm both of them.
· For other concerns, see Box 1, Benefits of Breastfeeding, and Box 2, Third Trimester Messages, on the following page.
· If the woman has decided to breastfeed, ask her if she has any questions, and provide the necessary information. Assure her that you will provide more detailed information later in her pregnancy and at the time of birth.

	Box 2: First Trimester Messages

Breastfeeding Benefits
• Breastfeeding is a gift you give your baby.
• Breast milk is the safest, most hygienic source of energy, nutrients and fluids for a baby.
• Breast milk provides your baby with everything s/he needs including disease fighting substances and vitamins that protect your baby from illness, because you share the protection you have with your baby.
• No extra fluids are needed. Since breast milk is mostly water, it meets all the baby's needs for water.
• God has given you your breast milk; there is nothing anyone can make that is as good.
• Breastfeeding is good for both mother and baby: you have your special time together.
• Frequent breastfeeding also helps protect women from getting pregnant for the first six months after delivery.
• Almost all women have enough breast milk if they breastfeed frequently.



 (Excerpted from Shafritz, L, 2004.)
3. Screen women who have decided to breastfeed for any medical or physical conditions that could impair breastfeeding. (In third trimester only)
· If the pregnant woman states she is unable to breastfeed for a medical reason (e.g., not enough breast milk or inverted nipples), or had difficulty with breastfeeding after her last pregnancy, refer her to the appropriate service provider and/or service delivery point.
· If the pregnant woman is able to breastfeed, review breastfeeding benefits and educate her about breastfeeding practices. Use educational materials and/or a breast model. (See Box 2, Third Trimester Messages.)
· Ask follow-up questions:
· Is there anything that might keep you from starting to breastfeed immediately?
· If so, do you have any ideas how you can overcome this situation?
4. Provide the woman with available, appropriate educational materials.
5. Set an appointment for follow up visit.
6. Record the appropriate information in the appropriate record.


	Box 3: Third Trimester Messages

Breastfeeding Benefits
• The colostrum that your breasts produce at birth for about three days contains special protection, which is like a "first vaccination" for a newborn. Colostrum protects the baby against infection and against the shock of birth. It helps to clear the stomach and eliminate the first black stools (meconium).
• Colostrum is a golden miracle for your child. The golden color is from vitamin A and extra fat that helps keep newborns healthy and makes their skin soft and beautiful.
• The baby's immediate sucking also helps to expel the placenta, stop your bleeding and shrink your womb.
• Babies that are fed only their mother's milk for the first six months have less diarrhea, coughs and colds, and fewer ear infections. They also are stronger, learn to walk and talk faster, and learn better. They never have to be at risk from unsafe water, formulas or foods. Breast milk is mostly water and meets all the baby's needs for water.
• Frequent breastfeeding also helps to protect women from getting pregnant for the first six months after delivery.
• Breastfeeding will relax you and be good for your baby.

 Correct Breastfeeding Practices
• Begin breastfeeding your baby immediately after birth: ask for your baby if s/he is not near you.
• Breastfeed 10–12 times a day, especially during the first three days, to assure that your breast milk production is started well. This helps the breast milk to "come in" and prevents engorged breasts.
• Most women produce enough milk for her baby's needs. The more frequent the suckling immediately after birth, the more you will be able to produce milk later.
• For the first six months, breastfeed on demand, 10–12 times per day, both day and night.
• Allow your baby to feed on one breast until s/he releases it, then switch to the other breast and continue feeding until s/he releases that one.
• At the next breastfeeding, start with the breast you ended with the last time.
• Avoid giving the baby any water, tea or anything other than breast milk, especially in the first days after birth. These interfere with the baby getting enough colostrum and can be harmful in these days when water supplies have been endangered. Giving the baby even a small amount of other liquids can cause illness and diarrhea and reduce the amount of breast milk a mother can produce.
• You can drink the special herbal teas meant for newborns and purify the liquid through your breasts.



(Shafritz, L, 2004.)



B. GENERAL COUNSELING SKILLS
NOTE: These skills are important for all nutrition contacts, not just during antenatal education. They are inserted here because this is where they would be used first.
1.  In all interactions with women (during antenatal, childbirth, postpartum, and baby- and child-care visits), use the following client-provider interaction techniques throughout each session as appropriate.
· Use appropriate non-verbal communication (e.g., eye contact, posture, culturally appropriate touching).
· Ask open-ended questions and listen carefully.
· Reflect back what the woman and/or family members say/feel.
· Encourage dialogue.
· Avoid interrupting.
· Show empathy, interest and understanding.
· Check client understands and correct any misconceptions. Ask checking questions to find out what the client understands and what needs further explanation.
· Avoid judgmental and technical language.
· Give practical help, assistance and information.
· Limit advice to what is relevant to the client at this time.
· Use language the client will understand.
· Use pictures or real objects to help explain. (For example, show amounts of fluid in a cup.)
· Demonstrate and explain things clearly.
· Repeat or summarize key information.
· Praise and compliment the client for correct behavior.
· Use client education materials appropriately


[bookmark: _Toc350349856]1.3 Postpartum Breastfeeding Counseling and Assessment
Care Group: All nursing mothers and their newborns on first follow-up visit after delivery, either in the home or the PHC
[bookmark: _Toc350349857]1.3.1 Definition and Overview
The best way to feed a young infant is to breastfeed exclusively.  Exclusive breastfeeding means that the infant takes only breast milk, and no additional food, water or other fluids.  (Medicines and vitamins are exceptions.)  
Exclusive breastfeeding gives a young infant the best nutrition and protection from disease possible.  If mothers understand that exclusive breastfeeding gives the best chances of good growth and development, they may be more willing to breastfeed.  They may be motivated to breastfeed to give their infants a good start in spite of social or personal reasons that make exclusive breastfeeding difficult or undesirable.
All nursing mothers should be educated and counseled on proper breastfeeding practices and problems on a regular basis to maintain progress of breastfeeding.
[bookmark: _Toc350349858]1.3.2 Elements of Care
1. Welcome the woman and introduce yourself.
2. Check the infant’s chart to see if his/her weight is normal or low.
3. Review the delivery record and special needs of the baby.
4. Decide whether to assess the infant's breastfeeding:
· If the infant is exclusively breastfed without difficulty and is not low weight for age, there is no need to assess breastfeeding.
· If the infant is not breastfed at all, do not assess breastfeeding.
· If the infant has a serious problem requiring urgent referral to a hospital, do not assess breastfeeding.
· In these situations, classify the feeding based on the information that you have already. 
· If the mother's answers that the infant had feeding difficulty or the infant's weight is low for age, observe a breastfeed as described below.  Low weight for age is often due to low birth weight. Low birth weight infants are particularly likely to have a problem with
5. Ask the woman questions about the progress of breastfeeding.
· Is there any difficulty with breastfeeding?
· How many times in the past 24 hours did you breastfeed your baby?
· Can you hear the baby swallowing?
· Does the baby wet 6–8 times per day?
· Has the infant received any other fluids or foods from birth to now?
6. Ask the woman if the infant has breastfed in the previous hour?  
· If so, ask the mother to wait and tell you when the infant is willing to feed again.  In the meantime, complete the assessment by assessing the infant's immunization status.  You may also decide to begin any treatment that the infant needs, such as giving an antibiotic for LOCAL BACTERIAL INFECTION or ORS solution for SOME DEHYDRATION.  
· If the infant has not fed in the previous hour, he may be willing to breastfeed.  Ask the mother to put her infant to the breast.  Observe a whole breastfeed if possible, or observe for at least 4 minutes. 
· Sit quietly and watch the infant breastfeed and record observations on the breastfeeding observation form. (See appendix 2)
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Figure 1: Observation of breastfeeding


7. Observe (look to) woman breastfeeding the newborn.
· Check for the general appearance of mother.
· Check for the general appearance of Baby.
· Check the breast.
· Check for good body position and attachment and ensure that:
· The baby’s body is supported so that it stays high at the breast to prevent hanging on the nipple.
· If an infant is not in a good position, well attached, the results may be pain and damage to the nipples, or the infant may not remove breastmilk effectively which may cause engorgement of the breast.  The infant may be unsatisfied after breastfeeds and want to feed very often or for a very long time.  The infant may get too little milk and not gain weight, or the breastmilk may dry up.
· Look/listen for signs of appropriate suckling.
· The infant is suckling effectively if he suckles with slow deep sucks and sometimes pauses.   You may see or hear the infant swallowing.  If you can observe how the breastfeed finishes, look for signs that the infant is satisfied.  If satisfied, the infant releases the breast spontaneously (that is, the mother does not cause the infant to stop breastfeeding in any way).  The infant appears relaxed, sleepy, and loses interest in the breast.  
· An infant is not suckling effectively if he is taking only rapid, shallow sucks. You may also see indrawing of the cheeks.  You do not see or hear swallowing.  The infant is not satisfied at the end of the feed, and may be restless.  He may cry or try to suckle again, or continue to breastfeed for a long time.
· An infant who is not suckling at all is not able to suck breastmilk into his mouth and swallow.  Therefore he is not able to breastfeed at all.
· Ask the mother if she has any questions or concerns about breastfeeding.
· Encourage the woman to continue exclusive breastfeeding on demand.
· Record relevant breastfeeding-related information.
	
[image: ]
Figure 2. A well-attached Infant.         Figure 3.  A poorly attached infant.
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Figure 4: The “opposite arm” position  	Figure 5: The “underarm” Position
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Figure 6: Breastfeeding while lying down allows the mother to rest.

· The mother holds her breast with four fingers below the nipple and the thumb above (See Figure 7)

[image: ]	

Figure 7: Grasping breast.



· The mother to touch the infant’s lower lip with her nipple until the baby open its mouth wide (See Figure 8)

[image: ]
Figure 8: Touch lower lip with nipple.




9. Classify feeding according to your observations and provide the appropriate counseling and/or coaching (Table 2)


Table 2: Management of Breastfeeding Problems
	Assess
	Classify
	Treat

	• Not able to feed OR
• No attachment at all OR 
• Not suckling at all


	NOT ABLE TO FEED
POSSIBLE SERIOUS BACTERIAL INFECTION

	· Give first dose of intramuscular antibiotics.
· Treat to prevent low blood sugar.
· Advise the mother how to keep the young infant warm on the way to the hospital.

	• Less than 8 breastfeeds in 24 hours OR
• Receives other foods or drinks OR
• Low weight for age or low birth weight OR
• Poor positioning OR
• Not well attached to OR
• Not suckling effectively OR
• Thrush (ulcers or white patches in mouth)
	FEEDING PROBLEM OR LOW WEIGHT

	· Advise the mother to breastfeed as often and for as the infant wants, day and night.
· Teach the correct positioning and attachment.
· If receiving other foods or drinks, counsel mother about breastfeeding more, reducing other foods or drinks, and using a cup.
· If thrush, teach the mother to treat at home.
· Advice mother to give home care for the young infant.
· Follow-up low weight for age in 14 days.

	• Not low weight for age and no other signs of inadequate feeding.
	NO FEEDING PROBLEM

	· Advise mother to give home care for the young infant.
· Praise the mother for feeding the infant well.
· Advise the mother when to return.


(Iraq IMCI – 2012)

9. Provide education and counseling to the woman as needed about:
· Signs that breast milk are adequate (if the baby urinates at least 6 times in 24 hours in case of exclusive breastfeeding, increase in weight).
· Taking care of the breast and nipples. (See Postpartum Care Protocols, Chapter 5.)
· Lactation amenorrhea method (LAM) as contraceptive method for the first 6 months after delivery. (See figure 9)

[image: ]
Figure 9: Three LAM criteria:
1) Menses not started again.
2) Baby less than 6 months old.
3) Breastfeeding on demand, day and night.




· Importance of continued frequent breastfeeding if the infant is ill.
· How to manually express breast milk and how to store it.
· Reinforce correct practices and management.
10. Allow mother to ask questions and respond to them.
11.  Identify and treat or refer any breastfeeding complications. 
12. Set an appointment for the next follow-up visit
13. Thank the woman and escort her to the door.


[bookmark: _Toc350349859]
1.4 Counseling on Special Breastfeeding Issues
Care Group: Lactating women
[bookmark: _Toc350349860]1.4.1 Definition and Overview
This chapter provides guidelines for counseling women who have babies with special needs. such as babies with cleft lip or cleft palate, infants who cry excessively and twins, as well as counseling on special situations such as weaning (stopping breastfeeding) and re-lactation.
Breastfeeding is very important for twins and for babies with special needs. Mothers of these babies need extra support to breastfeed successfully. Health providers/health educators should also assist the mother and other family members to handle their crying baby.
Weaning should be done gradually, over a number of weeks and preferably not before the child is 2 years old. All nursing mothers who decide to stop breastfeeding their babies should be educated about proper practices to minimize potential difficulties and discomfort. Women who have stopped breastfeeding and want to start again can do so, but they need extra support and encouragement.
[bookmark: _Toc350349861]1.4.2 Elements of Care
A. BABIES WITH SPECIAL NEEDS
Single cleft lip
· Encourage the mother to let the baby try to breastfeed.
· Position the baby at the breast so that the breast is wedged into the cleft, thus providing an airtight seal. Ask the mother to hold her breast to maintain the seal.
· Encourage the mother to feed breast milk to the baby with a cup until the baby is able to suckle well, if necessary.
· Breastfeed the baby immediately after repair surgery.
Bilateral cleft lip
· Successful breastfeeding is not usually possible.
· Ask the mother to offer the breast, as breastfeeding is not only a means for nutrition, but also is nurturing to the baby and bonds the baby to the mother.
· Encourage the mother to express her breast milk and feed it to the baby with a cup.
Cleft palate
· A baby with a small cleft in the soft palate may be able to suckle effectively.
Jaundice
· Mild jaundice that appears at 3–5 days of life, when there is no other reason for jaundice, is called “physiologic” jaundice. Physiologic jaundice resolves on its own as the infant’s liver matures and is able to break down the bilirubin in stored blood. The process may be sped up by feeding frequently. It is important to continue to breastfeed an infant with physiologic jaundice. Mild jaundice usually resolves in the first week of life.
· More severe jaundice occurs earlier (often on day 2 of life), and is more noticeable; and there is usually a known reason (e.g., a birth injury with bleeding; a blood type mismatch between the mother and infant). These infants should be referred to a specialist but should continue to breastfeed.
Low-birth-weight baby (less than 2.5 kg)
· Keep the baby warm and advise mother to hold her baby next to her body between her breasts (Kangaroo Care).
· Let the baby suckle as soon as he/she can. This will help the mother produce more milk.
· Until the baby is able to suckle effectively, advise mother to express her breast milk every 2–3 hours and feed it to her baby using a cup, or a spoon if the baby is very small.
Managing a crying infant
· Most babies cry for a reason. A cry is the baby's way to stimulate a nurturing response.
· If the mother is breastfeeding, observe a breastfeed and ask her how frequently she breastfeeds, day and night.
· Weigh the child. If the baby is well nourished and the breastfeed is optimal, reassure the mother that she is producing enough milk.
· Encourage the mother to breastfeed as a means of comforting the infant.
· Advise mother and family to:
· Increase mother to baby bodily contact, so that the baby can feel the mother's heartbeat.
· Nurture the baby and pick him/her up when crying.
· Talk and sing to the baby.
· Give the baby a warm, relaxing bath or massage.
· Place the baby in a quiet and healthy environment, particularly during feeding.
· Modify the mother's diet to eliminate possible allergens and irritants.
· Refer to a physician if the baby is still crying excessively and is unresponsive to the above techniques.
Twins
· Reassure the mother that she can breastfeed twins and that she can produce enough milk for the two babies.
· Encourage the mother to begin breastfeeding the twins as soon as possible after they are born. If for some reason she cannot begin immediately (e.g., babies are premature; birth required surgery), advise the mother to express her milk to initiate lactation until she can begin breastfeeding.
· Help the mother to find the best position for herself and the babies.
· Both babies across lap, with legs overlapping or facing away from each other.
[image: ] 

Figure 10: Breastfeeding twins


· Talk to the husband and other family members about how they can help the mother care for the twins.
· If one of the babies is weaker, encourage the mother to make sure each baby has enough breast milk. If necessary, the mother may express milk and feed that baby with a cup.
	Box 4: Breastfeeding Twins

Begin breastfeeding as soon as possible after the birth. In case of complications, some hours may go by before you can start to breastfeed. If this happens, pump or express your breasts to initiate lactation. From the moment of birth, your body will begin the process of producing milk for both your babies; and it is important to express your milk to establish a good milk supply.
Breastfeed the twins together or separately. Breastfeeding them together works well during the first weeks. After this you may have to breastfeed them one at a time, depending on their particular hunger patterns.
There are several ways that you can position the babies in order to nurse them at the same time. One way is to place the babies in front of you with their legs overlapping, making an “X” across your lap. The other position is to place both babies in the underarm position or “clutch” hold. You will need pillows at your sides (and maybe one on your lap) and you will place the babies on the pillows with their legs going toward the back of the chair. Use a lot of pillows. If you are placing the babies in front of you, keep their whole bodies turned toward you, their chests against your chest. Alternate feeding each baby from both breasts. This evens out their particular needs and also gives them extra visual exercise.


(La Leche League InternationalWebsite. http://www.lalecheleague.org/FAQ/twins.html)

B. WEANING (STOPPING BREASTFEEDING)
1. If the baby is less than two years old, counsel the mother about the consequences of weaning (increased risk of malnutrition and illness for the baby) and encourage her to continue, if possible.
2. If the mother decides to stop breastfeeding due to breastfeeding problems:
Explain to her that breastfeeding problems can be overcome.
Provide information and instruction to alleviate the problems. (See
Postpartum Care Protocols, Chapter 8, for management of breastfeeding problems, e.g., engorgement, cracked nipples, mastitis).
3. If the mother is ready to stop breastfeeding, but not due to a major problem or to breastfeeding problems, advise as follows:
· To avoid engorgement, mastitis and abscess, do NOT stop breastfeeding abruptly.
· Omit one breastfeeding period during a day. Continue breastfeeding at this rate for a few days or a week, if possible.
· Omit another breastfeeding period and continue breastfeeding at this rate for a few days or a week.
· Continue in this process until you are breastfeeding the baby just once a day, continuing at this rate for a few days or a week. The process may take a month or more.
4.  If the mother cannot continue to put her baby to the breast, advise as follows:
· Express your milk every 2–3 hours, and gradually, over a number of days, express less.
· Apply cold packs for relief and comfort, as needed.
C. RE-LACTATION OR INCREASING MILK SUPPLY
A mother whose breast milk production is reduced needs to increase it, while a mother who has stopped breastfeeding may need to re-lactate. The same methods apply to both. However, re-lactation is more difficult and takes longer. The mother must be well motivated and needs a lot of support to succeed. The primary way to increase or restart the supply of breast milk is for the baby to suckle often in order to stimulate the breast. If particular herbs, drinks or foods such as fenugreek, which is in herbal teas and other foods, are locally thought to be lactogenic, encourage the mother to take them (provided they are harmless) to increase her confidence.
1. Help mother to increase the milk production or prepare to breastfeed again by advising her to:
· Allow the baby to suckle at least 10 times in 24 hours, or more if the baby is willing. Offer the breast whenever the baby seems willing, breastfeeding both day and night. Allow the baby to suck for as long as the baby desires.
· Keep the baby close and do not give him/her to other caregivers. Have plenty of skin-to-skin contact at all times.
· Give other feedings from a cup while waiting for breast milk to come or to increase. Do not use bottles or pacifiers. Reduce the other milk by 30–60 ml per day as breast milk starts to increase. Monitor the baby's weight gain.
· Help the baby to take the breast by expressing breast milk into the baby's mouth and by positioning the baby so that the baby can easily attach to the breast.
· If the baby refuses to suckle an “empty” breast, find a way to give the baby milk while suckling. For example, use a dropper or attach a tube to one breast and to a cup of milk (or formula) at the other end. (See Figure 11).
· Increase your own fluid intake and nutrition appropriately so that your body has the resources to produce breast milk.

[image: ]
Figure 11: Getting a baby to suckle by using a breastfeeding supplementer



2. The time required for a woman’s breast milk production to increase varies greatly, from days to weeks. If the milk production does not increase within two weeks, refer the mother to an appropriate service provider and/or service delivery point for management.



[bookmark: _Toc350349862]Section 2: Nutrition for Pregnant and Lactating Women
[bookmark: _Toc350349863]2.1 Nutritional Assessment and Dietary Counseling Before and During Pregnancy and Lactation
Care Group: Pregnant and lactating women
[bookmark: _Toc350349864]2.1.1 Definition and Overview
During pregnancy and lactation, women need to increase both the quantity and the quality of the food they consume and take micronutrient supplements to meet their increased nutrient needs. Some of the increased nutrient requirements protect maternal health, while others affect birth outcome and infant health. If the requirements are not met, the consequences can be serious for women and their infants. All pregnant and lactating women, and women of childbearing age who may become pregnant, need nutritional assessment and dietary counseling on food selection, food preparation and supplementation to ensure that they meet their daily nutritional and energy needs.
[bookmark: _Toc350349865]2.1.2 Elements of Care
1. Review/prepare the Women’s Nutrition Assessment Checklist. (Annex C)
2. Review the nutritional needs of pregnant and lactating women. (See information under points 10 through 12, below)
3. Review the woman’s antenatal or postpartum care record.
4. Welcome the woman and introduce yourself.
5. Ask the woman about her obstetrical history, and revise the antenatal and/or postpartum card.
· If she is pregnant, ask about history of anemia and weight gain during previous pregnancies, and history of hemorrhage at delivery.
· If she is breastfeeding, ask about her recent pregnancy and childbirth, particularly any difficulties in childbirth or recovery and about the birth weight of the baby.
· Ask about her feelings about this pregnancy/new baby.
6. Engage the woman in a discussion and ask questions to determine the following. Use Nutrition Checklist. (See Annex C)
Note: If the woman is breastfeeding a baby over 6 months, assess her nutrition and the baby’s feeding in the same session, if it seems advisable.
· The number of meals she consumes each day, and the frequency of missed meals, if any.
· The types and amounts of food she consumes at each meal.
· The kinds of food she likes or dislikes.
· How she has modified her food habits during the pregnancy or lactation, if at all.
· Whether she uses iodized salt.
· Her meal preparation methods.
· Whether she consumes vitamin A-rich foods, and (if she has already delivered), if she received vitamin A supplement within 6–8 weeks of delivery.
· About iron/folate supplementation amount and frequency.
· Whether she consumes tea, coffee or cola; when and how often?
· Whether she consumes milk and/or milk products; when and how often?
7. Ask about the type of work she does at home or outside the home.
8. Assess her general physical condition and nutritional status (height and weight, pregnancy weight gain) and look for signs of anemia (fast breathing, pale lips, and pale palms).
· See Weight Gain Recommendations, below.
	Pre-pregnancy Weight  Category
	Recommended Total Gain

	
	Kilograms
	Pounds

	BMI < 19.8
	12.5-18.0
	28-40

	BMI = 19.8-26.0
	11.5-16.0
	25-35

	BMI > 26.0 – 29.0
	7.0-11.5
	15-25


Table 3: Weight Gain Recommendations for Pregnancy
BMI = body mass index (weight in kg divided by height in meters squared or kg/m2)
(LINKAGES Project, 2004.)
9. Educate and counsel the woman and her husband/other family members, as needed, based on the assessment, considering her socioeconomic situation, drawing on points 10–13.
10. Explain why it is important for women to consume a nutritious diet before and during pregnancy. (See Box 5)
· The time period before pregnancy and between pregnancies provides important opportunities for women to prepare for pregnancy by eating a balanced diet and by taking micronutrient supplements when indicated.
· Women who begin a pregnancy while undernourished are at risk for complications and low-birth-weight babies.
· Micronutrient deficiencies at the start of pregnancy can cause birth defects in the newborn.
· Adequate food intake and a diversified diet that includes fruit, vegetable and animal products throughout the life cycle help to ensure that women enter pregnancy and lactation without deficiencies, and have adequate nutrients during pregnancy and lactation.



	Box 5: Consequences of Maternal Malnutrition
Consequences for maternal health
- Increased risk of maternal complications and death
- Increased risk of infection
- Anemia
- Lethargy and weakness, lower productivity
Consequences for fetal and infant health
- Increased risk of fetal, neonatal and infant death
- Intrauterine growth retardation, low birth weight and prematurity
- Birth defects
- Cretinism
- Brain damage
- Increased risk of infection


 (Adapted from LINKAGES Project, 2004.)
11. Explain pregnant and lactating women’s need to consume extra food. (See Table 4, below)
· When energy and other nutrient intake do not increase, the body’s own reserves are used, leaving the pregnant woman weakened.
· Inadequate weight gain during pregnancy often results in low birth weight, which increases an infant’s risk of dying.
· Energy needs (the amount of calories a woman needs to consume) increase in the second, and particularly the third, trimesters of pregnancy and during lactation.
· As much as possible, extra food intake should not be just staple carbohydrates (e.g., rice or bread) but should contain protein, fat and vitamins/ (e.g., cheese, beans, eggs).
· The recommended amounts of extra food are shown in Table 2 below:
Table 4: Extra Food Intake Requirements During Pregnancy and Lactation
	Period of Pregnancy or Breastfeeding

	Additional Food Needed Each Day


	Second trimester (4th−6th month) One nutritious snack

	One nutritious snack

	Third trimester (7th−9th month

	One additional meal plus one nutritious snack, or three snacks


	First six months of breastfeeding
	One additional meal or two
nutritious snacks


	Examples of nutritious snacks
	Bread with meat, liver, egg, hummous, lebni or cheese; or a combination of any two of the following: pumpkin, carrots, yoghurt and apricots.




12. Explain pregnant and lactating women’s need for extra protein, a diversified diet, and micronutrient supplements
· Pregnant and lactating women need an average of 25 grams more protein per day than do non-pregnant, non-lactating women.
· Pregnant and lactating women need more iron, iodine, vitamin A, folate and other nutrients. Since it is difficult to obtain enough iron, vitamin A and folate through food sources alone, supplements are needed.
· Pregnant and lactating women need a varied diet to consume adequate amounts of micronutrients. Emphasize animal sources of vitamin A and iron.




Table 5: Summary of Increased Nutritional Needs during Pregnancy and Lactation.
	Nutrient
	Non-Pregnant,
Non-Lactating
Woman
	Increase in Pregnancy
	Increase in Lactation

	
	
	First
Trimester
	Second
Trimester
	Third
Trimester
	0–6
Months
	7−12 Months

	Energy
	2000 kcal
	+0 kcal 
	+240 kcal
	+452 kcal
	+500 kcal
	+400 kcal

	Protein
	46 grams
	+25 grams throughout
	+25 grams

	Vitamin A
	2100 IU
	+210 IU throughout
	+1800 IU

	Iron
	18 mg
	+9 mg throughout
	+0 mg

	Folate
	400 μg
	+200 μg throughout
	+100 μg

	Iodine
	150 μg
	+70 μg throughout
	+140 μg

	Calcium
	800 to 1000 mg
	Increase to 1200 mg throughout
	Maintain at 1200 mg

	Zinc
	8 mg
	+3 mg throughout
	+4 mg


(Adapted from LINKAGES Project, 2004)

13. Advice and counsel the woman as needed, to: (See Table 6)
· Increase food quantity and/or diversity. Consume more animal products, more fresh vegetables, and/or more fruits. Consume other nutritious foods, such as chickpeas, lentils, peanuts, taamia, and fool.
· Use fortified foods. These include oils fortified with vitamin A, iron enriched flour (or iron-enriched bread) and other fortified staples.
· Use iodized salt. Make sure the woman knows the difference between iodized and non-iodized salt, and its importance to reduce the risk of babies born with mental retardation. Review local brands of iodized salt and the stores that carry these brands.
· Eat more foods high in iron (e.g., red meat, liver, lentils and spinach), with foods high in vitamin C (e.g., citrus fruits and tomatoes) to enhance absorption of iron.
· Eat whole-grain cereals (particularly bran), unleavened whole grain bread and dried beans in moderation. Although these foods are helpful for fiber and for preventing constipation during pregnancy, they contain phytic acid, which reduces the amount of iron absorbed from other foods.

Table 6: Food Sources of Nutritional Needs during Pregnancy and Lactation
	Nutritional Need
	Sources
	Examples and Amounts

	Diversified
Diet
	Animal foods
	Beef, lamb, chicken, fish, kidney and eggs

	
	Bright orange, yellow and
green leafy vegetables
	Sweet potatoes, carrots, pumpkin, coriander,
garden roca (jarjeer), parsley

	
	Fresh and dried fruit
	Oranges, lemons, tomatoes, apricots, dates, figs, melons and strawberries

	Protein
(Average of
71 grams
per day)
	Animal foods, fish, pulses, legumes
	4 ounces of lean beef, chicken, cooked white fish or lamb = 25 g
1 cup low sodium tuna fish = 25 g
1 egg = 7 g
1 cup cooked lentils, chickpeas = 15–18 g

	Vitamin A
	Liver, eggs, dark orange and yellow fruits and vegetables, dark green vegetables, fortified oils.
	1 chicken liver (20 g) = 3000 IU
1 whole egg = 700 IU
1 whole carrot = 3030 IU
1 cup cooked pumpkin = 4000 IU

	Iron
	Red meats, red organ meats, poultry, fish,
fortified foods, beans, some leafy vegetables
	100 g red meat = 2.5 mg
100 g liver = 4.3 mg
1 cup black beans = 3.6 mg
1 cup lentils = 6.6 mg

	Folate
	Liver, legumes, nuts, green leafy vegetables
	100 g liver = 217 μg
100 g peanuts = 106 μg

	Iodine
	Seafood, iodized salt
	100 g marine fish or shellfish = 80 μg

	Calcium
	Milk, milk products, whole
fish (with bones),
legumes, leafy dark
green vegetables
	1 cup whole milk or yoghurt = 306 mg
1 cup dark leafy green vegetables =
150–300 mg
1 cup chickpeas = 95 mg

	Zinc
	Organ meats, red meats, poultry, whole fish
	100 g liver, kidney = 4.2–6.1 mg
100 g beef = 2.9–4.7 mg
100 g seafood = 0.5–5.2 mg


(Adapted from the Linkages Project, 2004)
· Avoid drinking tea, coffee or cocoa during meals or within two hours of a meal. These drinks contain tannic acid, which decreases iron absorption. If not possible to avoid, consider changing to herbal teas or other drinks, such as hibiscus and tamarind, that are high in vitamin C and do not contain tannic acid.
· Avoid drinking milk or taking milk products during meals or within two hours of a meal. These contain calcium, which decreases iron absorption. (Note: Encourage women to take milk and/or milk products at other times).
· Eat more foods high in natural vitamin A (beta carotene), such as liver and other red organ meats, whole eggs and pumpkin.
· Practice hygienic food preparation.
· Get sufficient rest and gentle exercise. Minimizing heavy work and reducing work hours help energy-deficient women to conserve energy needed for pregnancy and lactation.
14. Use appropriate educational materials to illustrate content. Provide the woman with educational materials, as appropriate.
15. If the woman is planning a pregnancy, already pregnant or breastfeeding, emphasize the importance of regular visits to a health care worker for follow-up.
16. Record information in the antenatal card or medical record.


[image: ]
Figure 12: Eating healthy food is good for both the mother and the baby




[bookmark: _Toc350349866]2.2 Iron and Folic Acid Supplementation for Pregnant Women
---------------------------------------------------------------------------------
Care Group: Pregnant women attending antenatal care
[bookmark: _Toc350349867]2.2.1 Definition and Overview
Adequate intake of iron and folic acid is vital during pregnancy for both the woman and her developing fetus. Though iron and folate deficiency are not the only causes of anemia, they are the most common causes of anemia during pregnancy, because of pregnancy’s increased demand for iron in expanding the woman’s blood volume.
Pregnant women who are anemic are at increased risk of infections, hemorrhage and maternal death, and have less physical and mental stamina. The fetus of an anemic pregnant woman is at increased risk for growth delay (mental and physical), perinatal mortality and birth defects, including neural tube defects such as spina bifida and meningomylocele.
It is difficult to meet the increased requirements for iron and folic acid during pregnancy through food sources alone, particularly if the local diet is limited in red meat, and fresh fruits and vegetables. 
Iron and folic acid supplementation for pregnant women in Iraq prevents iron deficiency anemia (IDA) and ensures a good supply of iron for the fetus. In addition, Palestinian women need counseling on the importance of a diet rich in iron and folic acid (including foods that are fortified in these micronutrients), as well as in the importance of taking iron and folic acid supplements correctly and continually during pregnancy.
About vitamin A supplementation: Although adequate intake of vitamin A (10,000 IU daily or a maximum dose of 25,000 IU weekly after the first trimester of pregnancy) is important during pregnancy, larger doses of vitamin A supplement are teratogenic. Therefore, routine vitamin A supplementation is NOT recommended during pregnancy. Instead, encourage pregnant women to consume increased amounts of foods rich in natural vitamin A or beta carotene, such as orange fruits and vegetables, and dark green vegetables. These foods are safe in any amount during pregnancy. (See Chapter 6 for nutrition counseling details.)
[bookmark: _Toc350349868]2.2.2 Elements of Care
1. Counsel on dietary practices to increase iron and folic acid intake.
· Increase consumption of iron-rich foods (haem iron: meat, chicken, fish, heart, kidney; and non-haem iron: legumes, cereals and dark green leafy vegetables).
· Change meal composition to decrease the intake of the following inhibitors of iron absorption, particularly at the same time as iron-rich foods or iron and folic acid supplements:
· Tannins: coffee, tea, cocoa (drink 1–2 hours after meal)
· Phytates: cereal bran, cereal grains, high-extraction flour
· Calcium: milk and milk products
· If locally available, increase consumption of foods fortified with iron and folate (flours, bread, cereal, milk).
· Increase intake of foods rich in vitamin C (e.g., citrus fruits and juices: oranges, guavas, berries; dark green leafy vegetables, tomatoes and green peppers) to enhance the absorption of iron from non-haem sources.
NOTE: For more details on dietary counseling, see Chapter 6.
2. Prescribe the recommended supplementary iron/folic acid dosages for all pregnant women:
Table 7: Iron/Folic Acid Supplements for Pregnant Women.
	Prevalence of Anemia (Hb <11g/dl) Among Pregnant Women

	Dose
	Duration

	< 40%
	60 mg iron
+ 400 μg folic acid daily
	At least six months in pregnancy (or if started late, extend to postnatal period for a total duration of six months).

	> 40%

	60 mg iron
+ 400 μg folic acid daily
	At least six months in pregnancy, plus continuing to three months postpartum (or a total duration of nine months).


(Adapted from WHO/INACG, 2001)
NOTE: The prevalence of anemia among women in Iraq is 35.5% according to FIHS, 2006/7. However, the prevalence is rise to more than 40%among pregnant woman in certain area (e.g. rural area). Therefore, all pregnant women should follow the six-month protocol.
· If iron supplements containing 400 μg of folic acid are not available, use an iron supplement with a lower level of folic acid.
· If supplementation for six months during pregnancy is not possible (e.g., if women do not come for prenatal care early enough), increase the iron dose to 120 mg/day (usually two tablets) so that a total of 180 tablets are taken during pregnancy.
· Give folic acid supplements to women who are not pregnant, but who are at risk of becoming pregnant or are planning a pregnancy, 400 μg g daily for four months before pregnancy.
· Give each woman at minimum a three-month supply (90 tablets) at one time, provided there is proper counseling and adequate supplies.
NOTE: All primary health centers and maternity homes should have a large enough stock of iron and folate to give each pregnant and each lactating woman at least a three-month supply (90 tablets) at one time.
3. Counsel to improve continuance and compliance with iron/folate supplementation. Discuss or explain to the woman:
· Health impact of iron/folate deficiency and resulting anemia on her health and the health of the developing fetus.
· Importance of taking the supplements continually and not just for a short period of time, like medicine is often consumed. Explain that this is not medication but rather a supplement to the diet, and thus differs from pills that cure illnesses. Because it is not a medicine, but something the body needs, it will not harm the fetus.
· As misconceptions may affect a pregnant woman’s willingness to take supplements, address the following:
· Iron is not medicine, but rather a supplement that is needed to make blood, and will not harm an unborn baby if taken as directed.
· Iron does not increase the baby's birth weight. (It does not cause "large babies.")
· Iron does not increase the amount of blood or cause high blood pressure.
· Take iron/folate supplements with a glass of water or juice, or with fruit containing vitamin C, at night or in-between meals. Remind the woman to avoid iron-absorption inhibitors, such as tea, coffee and colas.
· Remind the woman to avoid milk or milk products with meals and within two hours after meals as calcium is an iron-absorption inhibitor, but encourage her to drink milk and/or take milk products at other times.
· Common side effects of iron/folate supplements include gastric discomfort, nausea, vomiting, diarrhea and constipation.
· If a woman has these side effects, suggest she split the tablets and take a half-tablet at two different times during the day.
· In the early months of pregnancy, it is helpful to take iron/folate tablets later in the day, with food, to avoid making morning sickness worse.
· If slow-release iron is affordable and available, give it to the women who are experiencing side effects to improve compliance. 
· When iron/folate supplements are being taken, the stool will become darker (sometimes almost black). Explain this so that the woman will know to expect it and will not be concerned.
· Keep iron/folate tablets in a cool, dry storage place where they are not exposed to the sun and out of the reach of small children. Return for another supply of tablets BEFORE she runs out of supplies.
· Ask the woman if she has any other questions or concerns. Make sure she understands how and when to take the pills. Remind her when and where to return for her next follow-up visit, and where to obtain iron/folate tablets if she is not being given them at this visit.

4. Monitor compliance of iron/folic acid supplementation.
· During follow-up visits at the clinic, ask about stool color. In addition, ask about side effects, and provide guidance to deal with these and to improve continuance of supplementation.
· The best indicator for compliance is an increase in hemoglobin after the first month of treatment.
· If there is any concern that a pregnant woman is developing serious anemia (increased pallor, fatigue, or if she has had bleeding) or that she is not taking her supplements, re-check her hemoglobin level one month after starting supplementation.
5. Conduct follow-up and referral.
For pregnant women whose hemoglobin levels do not improve after the first month, or whose anemia has worsened or has not improved based on clinical symptoms:
· Be certain that the woman has correctly and consistently taken iron/folate supplements. If she has not, counsel for improved compliance.
· Refer for further investigations, as iron/folate deficiency is not the only cause of anemia.
· If the woman has had persistent vomiting or abdominal pain with iron supplementation, and she has worsening anemia, refer her to an appropriate service provider and/or service delivery point.

[bookmark: _Toc350349869]2.3 Micronutrient Supplementation for Lactating Women
Care Group: Women in the first 6 to12 weeks postpartum during home visits or during postnatal checkups at primary health centers or maternity homes
[bookmark: _Toc350349870]2.3.1 Definition and Overview
Women who are recovering from childbirth and who are breastfeeding have increased needs for micronutrients, including iron, folate and vitamin A. Even in a normal birth, iron is lost with blood during delivery, and replenishing maternal iron stores may take four to six weeks. Preventive iron/folate supplementation is required during the first three months of lactation to ensure adequate iron and folate stores, which are important for maternal immune function.
Vitamin A is a very important micronutrient for the general health of the mother and her baby, especially immediately postpartum and throughout breastfeeding. Lactating women need almost twice as much vitamin A as non-pregnant and non-lactating women. 
[image: ]

Figure 13: Micronutrient supplementation for the mother is important during lactation. 

Women who have deficient stores of vitamin A postpartum are at increased risk of infections and delayed recovery from childbirth. Adequate vitamin A has been linked to decreased maternal mortality. Most infants are born with low stores of vitamin A. It is important that women receive vitamin A postpartum so that their breast milk will have rich vitamin A content. This helps with the infant’s growth and development and protects the baby against childhood illnesses by strengthening the immune system. All mothers should receive a dose of vitamin A as soon as possible after delivery, as well as counseling on the importance of a diet high in iron, folate and vitamin A.
[bookmark: _Toc350349871]2.3.2 Elements of Care
A. IRON/FOLIC ACID SUPPLEMENTATION
1. Counsel on dietary practices to increase iron and folic acid intake.
NOTE: See Chapter 7 for recommendations for pregnant women on increasing dietary intake of iron. The recommendations are the same for lactating women.
2. Prescribe the recommended supplementary iron/folic acid dosages for all lactating women (Table 7).
3. Counsel woman to improve continuance and compliance with iron/folate supplementation.
NOTE: See Chapter 7 for recommendations for pregnant women. The counseling points are the same for lactating women (except for points about the effect of iron supplements on the developing fetus).
4. Conduct follow-up and referral for anemia in lactating women. For postpartum women whose hemoglobin levels are not improving with adequate supplementation or who have clinically worsening anemia:
· Be certain that the woman has correctly and consistently taken iron/folate supplements. If not, counsel for improved compliance.
· Refer for further investigations, as iron/folate deficiency is not the only cause of anemia, particularly for a postpartum woman who had a hemorrhage or who is having continued vaginal bleeding. In some situations, women may need a blood transfusion to increase blood volume.
· If the woman has had persistent vomiting or abdominal pain with iron supplementation, and she has worsening anemia, refer her to an appropriate service provider and/or service delivery point for parenteral iron treatment.
B. VITAMIN A SUPPLEMENTATION POSTPARTUM
1. Give all women one oral dose of 200,000 IU vitamin A as soon as possible after delivery, and no later than six weeks postpartum.
· Give the vitamin A dose at the place of childbirth, at the first home visit at three days, or anytime the woman has contact with a primary health center or maternity home within the first six weeks after delivery. Use one of the following methods:
· Cut open the narrow end, or pierce the 200,000 IU capsule, and squeeze all the contents of the capsule into the woman’s mouth. OR
· Give the capsule to the woman and ask her to swallow it in front of the health worker. OR
· If 200,000 IU capsules are not available, use 2 capsules 100,000 IU each or 4 capsules 50,000 IU each.
· Record the date and dose of vitamin A given on the woman’s health card.
NOTE: Do not give vitamin A after 6 weeks postpartum. This protects the woman in case she becomes pregnant right away, by preventing her from receiving a high dose of vitamin A (which may be teratogenic to the fetus) early in a subsequent pregnancy.
2. Screen for vitamin A deficiency postpartum.
· Ask the woman if she has had night blindness (difficulty seeing at night and requiring some time for her eyes to adjust from bright to dim light).
· If a lactating woman has symptoms of vitamin A deficiency, she should be treated with increased doses of vitamin A. (See Chapter 9)
3. Encourage the woman to eat a diet rich in natural sources of vitamin A, including liver, eggs, and orange and yellow fruits.
· Emphasize the need for animal sources, such as liver and eggs. Although animal sources of vitamin A may be more expensive, they contain higher amounts of bio-available vitamin A. (See Chapter 6 for more details.)
[bookmark: _Toc350349872]
2.4 Management of Nutritional Deficiencies in Pregnant and Lactating Women
Care Group: Pregnant and lactating women
[bookmark: _Toc350349873]2.4.1 Definition and Overview
It is very important to diagnose and treat severe anemia during pregnancy and postpartum. The most common type of anemia among pregnant and lactating women in Iraq is iron deficiency anemia (IDA). IDA is characterized by low iron stores, which result in low hemoglobin and hematocrit levels. During pregnancy, women have an increased demand for iron: blood volume expands quickly, and new red blood cells are needed for the growing fetus. Anemic pregnant women are at increased risk of infections, hemorrhage and maternal death; and their infants are at increased risk for growth delay, birth defects and perinatal mortality.
Screening for anemia is by laboratory assessment of hemoglobin and/or hematocrit levels in circulating blood. When blood testing is not possible, treat anemia based on visual signs of pallor of the conjunctiva, nail beds and palms. All pregnant women should be screened for anemia at their first antenatal care visit and re-screened during the third trimester (at 28 - 36 weeks), when blood volume expands most rapidly. If a woman has a hemorrhage during or after childbirth, she should be screened at one week postpartum. All lactating women who were anemic during pregnancy should be re-screened at four to six weeks postpartum.
This chapter details the treatment for women with anemia at primary care level. Indications of referral to secondary level have then been numerated.
Because Iraq is a high-risk area for vitamin A deficiency (VAD), all pregnant women should also be screened for night blindness at their first antenatal visit, at every antenatal visit during their third trimester and during the postnatal visit. If symptoms of VAD are found, they need to be given appropriate management, whether pregnant or not.
[bookmark: _Toc350349874]2.4.2 Elements of Care
A. SCREENING AND TREATMENT FOR ANEMIA
1. Screen all women for anemia through blood test for hemoglobin or hematocrit levels:
· At the first prenatal visit
· Once between 28 - 36 weeks of pregnancy (Note: Present Ministry of Health policy provides for one screening at 30 weeks and one at 36 weeks)
· In the first week postpartum
· At 4-6 weeks postpartum for women who were anemic during pregnancy or had multiple deliveries
2. Diagnose severe anemia if Hb < 7 g/dl or Hct < 20%, moderate at 7 to 9.5 and mild at > 9.5 to 10.9
3. If blood testing for hemoglobin or hematocrit is not possible, examine the woman’s conjunctiva, nail beds and palms.
· If a woman is significantly anemic, these areas will be much paler than normal. She should also be evaluated for shortness of breath (breathless at rest or respiratory rate >30 breaths per minute).
· These women should be treated for severe anemia.
4. Perform rapid initial assessment of women with anemia. (See Table 8)
Primary health care providers need to be able to recognize women with complications due to anemia and refer immediately if needed. 

Table 8: Rapid Initial Assessment of Severity of Anemia in Pregnant and Lactating Women
	Examine/Question Woman and Determine Whether
	Document and Treat If:
	Refer
IMMEDIATELY If:

	She has a history of vaginal bleeding during pregnancy (or childbirth, if postpartum).
	Yes, but no
longer
bleeding
	Yes, and still
bleeding

	She has any chronic infection, such as
Tb, parasitic infections (malaria, hookworm), HIV.
	No
	Yes

	She has any known blood problems, (thalassemia or sickle cell disease), history of blood in urine or stool or history of bruising and bleeding.
	No
	Yes

	She has symptoms of severe anemia, including weakness, tiredness, shortness of breath at rest, dizziness, fainting or edema.
	No
	Yes

	Her stage of pregnancy is more than 36 weeks.
	No
	Yes



REFER IMMEDIATELY IF THE WOMAN:
· Has a history of vaginal bleeding during the pregnancy, or during childbirth if she is postpartum and she is still bleeding,
· Has any type of chronic infection (e.g., tuberculosis, parasitic infections including malaria or hookworm, HIV),
· Has any blood problems (e.g., thalassemia or sickle cell disease), any history of blood in her urine or stool, or any history of bruising and bleeding,
· Has symptoms of severe anemia (weakness, tiredness, shortness of breath at rest, dizziness or fainting, or edema),
· Is more than 36 weeks pregnant.
· Has severe anemia.
5. Initiate treatment of women with anemia who are stable.
If the woman is stable and has mild/moderate anemia, it is reasonable to initiate treatment in the primary health center or maternity home with regular follow-up.
· Conduct assessment of medical and obstetric history, and food intake. According to the information derived from the history, perform the required laboratory investigations, e.g. stool analysis for parasites, midstream urine analysis and CBC.
· Arrange for a physician to conduct a complete physical examination, as is done at the first antenatal visit or postpartum visit.
· Initiate iron and folate treatment: 120 mg iron + 800 ìg folic acid daily for three months. Give at least a one-month supply of tablets.
· Provide counseling to improve continuance and compliance of iron/folate therapy, as described in Chapter 7.
· Refer the woman to an appropriate community health worker for ongoing nutrition assessment and support.
· Ask the woman to return for evaluation two week after starting iron/folate treatment.
6. Provide follow-up of treated cases of anemia:
· At the two-week visit, review the questions in rapid initial assessment of anemia.
· If a woman’s condition has worsened, REFER IMMEDIATELY.
· If she is stable or improving, review counseling and nutrition. Ask her to come back in two weeks. Be certain that she has enough iron and folate tablets to continue to take the appropriate dose for severe anemia.
· One month after initiating iron/folate therapy, again review the questions in rapid initial assessment of anemia.
· If a woman’s condition is no better, REFER IMMEDIATELY.
· If she is symptomatically improving, test her hemoglobin or hematocrit:
· If there has been no improvement in her hemoglobin, refer the woman for further evaluation.
· If there has been improvement (of at least 1 g/dl of hemoglobin), continue treatment for an additional two months.
· After three months of treatment for anemia, a woman’s iron stores should be replenished. At this time, if she is no longer anemic, initiate for pregnant or lactating women, the preventive regimen of an additional three to six months: 60 mg iron + 400 μg of folate.
· Continue to provide counseling to improve continuance and compliance of iron/folate therapy, as described in Chapter 7.


B. SCREENING AND TREATMENT FOR VITAMIN A DEFICIENCY
For women in high-risk areas for vitamin A deficiency, which includes Iraq, the last trimester of pregnancy is a particularly vulnerable time.
1. Screen women for night blindness during pregnancy and lactation.
· Ask all women at their first antenatal visit if during their PREVIOUS pregnancy they had night blindness (difficulty seeing at night and requiring some time for eyes to adjust from bright to dim light), particularly if the pregnancy was less than three years ago. These women are at higher risk of developing vitamin A deficiency again.
· Ask all pregnant women at every antenatal visit in the last trimester if they are experiencing night blindness.
· Ask all women about night blindness during the postpartum visit.
2. Provide treatment for night blindness for pregnant or breastfeeding women.
· Refer women with night blindness to an ophthalmologist to evaluate for corneal xerophthalmia and provide appropriate treatment.
· Prescribe one of the following doses:
· 5,000 to 10,000 IU vitamin A per day for four weeks OR
· 25,000 IU vitamin A per week for four weeks.
3. Treat corneal xeropthalmia in pregnant or breastfeeding women: Give three doses of high dose vitamin A (200,000 IU).
· High dose vitamin A should be given as follows:
· First dose at diagnosis
· Second dose the day after
· Third dose two weeks later


[bookmark: _Toc350349875]Section 3: Feeding, Nutritional Assessment and Growth Monitoring of Infants and Children
[bookmark: _Toc350349876]3.1 Nutritional Assessment and Complementary Feeding of Babies 6–24 Months
Care Group: Mothers and their breastfed babies 6 to 24 months
[bookmark: _Toc350349877]3.1.1 Definition and Overview
Children are at greatest risk of nutritional deficiency and growth retardation between the ages of 6 and 24 months. Therefore, introducing complementary foods along with breastfeeding is essential. Counsel all mothers to introduce complementary foods for their children at 6 months of age, continuing through age 24 months, while also continuing breastfeeding on demand. Educate the mother and give her educational materials about recommended feeding practices for children aged 6 to 24 months. If the child has already begun to eat complementary foods, assess his/her feeding patterns and overall nutritional status.
Good complementary foods are energy-rich, nutrient-rich, and locally affordable.
Examples in some areas are thick cereal with added oil or milk; fruits, vegetables, pulses, meat, eggs, fish, and milk products.  

[image: ]
Figure 14: Feed infants patiently and slowly, using a bowl or cup
(


[bookmark: _Toc350349878]3.1.2 Elements of Care
1. Check the child’s chart to see if his/her growth monitoring indicators are normal or low.
2. Review/gather the Nutrition Assessment Checklist (Appendix C), client education materials, and nutrition information.
3. Welcome the mother and introduce yourself.
4. If the mother is breastfeeding, praise her and encourage her to continue.
5. Ask if the baby is receiving any other food or drinks. If yes, assess complementary feeding. Use Nutrition Assessment Checklist. Ask questions or engage the mother in conversation about feeding to answer the following:
· Does the infant receive commercially prepared formula or another milk based meal? If so:
· At what age did the infant first begin to receive it?
· How much of this milk does the infant receive in 24 hours?
· What is the frequency, size and content of meals and snacks the infant receives?
· How many meals and snacks does the infant receive in a 24-hour period?
· What types of food are given?
· What is the size of each serving?
· Who prepares the infant’s food? Is it the same person who feeds him/her?
How is food prepared?
· How is the infant fed? (With a bottle, spoon, or something else?) Is he/she fed from his/her own bowl or plate? Does the child feed himself/ herself?
· Does the mother have any problems with or concerns about feeding?
· Dose the mother practice good hygiene? (e.g. washing hands before preparation and eating, serving foods immediately, and using clean utensils) 
· If the infant has recently been sick, how has his or her feeding changed during the illness, if at all?
6. Assess supplementation.
· Does the mother give vitamins A and D or iron to her baby? If yes, how often? Are there any problems?
· Ask about history of anemia.
· Discuss prevention of anemia by giving iron supplements and feeding the child high-iron foods (e.g., red meat, chicken liver, eggs, chicken, dried fruit, lentils, broad beans, leafy green vegetables).
7. If the child is sick, also ask:
· Is there a past history of weight loss?
· Has the child's feeding changed during this illness? If yes, how?
· Is the child on a special diet? If so, what is it?
8. Based on the assessment and any problems or concerns the mother has discussed, counsel the woman, covering points below in steps 11-15 as needed.
9. If the child’s weight is low or very low for his/her age:
· Discuss giving infant foods higher in calories, such as potatoes with olive oil and tahina based food.
· Since these foods are low in nutrients, it is best to combine them with high nutrient foods, such as yoghurt, leafy green vegetables and fruit.
10. Refer any child with very low growth monitoring indicators.
[image: ]
Figure 15: Talk to children during feeding.
(


11. Inform and counsel mothers about recommended complementary feeding frequency, quantity and energy density for breastfed children aged 6 to 24 months.
· Continue frequent, on-demand breastfeeding through age 24 months and beyond, both day and night.
· Introduce complementary feeding at age 6 months, while maintaining frequent breastfeeding.
· Increase food quantity and caloric density (e.g., concentration of protein and fat) as the child gets older.
· 6–12 months: Give pureed, mashed, semi-solids made of cereal and legumes/beans softened with breast milk. Foods should not be watery, even at the beginning. At 9 months, you can introduce finger foods. These include the food that the rest of the family eat but with no spices.
· 12–24 months: Gradually transfer to chopped/mashed versions of the family foods.
· Increase complementary feeding frequency as child gets older, using a combination of meals and snacks. Increase frequency of feedings, from approximately three times a day for babies 6 through 8 months to approximately five or six times a day for babies 12 to 24 months.
· Feed the child with a spoon and cup, not a bottle.
· If a child under 12 months is being given fresh cow’s milk, advise on other breast-milk substitutes. (See chapter 11). Or, if the woman is still breastfeeding, encourage her to continue breastfeeding and reduce other milks, if possible.
· If a woman is considering stopping breastfeeding, counsel her about the benefits of continuing and about how she might continue.




Table 9: Recommended Complementary Feeding Practice of Babies 6 – 24 Months
	
[image: ]6 Months up to 
12 Months






· Breastfeed as often as the child wants.
· Give adequate servings of:
- Rice , Bread
- Legumes (Addas, Mash, Humiss, Lobia)
- Mashed Vegetables, Mashed potatoes, Carrots, Vegetable soup,.
- Meat, , chicken (by the age of 7 months)
- Eggs (egg yolk )(by the age of 9 months)

- 3 times per day if breastfed;
- 5 times per day if not breastfed.
- Start first with fluid diet then semisolid food
	
[image: ]12 Months up to
 2 Years








· Breastfeed as often as the child wants.
· Give adequate servings of:

-Yogurt, Cheese, bread, eggs.
- Meat, chicken, fish.
- Adas, Mash, Humis, Lobia, rice
- Fresh Fruit juice
- Tomato juice  

[image: ]OR family foods 5 times per day. 



(Iraqi IMCI – 2012)
12. Inform and counsel women on feeding a diversified diet.
· Add no more than one new food per meal.
· Diversify the child’s diet by feeding small amounts of different types of foods, including fresh fruits, vegetables, fortified staples and animal products.
· If the baby does not receive animal foods other than milk, add 10-20 grams of fat-rich foods or oil to his/her meals every day (e.g., olive oil or vegetable oil).
· Feed locally available foods that are fortified with iron, zinc and calcium that are appropriate for infants, such as cereals and bread.
· Give foods rich in vitamins A and C every day. This includes well cooked egg yoke and chopped/mashed, dark red meats as well as orange vegetables and fruits (e.g., mango, orange and pumpkin).
· Do not give tea, coffee, colas or other sugared drinks, or other drinks with low nutritive value. Give juice in limited quantities, no more than two servings of up to 60 ml per serving per day for children under 1 year.
[image: ]
Figure 16: Feed children a diversified diet, including animal source foods, fresh fruits and vegetables.

13. Inform and counsel women on feeding responsively and other recommended feeding practices to encourage children to eat.
· Talk to children during feeding.
· Feed slowly and patiently, being sensitive to hunger and satiety cues.
· Minimize distractions during meals. Remember that feeding times, even for the non-breastfed infant, should be times of love and learning.
· Do not force children to eat.
· Practice active (responsive) feeding: Offer favorite foods and encourage eating when the child loses interest or has a depressed appetite.
· Feed the child whenever he/she acts hungry.
· Feed infants directly. Assist older babies when they feed themselves.
· If children refuse many types of foods, experiment with different food combinations, tastes, textures and preparation methods.
· Put child’s servings in his/her own bowl or cup.
14. Counsel the mother on feeding during illness.
· During a child’s illness and for two weeks following illness, give one additional meal every day and breastfeed more often. Sick children need more food to help them fight illness.
· Some sick children eat more if they are given more frequent, smaller meals.
15. Instruct the mother in hygienic food preparation, if needed.
· Wash caregivers’ and children’s hands before food preparation and eating.
· Use clean utensils to prepare and serve the food.
· Use a cup and/or spoon for milk-based meals.
· Avoid feeding bottles because it interferes with breastfeeding and can cause nipple confusion.
· Serve foods immediately after preparation at either room temperature or slightly warmed. Keep foods refrigerated between feedings.
16. Build the mother’s confidence that she can provide all the food the child needs.
· Accept what she thinks and feels.
· Recognize and praise what she and the baby are doing right.
· Give practical help.
· Give information that is of immediate relevance.
· Use simple language.
· Make suggestions instead of giving commands.
17. Listen to the mother’s questions and concerns, and respond.
18. Provide the mother with relevant educational materials, asking her checking questions, to make sure she understands the recommendations you have given.
19. Arrange for the next follow-up visit.
[bookmark: _Toc350349879]
3.2 Nutritional Assessment of Children 2 to 5 Years and Counseling on Feeding
Care Group: Mothers and their children 2 to 5 years old
[bookmark: _Toc350349880]3.2.1 Definition and Overview
Children from 2 to 5 years of age have high needs for micronutrients, especially iron, and they need a nutrient-rich diet that provides the required daily allowances of all micronutrients. All mothers who bring their children aged 2 to 5 to maternal and child health centers or clinics ⎯ either for treatment or for follow -up ⎯ should be assessed and counseled for the feeding patterns of their children.
[bookmark: _Toc350349881]3.2.2 Elements of Care
1. Check the child's charts to see if the child’s growth monitoring indicators are normal, low or very low for his/her age.
2. Review or gather nutrition assessment checklist (Appendix C), client education materials, and nutrition information.
3. Welcome and gently greet the mother and child.
4. Assess the child’s feeding and appetite.
· Ask about the child's age and whether the mother is breastfeeding him/her.
· If she is breastfeeding, encourage her to continue if she and her child would like to.
· Ask about the number of meals and snacks per 24 hours.
· Ask about the quantity and type of foods given to the child during meals and snacks each day (e.g., yoghurt, sweet potatoes, eggs, meat, cheese, fresh fruits).
· Does the child receive his/her own servings on his/her own plate or bowl?
· Who feeds the child? Does the child feed himself/herself?
· Who prepares the meals for the child? How are they prepared?
· If the child is low weight-for-age: how large are the servings at each meal?
5. If the child is sick, also ask:
· Is there a past history of weight loss?
· During this illness, has the child's feeding changed? If yes, how?
· Is the child is on special diet? If so, what is it?
6. Assess supplementation
· Ask about history of anemia.
· Has the child received both vitamin A and D supplements, and iron supplement? When? How often? Any problems?
· Discuss prevention of anemia by giving iron supplement and high-iron foods (e.g., red meat, dried fruit, lentils, leafy green vegetables).
7. Counsel and educate the mother about nutrition or any feeding problems. Advise the mother as needed to:
· Increase food quantity and/or feeding frequency. Give family foods at three meals each day. Also, give nutritious foods two or three times daily between meals, such as:
· Sweet potatoes or fried potatoes
· Bread with eggs, cheese or hummous, and tomatoes or carrots
· Fresh and dried fruit
· Diversify the diet. If the child is not being fed as described in the feeding recommendations, counsel the mother accordingly.
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2 Years
 and Older







· Give family foods at 3 meals each day.
· Also, twice daily, give nutritious food between meals, such as:
- Fried or boiled potatoes.
[image: ]- Bread, eggs, cheese, halawa,  tahenia, dibbis, rashee
- Fruits, dates.
- Cookies.  







Box 6: Recommended feeding practice for children 2 to 5 years.
 


· Give foods rich in iron (e.g., green leafy vegetables, meat, fish, poultry, liver, eggs, dried fruits; legumes such as nuts, dried peas and beans and lentils).
· Give foods that enhance iron absorption, e.g., meat, fish, fermented food (such as pickles); food rich in vitamin C (such as lemon juice). Reduce foods that inhibit iron absorption, e.g., tea, coffee, and phytates (cereal grains, especially bran, high-extraction flour).
· Give smaller, more frequent meals, if the child needs this.
· Prepare meals hygienically. (Provide instructions, if needed.)
· If the mother is bottle-feeding the child, show her how to feed the child with a spoon and a bowl, or cup.
· Feed the child actively:
· Sit with the child and encourage eating.
· Offer favorite foods.
· Feed slowly and patiently.
· Give the child adequate servings in a separate plate or bowl.
8. Build the mother’s confidence that she can provide all the food the child needs.
· Accept what she thinks and feels.
· Recognize and praise what she and the child are doing right.
· Give practical help.
· Give information that is of immediate relevance.
· Use simple language.
· Make suggestions instead of giving commands.
9. If the sick child is not feeding well, advise mother to:
· Breastfeed more frequently and for longer if the child is still breastfeeding.
· Use varied appetizing, favorite foods to encourage the child to eat as much as possible. Offer frequent small feedings.
· Clear a blocked nose if it interferes with feeding.
· Expect that his/her appetite will improve as child gets better.
10.  For children with low or very low weight-for-age:
· If the child is low or very low weight-for-age, discuss foods higher in calories that the mother might give gradually (such as potatoes or rice and hummous). Since these foods are low in nutrients, it is best to combine them with high-nutrient foods (such as yoghurt, green vegetables or fruit).
· Refer the child to the health educator (or nutritionist if one is available). Follow up on any feeding problem in 5 days.
11. If the child is very low weight-for-age, refer to the appropriate service delivery point for evaluation for severe malnutrition.
12.  For a child who has persistent diarrhea:
· Continue breastfeeding (if the woman is still breastfeeding her child).
· Give water that has been boiled and cooled.
· Give oral rehydration solution (ORS) where available.
· Teach the mother how to prepare and give homemade ORS. (See appendix E)
· Give cultured milk products, such as yoghurt.
· Give nutrient-rich solid food, such as those listed above.
· Avoid fats and high-protein foods, which are difficult to digest. Feed dry breads, toast, rice, and easily digested fruits such as bananas and apples.


[bookmark: _Toc350349882]3.3 Growth Monitoring and Management for Gross Malnutrition
Care Group: Infants and children from 1 month to 5 years
[bookmark: _Toc350349883]3.3.1 Introduction and Overview
A child with malnutrition has a higher risk of many types of disease and death. Even children with mild and moderate malnutrition have an increased risk of death. Identifying children with malnutrition and treating them can help prevent many severe diseases and death. Some malnutrition cases can be treated at home. Severe cases need referral to hospital for special feeding, blood transfusion, or specific treatment of a disease contributing to malnutrition (such as tuberculosis). 
There are several causes of malnutrition. One type of malnutrition is protein-energy malnutrition. Protein-energy malnutrition develops when the child is not getting enough energy or protein from his food to meet his nutritional needs. A child who has had frequent illnesses can also develop protein-energy malnutrition. The child's appetite decreases, and the food that the child eats is not used efficiently. When the child has protein-energy malnutrition:

· The child may become severely wasted, a sign of marasmus.
· The child may develop edema, a sign of kwashiorkor.
· The child may not grow well and become stunted (too short).
The current growth-monitoring measurements for young children include weight-for-age (W/A), height/length -for-age (H/A), weight-for-height/length (W/H), body mass index-for-age (BMI/A) and head circumference (used only for infants under 12 months). These measurements are taken at every child health visit and recorded in the chart as indicators of the child’s nutritional status (Annex E).
Children up to 5 years old who are vaccinated or are treated at well-baby clinics, sick-baby clinics and maternity homes should have a measurement of the above growth monitoring indicators and recording of them by a health care worker at every visit.
[bookmark: _Toc350349884]3.3.2 Elements of Care
A. GROWTH MONITORING
1. Prepare to take measurements.
· Identify the sex of child to select the suitable charts.
· Calculate the child's age by subtraction the date of birth from the date of visit.
· If the age less than 3 months record by complete weeks (7 days) 
· If the age between 3 m. & less than 1 year record by complete months (30 days) 
· If the age equal or more than 1 year record by years & complete months.
· Calm the child.
· Make sure that the room environment and temperatures are appropriate for the procedure.
· If the child is wearing heavy outer clothing, ask the mother to help you gently remove the outer clothing and shoes.
· Before examining each child, place a clean tissue paper on the scale's plate.
2. Measure and record the child's weight.
· For infants, babies and young children who are ill or not yet able to stand, use a clean, well-calibrated tabletop baby's scale (mechanical or electronic).
· For children who are able to stand appropriately, use a well-calibrated bath scale.
· Place the child safely and comfortably on the scale.
· Try to limit the child's movement as much as possible using a pleasant manner.
· Record the reading to the nearest 100 grams.
3. Measure and record the height /length.
· For infants, babies and young children who are less than 2 years, measure the length when they are lying down by using a clean, well-calibrated tabletop baby's scale (mechanical or electronic).
· For children 2 years and older who are able to stand appropriately, measure the height use a well-calibrated wall scale.
· Length = Height + 0.7cm.
· Place the child safely and comfortably on the scale.
· Try to limit the child's movement as much as possible using a pleasant manner.
· Record the reading to the nearest 1 centimeter.
4. After taking the measurements:
· Thank the mother and praise the child.
· Clean and recalibrate the scale.
· Help the mother to put on the child’s outer clothes, if they were removed.
5. Calculate the Body Mass Index (BMI) by:
· Using the BMI table (Annex D).
· Using the BMI formula [BMI = Weight (in kilogram)/ Height (in square meter)].
6. Plot the points of child’s weight-for-age, height/length for age, weight for height/length and BMI for age in the corresponding growth charts. Record it on the same charts at each visit so that you can follow the child’s growth and development.
· Locate the point on the corresponding chart as the intersection between horizontal line (x-axis) and vertical line (y-axis) of the related growth chart.
· Compare the points plotted on the child’s growth charts with the Z-score lines to determine whether they indicate a growth problem.
· Let the mother see the location of her child's growth indicators on the charts .
8. Categorize the child’s nutritional status and growth according to the weight-for-age, height for age and weight for height/length, BMI for age readings:
· Perform rapid assessment of nutritional status by interpreting plotted points on growth indicators table (Table 10).
Table 10: Indicators of Growth Problems
		Z - score
	Growth Indicators

	
	Length/Height for Age
	Weight for Age
	Weight for Length/Height
	BMI for Age

	Above 3
	See note 1
	See note 2
	Obese
	Obese

	Above 2
	
	
	Overweight
	Overweight

	Above 1
	
	
	Possible risk of overweight 
(See note 3)
	Possible risk of overweight (See note 3)

	0 (median)
	
	
	
	

	Below -1
	
	
	
	

	Below -2
	Stunted
(See note 4)
	Underweight
	Wasted
	Wasted

	Below -3
	Severely stunted
(See note 4)
	Severely underweight
	Severely wasted
	Severely wasted



1. A child in this range is very tall. Tallness is rarely a problem, unless it is so excessive that it may indicate an endocrine disorder such as growth hormone – producing tumor. Refer a child in this range for assessment if you suspect an endocrine disorder (e.g. if parents of normal height have a child who is excessively tall for his or her age).
2. A child whose weight for age falls in this range may have a growth problem, but this is better assessed from weight for length/height or BMI for age.
3. A plotted point above 1 shows possible risk. A trend towards the 2 z-score line shows definite risk.
4. It is possible for a stunted or severely stunted child to become overweight.
Notes:
*Measurements in the shaded boxes are in the normal range.
# If there was a point plotted on the z-score line, the point was considered within less severe category.
$ All four indicators should be used for the assessment of nutritional status.


(WHO – 2009)
• Perform more detailed checking for each growth indicator separately, by referring to the corresponding chart.






Table 11: Interpretation of Length/ Height for Age Chart 
	Assessment 
	Classification 
	Treatment 

	Length or height for age more than +3 z score 
	Very tall
	· Check the mother & father height 
· Refer to hospital 

	Length or height for age less  than - 3 z score
	Severe stunting
	· Refer to hospital 

	Length or height for age less  than - 2 z score
	Stunting
	· Monitor the growth trend 
· Advise & counsel the mother on feeding 

	Normal range 
	No stunting
	· Assess the feeding for the child 
· Advise & counsel the mother on feeding


(Iraqi IMCI – 2012)


Table 12: Interpretation of Weight for Age Chart 
	Assessment 
	Classification 
	Treatment 

	Weight  for age less  than - 3 z score
	Severe underweight  
	· Prevent low blood sugar 
· Prevent hypothermia 
· URGINT referral to hospital 

	Weight  for age less  than - 2 z score
	Underweight 
	· Assess feeding 
· Advise & counsel the mother on feeding 
· F/UP in 5 days if feeding problem present .
· Advise the mother when to return immediately 
· F/UP after 30 days .

	Normal range 
	Not underweight 
( not low weight )
	· Assess the feeding for the child 
· Advise & counsel the mother on feeding 


(Iraqi IMCI – 2012)


Table 13: Interpretation of Weight for Length/ Height Chart 
	ASSESSMENT 
	CLASSIFICATION 
	TREATMENT 

	· Weight for length or height more than +3 z score 
	Obesity
	· Advise & counsel the mother 
· F/UP after 30 days 
· Do not try to decrease body weight try to keep the weight with the increase in length & age until reach the normal weight 
· Refer to hospital 

	· Weight for length or height more than +2 z score
	Overweight
	· Assess feeding 
· Advise & counsel the mother about feeding according to the mother card 
· Do not try to decrease body weight try to keep the weight with the increase in length & age until reach the normal weight 
· F/UP after 30 days 

	· Weight for length or height more than +1 z score
	Possible risk of overweight
	· Assess feeding 
· Advise & counsel the mother about feeding according to the mother card 
· F/UP after 30 days 

	· Weight for length or height less  than -3 z score
	Severe wasting
	· Give vit –A- 
· Prevent low blood sugar 
· Prevent hypothermia
· URGENT Referral to Hospital (NRC) 

	· Weight for length or height less  than -2 z score
	Wasting
	· Advise & counsel the mother about feeding according to the mother card 
· F/UP in 5 days if feeding problem present 
· Advise the mother when to return immediately 
· F/UP after 30 days 

	Normal range 
	No overweight , no wasting
	· Advise & counsel the mother about feeding according to the mother card



(Iraqi IMCI – 2012)


Table 14: Interpretation of BMI for Age Chart 
	ASSESSMENT 
	CLASSIFICATION 
	TREATMENT 

	· BMI  for age more than +3 z score 
	Obesity
	· Advise & counsel the mother 
· F/UP after 30 days 
· Do not try to decrease body weight try to keep the weight with the increase in length & age until reach the normal weight 
· Refer to hospital 

	· BMI  for age more than +2 z score
	Overweight
	· Assess feeding 
· Advise & counsel the mother about feeding according to the mother card 
· Do not try to decrease body weight try to keep the weight with the increase in length & age until reach the normal weight 
· F/UP after 30 days 

	· BMI  for age more than +1 z score
	Possible risk of overweight
	· Assess feeding 
· Advise & counsel the mother about feeding according to the mother card 
· F/UP after 30 days 

	· BMI  for age less  than -3 z score
	Severe wasting
	· Give vit –A- 
· Prevent low blood sugar 
· Prevent hypothermia
· URGENT Referral to Hospital (NRC) 

	· BMI  for age less than -2 z score
	Wasting
	· Advise & counsel the mother about feeding according to the mother card 
· F/UP in 5 days if feeding problem present 
· Advise the mother when to return immediately 
· F/UP after 30 days 

	Normal range 
	No overweight , no wasting
	· Advise & counsel the mother about feeding according to the mother card 



(Iraqi IMCI – 2012)


9. Interpret trends on growth charts.
· To identify trends in a child growth, look at point for growth indicators plotted at a series of visits. Trends may indicate that a child is growing consistently & well, or they may show that a child has a growth problem, or that a child is “at risk “of a problem & should be reassessed soon.
· Normally growing children follow trends that are, in general, parallel to the median (zero z-score) &other z –score lines. When interpreting growth charts be alert for the following situations:
· A child growth line crosses a z- score line
· If this crossing is towards the median, it is good.
· Nearly parallel to median (slightly above or below the median), this is normal.
· If it is away from the median, this means a growth problem.
· There is a sharp incline or decline in the child’s growth trend.
· If there is increase in weight without increase in height, this means the existence of growth problem.
· If there is increase in weight and height together, this means that there is growth improvement.
· Child with overweight or obese should not download his/her weight but to maintain the current weight constant with increasing height and age until the arrival of normal weight
· The child growth line remains flat (stagnation); i.e. there is no gain in weight and/or height (length) with increase in age.
· This indicates the presence of growth problem, except if the child was overweight or obese
· The trend in BMI for age.
· Normally the indicator of BMI for age does not increase with age
· This indicator can be used to diagnose overweight and obesity which are associated with stunting or severe stunting.
10. Explain to the mother how her child is growing.
11. Set the next appointment.
· Tell the mother the date and time.
· Write down the date and time on the child's card.
11. Record all information on the child’s record.




B. RAPID ASSESSMENT OF MALNUTRITION (VISUAL SCREENING)
Visual screening provides an initial assessment of a child’s growth and development when measuring weight and height is either not possible or there is not enough time. For example, scales and growth-monitoring charts may not available; or the health care worker may be making a home visit, and may encounter a child unexpectedly. See appendix G for definitions and signs of malnutrition related problems.
1. Screen visually for the following signs of malnutrition:
· Anxious, irritable and crying continually (without specific other illness, such as a fever or diarrhea).
· Visible severe wasting, which is defined as severe wasting of the shoulders, arms, buttocks and legs, with ribs easily seen. The child may appear wrinkled like an elderly person. The outline of the ribs may be clearly visible.
· Edema of both feet, which may signal kwashiorkor (low-protein malnutrition). This is recognized by a dent remaining on the skin after pressing the thumb gently for a few seconds on the upper top of each foot. (See Figure 15.) Other signs of protein malnutrition include:
· Thin, silky, sparse and pale hair that falls out easily
· Dry, scaly skin, especially on the arms and legs
- Puffy or “moon” face
[image: ]
Figure 17: Test for edema of both feet by pressing the thumb gently on the top side of each foot.
Edema is present when a dent remains.


2. Screen visually for apparent stunting (short stature for age).
3. Screen visually for other signs of malnutrition and anemia.
· Palmar pallor: Compare the color of the child’s palm with the color of the palms of children who do not have anemia. If the color is very pale, (so light that it almost looks white) the child has severe anemia.
· Pallor in the conjunctiva and nail beds.
· Signs of severe vitamin A deficiency, including night blindness.
· Signs of vitamin D deficiency (or rickets), including bone deformities such as bowing of legs and widening of wrist bones.
4. If any signs of malnutrition are found:
· Immediately give the child an age-appropriate dose of vitamin A. (See Chapter 13, Preventative Supplementation for Infants and Children.)
· If the child is undernourished or moderately malnourished by visual screening, refer the child to the health educator in the primary health center, or maternal and child health center, and follow closely.
· If the child is assessed as severely malnourished by visual screening, refer the child to the hospital for further evaluation and treatment.
· Manage the child according to the protocols for treatment of nutritional deficiencies. (See Chapter 15, Management of Nutritional Deficiencies in Infants and Children).


[bookmark: _Toc350349885]3.4 Management of Micronutrients Deficiencies and Preventive Supplementation in Infants and Children
Care Group: Infants and children 0 months to 5 years
[bookmark: _Toc350349886]3.4.1 Definition and Overview
It is vital that health care workers detect nutritional deficiencies in infants and children, educate and counsel caretakers, and provide supplementation and follow-up for children. Without early detection and appropriate management of nutritional deficiencies, many children will be at risk of death or disability from common diseases, such as pneumonia, measles and diarrhea.
A child whose diet lacks recommended amounts of essential vitamins and minerals can develop malnutrition. The child may not be eating enough of the recommended amounts of specific vitamins (such as vitamin A) or minerals (such as iron).
· Not eating foods that contain vitamin A can result in vitamin A deficiency. A child with vitamin A deficiency is at risk of death from measles and diarrhea. The child is also at risk of blindness.
· Not eating foods rich in iron can lead to iron deficiency and anemia. Anemia is a reduced number of red cells or a reduced amount of hemoglobin in each red cell. A child can also develop anemia as a result of:
1- Infections
2- Kalazar is a disease caused by L. donovani parasite due to invasion of the bone marrow. Kalazar cause anemia due to reduced production of red cell by the bone marrow and red cells destruction in the peripheral blood.
3- Parasite as hookworm or whipworm (which can cause blood loss from the gut and lead to anemia.
4- Hereditary anemia like thalassemia which is due to quantitative defect of HB and sickle cell anemia which include structural abnormality of Haemoglobin.
5- Malaria which can destroy red cells rapidly. Children can develop anemia if they had repeated episodes of malaria or if the malaria was inadequately treated. The anemia may develop slowly. Often, anemia in these children is due to both malnutrition and malaria.
This chapter outlines initial management of children with Micronutrients deficiencies and provides an essential of prophylactic supplementation of them.

[bookmark: _Toc350349887]3.4.2 Elements of Care
A. SCREENING AND TREATMENT OF ANEMIA
1. Screen infants for iron deficiency anemia as follows:



Table 15: IDA Screening Schedule for Infants
	Category of Infant
	Screen at these ages

	Full-term infants with normal birth weight (> 2.5 kg)
	9–12 months

	Premature or low-birth-weight infants (< 2.5 kg)
	2 months and 9-12 months


	Any child whose weight for age is on or below the “Low” or “Very low” lines on the W/A Chart.
	6 months and 9-12 months

	Babies on restricted diets, or who have had extensive blood loss from a wound, accident or surgery.
	6 months



NOTE: Sometimes during an acute illness, the hemoglobin test will not be accurate. The child may be dehydrated, and the hemoglobin will appear higher than it really is. Or, if the child has a virus, the hemoglobin may appear lower than it really is. Follow these children closely and repeat the test in two weeks.
2. Assess For Anemia
· LOOK for palmar pallor and or mucous membrane pallor.
· Pallor is unusual paleness of the skin. It is a sign of anemia. 
· To see if the child has palmar pallor, look at the skin of the child's palm. Hold the child's palm open by grasping it gently from the side. Do not stretch the fingers backwards. This may cause pallor by blocking the blood supply.
· Compare the color of the child's palm with your own palm and with the palms of other children. If the skin of the child's palm is pale, the child has some palmar pallor. If the skin of the palm is very pale or so pale that it looks white, the child has severe palmar pallor.
· Look for mucous membrane pallor, by looking only to the lips without touching it will  look pale.
	
Look for pallor. Is it:
• Severe palmar pallor and/or mucous membrane pallor?
• Some palmar pallor and/or mucous membrane pallor


· When available, perform laboratory blood tests (hemoglobin and/or PCV)

[image: ]

Figure 18: Examination of Palm for anemia
2. Classify ANAEMIA
There are three classifications for a child with anemia (Table 14). They are
· SEVERE ANAEMIA
· ANAEMIA
· NO ANAEMIA
Table 14: Management of Anemia in Children
	Assess
	Classify
	Treat

	• Hemoglobin ˂ 7.0 g/dl
• Hematocrit ˂ 20% 
• Severe palmar pallor AND/ OR
• Severe mucous membrane pallor
	SEVERE ANAEMIA

	· Treat to prevent low blood sugar.
· Refer URGENTLY to hospital.

	• Hemoglobin  7.0 – 11.9 g/dl
• Some palmar pallor AND/ OR
• Some mucous membrane pallor
	ANAEMIA

	· Assess the child’s feeding and counsel the mother on feeding according to the FOOD box on the COUNSEL THE MOTHER chart.
· If feeding problem, follow-up in 5 days.
· Give iron (except if the child has sickle cell anemia or thalassaemia). 
· Advice mother when to return immediately.
· Follow-up in 14 days.

	• Hemoglobin  ≥ 12.0 g/dl
• No palmar pallor AND
• No mucous membrane pallor
	NO ANAEMIA

	· Counsel the mother on feeding.


(Iraqi IMCI – 2012)
3. Treatment of anemia
· Severe anemia:
· If the child has hemoglobin ˂ 7.0 g/dl, hematocrit ˂ 20%, severe palmar pallor and/or sever mucous membrane pallor, classify the child as having SEVERE ANAEMIA.
· A child with SEVER ANAEMIA needs URGENT referral to hospital.
· Anemia:
· If the child has hemoglobin 7.0 – 11.9 g/dl, some palmar pallor and/or some mucous membrane pallor, classify the child as having ANAEMIA.
· Assess the child’s feeding and counsel the mother about feeding her child according to the recommendations in the FOOD box on the COUNSEL THE MOTHER CHART. 
· Treat the child with Iron (Box 7), except if the child has Sickle cell anemia or Thalassemia. If the child is classified as POSSIBLE MALARIA with ANAEMIA, treat malaria then give iron for anemia.
· If the mother does not know, assume the child is not thallassemic or a sicklier & give the iron. If the child has family history of chronic hemolytic anemia , do not give iron & refer for assessment.


Box 7: Management of infant and children with anemia
	
· GIVE IRON
• For treatment of anemia  :Give once or twice  daily for 14 days, then re- assess
• For iron supplementation  : give one dose per week. 
 
	Age OR Weight
	Iron Syrup

	
	

	2 months up to 4 months
(4 - < 6 kg)
	2.5 ml

	4 months up to 12 months
(6 - < 10 kg)
	4 ml

	12 months up to 3 years
(10 - < 14 kg)
	5 ml

	3 years up to 5 years
(14 - 19 kg)
	7.5 ml


Note: The dose is  6 mg of elemental iron  /kg /day  (see the bottle of iron )


(Iraqi IMCI – 2012)

· Give the mother enough iron for 14 days. Tell her to give her child two doses daily for the next 14 days. Ask her to return for more iron in 14 days. Also tell her that the iron may make the child's stools black.
· Tell the mother to keep the iron out of reach of the child. An overdose of iron can be fatal or make the child very ill.
· No anemia:
· If the child has hemoglobin ≥ 12.0 g/dl, no palmar pallor and no mucous membrane pallor, classify the child as having NO ANAEMIA.
· Counsel the mother about feeding her child according to the recommendations in the food box on the COUNSEL THE MOTHER CHART.
4. Provide follow-up of treated cases at two weeks and one month post-treatment.
The purpose of the follow-up visit is to refer children in need of further medical attention, and to ensure compliance.
· At the two-week follow-up, REFER if the child’s condition has clinically worsened (child has breathlessness at rest).
· At the one-month visit, re-test the child’s hemoglobin level.
· If the hemoglobin level is improving, continue treatment for a total of three months.
· If there is no improvement, REFER.
6.  After three months of treatment, give children the preventive supplementation dose.
B. TREATMENT OF INFANTS AND CHILDREN WHO HAVE OR ARE AT RISK FOR VITAMIN A DEFICIENCY
1. Vitamin (A) is given to a child with measles or SEVERE MALNUTRITION. Vitamin (A) helps resist the measles virus infection in the eye as well as in the mucous membranes that line the lung, gut, mouth and throat. It may also help the immune system to prevent other infections. Corneal clouding, a sign of vitamin A deficiency, can progress to blindness if vitamin A is not given.
2. At each contact with a sick or malnourished child, check for the signs listed below. Diagnose a child as having or being at risk for vitamin A deficiency if he/she has:
· Symptoms of night blindness
· Measles
· Diarrhea or pneumonia lasting more than one week
· Moderate or severe malnutrition (if the child’s growth curve is in the low or Very Low area of the W/A Chart)



















Box 8: Management of infant and children who have or are at risk for vitamin A deficiency 
	· GIVE VITAMIN A
• Give vitamin A with Measles vaccine at 9 months 100000) I.U, and with first Booster dose of quadruple vaccine + oral polio at 18 months  Capsule of 200000 i.u )   
• For Measles give two doses.  
· Give the first dose in clinic.
· Give mother one dose to give at home the next day.
• For severe Malnutrition, give on dose of vitamin A before referral to hospital.

	Age
	Vitamin A drops
	Vitamin A capsules

	
	
	200000 I.U
	100000 I.U
	50000 I.U

	Up to 6 months
	Drops 50000 I.U
	
	
	1 capsule

	6 months up to 12 months
	Drops 100000 I.U
	1/2 capsule
	1 capsule
	2 capsule

	12 months up to 5 years
	Drops 200000 I.U
	1 capsule
	2 capsule
	4 capsule





(Iraqi IMCI – 2012)

2. Instructions for vaccination and vitamin (A) doses supplementation:
· Before giving any dose, you should verify that the child is not given a dose of preventive or therapeutic vitamin (A) in the previous four months.
· Identify the age of the child from the age field within the registration form.
· Determine the vaccination and vitamin (A) doses received by the child through:
· Seeing the vaccination card or health card of the child.
· Asking the mother on the vaccination. 
· Place right mark (√) in front of all vaccinations and vitamin (A) doses received by the child in the vaccine portion of the registration form.
· Put a circle around the vaccination and vitamin (A) doses owed to this day.
· Give the child the vaccination and owed dose of vitamin (A) on the same day or in the nearest vaccination session.
· The next vaccination appointment for child who completed the owed dose should be determined and recording of that date in the registration form.
· Giving vitamin A supplementation with immunization will prevent vitamin A deficiency.
3. Instruction on mode of administration of vitamin A
· Vitamin A is available in capsule and drops. Use the child's age to determine the dose.
· A child with measles should receive 2 doses. Give the first dose to the child in clinic. Give the second dose to the mother to give her child the next day at home.
· For severe complicated measles and severe malnutrition, give one dose as pre-referral treatment in the clinic.
· If the vitamin A in your clinic is in capsule form, make sure the child swallows it whole. If the child is not able to swallow a whole capsule or needs only a half capsule, open the capsule. Tear off or cut across the nipple with a clean instrument (surgical blade, razor blade, scissors or sharp knife). If the vitamin A capsule does not have a nipple, pierce the capsule with a needle.
· If vitamin A drops are available, give it to mother according to treatment instruction.
· If the amount of vitamin A needed is less than (a whole capsule) discard the extra dose and squeeze the rest of capsule into the mouth of the baby.
[image: ]
Figure 19: Proper way of Vitamin A administration
- Squirt the Vitamin (A) liquid into the child's open mouth.
- Make sure that the child swallows all of the liquid. Do not let the child spit it out.


3. Refer children who are not improving or who show any signs of xeropthalmia such as drying and damage to the cornea because of vitamin A deficiency.
4. Provide health education and nutritional counseling to the caregivers. If one child in a family has vitamin A deficiency, it is likely that other children in the same family, who share the same food sources, are also at risk. (See chapters 10 and 12).
C. VITAMIN D SUPPLEMENTATION
1. A supplement of 400 IU per day of vitamin D is recommended for all breastfed infants.
· While breastfeeding is the recommended method of infant feeding, breast milk alone does not provide infants with an adequate intake of vitamin D. 
· Human milk typically contains a vitamin D concentration of 25 IU per liter or less. Therefore, a supplement of 400 IU per day of vitamin D is recommended for all breastfed infants. Adequate amounts of vitamin D can be achieved by currently available multivitamin products containing 400 IU of vitamin D per mL or the newly available preparations that contain 400 IU/mL vitamin D alone without other vitamins.
· If an infant is weaned to vitamin-D fortified infant formula (consuming at least 1000 mL per day) or a child one year of age or older is weaned to vitamin-D fortified milk, then further supplementation is not necessary.
[bookmark: _Toc350349888]
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[bookmark: _Toc350349890]Annex A: Summary of International Code of Marketing of Breast milk Substitutes
1. Aim: The Code aims to protect and promote breastfeeding by ensuring appropriate marketing and distribution of breast milk substitutes. 
2. Scope: The Code applies to breast milk substitutes, when marketed or otherwise represented as a partial or total replacement for breast milk. These breast milk substitutes can include food and beverages such as: 
• infant formula 		• other milk products	• cereals for infants
• cereals for infants 	• baby teas and juices	• follow-up milks.
The Code also applies to feeding bottles and teats. Some countries have expanded the scope of the Code to include foods or liquids used as breast milk substitutes and pacifiers. 
3. Advertising: No advertising of above products to the public. 
4. Samples: No free samples to mothers, their families or health workers. 
5. Health care facilities: No promotion of products, i.e. no product displays, posters or distribution of promotional materials. No use of mother craft nurses or similar company-paid personnel. 
6. Health workers: No gifts or samples to health workers. Product information must be factual and scientific. 
7. Supplies: No free or low-cost supplies of breast milk substitutes to any part of the health care system. 
8. Information: Information and educational materials must explain the benefits of breastfeeding, the health hazards associated with bottle feeding, and the costs of using infant formula. 
9. Labels: Product labels must clearly state the superiority of breastfeeding, the need for the advice of a health worker and a warning about health hazards. No pictures of infants, or other pictures or text idealizing the use of infant formula. 
10. Products: Unsuitable products, such as sweetened condensed milk, should not be promoted for babies. All products should be of a high quality (Codex Alimentarius standards), have expiration dates, and take account of the climatic and storage conditions of the country where they are used.  


[bookmark: _Toc350349891]Annex B: Breastfeeding Observation Job Aid
Mother’s Name: _________________		Date: _____________________
Child’s Name: ___________________	Age of Baby: ______________
Instructions: Use this form to facilitate breastfeeding observations. Put a check in the box to indicate whether the item was observed.
Note: Indicators in [brackets] refer only to observations of newborns.
	Signs that Breastfeeding is Going Well  
	Signs of Possible Difficulty

	General

	Mother :

	
	Mother looks healthy
	
	Mother looks ill or depressed

	
	Mother relaxed and comfortable
	
	Mother looks tense and uncomfortable

	
	Signs of bonding between mother and baby
	
	No mother/baby eye contact

	
	[Baby’s bottom supported]
	
	[Only shoulder or head supported]

	Baby:

	
	Baby looks healthy
	
	Baby looks sleepy or ill

	
	Baby calm and relaxed
	
	Baby is restless or crying

	
	Baby reaches or roots for breast if hungry
	
	Baby does not reach or root

	Breast

	
	Breasts look healthy
	
	Breasts look red, swollen, or sore

	
	No pain or discomfort
	
	Breast or nipple painful

	
	Breast well supported with fingers away from nipple
	
	Breasts held with fingers on areola

	
	Nipple stands out, protractile
	
	Nipple flat, not protractile

	Baby’s Position

	
	Baby’s head and body in line
	
	Baby’s neck and head twisted to feed

	
	Baby held close to mother’s body
	
	Baby not held close

	
	Baby’s whole body supported
	
	Baby supported by head and neck

	
	Baby approaches breast, nose opposite nipple
	
	Baby approaches breast, lower lip to nipple


	


	
	Baby’s Attachment

	
	More areola seen above baby’s top lip
	
	More areola seen below bottom lip

	
	Baby’s mouth open wide
	
	Baby’s mouth not open wide

	
	Lower lip turned outwards
	
	Lips pointing forward or turned in

	
	Baby’s chin touches breast
	
	Baby’s chin not touching breast

	Suckling

	
	Slow, deep sucks with pauses
	
	Rapid shallow sucks

	
	Cheeks round when suckling
	
	Cheeks pulled in when suckling

	
	Baby releases breast when finished
	
	Mother takes baby off the breast

	
	Mother notices signs of oxytocin reflex
	
	No signs of oxytocin reflex noticed

	Notes:


(Adapted from: WHO, 2009)





[bookmark: _Toc350349892]Annex C: Nutrition Assessment Checklist
· Children Under 5 Years
	I. General Principles 

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Greet the mother 
	
	
	

	2. Ask on the purpose of the visit  
	
	
	

	3. Explain your plan of action 
	
	
	

	4. Explain the importance of having a good nutritional  Knowledge  and practice on child health 
	
	
	

	5. Correctly weighing the child
	
	
	

	6. Correctly identify the point to plot on growth monitoring chart 
	
	
	

	7. Tell the mother whether her child has gained, lost weight, or stayed the same since last weighing
	
	
	


	
	II. Children within first 6 months of life

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1.Ask about type of feeding (breast, bottle, or mixed)
	
	
	

	2. Explain the benefit of breast feeding
	
	
	

	3. If breast feeding:
· Praise the mother and ask about any problem that encountered 
· Demonstrate the process of feeding and correct any wrong practice
	
	
	

	4. If other than exclusive breast feeding:
· Identify the cause that prevent  breast feeding
· Advise the woman and try to correct wrong believes 
	
	
	

	5. Time spent in suckling
· Baby suckled for ~______total minutes
· Baby feeds for ~________time per day/night
	
	
	


	
	III. Children older than 6 months
(* Applies to child between 6 – 24 months only)

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Frequent, on-demand breastfeeding*
	
	
	

	2.  Foods introduced at 6 months*
	
	
	

	3. Taking adequate energy-dense foods for child’s age (with examples)    
	
	
	

	4. Adequate feeding frequency:
· 6 - 8 months:                3 x daily
· 9 - 11 months:              4 x daily
· 12 - 24 months:            5 x daily
· 2 – 5 years:          (3 meals + 2-3 snacks)
	
	
	

	5. Appropriate foods for age
	
	
	

	6. Feeds child from his/her own cup or bowl
	
	
	

	7.  Diversified diet and supplements:
· A. Vitamin A rich foods daily
· B. Meat, poultry or fish daily
· C. Use iodized salt
· D. Fresh fruits and vegetables daily
· E. Vitamin D and iron supplements daily*
· F. Recommended vitamin A dosage*
	
	
	

	8. Make recommendations on how to feed child actively (e.g. assists feeding, uses favorite foods, feeds patiently, etc.)
	
	
	

	9. Increases fluids and breast feeding during/after illness
	
	
	

	10. Practice good hygiene (e.g. wash hands before preparation or eating, using clean utensils)
	
	
	



	IV. Final Notes

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Asks the mother if she has any question
	
	
	

	2.  Determines the date of next visit
	
	
	

	3. Thanks the mother    
	
	
	

	Additional notes:






· Pregnant and Lactating Women
	I. General Principles 

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Greets the woman 
	
	
	

	2. Asks on the purpose of the visit  
	
	
	

	3. Explains your plan of action 
	
	
	

	4. Explains the importance of having a good nutritional  Knowledge  and practice on woman health 
	
	
	



	II. Pregnant Women

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Determine the period of time from delivery
	
	
	

	2. Ask the woman about her original weight before pregnancy 
	
	
	

	3.  Correctly weighing the mother
	
	
	

	4. Record the woman’s weight in her file 
	
	
	

	5. Tell the mother whether she has gained appropriate weight according  to her gestational age and original weight
	
	
	

	6. Taking adequate extra amount of energy-dense foods according to gestational age (with examples)    
	
	
	

	7. Determine any problem that prevent proper feeding (e.g. hyperemesis gravidarum)
	
	
	

	8.   Diversified diet and supplements:
· A. Vitamin A rich foods daily
· B. Meat, poultry or fish daily
· C. Use iodized salt
· D. Fresh fruits and vegetables daily
· E. Adequate amount of water and other fluids
· F. Follate/iron supplementation for 6 months
	
	
	

	9.   Reduce the consumption of tea, coffee, and soft drinks
	
	
	

	10. Practice healthy lifestyle habits (e.g. light exercise, smoking cessation, avoidance of drugs, etc.) 
	
	
	



	II. Lactating Woman

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Determine the gestational age
	
	
	

	2. Ask the woman about her original weight before pregnancy 
	
	
	

	3.  Correctly weighing the woman
	
	
	

	4. Record the woman’s weight in her file 
	
	
	

	5. Tell the mother whether she has returned or not to her original weight before pregnancy
	
	
	

	6. Taking adequate extra amount of energy-dense foods according to time in months from delivery (with examples)    
	
	
	

	7. Determine any problem prevent proper feeding (e.g. postpartum blue)
	
	
	

	8.   Diversified diet and supplements:
· A. Vitamin A rich foods daily
· B. Meat, poultry or fish daily
· C. Use iodized salt
· D. Fresh fruits and vegetables daily
· E. Adequate amount of water and other fluids
· F. Follate/iron supplementation for 6 months
	
	
	

	9.   Reduce the consumption of tea, coffee, and soft drinks
	
	
	

	10. Practice healthy lifestyle habits (e.g. light exercise, smoking cessation, avoidance of drugs, etc.) 
	
	
	



	IV. Final Notes

	Topic
	Achieved
	Comments

	
	Yes
	No
	

	1. Asks the woman if she has any question
	
	
	

	2.  Determines the date of next visit
	
	
	

	3. Thanks the woman    
	
	
	

	Additional notes: 
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[bookmark: _Toc350349894]Annex E: Growth Monitoring Charts
· Weight-for-age BOYS: Birth to 6 months (z-score)
· Weight-for-age BOYS: 6 months to 2 years (z-score)
· Weight-for-age BOYS: 2 to 5 years (z-score)
· Weight-for-age GIRLS: Birth to 6 months (z-score)
· Weight-for-age GIRLS: 6 months to 2 years (z-score)
· Weight-for-age GIRLS: 2 to 5 years (z-score)
· Length-for-age BOYS: Birth to 6 months (z-score)
· Length-for-age BOYS: 6 months to 2 years (z-score)
· Height-for-age BOYS: 2 to 5 years (z-score)
· Length-for-age GIRLS: Birth to 6 months (z-score)
· Length-for-age GIRLS: 6 months to 2 years (z-score)
· Height-for-age GIRLS: 2 to 5 years (z-score)
· Weight-for-length BOYS: Birth to 2 years (z-score)
· Weight-for-height BOYS: 2 to 5 years (z-score)
· Weight-for-length GIRLS: Birth to 2 years (z-score)
· Weight-for-height GIRLS: 2 to 5 years (z-score)
· BMI-for-age BOYS: Birth to 2 years (z-score)
· BMI-for-age BOYS: 2 to 5 years (z-score)
· BMI-for-age GIRLS: Birth to 2 years (z-score)
· BMI-for-age GIRLS: 2 to 5 years (z-score)
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59 28 3.1 3.5 3.8 4.2 45 4.9 52 56 5.9 6.3 6.6 7.0 73 7.7 8.0 8.4 8.7 9.1 59
60 29 3.2 3.6 4.0 43 4.7 5.0 54 58 6.1 6.5 6.8 7.2 76 79 83 8.6 9.0 94 60
61 3.0 33 3.7 4.1 45 48 52 56 6.0 6.3 6.7 71 74 7.8 8.2 8.6 8.9 93 9.7 61
62 3.1 35 38 42 46 5.0 54 5.8 6.2 6.5 6.9 73 7.7 8.1 85 88 9.2 9.6 | 100| 62
63 3.2 3.6 40 4.4 48 52 56 6.0 6.4 6.7 71 75 7.9 8.3 8.7 9.1 9.5 9.9 10.3 63
64 33 3.7 4.1 45 49 53 57 6.1 6.6 7.0 74 78 8.2 8.6 9.0 9.4 98 | 102 ]| 106 | 64
65 3.4 3.8 4.2 46 5.1 55 59 6.3 6.8 7.2 76 8.0 85 8.9 9.3 9.7 10.1 | 106 | 11.0 65
66 3.5 39 44 48 52 57 6.1 6.5 7.0 74 78 8.3 8.7 9.1 96 | 100] 105] 10.9| 11.3| 66
67 3.6 4.0 45 49 54 58 6.3 6.7 7.2 7.6 8.1 8.5 9.0 9.4 9.9 [103]108] 11.2| 11.7 | 67
68 3.7 42 46 51 55 6.0 6.5 6.9 74 79 8.3 8.8 9.2 97 | 102|106 11.1]| 116 | 120| 68
69 3.8 43 48 5.2 57 6.2 6.7 71 7.6 8.1 8.6 9.0 95 | 100[ 105] 110 114 ]| 119 | 124 69
70 39 44 4.9 54 59 6.4 6.9 74 7.8 8.3 8.8 9.3 98 | 103|108 11.3] 118 123|127 70
71 4.0 4.5 5.0 55 6.0 6.6 71 76 8.1 8.6 9.1 9.6 10.1] 106 | 11.1]| 116 | 12.1 | 126 [ 13.1 71
72 4.1 4.7 5.2 5.7 6.2 6.7 73 7.8 8.3 8.8 9.3 98 | 104]109]114]|119)124|13.0|/135] 72
73 43 48 53 59 6.4 6.9 75 8.0 8.5 9.1 9.6 101] 107 | 112|117 ] 123 | 128 ] 133 | 139 73
74 44 49 55 6.0 6.6 71 1.7 8.2 88 9.3 99 | 104|110 115] 120 126 | 13.1 | 13.7 | 14.2 74
75 4.5 5.1 5.6 6.2 6.8 7.3 7.9 8.4 9.0 9.6 10.1 107 ) 113 | 118 ]| 124 | 129 | 13.5 | 14.1 14.6 75
76 46 52 58 6.4 6.9 75 8.1 8.7 9.2 98 | 104 110)| 116 121|127 ]| 133 | 139 | 144 | 150 76
77 4.7 53 59 6.5 71 7.7 8.3 8.9 9.5 10.1] 10.7 | 113 [ 119] 125]| 13.0| 136 | 142 | 148 | 154 77
78 4.9 55 6.1 6.7 7.3 79 85 9.1 97 |103)110)]| 116]| 122)| 128 134 | 140 146 | 152 )| 158 | 78
79 5.0 56 6.2 6.9 7.5 8.1 8.7 9.4 100] 106 112 ] 119]| 125 13.1 | 13.7 | 144 | 150 ] 156 | 16.2 79
80 5.1 5.8 6.4 7.0 £ 83 9.0 96 | 102109 115]122| 128|134 | 141|147 ]| 154 | 16.0| 166 | 80
81 52 59 6.6 7.2 7.9 8.5 9.2 9.8 105 112|118 125] 131 | 138 | 144 | 151 | 157 | 164 | 17.1 81
82 54 6.1 6.7 74 8.1 8.7 94 | 101]108]114]|121]|128)|134|141]|148|155) 16.1| 168 | 17.5| 82
83 55 6.2 6.9 76 8.3 9.0 96 | 103 11.0] 11.7]| 124 ]| 13.1]| 138 | 145 152 | 158 | 165]| 172 ]| 179 | 83
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tor Body Mass Index (BMI) Lor
(cm) 8 9 10 1 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 | (cm)
42 14 16 18 19 21 23 25 26 28 3.0 32 34 3.5 37 3.9 4.1 42 44 46 42
43 15 1.7 1.8 2.0 22 24 2.6 2.8 3.0 3.1 3.3 3.5 3.7 3.9 4.1 43 4.4 46 48 43
44 15 Lr 19 24 23 285 27 29 3.1 3.3 35 3.7 3.9 4.1 43 45 46 48 5.0 44
45 1.6 18 2.0 22 24 26 2.8 3.0 3.2 34 3.6 3.8 41 43 45 47 49 51 53 45
46 1.7 1.9 9 23 25 28 3.0 32 34 36 38 4.0 4.2 4.4 4.7 4.9 5.1 53 55 46
47 18 2.0 22 24 2.7 29 3.1 3.3 3.5 3.8 4.0 4.2 44 46 49 5.1 53 55 57 47
48 1.8 2.1 23 25 28 3.0 3.2 3.5 3.7 3.9 4.1 4.4 46 4.8 5.1 53 55 58 6.0 48
49 19 2.2 24 26 29 3.1 3.4 3.6 3.8 4.1 43 46 48 5.0 53 55 58 6.0 6.2 49
50 20 23 25 28 3.0 33 35 3.8 4.0 43 45 48 5.0 53 55 5.8 6.0 6.3 6.5 50
51 2.1 23 26 29 3.1 34 3.6 3.9 4.2 4.4 4.7 49 52 55 57 6.0 6.2 6.5 6.8 51
52 22 24 27 3.0 3.2 35 38 4.1 4.3 46 49 5.1 54 57 5.9 6.2 6.5 6.8 7.0 52
53 22 25 28 3.1 34 3.7 3.9 4.2 4.5 4.8 51 53 56 59 6.2 6.5 6.7 7.0 73 53
54 23 26 29 3.2 35 38 4.1 44 4.7 5.0 52 55 58 6.1 6.4 6.7 7.0 73 76 54
55 24 2.7 3.0 33 3.6 39 4.2 45 4.8 5.1 54 5.7 6.1 6.4 6.7 7.0 7.3 76 79 55
56 25 28 3.1 3.4 38 4.1 44 47 50 53 56 6.0 6.3 6.6 6.9 7.2 7.5 7.8 82 56
57 26 29 3.2 36 39 4.2 4.5 49 52 5.5 58 6.2 6.5 6.8 71 7.5 7.8 8.1 8.4 57
58 2.7, 3.0 34 3.7 4.0 44 47 5.0 54 57 6.1 6.4 6.7 71 74 7.7 8.1 84 8.7 58
59 28 3.1 3.5 3.8 4.2 45 4.9 52 56 5.9 6.3 6.6 7.0 73 7.7 8.0 8.4 8.7 9.1 59
60 29 3.2 3.6 4.0 43 4.7 5.0 54 58 6.1 6.5 6.8 7.2 76 79 83 8.6 9.0 94 60
61 3.0 33 3.7 4.1 45 48 52 56 6.0 6.3 6.7 71 74 7.8 8.2 8.6 8.9 93 9.7 61
62 3.1 35 38 42 46 5.0 54 5.8 6.2 6.5 6.9 73 7.7 8.1 85 88 9.2 9.6 | 100| 62
63 3.2 3.6 40 4.4 48 52 56 6.0 6.4 6.7 71 75 7.9 8.3 8.7 9.1 9.5 9.9 10.3 63
64 33 3.7 4.1 45 49 53 57 6.1 6.6 7.0 74 78 8.2 8.6 9.0 9.4 98 | 102 ]| 106 | 64
65 3.4 3.8 4.2 46 5.1 55 59 6.3 6.8 7.2 76 8.0 85 8.9 9.3 9.7 10.1 | 106 | 11.0 65
66 3.5 39 44 48 52 57 6.1 6.5 7.0 74 78 8.3 8.7 9.1 96 | 100] 105] 10.9| 11.3| 66
67 3.6 4.0 45 49 54 58 6.3 6.7 7.2 7.6 8.1 8.5 9.0 9.4 9.9 [103]108] 11.2| 11.7 | 67
68 3.7 42 46 51 55 6.0 6.5 6.9 74 79 8.3 8.8 9.2 97 | 102|106 11.1]| 116 | 120| 68
69 3.8 43 48 5.2 57 6.2 6.7 71 7.6 8.1 8.6 9.0 95 | 100[ 105] 110 114 ]| 119 | 124 69
70 39 44 4.9 54 59 6.4 6.9 74 7.8 8.3 8.8 9.3 98 | 103|108 11.3] 118 123|127 70
71 4.0 4.5 5.0 55 6.0 6.6 71 76 8.1 8.6 9.1 9.6 10.1] 106 | 11.1]| 116 | 12.1 | 126 [ 13.1 71
72 4.1 4.7 5.2 5.7 6.2 6.7 73 7.8 8.3 8.8 9.3 98 | 104]109]114]|119)124|13.0|/135] 72
73 43 48 53 59 6.4 6.9 75 8.0 8.5 9.1 9.6 101] 107 | 112|117 ] 123 | 128 ] 133 | 139 73
74 44 49 55 6.0 6.6 71 1.7 8.2 88 9.3 99 | 104|110 115] 120 126 | 13.1 | 13.7 | 14.2 74
75 4.5 5.1 5.6 6.2 6.8 7.3 7.9 8.4 9.0 9.6 10.1 107 ) 113 | 118 ]| 124 | 129 | 13.5 | 14.1 14.6 75
76 46 52 58 6.4 6.9 75 8.1 8.7 9.2 98 | 104 110)| 116 121|127 ]| 133 | 139 | 144 | 150 76
77 4.7 53 59 6.5 71 7.7 8.3 8.9 9.5 10.1] 10.7 | 113 [ 119] 125]| 13.0| 136 | 142 | 148 | 154 77
78 4.9 55 6.1 6.7 7.3 79 85 9.1 97 |103)110)]| 116]| 122)| 128 134 | 140 146 | 152 )| 158 | 78
79 5.0 56 6.2 6.9 7.5 8.1 8.7 9.4 100] 106 112 ] 119]| 125 13.1 | 13.7 | 144 | 150 ] 156 | 16.2 79
80 5.1 5.8 6.4 7.0 £ 83 9.0 96 | 102109 115]122| 128|134 | 141|147 ]| 154 | 16.0| 166 | 80
81 52 59 6.6 7.2 7.9 8.5 9.2 9.8 105 112|118 125] 131 | 138 | 144 | 151 | 157 | 164 | 17.1 81
82 54 6.1 6.7 74 8.1 8.7 94 | 101]108]114]|121]|128)|134|141]|148|155) 16.1| 168 | 17.5| 82
83 55 6.2 6.9 76 8.3 9.0 96 | 103 11.0] 11.7]| 124 ]| 13.1]| 138 | 145 152 | 158 | 165]| 172 ]| 179 | 83
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L o Body Mass Index (BMI) E W
(cm)| 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 | (cm)
84 5.6 6.4 71 7.8 8.5 9.2 99 | 106 11.3| 12.0| 12.7 | 134 | 14.1 [ 148 155|162 | 169 | 176 | 183 | 84
85 58 6.5 7.2 79 8.7 9.4 10.1| 108 | 116] 12.3]| 13.0| 13.7| 145]| 152 | 159 | 16.6 | 1773 | 18.1 | 18.8 85
86 5.9 6.7 74 8.1 8.9 96 | 104 | 11.1]11.8]|126] 13.3| 14.1| 148|155 16.3| 17.0| 178|185 19.2| 86
87 6.1 6.8 76 8.3 9.1 98 | 106 11.4 | 121 | 129| 136 | 144 | 151 | 159 16.7 | 174 | 182 ]| 189 ]| 19.7 | 87
88 6.2 7.0 E 8.5 93 | 101 108 116| 124]13.2]|13.9]| 147|155 163 | 170|178 | 18.6 | 19.4 | 20.1 88
89 6.3 71 7.9 8.7 9.5 10.3 | 11.1 [ 119] 127 135] 143 | 15.0| 158 | 166 | 174 | 18.2]| 19.0| 19.8 | 206 | 89
90 6.5 7.3 8.1 8.9 97 | 105] 113|122 130 138 146 | 154 | 16.2| 170| 17.8| 186 194 | 203 | 21.1| 90
91 6.6 7.5 8.3 9.1 9.9 10.8 | 116|124 ] 132 14.1| 149 157 | 166 | 174 ]| 18.2| 19.0| 19.9] 207 | 215]| 91
92 6.8 76 8.5 93 | 102 11.0] 118|127 ]| 135 144 | 152 | 16.1]| 169 | 178 | 18.6 | 19.5| 203 | 21.2| 22.0| 92
93 6.9 7.8 8.6 95 | 104|112 121 13.0f 138 | 14.7| 156 | 164 | 173 | 18.2| 19.0| 199 | 208 | 21.6 | 22.5 93
94 73 8.0 8.8 97 | 106 115|124 ]| 133 | 14.1| 150]| 15.9| 16.8| 17.7| 186 | 19.4 | 203 | 21.2| 221 | 23.0| 94
95 7.2 8.1 9.0 99 [ 108]11.7] 126 135 144 | 153 ]| 16.2| 17.1| 18.1 | 19.0| 19.9]| 208 | 217 | 226 | 235| 95
96 74 8.3 92 | 10.1)11.1]| 120 129 138| 14.7| 157 | 166 | 175| 184 | 19.4 | 203 | 21.2| 221 23.0| 240| 96
97 75 85 9.4 10.3 | 11.3] 122 132 | 141 | 151 | 16.0| 16.9] 17.9]| 18.8| 19.8 [ 20.7 | 21.6 | 22.6 | 23.5| 245| 97
98 7.7 8.6 96 | 106 115] 125|134 | 144 | 154 | 16.3]| 17.3]| 182 19.2| 20.2| 21.1 | 22.1 | 23.0| 24.0| 250 98
99 7.8 8.8 98 | 108 ] 11.8| 12.7| 13.7| 14.7]| 157 ]| 16.7 | 17.6 | 186 | 196 | 206 | 216 | 22.5| 235 | 245 | 255 | 99
100 | 80 9.0 | 100 11.0]| 12.0]| 130 140| 15.0]| 16.0| 17.0| 180 19.0| 20.0 | 21.0 [ 22.0| 23.0 | 24.0| 250 | 26.0 | 100
101 8.2 92 | 102|112] 122133 [ 143|153 | 16.3| 17.3| 184 | 19.4| 204 | 214 [ 224 | 235|245 255 | 26.5| 101
102 | 83 94 | 104|114 ]| 125| 135|146 | 156 166 | 17.7| 18.7| 19.8| 208 | 21.8 | 229|239 | 25.0 | 26.0 | 27.1 | 102
103 8.5 9.5 106 | 11.7] 127 138 | 149 | 159 | 17.0| 180] 19.1]| 20.2 | 21.2 [ 22.3 | 23.3 | 244 | 255 26.5| 276 | 103
104 | 87 97 | 108] 119|130 141|151 | 162 | 17.3| 184 | 19.5| 206 | 21.6 | 22.7 | 23.8| 24.9| 26.0 | 27.0| 28.1 | 104
105 | 8.8 9.9 110|121 132 143 | 154 | 165| 176 | 18.7 | 19.8| 20.9 [ 22.1 | 23.2| 243 | 254 | 265 | 276 | 28.7 | 105
106 | 9.0 [ 101] 112|124 | 135]| 146 | 157 | 16.9| 18.0| 191 | 20.2 | 21.3 [ 22.5| 236 | 24.7 | 258 | 27.0 |'28.1 | 29.2 | 106
107 9.2 103 | 114 ]| 126 13.7 | 149| 16.0]| 17.2]| 183 | 19.5| 206 [ 21.8 | 22.9| 24.0 | 25.2 | 26.3 [ 27.5| 28.6 | 29.8 | 107
108 | 93 | 105 11.7]| 128 | 14.0| 152 | 16.3| 17.5| 18.7 | 19.8] 21.0 | 22.2| 233 | 245| 25.7 | 26.8 | 28.0 | 29.2 | 30.3 | 108
109 9.5 107 [ 11.9] 13.1 ]| 143 | 154 | 166 | 17.8 ] 19.0| 20.2 | 21.4 | 22.6 | 23.8 | 25.0 | 26.1 | 27.3| 28.5| 29.7 | 309 | 109
110 | 9.7 | 109|121 133 | 145|157 | 169 | 182 | 194 | 20.6 | 21.8 | 23.0| 24.2| 254 | 26.6 | 27.8 | 29.0| 30.3 | 31.5 | 110
111 99 [11.1]123]| 136|148 | 16.0]| 17.2| 185 19.7| 20.9| 22.2| 234 [ 246 | 25.9| 27.1 | 28.3 [ 296 | 30.8 | 320 | 111
112 | 100 11.3| 125] 138 | 151 [ 16.3| 176 | 18.8 | 20.1 | 21.3 | 226 | 23.8| 25.1 | 26.3 | 27.6 | 28.9| 30.1 | 314 | 32.6 | 112
113 | 102 ] 115]| 128 | 140] 153 ]| 166 | 179 19.2 [ 204 | 21.7 | 23.0| 24.3 | 255| 26.8 [ 28.1 | 294 | 306 | 31.9| 33.2 [ 113
114 | 104 | 117 13.0| 143 | 156 | 169 | 182 19.5| 20.8 | 22.1 | 23.4 | 24.7 | 26.0 | 27.3| 286 | 29.9| 31.2| 325| 33.8 | 114
115 | 106 | 119 132 | 145| 159] 172 | 185 19.8| 21.2| 225 | 23.8 | 25.1 | 26.5| 27.8 | 29.1 | 30.4 | 31.7 | 33.1 | 344 | 115
116 | 108 ] 121 | 135| 148 | 16.1| 175 | 18.8 ZO.é 215(229| 242|256 26.9| 28.3| 296|309 |323|336]350]| 116
117 | 11.0| 123|137 151 | 164 [ 17.8| 19.2| 205 21.9| 23.3 | 246 | 26.0 | 27.4 | 28.7 | 30.1 | 315|329 | 342 | 356 | 117
118 | 11.1| 125|139 | 153 | 16.7] 18.1]| 19.5| 209 | 22.3 | 23.7 | 25.1 | 26.5| 27.8 | 29.2 | 30.6 | 32.0 | 334 | 348 | 36.2 | 118
119 [ 113|127 | 142|156 | 170 | 184 | 19.8| 21.2| 22.7| 24.1| 255 [ 26.9| 28.3| 29.7 | 31.2 | 326 | 34.0| 354 | 36.8 | 119
120 | 115 13.0]| 144 | 158 | 173 ]| 18.7| 20.2 | 216 | 23.0| 24.5]| 25.9| 27.4 | 28.8 | 30.2| 31.7 | 33.1 | 346 | 36.0 | 37.4 | 120
121|117 132 | 146 | 16.1| 176 | 19.0| 20.5]| 22.0| 23.4 | 24.9 | 26.4 | 27.8| 29.3 | 30.7 | 32.2 | 33.7 | 351 | 36.6 | 38.1 | 121
122 | 119|134 | 149|164 | 179|193 | 208 | 22.3| 23.8| 253 | 26.8 | 28.3| 298| 31.3 | 32.7 | 342 | 35.7 | 37.2 | 38.7 | 122
123 [ 121 ] 136 | 151 | 16.6 | 182 | 19.7 | 21.2| 22.7| 24.2| 25.7 | 27.2 | 28.7 | 30.3 | 31.8| 333 | 348 | 36.3 | 37.8| 39.3 | 123
124 | 123|138 | 154 | 169 | 185 | 200 | 21.5| 23.1 | 24.6 | 26.1 | 27.7 | 29.2 | 30.8 | 32.3 | 33.8 | 354 | 36.9 | 38.4 | 40.0 | 124
125 | 125 141 | 156 | 172 188 [ 203 | 21.9| 23.4 | 25.0 | 26.6 | 28.1 [ 29.7 | 31.3 | 32.8 | 344 | 359 | 37.5| 39.1 | 40.6 | 125
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L o Body Mass Index (BMI) E W
(cm)| 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 | (cm)
84 5.6 6.4 71 7.8 8.5 9.2 99 | 106 11.3| 12.0| 12.7 | 134 | 14.1 [ 148 155|162 | 169 | 176 | 183 | 84
85 58 6.5 7.2 79 8.7 9.4 10.1| 108 | 116] 12.3]| 13.0| 13.7| 145]| 152 | 159 | 16.6 | 1773 | 18.1 | 18.8 85
86 5.9 6.7 74 8.1 8.9 96 | 104 | 11.1]11.8]|126] 13.3| 14.1| 148|155 16.3| 17.0| 178|185 19.2| 86
87 6.1 6.8 76 8.3 9.1 98 | 106 11.4 | 121 | 129| 136 | 144 | 151 | 159 16.7 | 174 | 182 ]| 189 ]| 19.7 | 87
88 6.2 7.0 E 8.5 93 | 101 108 116| 124]13.2]|13.9]| 147|155 163 | 170|178 | 18.6 | 19.4 | 20.1 88
89 6.3 71 7.9 8.7 9.5 10.3 | 11.1 [ 119] 127 135] 143 | 15.0| 158 | 166 | 174 | 18.2]| 19.0| 19.8 | 206 | 89
90 6.5 7.3 8.1 8.9 97 | 105] 113|122 130 138 146 | 154 | 16.2| 170| 17.8| 186 194 | 203 | 21.1| 90
91 6.6 7.5 8.3 9.1 9.9 10.8 | 116|124 ] 132 14.1| 149 157 | 166 | 174 ]| 18.2| 19.0| 19.9] 207 | 215]| 91
92 6.8 76 8.5 93 | 102 11.0] 118|127 ]| 135 144 | 152 | 16.1]| 169 | 178 | 18.6 | 19.5| 203 | 21.2| 22.0| 92
93 6.9 7.8 8.6 95 | 104|112 121 13.0f 138 | 14.7| 156 | 164 | 173 | 18.2| 19.0| 199 | 208 | 21.6 | 22.5 93
94 73 8.0 8.8 97 | 106 115|124 ]| 133 | 14.1| 150]| 15.9| 16.8| 17.7| 186 | 19.4 | 203 | 21.2| 221 | 23.0| 94
95 7.2 8.1 9.0 99 [ 108]11.7] 126 135 144 | 153 ]| 16.2| 17.1| 18.1 | 19.0| 19.9]| 208 | 217 | 226 | 235| 95
96 74 8.3 92 | 10.1)11.1]| 120 129 138| 14.7| 157 | 166 | 175| 184 | 19.4 | 203 | 21.2| 221 23.0| 240| 96
97 75 85 9.4 10.3 | 11.3] 122 132 | 141 | 151 | 16.0| 16.9] 17.9]| 18.8| 19.8 [ 20.7 | 21.6 | 22.6 | 23.5| 245| 97
98 7.7 8.6 96 | 106 115] 125|134 | 144 | 154 | 16.3]| 17.3]| 182 19.2| 20.2| 21.1 | 22.1 | 23.0| 24.0| 250 98
99 7.8 8.8 98 | 108 ] 11.8| 12.7| 13.7| 14.7]| 157 ]| 16.7 | 17.6 | 186 | 196 | 206 | 216 | 22.5| 235 | 245 | 255 | 99
100 | 80 9.0 | 100 11.0]| 12.0]| 130 140| 15.0]| 16.0| 17.0| 180 19.0| 20.0 | 21.0 [ 22.0| 23.0 | 24.0| 250 | 26.0 | 100
101 8.2 92 | 102|112] 122133 [ 143|153 | 16.3| 17.3| 184 | 19.4| 204 | 214 [ 224 | 235|245 255 | 26.5| 101
102 | 83 94 | 104|114 ]| 125| 135|146 | 156 166 | 17.7| 18.7| 19.8| 208 | 21.8 | 229|239 | 25.0 | 26.0 | 27.1 | 102
103 8.5 9.5 106 | 11.7] 127 138 | 149 | 159 | 17.0| 180] 19.1]| 20.2 | 21.2 [ 22.3 | 23.3 | 244 | 255 26.5| 276 | 103
104 | 87 97 | 108] 119|130 141|151 | 162 | 17.3| 184 | 19.5| 206 | 21.6 | 22.7 | 23.8| 24.9| 26.0 | 27.0| 28.1 | 104
105 | 8.8 9.9 110|121 132 143 | 154 | 165| 176 | 18.7 | 19.8| 20.9 [ 22.1 | 23.2| 243 | 254 | 265 | 276 | 28.7 | 105
106 | 9.0 [ 101] 112|124 | 135]| 146 | 157 | 16.9| 18.0| 191 | 20.2 | 21.3 [ 22.5| 236 | 24.7 | 258 | 27.0 |'28.1 | 29.2 | 106
107 9.2 103 | 114 ]| 126 13.7 | 149| 16.0]| 17.2]| 183 | 19.5| 206 [ 21.8 | 22.9| 24.0 | 25.2 | 26.3 [ 27.5| 28.6 | 29.8 | 107
108 | 93 | 105 11.7]| 128 | 14.0| 152 | 16.3| 17.5| 18.7 | 19.8] 21.0 | 22.2| 233 | 245| 25.7 | 26.8 | 28.0 | 29.2 | 30.3 | 108
109 9.5 107 [ 11.9] 13.1 ]| 143 | 154 | 166 | 17.8 ] 19.0| 20.2 | 21.4 | 22.6 | 23.8 | 25.0 | 26.1 | 27.3| 28.5| 29.7 | 309 | 109
110 | 9.7 | 109|121 133 | 145|157 | 169 | 182 | 194 | 20.6 | 21.8 | 23.0| 24.2| 254 | 26.6 | 27.8 | 29.0| 30.3 | 31.5 | 110
111 99 [11.1]123]| 136|148 | 16.0]| 17.2| 185 19.7| 20.9| 22.2| 234 [ 246 | 25.9| 27.1 | 28.3 [ 296 | 30.8 | 320 | 111
112 | 100 11.3| 125] 138 | 151 [ 16.3| 176 | 18.8 | 20.1 | 21.3 | 226 | 23.8| 25.1 | 26.3 | 27.6 | 28.9| 30.1 | 314 | 32.6 | 112
113 | 102 ] 115]| 128 | 140] 153 ]| 166 | 179 19.2 [ 204 | 21.7 | 23.0| 24.3 | 255| 26.8 [ 28.1 | 294 | 306 | 31.9| 33.2 [ 113
114 | 104 | 117 13.0| 143 | 156 | 169 | 182 19.5| 20.8 | 22.1 | 23.4 | 24.7 | 26.0 | 27.3| 286 | 29.9| 31.2| 325| 33.8 | 114
115 | 106 | 119 132 | 145| 159] 172 | 185 19.8| 21.2| 225 | 23.8 | 25.1 | 26.5| 27.8 | 29.1 | 30.4 | 31.7 | 33.1 | 344 | 115
116 | 108 ] 121 | 135| 148 | 16.1| 175 | 18.8 ZO.é 215(229| 242|256 26.9| 28.3| 296|309 |323|336]350]| 116
117 | 11.0| 123|137 151 | 164 [ 17.8| 19.2| 205 21.9| 23.3 | 246 | 26.0 | 27.4 | 28.7 | 30.1 | 315|329 | 342 | 356 | 117
118 | 11.1| 125|139 | 153 | 16.7] 18.1]| 19.5| 209 | 22.3 | 23.7 | 25.1 | 26.5| 27.8 | 29.2 | 30.6 | 32.0 | 334 | 348 | 36.2 | 118
119 [ 113|127 | 142|156 | 170 | 184 | 19.8| 21.2| 22.7| 24.1| 255 [ 26.9| 28.3| 29.7 | 31.2 | 326 | 34.0| 354 | 36.8 | 119
120 | 115 13.0]| 144 | 158 | 173 ]| 18.7| 20.2 | 216 | 23.0| 24.5]| 25.9| 27.4 | 28.8 | 30.2| 31.7 | 33.1 | 346 | 36.0 | 37.4 | 120
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