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[. INTRODUCTION AND BACKGROUND

People are considered to be malnourished (more spedically, undernourished) when they do not
consume adequate calories, protein, and nutrients to satisfy their bodies’ growth and maintenance
requirements (UNICEF, 2006). Long dismissed as anindirect—even negligible—factor in child
mortality, acute malnutrition is now widely acknowl  edged for its insidious and indeed major role in
eight of the eleven million child deaths that occur worldwide on an annual basis (ScienceDally,
2003). Malnutrition is a major concern in Haiti, w here 22% of children under the age of five are
reported to be underweight (Population Reference Bureau, 2008).

Severe malnutrition is directly implicated in over a million child deaths each year (World Health
Organization, 2006) and is defined as severe wastig (Weight-for-height that is more than three
standard deviations below the median World Health O rganization (WHO) growth standards)
andor the presence of nutritional edema (swelling of the legs due to protein deficiency) (Prudhon,
Prinzo, Briend, Daelmans, & Mason, 2006). There areabout 20 million severely malnourished
children worldwide, who make up an estimated 2% of the child population in underdeveloped
countries (Briend, Prudhon, Prinzo, Daelmans, & Mason, 2006; World Health Organization, World
Food Programme, United Nations System Standing Committee on Nutrition and United Nations
Children’s Fund, 2007). The prevalence of severe ralnutrition in Haiti has most recently been
reported as 2.2% (Childinfo, 2008).

Moderate malnutrition has a much higher prevalence than severe malnutrition and is responsible for
a far greater number of child deaths annually; inde ed, children with moderate malnutrition are up to
12 times more likely to succumb to preventable disease (e.g., measles, malaria, diarrhea, pneumonia)
than well nourished children (ScienceDally, 2003). Defined by a weight-for-age score between two
and three standard deviations below the median WHO child growth standards, moderate
malnutrition can evolve into severe nutrition if no t treated effectively (Briend, Prudhon, Prinzo,
Daelmans, & Mason, 2006). The prevalence of moder® malnutrition in Haiti has most recently
been reported as 6.9% (Childinfo, 2008).

The United Nation's Millennium Dewvelopment Goals we re set out to galvanize nations and
organizations across the globe to come together tomeet the needs of the world's poorest and most
wulnerable inhabitants. Addressing childhood malnu trition falls under two of these eight goals:
eradicating extreme poverty and hunger (goal 1) and reducing child mortality (goal 4).

While international agencies have long engaged in preventative efforts to curb malnutrition in
countries such as Haiti through the support of larg e-scale food provisioning programs (e.g., World
Vision), therapeutic treatment programs for malnour ished children are not nearly as widespread
(Briend, Prudhon, Prinzo, Daelmans, & Mason, 2006). While preventative programs are an essential
part of combating malnutrition, they have not been proven effective in treating acute malnutrition
(.e., providing adequate energy for catch-up growt h) (Briend, Prudhon, Prinzo, Daelmans, &
Mason, 2006). As a resuit, millions of children are continuing to die preventable deaths each year
due to a lack of mobilization around this major public health issue.



[I. DEFINITIONS
Anthropometry: The measurement of size, weight, and proportions of human body.

Bipedal Pitting” Edema: Swelling of the feet and ankles caused by collecton of fluid in the
tissues (GEMSsite.com, 2008). Bipedal edema is sypomatic of severe malnutrition (i.e.,
kwashiorkor) and resuits when fluid shifts out of t he blood vessels in an attempt to maintain a
balance of concentrations between the protein-deprived blood and the surrounding tissue.

Case-Finding: The process by which children with severe malnutri tion are found and referred to a
CTC program (Myatt, Khara, & Collins, 2006).

Community-based Rehabilitation: “Treatment that is implemented at home with some external
input, for example, from a health worker, or treatm ent that is given at a primary health clinic, a
community day-care center, or a residential center in order to achieve catch-up growth” (Ashworth,
2006).

Community-based Therapeutic Care (CTC):A new model of delivering care that uses
decentralized networks of outpatient treatment site s (e.g., an existing primary health-care center)
small inpatient units, and large numbers of communi ty-based volunteers to provide case detection
and follow~up of patients in their home settings. (Myait, Kh ara, & Collins, 2006)

Community-based VolunteerAn unpaid member of the community who volunteers hi sher time
to assist in case-finding or enroliment, for example, for a CTC program.

Day-Care Nutrition Center: First introduced 50 years ago, day-care nutrition centers consist of
simple buildings where around 30 mildly to moderate ly malnourished children could attend for 6-8
hours a day, 6 daysheek to receive three meals for 3-4 months. Mothers would help with the
cooking and cleaning and receive education on nutrition and child care. Since their introduction
day-care centers have waned in popularity, likely d ue to the time constraints placed on caregivers,
who were obligated to attend for several hours each day. (Ashworth, 2006)

Domiciliary Rehabilitation: Therapeutic care that is supplied to the caregiver to be provided in the
patient's home. Considered a “growth area” in thera peutic care since the advent of RUTF such as
BP100 and Plumpynut (Ashworth, 2006).

Food Provisioning: The provisioning of food by international organiza tions (e.g., World Vision,
the World Food Programme) to people living in food insecure areas of the developing world in an
effort to prevent malnutrition.

Height-for-Age: An anthropometric measure used to calculate extent of stunting.

Kwashiorkor: A form of protein-energy malnutrition (PEM) that r esults from insufficient protein
intake combined with fair to good consumption of to tal calories. Often presenting with large,



protuberant bellies, patients with kwashiorkor are characterized by bilateral pitting edema and a
weight-for-height score greater than or equal to -2 SD. (Voorhees, 2006)

Marasmus: A form of protein-energy malnutrition (PEM) that r esuits in a shrunken wasted
appearance. Often observed in infants who are breatfeeding after a significant decrease in the
amount of milk consumed or, more frequently, in tho se who are artificially fed. Chronic diarrhea is
often observed among marasmic patients. (Gehri, Stettler & Di Paolo, 2006)

Medika Mamba: A locally produced RUTF manufactured in Cap Haitie n, Haiti by Meds and Food
for Kids, a St. Louis, USA-based nonprofit organization ( http:/Aww.medsandfoodforkids.org ).

Middle Upper Arm Circumference (MUAC): An anthropometric measure used to assess extent
of malnutrition, MUAC has been shown to perform bet ter than other methods in detecting
malnutrition and mortality risk and is the best met hod in terms of age independence, precision,
accuracy, sensitivity, and specificity. It is also simple, cheap, and acceptable in low-resource fietl
settings where health workers may lack formal education or | iteracy. (Myatt, Khara, & Collins, 2006)

Moderate Malnutrition (MM): Defined as a weight-for-age between -3 and -2 stadard deviations
below the median of the WHO child growth standards (World Hea  [th Organization, 2008).

Non-responder: A CTC patient who does not gain weight after being enrolled f or at least 4 months
and subjected to all available treatment options (Myatt, Khara, & Collins, 2006).

Outpatient Therapeutic Program (OTP):A program that treats children with severe malnutrit ion
(without complications) on an outpatient basis thro ugh the provisioning of a ready-to-use
therapeutic food (RUTF) and medicines to treat simple medical conditions. Food and medicines are
taken at home by the patient, who attends the OTP ste on a weekly or bi-weekly (fortnightly) basis
for monitoring and resupply. (Ashworth, 2006)

Outreach Worker: A salaried community health worker who is involved in case-finding, patient
enroliment, and management for a CTC.

Percentage Weight GainA measurement used often in determining if a CTC patient is fit to be
discharged from the program. Calculated as Sumentwetshe Weight atadmizzion (\noit Khara, &

Weight at admizsion =100
Collins, 2006).

Ready-to-Use Therapeutic Food (RUTF):"A generic term including different types of foods ,
such as spreads or compressed products suitable forfeeding severely malnourished children... The
RUTF spread is made of powdered ingredients embedded in a lipid-rich paste, resulting in an
energy-dense food that resists microbial contamination. This RUTF is a mixture of milk powder,
vegetable oil, sugar, peanut butter, and powdered vitamins and minerals. As the name implies,
RUTF does not need to be prepared in any way prior to consumption, making it practical for use
where cooking fuel and facilities are limiting cons traints. RUTF has a very low water activity, and
thus it is impossible for significant bacterial growth to - occur in these foods.” (Manary, 2006)


http://www.medsandfoodforkids.org/

Rejected Referral:Rejected referrals occur in CTC programs that usea two-stage recruitment
process, whereby children in the community are referred to the program center based on one
anthropometric measure (e.g., MUAC) and then either admitted or denied at the center based on
another (e.g., WH) taken by the program staff. Re jected referrals have been identified as a barrier
to accessing care since oftentimes caregivers of fected children actively disparage the program,

local leaders become disillusioned, and the levelsof staff and volunteer morale and performance fall.

(Collins et al. 2006)

Residential Nutrition Center. Residential centers, where malnourished children could live with
their caregivers, were created to fulffill the role of daycare centers in sparsely populated rural areas
where daily travel to the center would be prohibiti ve. Residential centers were most popular during
the 1960s and 1970s, but were deemed to be only maetately effective after heavy evaluation.
(Ashworth, 2006)

Sensitivity: The proportion of diseased subjects who test positive. (Myait, Khara, & Collins, 2006)

Severe Malnutrition (SM): Severe wasting (weight-for-height that is less than three standard
deviations below the median WHO growth standards) a ndior the presence of nutritional edema
(World Health Organization, World Food Programme, U nited Nations System Standing Committee
on Nutrition and United Nations Children’s Fund, 20 07). There has been a recent effort to
emphasize a more convenient field definition of severe malnutrition as an MUAC of <110 mm
andlor the presence of nutritional edema (Briend, Prudhon, Prinzo, Daelmans, & Mason, 2006).

Specificity: The proportion of healthy subjects who test negative. (Myatt, Khara, & Collins, 2006)

Stunting: A measure of malnutrition calculated based on wher e a child's weight-for-height (W/H)
score falls with regard to a reference population.

Underweight: Children are considered “underweight” if their wei ght is at least two standard
deviations below the mean weight for age of the National Center for Health Statistics and WHO
reference population (de Onis, Bossner, Borghi, Frongillo, & Morris, 2004).

Wasting: Gradual weight loss and deterioration, the extent o f which is assessed based on a person’s
weight-for-height score.

Weight-for-Age (W/A): An anthropometric measure used to calculate extent of malnutrition.

Weight-for-Height (W/H): An anthropometric measure used to calculate extent of wasting.



[ll. THERAPEUTIC FEEDING PROGRAMS AND THE CTC MODEL

Community-based programs for treating child malnutr  ition were proposed as early as 50 years ago
but have been revolutionized in the last decade wit h the advent of Ready-to-Use Therapeutic Foods
(RUTF). In contrast to in-patient treatment (i.e., hospitalization) of acutely malnourished children—
which requires access to a suitable facility (limited in underdeveloped rural areas) and the constant
presence of the child's caregiver (at great cost fo the family), while also leaving the child suscept ible
to hospital-acquired infections—community-based mana gement can treat children who present with
non-complicated cases of acute malnutrition at their homes. This method of treatment (domiciliary
rehabilitation) has already been shown to be very effective—defined by Ashworth (2006) as
“mortality of less than 5% and an average weight gain of at least 5 gkg/day’—and achieve high
levels of coverage in both emergency and non-emergecy situations (Prudhon, Prinzo, Briend,
Daelmans, & Mason, 2006).

The first community-based programs were proposed by the Spanish doctor Jose Maria Bengoa in
the 1950s. Bengoa initially proposed the “day-care nutrition center” model of therapeutic care, in
which plain buildings would be constructed to provi de three daily meals to some 30 mildy to
moderately malnourished children six days a week for up to four months. Caregivers (usually
mothers) would accompany their children to the center, where they would leamn about
nutritionfeeding and child care. Caregivers and ¢ hildren were required to spend between six and
eight hours a day at the center, with heavy emphasis placed on education. While one such center in
Bangladesh proved to be effective (Fronczak, Amin, Laston, & Baqui, 1993), the magjority reported
only limited success (see Ashworth 2006 for review) due to the intense time commitment placed on
the caregivers (causing sporadic attendance) and tle lack of severely wasted children enrolled
(leading to limited opportunity for rapid weight gain).

In very rural areas where distance to such a centerwould prove prohibitive on a daily basis, Bengoa
proposed a residential model of therapeutic care. At these “residential nutrition centers,” children
and their caregivers would live on-site, where they would receive daily meals along with education,
much like the day-care model (Ashworth, 2006). These centers reached their height in the 1960s
and 1970s, but achieved only modest effectivenessaccording to Ashworth (2006). Like their day-
care counterparts, the residential nutrition center s involved significant costs for the families of th e
malnourished  children, since the primary caregvers would have to leave their
households/occupations for large periods of time. Indeed, the popularity of residential nutrition
centers has also waned, with only four publications on such centers having been released since 1980
(see Ashworth 2006 for a review of these publications).

The development of RUTFs—high-energy, high-protein, nutrient-rich products that do not require
any preparation or equipment on the part of the car egiver—has revolutionized community-based
management of acute child malnutrition and made pos sible a new model for treatment: domiciliary
rehabilitation under the support of a Community-bas ed Therapeutic Care (CTC) program. With the
advent of BP100 and Plumpynut, the two commerciall y available RUTFs, as well as their many
locally produced equivalents (e.g., Medika Mamba), a majority of acutely malnourished children can



now be treated on an outpatient basis, with the RUTF being prescribed as a medicine, to be taken
on a routine basis at the childs home under the sypervision of hisher caregiver. This situation
drastically reduces the costs of treatment for both the supenvising organization and the acutely
malnourished child's family, since the caregiver and child are only required to travel to the CTC
center for RUTF resupply and check-up on a weekly or fortnightly basis. CTC (especially its
outpatient component, the Outpatient Therapeutic Pr ogram (OTP)) has been the greatest “area of
growth” in the management of childhood malnutrition , with many programs reporting significant
success (Ashworth, 2006). For a complete review of the CTC mdel, see Collins, et al., 2006.

This study uses protocols and standards (describeth the section entitled ‘Study
Protocols) that have been set internationally fothe CTC model in order to test the efficacy
of a Medika Mamba intervention in Thomassique. Bydopting the CTC model of care for
the sake of the study, the data collected will bebke to be meaningfully and statistically
compared with other international programs using RUTF.



IV. STATEMENT OF NEED

As “the hemisphere’s hungriest country’ (Mukherjee & Barry, 2008), Haiti faces a situation of
chronic food insecurity that continues to devastate its most wulnerable citizens, especially children.
At 460 kcallday, Haiti's average daily caloric defi cit per inhabitant places it among the bottom three -
ranked nations worldwide, along with Afghanistan an d Somalia (The World Food Programme,
2008). A staggering 22% of Haitian children under five are reported to be definitionally

undemneight, in contrast to just 5% in the neighbor ing Dominican Republic (Population Reference
Bureau, 2008).

Around 31,000 Haitian children under the age of five de each year, leading to an under-five
mortality rate of 120 per 1000 children, the 37" worst worldwide (UNICEF, 2008). Moderate and
severe malnutrition are identified as the primary ¢ ause of death in a full 28% of these deaths and are
a contributing factor in many more (The World Food Programme, 2008). Forty percent of Haitian
homes face daily food insecurity, with food supply programs covering only 55% of the total
population (The World Food Programme, 2008). In every respect, the nutritional situation facing
Haitian children is exigent, requiring immediate ac tion on the part of development and relief
agencies worldwide.

As shown below in Figure 1, Thomassique is located in an area of highest wnerability to food
insecurity on Hait's Central Plateau (USAID, 2008). Malnutrition is certainly observed among
children who come to the St. Joseph Clinic, with clinic health professionals estimating there to be
about 6-7 severe and 30-40 moderate cases presentaghch month (Casseus, 2008). Currently, a
preventative food provisioning program is available to pregnant women and their children through
World Vision, which also provides RUTF treatment to severely malnourished children.  However,
the program does not have adequate means to provide therapy to the many moderately
malnourished children who make the bulk of Thomassique’s ac utely malnourished child population.

Thomassique

[

Figure 1. Map of food insecurity in Haiti (USAID, 2008). Whi le Thomassique is located in an area
of low population density, its vulnerability to food insecu rity is rated “highest.”



V. GENERAL OBJECTIVES

To evaluate the potential of a St. Joseph Clinic-baed OTP to treat acute child malnutrition
in Thomassique under the CTC model.

To determine the efficacy of Medka Mamba as an RUTF based on improvements in
MUAC, weight, and weight, along with hematocrit, hemoglobi n, and blood glucose levels.

To investigate the prevalence and scope of acute child malndrition in Thomassique.

To establish an informed estimate for how costly it would be to run a CTC/IOTP at St.
Joseph's on a permanent basis.

To raise anareness and education about the dangers of child nalnutrition in Thomassique.
To identify and train a cadre of community volunteers.

VI. STUDY PROTOCOLS

A. Case-Finding

Children with acute malnutrition will be recruited for the  study through three primary mechanisms:

1.

Internal Referral:Clinic health professionals will take the MUAC for any child patient who
appears to be acutely malnourished. If the childs MUAC is 125 mm OR if helshe has
bipedal pitting edema, they will refer the patient for enro liment into CTC.

Community Outreach: Medical Missionaries fellows, the hired outreach worker, and
community-based volunteers will perform community o utreach in Thomassique to identify
children with acute malnutrition.  Children will be  recruited for the study if they have an
MUAC 125 mm OR if they appear to have bipedal pitting edema.

Community Referrals: If neither internal referral nor community outreac h results in
adequate numbers of acutely malnourished children b eing referred to and enrolled in the
OTP study, an effort will be made to identify key | ocal leaders (e.g., priests, pastors, school
principals) and inform them about the study so that they can make announcements at public
gatherings. Attendees will be instructed on the objectives of the study and told to inform
parents of children who appear to be malnourished t o take their children to St. Joseph
Clinic, where they mayqualify for enrollment in CTC.

B. CTC Enroliment and Screening for OTP Study

Adapted from a protocol published by the National C enter for HIV/IAIDS, Dermatology and STI
(NCHADS) and Clinton Foundation HIV/AIDS Initiative — Cam  bodia, 2007.

1.

Children will initially have their  MUAC, weight (see Appendix D), height, and age (to be
provided by the caregiver) taken and recorded by the OTP coordinator on an initial dossier
(their “OTP Card’—see Appendix G). Children who hav e been referred by an outreach
worker or community volunteer (see Appendix A) base d on an MUAC measurement taken
at their homes (or the presence of edema) will autamatically qualify for enrollment based on

the outreach person’s records in order to avoid the serious problem of rejected referrals.



However, a secondary MUAC reading will be taken by the coordinator and recorded as the
formal reading for their OTP Card. Discrepancies between MUAC readings will be noted
and explored with the referring workerAolunteer.
. A child will qualify for enrollment in CTC if he/she meets A NY of the following criteria:
a MUAC 125 mm
b. Weight-for-height is at least 2 standard deviations (SD) ( 80%) below the median

WHO growth standards (see Appendices E and F)
c. Presence of bipedal pitting edemes
. Children qualifying for enrollment will then be reg istered for entry into CTC after their
caregivers give informed consent. Once informed consent (Appendix B) is provided, the
child will be scheduled for a consultation with a clinic phys ician.
. The physician will provide the child with a general check-up, making sure to evaluate the
following:

a. Presencelgrade of the child's edemes
Respiratory fithess
Temperature
Hydration
. Overall health
. The physician will draw blood from the child to sen d to the laboratory for hemoglobin,
hematocrit, and blood glucose testing.

a. If the child is anemic (as determined from the hematocrit reading), hefshe will be

prescribed the appropriate dosage of ferrous sulfate, to befilled at the pharmacy.

. If the child is severely malnourished (WHM -3 S.D. or MUAC 110 mm) and the HIV
status of hisher mother is unknown, the physician will also order an HIV antibody test to
establish the child's HIV status.

a. Any child who tests positive will be referred (and p rovided transportation) to Hinche

to be enrolled in the Zanmi Lasante HIV/AIDS program there.

. If the child presents symptoms of malaria, the physician wil | also order a malaria test.
a. If the child has malaria, he/she will be given an i nitial dose of an anti-malarial (e.g.,

chloroquine) by the physician as well as a prescription, to be filled at the pharmacy.
. The physician will then decide if the child is to b e admitted in the OTP study or kept as an
in-patient according to the following criteria:

a. The patient will be admitted for in-patient treatmentif:

i. Helshe has grade +++ bilateral pitting edemes OR
i. Marasmic-kwashiorkor OR
i. ~Bilateral pitting edemes AND one of the following:
1. Anorexia

Lower respiratory tract infection
High fever
Severe dehydration
Severe Anemia

©®aoo

oo



6. Not alert
7. Hypoglycemia
8. Hypothermia
b. In-patients will stay at the clinic for stabilizati on until they qualify for admission into
the OTP.
c. The patient will be enrolled in the Outpatient Therapeutic Program (OTP) if
he/she satisfies the following criteria:
I. Weight-for-height percent of reference median (WHM) -2 S.D.AND
i. MUAC 125 mmOR
ii. Presence of grade + or ++ bipedal pitting edemes.
iv. In addition to the above requirements, the consulti ng physician must certify
the following:
1. The childis clinically well
2. The child has an appetite (the child must consume a small dose of the
RUTF in front of the physician to qualify for enrollment inth e OTP)
3. The child is alert
9. If the child is cleared for admission into the OTP, the physician will provide the OTP
coordinator with the OTP Card and lab results from the child's consuitation. A copy of
these records will then be made by the OTP coordingor to be filed with the rest of the
clinic’s patient files, while the original will be  kept with the childs OTP records. The child
will then see the OTP coordinator for formal admission int o the OTP.

C. OTP Admission

1. The chid and hisher caregiver will sit down with  the OTP coordinator for formal
admission into the OTP. At this time, the child wi Il be given Oral Rehydration Therapy
(ORT) solution to aid in hydration, which he/she ma y consume during the ensuing
education session with the caregiver.

2. The caregiver will be provided with a basic educati on session on the OTP program and
Medika Mamba emphasizing the following messages (adapted from Collins, et al., 2006):

a. Feeding the child Medika Mamba and the Caregiver's Responsibilities (Appendix C)

i. Medka Mamba is a food and medicine for very thin ¢ hildren only. It should
not be shared.

i. Sick children often do not like to eat. Give small regular meals of Medika
Mamba and encourage the child to eat often (if possble eight meals a day).
Your child should have doses a day.

il. Medka Mamba is the only food sickthin children ne ed to recover during
their time in OTP.

iv. Aways give doses of Medika Mamba before any other food. If child is still
hungry after a full dose, he/she may be given a small amount of a nutritious
meal until he/she becomes full.



3.

4,

v. For young children, continue to put the child to th e breast regularly. Give a
dose of Medika Mamba immediately after breast milk.

vi. Aways offer plenty of clean water to drink while e ating Medika Mamba (if
possible, we will provide each caregiver with a Klo rfasil system and educate
them on howto use it at this point).

vii. Use soap (to be provided) for the childs hands and face before feeding if
possible.

vii. Keep food clean and covered.

iX. Sick children get cold quickly. Aways keep the child covere d and warm.

X. With diarrhea, never stop feeding. Give extra food and extr a clean weter.

xi. Allergies

1. Though unlikely, there is a small chance of allergic reaction to the
peanut butter in Medika Mamba.

2. In case of severe rashes, hives, skin infections,velling, shortness of
breath, or anaphylactic shock, the caregiver must dscontinue
provisioning of Medika Mamba and bring the child to the clinic
immediately.

b. When to retun to the clinic outside of regular follow-up vis  its
i. If the child begins refusing foodhot feeding well.
i. If the child develops a fever.

ii. If the child becomes lethargic or stops responding to touchAoice.

iv. If the child begins to breathe faster than normal.

v. If the caregiver runs out of Medika Mamba for the c hild before the next
scheduled visit.

c. Importance of coming to followup visits
I. Acute malnutrition is a potentially life-threatenin g condition that must be
treated very seriously.
i. Medka Mamba rations are provided on weekly basis and are crucial for the
child to make a recovery.

ii. If the caregiver does not bring the child to the follow up appointments,
hisher condition could deteriorate and become harder to t reat in the future.

d. Rate of improvement during therapy

I. A simple explanation will be provided by the OTP co ordinator regarding the
child's expected improvement throughout the course of the p rogramystudy.

The caregiver will be asked throughout the educatio n session to repeat the messages back to
check that they have been fully understood.
After the education session has been completed, thechild will be given folic acid and then
brought to the government vaccine provider, who wil | provide himher with injections of
Vitamin A and the Measles Vaccination (if not already receiv ed).
After the child's injections are complete, the caregiver will be provided with a week's worth
of Medika Mamba for the child (and several extra sachets as*buffer stock”).



D. OTP Follow-up Care

1. At each visit to the clinic, the OTP coordinator will:
a. Provide feeding counseling and instruction on how t o prepare nutritious, balanced
food to keep the child healthy after hefshe is disc harged from the OTP, as well as
information on a variety of other health topics.

b. Provide the child with any appropriate medications, accor ding to Table 1 (below).
c. Take updated anthropometric measurements for the child, including MUAC, weight,
and height.
d. Make updates to the childs OTP Card and Patient Booklet. The caregiver should
bring the Patient Booklet to the clinic for each visit.
e. Refer the child for addtional consutation with a physician if deterioration is
observed in the child's condition.

Table 1.Routine medicines in OTP element of CTC. Taken from Collins, et al., 2006.

Product Wher Age/Weight Prescription Dose

< 6 months 50,000 IL
6 monthsto < 1 .
Vitamin A* At Admission year 100,000 1U S'ggriigsof;on
1 yea 200,000 Il
DO NOT USE WITH EDEMA
ANY OF:
o MUAC 110 mm L 3 times a day for 7
Amoxyillin WHM  70% All beneficiaries (see protocol) days
Bipedal Edema

Anti -malarial (follow

Positive malaria

Haitian Health Ministry tost (see protocol) (see protocol) (see protocol)
protocol)
FOLIC ACID** First visit All beneficiaries 5mg Singe tose on
mission
< 1lyea DO NOT GIVE NONE

ALBENDAZOLE Second visit 12-23 months 200 m¢ Single dose on

2 year: 400 m¢ second visit

. Once on admission
MEASLES At admission and
VACCINATION discharge From 6 morths (stancard) a’&%gﬁacrzgn

*Vitamin A: Do not give if child has already receiv ed in last one month. Do not give to children with edema until discharge from OTP.
**Folic Acid: Give on second visit if Fansidar is used as the antimalarial.

2. When possible, the OTP coordinator, as well as comnunity-based volunteers with the study,

should make visits to the homes of the children in the program (Appendix I).
visits, the CTC staff member will:

At these

a. Check on the child's progress and overall health status, along with hisher adherence
to the prescribed Medika Mamba regimen.

1. Grade +++ bilateral pitting edemes

If any of the following symptoms is obsenved, the O TP staff member will
refer the child back to the clinic immediately:




b.

Anorexia
Lower respiratory tract infection
High fever
Severe dehydration
Severe diarthea
Severe anemia
Hypoglycemia
Hypothermia
10 Lack of alertness
Follow up on any/all absences from weekly appointments wit h the OTP

©xx N~ wWDN

3. At the end of every week, the OTP coordinator will fill in the “weekly totals for OTP” sheet
that records Medika Mamba dosing and outcomes:

a

b.

C.

Number of children registered in the program will b e checked against the number of
“active” cards in the OTP file (not including discharges).

Weekly totals will be used for monitoring and evaluation of the OTP for the study.
The OTP will also note any anecdotes, problems, orother issues that have arisen
during the course of the week.

E. Discharge from the OTP Study

1. A child may be discharged as “cured’ of acute malnu trition if he/she meets the following

criteria:

a

®aoo o

f.

Has been enrolled in the OTP for at least four weeks, with at least three recorded
Visits to the clinic (including the first).

Has exhibiteda WHM thatis -1 S.D. ( 90%) for at least 2 consecutive Visits.

Has an MUAC 130 mm.

Has not exhibited edemes for two consectutive Visits to the dlinic.

Has had sustained weight gain for two consectutive Visits to the clinic.

Appears clinically well.

2. Each child who appears to fuifill the above criteri a will be taken to see a physician for a final
consultation. This consuitation will involve a bas ic physical examination and blood draw,
which will be used to run a final hemoglobin, hemat ocrit, and blood glucose test s(along
with any others that were done during thSe initial consulta tion) for the sake of comparison.

3. If the child is cleared for discharge by the physician, hefshe will retun to the OTP
coordinator, who will:

a
b.
C.

Provide the caregiver with one week's supply of Medika Mamba .

Provide additional feeding counseling on good nuitrition.

Inform the caregver of the food provisioning seni ces available through
WorldVision, if applicable.

4. If a child is absent for three consecutive weeks, tefshe will be discharged from the OTP
study as “defaulted.” The child may reenter the st udy but will have to receive a new OTP
Card and go through the entry process once again.



5. If a child has not achieved the criteria necessaryto be discharged as “cured’ after three
months, hefshe will be discharged as “non-cured’ an d referred to a physician for a
consultation and possible admission as an in-patient.

6. If a child dies during their time registered in the OTP study, he/she will be discharged as
“died.”

VII. DATA AND ANALYSIS

Detailed records will be kept on each child's progr ess throughout the study. In addition to the
complete set of health information (e.g., the physician’s qualitative notes, as well as the quantitative
figures such as the childs hemoglobin, hematocrit, and blood glucose levels) that will be collected
on admission (see VI. Study Protocols — CTC Enrollment and Screening for OTP Study — Sections
1-6) and discharge (see VI. Study Protocols — Dischage from the OTP Study — Section 2), the
childs MUAC, weight, and height will be taken by t he OTP coordinator at each weekly visit
(including admission and discharge). These data will allow for paired comparisons to be made
between the pre- and post-treatment data sets (on oth individual and group levels), as well as
average rates of improvement (e.g., gkgiday). Fin ally, discharge information (i.e., % cured, %
defaulted, % non-cured, % died) will be kept to det ermine the efficacy of the OTP study
intervention in comparison to other similar programs.



VIIl. SUPPLIES & BUDGET

ltem Suppliel Cast/Unit Units Total
Medika Mamba Meds and Foods for Kids (Cap ~$6¢/ treatment 10C | $6€00.0¢
Haitien, Haiti)
Klorfasil Water Treatment Klorfasil (Hinche, Haiti) $8.50/system 10C |  $850.0(
System
OTP coordinator salary $150/month 4] $600.0C
Vitamin A Haitian Health Ministry provided at no cost 10 $0.0(
Measles Vaccinatior Haitian Health Ministry provided at no cost <10(C $0.0(
Folic Acid Medical MissionariesIDA already on site 10C $0.0(
Albendazole Medical MissionariesIDA already on site 10 $0.0(
Chloriquine Medical MissionariesIDA already on site | <<10C $0.0(
Aduit Scale Medical Missionaries already on site 1 $0.0(
Infant Scale Medical Missionaries already on site 1 $0.0(
Sog| Medical Missionaries already on site 40(C $0.0(
TOTAL | $825C.0C

*This budget is extremely conservative. The Hospital Albert Schweitzer was able to execute their emeigency program
for an average of $36 per child using Medika Mamba, and it is likely that the actual amount of Medika Mamba per child
will come out to be substantially lower than the $6 8 quoted by Meds and Foods for Kids.
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English Script:

As part of this program, we are doing a research study. We are investigating childhood malnuitrition
and measuring how well Medika Mamba works to treat t his illness. If you agree to participate in this
study, your child will be admitted into our Outpati  ent Therapeutic Program (OTP). We will give
him Medika Mamba each week to make himher gain wei ght and, we hope, become healthy again.
Every week we will take measurements for your child and check on his health. We will provide you
with education on malnutrition and how to avoid it  in the future. We will use the information we
get from our measurements of your child to improve how this program and others function. We
will NEVER publish your child's name or share any information that will identify your child. We
will only use the information we get from the measu rements. It takes between two and three
months for most children to gain enough weight to b e discharged from the study. However, a small
number of children do not respond to the treatment or their caregiver gives the medicine to other
people so the child does not gain much weight. If your child does not gain weight according to our
expectations, we may remove him from the program. If your child is allergic to peanuts, he should
not enter in this study, but we will provide you wi th education on other kinds of foods you can
provide him with at home to help him become healthier.

Haitian Creole Script:

N ap fé yon etid rechéch kom pati pwogram sa a. N ap envestige malnitrisyon timoun e n ap mezire
pou we si Medika Mamba mache byen pou trete maladi sa a. Si w dako pou patisipe nan etid sa a,
nou pral admite timoun ou ladan pwogram pa n, ki re le “Pwogram Kominote kont Malnitrisyon
Timoun.” Nou pral ba li Medika Mamba chak semenn p ou fé | pran péz epi, n espere, vin an sante
anko. Chak semenn nou pral pran kék mezi pou timou n ou e tcheke sante . Nou pral fé edikasyon
Sou nitrisyon ave w pou ede w konnen kisa ou ka fé pou evite maladi malnitrisyon vin sou timoun
ou yo nan tan fiti. Nou pral itilize tout enfomasy on nou jwenn sot mezi timoun ou yo pou amelyore
koman pwogram sa a ak 1ot pwogram malnitrisyon pral - fonskyone. Nou PA P JANM pibliye ni non
timoun ou ni okenn I6t enfomasyon ki ka idantifye t imoun ou. N ap sel ttilize done nou jwenn sot
mezi yo. Pifd timoun pase sot (2) rive twa (3) mwa nan pwogram nan anvan yo pran ase péz pou yo
ka soti ppwogram nan. Epoutan, dezoutwa timoun pa r eponn trétman an oswa paran yo ap bay lot
moun medkaman an. Si timoun ou pa pran gwosé dapre sa nou antisipe, nou ka retire | sot
pwogram nan. Si timoun ou genyen yon algji ak pist ach, li pa ta dwe antre etid sa a, men nou pral fé
edikasyon ave w sou It kalite manje ou ka ba li lakay ou pou f € | vin pi an sante.
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Gid Balans

Opsyon #1: Balans Bebe

Balans sa a ka fonksyone byen men li yon ti kal konpléks p&onveti mezi | an kilo.

Itilize balans sa a Ié yon timoun poko ka kanpe pou kont then se ase kalm pou
chita sou balans nan san pwoblém.

Balans sa a genyen 2 liy diferan: youn anwo ki montr€®Z | (sot 0 pou rive 16) e youn

anba ki montre(IbS|. Ou pral bezwen itilize toulede liy sa yo.

Pou itilize balans sa a, premyeman tcheke | pou wé si li|1@ Ibs, 0 0zle | pa gen
anyen sou li.
Sili pafé O Ibs, O 0Zou bezwentareli pou fé | f&| O [bs, O 0Zkonsa.

Itilize toulede liy yo pou peze timoun nan. Ekri sa li fé an|0Z | ak|IbS]|.

Pou konveti mezi a an kilo:
1. Divize kantite li montre nan oz pal®6.
2. Adisyone kantite sa a e kantite li montre nan liv la.

3. Divize nouvo kanitite sa a pa2.2.
Pa egzamp, pou konvéti 15 [bs, 12 on kilo:
1. |12/ 0z|+ || 16/0z/Ib |=||0.75 Ibs.
2. [0.791bs|+ | | 15/lbs|= || 15.75Ibs.
3. |15.78Ibs|+ || 2.2|Ibs/kg |= || 7.16 kg.

Opsyon #2: Balans Nomal

Balans sa a fonsyone byen men ou pa ka itilize | ak timoun kapka kanpe.
Si yon timoun ka kanpe pou kont li, ou ta dwe itilize balansa a.

Pou itilize balans sa a, premyeman tcheke | pou wé si li|1@ lbs|le | pa gen anyen
sou li.
Sili pa f&| O IbS|ou bezwentareli pou fé | f&| O IbS|konsa.

Gen yon |0t opsyon si timoun nan ap aji tre difisil. Se pouepe manman ak timoun
li ansanm, epi peze manman an sel apre sa. Diferans antre deamyo a egale pwa
timoun nan.

Balans sa a montre pwa nan liv (e.g., 17.0, 17.25, 17.551¥8/0, etc.).

W a bezwen konvéti sa an kilo. Pou fé sa divize kantite sa apa?.



Pa egzamp, pou konveti 15.75 |b$an kilo:
1. [15.758Ibs|+ || 2.2|Ibs/kg |= || 7.16 kg.

Opsyon #3: Balans Chéz Elektwonik

Balans sa a fonsyone men ou pa karel e sa ka koze pwoblem.
Ou bezwen korije sa chak fwa ou itilize machin sa a.

Pou itilize machin sa a:
1. Limen machin nan.

2. Peze bouton| KG |pou fé | pran pwa an kilo.
Ekri sa li montre kom fwa ANVAN ou mete timoun nan sou li

w

(pa egzamp,|—..6 ).
Mete timoun nan sou chez la.

Ekri sa li montre (pa egzamp|6.4).

Adisyone kontré premye nimewo e dezyém nimewo.
7. Nouvo nimewo a se pwa timoun nan.

Ak egzamp anwo Yyo:

1. |1.6/kg|+ || 6.4{kg|=||8.0|kg.

2. Pwa timoun nan se 8.0 kg.

o o &
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St. Joseph Clinic

Thomassique, Haiti

No. Dossier PTCE

Medical Missionaries
Manassas, VA, USA

Programme Thérapeutique de Consultations Externes (PTCHE)our la Malnutrition d'Enfant
Pwogam Kominoté k ont Malnitrisyon Timoun
Outpatient Therapeutic Program (OTP) for Childhood Malnu  trition

A. Inscription Patiente/ E nskripsyon PasyafPatient Enroliment
1. Nom de famille de &nfant :
non fanmi pou timoun nahchild's family name
2. Prénom de énfant :
prenon timoun nar child's first name
3. lénfant a-t-il une carte de visite hospitaliere ? Non Oui No.
éske timoun nan genyen yon kat didante pou Idg non/ no Wi /yes Dossier :
4. Sexe: Gargon Fille 5. Date de naissance |/ jiimm/aaaa
sekd sex casorl boy fi / gir aniesé date of birth dammipyy
6. Référence: Médecin de clinique Volontaire de santé Autre :
referand reference dokte klink/ clinic doctor wolonte santéhealth volunteer lot / other
7. Papiers de référence: Non Oui 8. Perimetre brachial (mm) :
papye referarisef. papers non/ no Wi /yes perimét brd brachial circunmference
9. Taille (cm): Couché 10. Poids (kg) :
wote/ height Debout pva/ weight
11. Oedéme: Non Oui 12. Température (°C) :
etn / edema non/ no Wi /yes tanperati/ temperature
13. Critere didmission : Poids/Taille: Moderée Poids/Age Oedéeme
(cocher ce qui sipplique) weightheight: moderate weight/age edemas
kiite pou admisyofuriteria for Poids/Taille: Sévere Perimetre brachial Papiers de référence
admission weightheight: severe brachial circumference (MUA C) official reference papers
14. Nom du parent ou gardien responsable :
non moun Ki resk onsab timoun ramame of child's parent or guardian
15. Localité ou la famille de I'enfant habite :
zon kote fanmi timoun nan retarea where the child's familly lives
16. Nombre total dans la maison : 17. Distance a la maison (en minutes) :
k onbyen moun rete nan kay laumber in household jouk Ki bo timoun nan reidistance to house
18. Le gardien donne-t-il le consentement d'entrer dans I'étued? Oui Non (ne continuer pas)
eske moun ki resk onsab pou timoun nan éaigyon pou antre etid Wi /yes non (pa kontinyej no (do not continue)
19. Si oui, allouez I'enfant un nombre de dossier pour le PCT& écrivez-le sur le haut de la page
si wi, bay timoun nan yon nimewo dosye pou PCTEekarid arwo paj laif yes, assign the child an OTP number and wite it on the top of the page
20. Date d'admission : / / jimm/aaaa | 21. Réadmission ? Non Oui
dat admisyc/ entry date ddmmipyy reyadmisyc / readmission non/ no Wi /yes
B. Consultation Préliminaire/ Konsiltasyon PreliminéPreliminary Consultation
1.  Nom du docteur qui exécute la consultation :
non dokte k ap fé k onsiltastyon/ @mame of consuiting physician
2. Diarrhée ? Non Oui 3. Poupes/jour: 1-3 4-5 >5
dyare/ diarrhea non/ no Wi /yes chak ki le li fé wel
4. Nausée ou vomi ? Non Oui 5. Passe l'urine ? Non Oui
ké pler nausea or vomiting non/ no wi /yes fé pipi/ passes urine non/ no wi /yes
6. Toux? Non Oui 7. Appétit : Bon Mal Aucun
tous/ cough non/ no Wi /yes lapeti/ appetite good poor none
8. Téte-t-il ? Non Oui 9. Allergies:
pran t&/ nursing nor / no wi /yes algji/ aller gies
11. Oedéme: Non Oui Qualité : + ++ +++
en / edema non/ no wi /yes kalite/ grade
12. Eveillé ? Non Oui 13. Handicapé ? Non Oui
eveyw alert non/ no wi /yes kok ok / handicapped nor / no wi /yes
14. Bouche: Normal Amygdalite Séche Plaies Candida
boudY mouth normal tonsilitis dry mouth sores yeast infection



http://www.wordreference.com/fren/invalidit%C3%A9
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15. Oreilles: Normal Infecté 16. Conjonctive : Normal Pale
zorey ears normal infected conjunctiva normal pal/ pale
17. Yeux: Normal Excavés Infecté | 18. Retract. de poitrine ? Non Oui
z2\el eyes normal sunken infected chest retractions nor / no Wi /yes
19. Taux de respiration (par minute) : <30 30-40 40 -50 >50
to respiratw / respiratory rate
20. Déshydratation : Aucun Légere Modérée Sévere
dezidrasyol/ dehydration oken/none leje / mild moder / moderate sev/ severe
21. Ganglions lymphatiques : Aucun Cou Aisselle Aine
candiyon lenfatil / ymph nodes oken /none kot / neck anbabr / axilla lenr / groin
22. Changements de peau : Normal Gale Epluchage Ulcéres
chanjman p/ skin changes nomal/ normal cpl/ s cabies kale / peeling ilsé / ulcers
23. Observations :
24. Tests de laboratoire habituels : . . .
tés laboratwa nomv routine laboratory tests Het : Hg Glc:
25. D'autres essais de laboratoire : : - :
|0t tes laboratw/ other laboratory tests HIV:: Malaria : Alb :
26. Médications prescrites :
remed presk/ prescribed medications
27. Je déclare que cet enfant est approprié a entrer dans legyeanme :
| declare this child is fit to enter into the OTP program
C. Admission au PTCE/ Admisyon narPwogam Malnitrisyor’ OTP Admission
1. Séance d'éducatior sesyon edik aifeducation session
2. Contrat de guardien pour I'admission et la continuain dans le programme:
kontra ak moun ki resk onsab pou timoun nan poe @& kontinge nan pwogram nacontract with guardian to enter and continue int - he program
. Mwen konprann ke Medika Mamba se yon medikaman pou pitit mwen ki malnouri.
Se selman timoun ki malnouri a ki dwe manje |.
Medika Mamba kapab fé timoun nan pran grosé byen vi t (nan kek semenn).
Se pa yon pwogram manje, se pito yon pwogram pou trete malnitrisyon, nou pran pitit ou a sél pou kek s emenn.
Si pitit ou a pa grosi sa Vie di pwogram nan pa pou li, oubyen 6t moun manje mamba a konsa n ap retire |.
Pitit mwen an pa p trete si li rate randevou.
Timoun ki nan pwogram nan dwe toujou akonpanye swa  manman, papa, non li pa p resewa mamba visit la.
Se mis la ki va deside kilé yon timoun rive genyen pwa nomal |i.
Mwen aksépte bay timoun nan manje Medika Mamba jan mis la mande sa.
3. Le gardlen comprend-il et engage au contrat ? Oui Non (ne continuer pas)
eske moun ki reskonsab pou timoun nan k onpraameétsuiv k ontra a? Wi / yes non (pa kontinyej no (do not continue)
4. Quantité de Medika Mamba donné pour la premiére senra (en kg) :
k antite Medika Mammba pouemye sememn ni / quantity of Medika Mamba given for the first week
5. Administration de médicament de PTCH administrasyon medik amdiadministration of OTP medications
D. Médicament de PTCE/ Medikaman pou Pwogam MalnitisydnOTP Medications
Médicament Quand Age d'Enfant Quantité Date Recue
medik amar medication Ki I&/when laj imoun5child's age kantite/ quantity dat resewvédate received
< 6 mois 50,000 U
. o 6 — 11 mois 100,000 1U
Vitamin A A l'Admission !
1ans 200,000 1U / /
N'UTILISEZ PAS AVEC L'OEDEME
Folic Acid A 'Admission Tous les enfants 5mg / /
Tous les enfants qui
Measles Vaccination ATAdmission ront pas été encore (norme) [ ]
vaccinés
<lan NE DONNER PAS AUCUN
Albendazole Deuxiéme Visite 12 — 23 mois 200 mg /|
2 ans 400 mg
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E. Rendez-vous avec PTCERandevou ak Pwogam Malnitisyd@ TP Appointments

No. Visite

2

3

4

5 6

7

8

9

10

11 12

Date (jj/mm)

Pois (kg)

Taille (cm)

Perimetre Br

Appéit (BMA) 1

Diarrhée (ON) 2

Déshydratation (O/N)

Dyspnée (ON)

Towx? (ON)

Fiewe? (ON)

Médicament

Mamba (kg)

Albendazole (O/N)

Amoxiciline (O/N)

Chlore (ON)

O.R.S? (ON)

Autres4 (O/N)

1) B = bon, M = mauvais, A = anorexique; 2) O = ouiN = non; 3) O.R.S. = sels deéhydradation par voieorale 4) si oui, expliquez dans nott

Notes

Visite 2

Visite 3

Visite 4

Visite 5

Visite 6

Visite 7

Visite 8

Visite 9

Visite 10

Visite 11

Visite 12

F. Visite

s a la Maisoi Vizit nan Lakay ldHo

me Visits

Visite 1

Visite 2

Visite 3

Visite 4

Visite 5

Visite 6
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G. Renseignements de Renvei E nfomasyon SaiDischarge Information

1. Raison pour la renvoi : A atteint le poids projeté N pas atteint te poids projeté
rezon pou sofireason for discharge i te pran ase pwacured li pa t pran ase pwanon-cured
A abandonné le programme* Déces en raison de : Autre :
li te abandone pwogam nadefaulted moun ak ozdédied due to ot / other
Envoyé a Kopital pour malnutrition Envoyé a Hopital pour autre raison
li nan lopital la ak ozde malnitrisyditnospitalized due to malnutrition li nan lopital la ak ozde yon [0t rezidmospitalized due to another cause
*si I'enfant est absent pour plus de deux visitesonisecutives /si timoun nan pa la pou plis pase de visit youa Hy
H. Consultation Finale/ Dénye KonsiltasyohFinal Consuitation
1.  Nom du docteur qui exécute la consultation :
non dokte k ap fé k onsiltastyor’@mame of consuiting physician
2. Diarrhée ? Non Oui 3. Poupes/jour: 1-3 4 -5 >5
dyare/ diarrhea non/ no Wi /yes chak kil li fé el
4, Nausée ou vomi ? Non Oui 5. Passe l'urine ? Non Oui
ké plert nausea or vomiting non/ no Wi /yes fé pipi/ passes urine non/ no Wi /yes
6. Toux? Non Oui 7. Appétit: Bon Mal Aucun
tous/ cough non/ no Wi / yes lapeti/ appetite good poor none
8. Téte-t-il ? Non Oui 9. Allergies:
pran t&/ nursing nor / no Wi /yes algji/ aller gies
11. Oedéme : Non Oui Qualité : + ++ +++
en / edema non/ no Wi /yes kalite/ grade
12. Eveillé ? Non Oui 13. Handicapé ? Non Oui
eveyw alert non/ no Wi /yes k ok ok / handicapped nor / no wi/yes
14. Bouche: Normal Amygdalite Séche Plaies Candida
boudY mouth normal tonsilitis dry mouth sores yeast infection
15. Oreilles: Normal Infecté | 16. Conjonctive : Normal Pale
zorey ears normal infected conjunctiva normal pal/ pale
17. Yeux: Normal Cave Infecté | 18. Retract. de poitrine ? Non Oui
2\el eyes normal sunken infected chest retractions nor / no wi /yes
19. Taux de respiration (par minute) : <30 30-40 40 -50 > 50
to respiratw / respiratory rate
20. Déshydratation : Aucun Légére Modérée Sévere
dezidrasyol/ dehydration oken /none leje / mild moder / moderate sev / severe
21. Ganglions lymphatiques : Aucun Cou Aisselle Aine
candiyon lenfatil / lymph nodes oken/none kot / neck anbabr / axilla lenr / groin
22. Changements de peau : Normal Gale Epluchage Ulcéres
chanjman p/ skin changes nomal/ normal cpl/ s cabies kale / peeling ilsé / ulcers
23. Observations :
24, Tests de Igbora_towe habituels : Hct - Gl : Alb :
tés laboratwa nom/ routine laboratory tests
26. Médications prescrites :
remed presk/ prescribed medications
27. Je déclare que cet enfant est approprié a étre renvoyé dagramme :
| declare this child is fit to be discharged fromt he OTP program
I. Renvoi Formel/ Sati Ofisyel Formal Discharge
1. Date de renvoi : / / jimmaaaa | 2. Poids (kg) :
datsot/ discharge date ddmmipyy pwa/ weight
3. Talille (cm): Couché 4, Perimetre brachial (mm) :
woe/ height Debout perimet bra brachial circumference
5. Donnez au gardien les réserves supplémentaires derviza Medika pour une semaine
bay moun ki resk onsab pou timoun nan ase Medik bislau yon 0t seméprovide guardian with an additional week's supply ~ of Medika Mamba
6. Séance d'éducation finalé dénye sesyon edik dfffnal education session
7. Le patient est maintenant officiellement renvoydu PTCE

timoun nan nét soti pwogram malnitrisn an ofisyelman k ounye/ the patient is now officially discharged fromthe  OTP
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Vizit Lakay
Home Visit

l. Idantifikasyon pasyan / patient identification

Non pasyan / patient's name

Nimewo dosye | / dossier number Laj li patient's age

Non papal/ father's name

Non manman |/ mother's name

Lokalite / location:

Dat visit / date of visit / / E ske fanmi a te konnen ou t ap vizite?

Kompozisyon fanmi/  family composition
Gen yon (1) paran sélman nan fanmi a / one-parert family
Gen de (2) paran nan fanmi a / two-parent family
Timoun nan se ofelen, | ap vivak / orphaned child living with

[I. Kondisyon nan lakay la/ liMng conditions

Kalite lakay / house type Konbyen sal nan kay ladimber of rooms

Konbyen moun rete nan kay la/ number of inhabitants living in the house

Genyen yon latrin (wet€) / is there a latrine? Wi/ yes Non/ no

Sous (tet) do / water source

Ki kalite travay paran yo fe / parents’ ocoupations

Chak ki lé (konbyen fwa) fanmi a manje pa jou nomalman? / average meals per day

Ki kote yo jwenn manje yo? / food source

E ske yo gen rezév manje? /food resenes

Kisa yo ftilize pou kwit (gas, pa egzanp)? / cooking fuel

[ll. Evalyasyon / evaluation

E ske kat jon lopital li disponib? / patient card available Wi/ yes Non/ no
E ske kat vaksen li disponib? / vacdne card available Wi/ yes Non/ no
E ske manman an ap itilize planin? / family planning: Wi/ yes Non/ no

Eske y ap itiize moustiké? / mosquito nets in use Wi/ yes Non/ no
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Moun nan fanmi a / family members:

Non ak lagj Relasyon Travay ou lekol? Nitrisyon

IV. Konsiltasyon/ Consultation

Pwoblém/ problems

Rezilta sot kilti fizik /  findings from exam

Trétman / treatment:

E ske wte bezwen mennen | nan lopital Ia?/ brought to the hospital Wi/ yes Non /
no

Dat pwochen visit /  date of the next visit / /

Nenpot 1ot obsevasyon:

Siyati/ signature:




MANJE: SA POU NOU MANJE POU NOU AN SANTE
A. MALADI KI VINI PASKE NOU PA BYEN MANJE

Pou nou grandi byen, travay di, epi rete an sante, fok nou manje bon manje. Anpil nan maladi nou
pi fasil jwenn yo vin sou moun, paske yo pa manje kalite manj e ko yo bezwen.

Yon moun ki feb, ki malad paske li pa manje manje pou li te manj e osinon paske li pa manje kont i,
yo di moun sa amalnouri Li soufri ak malnitrisyon

Pa manje byen lakoz pifo pwoblem lasante sa yo rive yon moun.

kay timoun kay granmoun
- timoun lan pa grandi, li pa pran pez - feblés ak bouke fasil
- li mache ta, Ii pale ta, li lou - bouch pa gou (pa anvi manje)
- vant li gwo, bri li chéch, pye | chech - anemi — gwo febles
- li kagou, san Vi, |i chita dousman dousman - bokye
- pye | anfle, figi ak men | anfle, li gen - lang fé mal, epi bouton nan lang
bouton osinon mak sou po ko i - pyelou
- chewve | vin fen, yo tonbe, yo pedi koule yo
(yo tankou bab may)

- je I chéch, li pa we ladan yo

Malnitrisyon ka lakoz pwoblém sa yo tou, atout gen 16t rezon m ete sou malnitrisyon an ki ka lakoz

yO:
- dyare - kriz lakay timoun piti
- zOréy sonnen - lakranp
- maltét - batman ké
- jansiv senyen, jansiv wouj - ke sote ak pwoblem né
- nen senyen - maladi fwa (siwoz)
- lestonmak fe mal - enfeksyon tanzantan
- po chéch ak po fann

Manje bon manje ede ko a kenbe tét ak maladi.

Pa manje byen ka mennen anpil pwoblem lasante nou fek sot pak laa. Pa bay maladi pye sou nou.
Men e nou pa manje kalite manje ko a bezwen sa ka fe ko a vin f& epi li pa ka kenbe tét ak lot
kalite maladi, sitou enfeksyon.

- Timoun ki pa byen manje pi fasil pran dyare pase timoun ki man je bon kalite manje. Dyare a
ka menm rive touye yo.

- Timoun ki pa byen manje yo pi fasil gen konplikasyon lé yo pra n lawoujol.

- Timoun ki pa byen manje vin gen tibekiloz fasil, maladi a pi ¢ hita sou yo.



- Maladi fwa ki vini lé yon moun bwe alkol twop, nou pi vit jwenn | nan moun ki pa byen
manje.

- Nenpot ti pwoblem, tankou grip, toujou pi mal epi yo chitapi  lontan sou moun ki pa byen
manje.

Lé yon moun malad, bon kalite manje ede | refe.

Non sélman bon kalite manje ede moun pa malad fasil, sa ede yo bu pou yo goumen pou soti anba
maladi, pou yo ka refe. Se pou sa lé yon moun malad, maje ki gen mnm se sa li bezwen an premye.
Se dilere sa pou we gen manman timoun ki sispann ba yo manje ki ggn nanm kou yo malad osinon si
YO gen dyare. Konsa timoun yo vin pi féb, yo pa ka goumen ak mal adi a, yo ka menm rive mouri.
Timoun malad bezwen manje ki gen nanm! Si yon timoun malgoh vle manje, ankouraje li
manje.

Nou pi fasil wé yon moun malnouri lé li malad. Konsa, yon timo un ki gen dyare depi anpil jou ka
vin gen men | ak pye | anfle, figi | boufi, tach wouj sou tout ko i, osinon bouton kap dekale sou pye
l. Tout bagay sa yo Ve di li soufri malnitrisyon. Lé konsat imoun lan bezwen manje plis bon kalite
manje!

Manje bon kalite, se bagay ki konsekan anpil pou yon moue li malad ak le lap refé.

MANJE BYEN KENBE KO NOU PWOP SE PI BON GARANTI POU LASANTE

B. MANJE KO NOU BEZWEN POU NOU RETE AN SANTE

Pou nou an sante, pou nou gen fos, ko nou bezwen twa (3) kalitemanje. Se pou chak jou nou manje
ti gout nan chak.

1. Manje Kap Ede Ko Nou Grandi: Pwoteyin

Pwoteyin se kalite manje ki ou mete ko a kanpe. Se yo ki fé kd nau grandi, se yo ki mete wann sou
Zo nou, ki fe sevo nou ak tout 10t pati nan ko nou ka deviope anfom. Pou nou ka grandi byen epi
pou nou ka gen fos, fok chak moun manje kont pwotein yo chak jou Bondye mete.

Men kek manje ki gen anpil pwoteyin ladan yo:
- Vyann
- ze
- pwason
- let
- fwonmaj
- poul
- bet lanme

Men kek manje ki gen ti gout pwoteyin ladan yo:



tout kalite pwa

nwa, pistach (manba)

fey legim vét (kreson, lyann panye)
- sereyal (ble, aman, pitimi...)

2. Manje Kap Ban Nou Fos Ak Kouraj: Sik, Lanmidon ak Grés

Sik ak lanmidon se manje kap bay fos kouraj. Yo tankou bwa pou dife nou. Plis yon moun travay, se
plis li bezwen manje pou ba | fos ak kouraj. Men, si se sa s€lma hou manje san hou pa pran
pwoteyin, ko nou pap gen fos. Fok toude mache ansanm.

Men manje ki gen lanmidon:

- r'nay|

- ble

- diri

- awan

- pitimi ak ot grenn menm fanmi avé |
- vémisel

- makawoni

- ponmte

- patat

- W_nm

- kasav (manyok)
- bannann

- tayo

- lam

Joumou gen lanmidon ladan | tou.
Men manje ki gen sik ladan yo:
- sik
- siwo myel
- QWO SO
- rapadou
Let ak fwi tankou fig mi gen sik ladan yo tou.

Gres nan ko nou se rezév fos ak kourgj ko a fé pou e | bezwen. Lé énsa, li fé gres la tounen sik.
Le nou manje twop gres sa pa bon pou ko nou. Men se pou nou manje tgout gres chak fwa nap
manje.

Manje ki gen anpil gres:



- Iwil kwizin
- manteg
- janbon
- grés wann
- la kochon
- bé, magarin
Men kek manje ki pa gen anpil gres:

- manba

- nwa

- wowoli (jijiri)
- zaboka

- let

- kokoye

3. Manje Kap Pwoteje Ko Nou: Vitamin Ak Mineral

Vitamin se manje ki pwoteje ko nou. Se yo ki fe tout bagay nan kd nou mache jan pou yo mache. Si
nou pa manje manje ki gen vitamin, nap malad. Mineral yo menm, nou bezwen yo pou ban nou bon
san, bon zo ak bon dan.

Men kek manje ki chaje ak viamin ak mineral:

- féy, legim (legim vet ak legim jon)
- fwi pye bwa yo tankou mango, zaboka

Gen manje kap ede ko nou grand ki gen anpil vitamin ak minera | tankou manje ki soti nan let ak
sereyal.

C. SA SA VLE DI BYEN MANJE

Manje byen vie di manje kont. Men sa vie di tou manje yon ti kras nan twa kalite manje nou te
we ko a bezwen yo.Pou nou gen lasante, fok nou manje manje kap ede nou grandi, manje kap ban
nou fos ak kouraj, manje kap pwoteje ko nou. Gen moun ki manje anpil manje ki gen lanmidon
tankou diri, mayi, manyok ak bannann, men yo pa manje kont m anje ki bay fos, ni manje kap
pwoteje ko yo tankou pwe, nwa, ze, wann, pwason, fe vet, legim vet ak fwi. Moun sa yo, menm si

yo manje anpil manje ki gen lanmidon, yo pa manje byen.

Nou pi fasil wé malnitrisyon sou timoun paske yap grandiyo bezwen bon kalite manje ki
pou ede yo grandi byen, kap ede yo gen lasante.

Malnitrisyon ki pi grav yo se:



MALNITRISYON CHE CH OSINON MARAS
-sa Vle di: pa manje kont

1. Pitit sa a pa manje kont li nan okenn kalite manje nou te pale yo sitou manje ki bay fos ak kouraj.
Yo di li gen malnitrisyon chech (maras) Nan bon ti mamit sa Vie di lap mouri grangou, ko i
piti, li chech, lap depafini.

Yon timoun konsa se zo ak po li ye:
- Lé nou gade figi |, li sanble yon we granmoun
Li toujou grangou
Vant li gno
Li pa gen pez li te dwe genyen pou laj |i
Li chéch anpil

Timoun sa a bezwen manje sitou manje ki bay fos ak kouraj.

MALNITRISYON ANFLE OSINON KWATCHOKO
-sa Vie di: li pa manje kont pwoteyin

2. Pitit sa a pa manje kont manje ki gen pwoteyin ki pou ede ko |li g randi, menm si i manje kont
manje kap ba li fos ak kourgj. Yo di li gen malnitrisyon anfle (kwatchokd). Yo rele li tou
maladi anfle, paske pye li, men li, figi i anfle.

Atout li sanble li gra, pa gen wann ki rete sou li. Limenmse zo, po ak do li ye.
Pitit sa a bezwen manje kap ede ko li grandi, manje ki gen anpil pwoteyin.

Yon timoun konsa se zo, po ak dlo li ye:
- Figi I anfle won kon “lalin”

Li sispann grandi

Figi | kagou

Li koumri ak bouton, po | ap dekale

Men |i ak pye li anfle

Cheve | vin wouyj

- Anwo ponyet li chéech

- Li pa gen wann (men li ka gen yon ti gres)

Se lé yon timoun gen dyare osinon yon 0t enfeksyon nou pi fasil we li soufri malnitrisyon anfle a
(kwatchoko). Se timoun ki sevre ki pi fasil soufri malnitris yon anfle a (kwatchoko), paske atout yo
ba yo manje tankou diri, mayi, sik ak I6t manje ki pou ba yo fos , yo manke sou let ak sou manje ki
pou ede ko yo grandi.



Timoun ki gen kwatchoko plis sanble li gra pase li meg paske li anfle, epi tou paske li ka gen yon fti
gres. Men wann li fin ale. Si ou gade anwo ponyet li yo, nap we yo chech anpil.

De maladi sa yo: malnitrisyon anfle ak malnitrisyon chech, y o pa rete konsa yo parét yon jou sou
timoun. Yon timoun kapab manke sou manje li, men nou ka pako wé sa. Pibon jan pou nou we si
yon timoun malnouri se pou nou mezire anwo ponyet |i.

Ann kontwole pou malnitrisyon: mezire anwo ponyet li:

Apre ennan, tout timoun ki gen anwo ponyet yo mezire pi piti pa  se 13 santimét se timoun ki pa
manje byen. Nou pa bezwen gade si ti pye | yo gwo, sitimen | yo ak figi li gra. Si ponyet la mezire
12 santimét, li malad anpil.

Yon Iot jan nou ka we si timoun lan pa manje byen se le nou peze lichak mwa. Yon timoun ki gen
lasante, ki manje byen ap pran plis pez ak lgj |i.

D. MANJE KONT BON KALITE MANJE

Gen kek timoun ki féb, ki manke sou péz nomal yo epi ki kouman se anfle oubyen ki bay [0t siy ki ta
vie fé nouwe yo gen kwatchoko, atout yo bwe yon ti let, atout y o manje kek manje kap ede ko yo
grandi. Anpil fwa sa rive paske yo pa manje kont manje kap ba yo fos ak kouraj. Lé konsa,
pwoteyin pou yo ta sévi pou grandi a, ki pou ta fé yo anfom lan , ko a blije pran li pou fe ot travay.

Gen lot manje tankou bannann vet, yam, tayo, mazoubel, elatiiye. Yo gen anpil dio nan yo ak farin.
Safé le timoun lan manje yo, vant yo plen. Sa pa Ve di yo jwennkalite manje yo bezwen pou ba yo
fos ak kouraj. Vant yo plen men ko yo grangou toujou.

Se yon bagay ki konsekan anpil pou timoun konsa manje twa (3) fwa pa jou pou pi piti, epi li bon
pou yo pase yon ti bagay nan bouch yo tanzantahée nou mete ti gout il kwizin nan manje
timoun lan sa ka ede tou. Tout jan, chak fwa nou kapab, timoun lan fét pou | manje manje kap ba |i
fos ak kouraj ak pwoteyin plis pase sa ki gen dlo ak farin ladan yo.

Ki jan nou ka evite maladi malnitrisyon ak ki jan nda trete |:
Pou tibebe ki fenk fét, let manman se pi bon manje yo ka jwenn  Se pou nhou bay timoun yo tete
toutotan nou kapab. Gen manman ki konn bay pitit yo tete jouk y 0 gen dezan, gen It ki ba yo pi

lontan. Le timoun lan rive sou kat (4) mwa osinon sou sis (6) mwa, se pou li koumanse pran 10t
manje mete sou let manman an.



Timoun ki gen maladi malnitrisyon anfle bezwen plis pwoteyi n pase yonn ki an sante. Si nou ka
jwenn let an poud, li bon tou. Si timoun lan pa jwenn kont manj e ki pou ba li fos ak kouraj, se pou
nou brase let la ak yon ti smo myel osinon ak yon ti sik. Silet an poud la pa fin fre, tankou let
sinistre a, konsa se pou nou mete ti gout il kwizin ladan I t ou. Ze, poul, wann, pwason, se bagay
ki chaje ak pwoteyin, men yo koute che. Pwa tout kalite ak pistach gen pwoteyin ladan yo tou epi yo
pi bon mache. Pou timoun piti ka dijere pwa yo pi byen, se pou n ou kale yo, kwit yo byen, lefini
kraze yo fe pire.

Lot kalite maladi malnitrisyon:

Gen de (2) kalite maladi malnitrisyon nou pi fasil jwenn kay moun ki pdv, se malnitrisyon chech (se
grangou ki ba yo li) ak malnitrisyon anfle (se manke yo manke pwoteyin nan manje yo). Men gen Iot
kalite malnitrisyon toujou: Se lé moun manke manje vitamin ak mineral. Se konsa:

- Si yon moun pa manje fwi ak legim jon osinon vet, si li pa manje manje ki gen vitamin A li ka
gen pwoblem pou | we lannwit, je | chéch, li ka menm rive pawe anko.

- Timoun ki pa bwe lét epi ki pa janm al nan soley ka vin gen janm kanbral, yo ka gen lot maladi
zo (rachitik). Nou ka fe kichoy pou timoun konsa Ié nou ba yo le t ak vitamin D (nap jwenn
vitamin sa a nan il fwadmori). Men, pi bon jan ki pap koute no u anyen, se pou nou fo timoun
lan pase soléy, pou soléy la bat po i.

- Moun ki pa manje kont manje ki gen fe, tankou ze, legim vét, wann, moun sa yo ka manke san,
YO gen anemi.

- Lé yo pa manje fwi, legim ak 6t manje ki chaje ak vitamin po bouch yo ka fann, (bokye) jansiv
yo ka senyen, maladi ka pete sou po yo.

- Pwoblem sa yo ak kek Iot ki mare ak koze manje an nap jwenn plis detay sou yo nan chapit sa a.

E. KI JAN POU NOU MANJE PI BYEN LE NOU PA GEN ANPIL LAJAN
OSINON ANPIL TE

Gen anpil bagay ki lakoz grangou ak malnitrisyon. Yonn nan b agay sa yo se lamizé. Anpil kote sou
late beni, se yon ti ponyen moun ki gen pifo richés ak te. Yo ka dante jaden fé bél rekot tankou

rekot kafe ak tabak, yo vann yo pou yo vin gen plis lajan, men bagay sa yo pa ka ranplase manje.
Oubyen sa ki pa gen yon ti moso té pou tét pa yo, ka travay té yo anfémen osinon yo pran de

mwatye. Men se met té a ki soti ak pifd nan rekot la. Pwoblem grangou nan vant sa a, pwoblém
pa manje byen sa a pap janm ka fin regle toutotan moun parkosepare yonn ak ot san fé
lenjistis.

Gen anpil bagay yon moun ki pov ka fe pou | manje pi byen san | pa bezwen depanse twop, epitou le
sa a la gen fos pou | kanpe pou defann dwa |i.



Nan konséy sa yo nap we ki jan nou ka fé pou té a bay plis rannman, lé nou chanje plant yo chak
le, le noufouye kannal nivq le noufé irigasyon Nou ka fe basen pwasortou, okipe myel, fe
bon kolonbye (silo) pou sere rekot ankourgje yo fe jaden fanmj sere bon kalite grenn pou fe
semans.

Le nap gade keksyon manje a an rapo ak té afok nou pa bliye yon bout te ka bay yon kantite
moun manje Men, si gen twop moun sou do |, ti rekot lap bay la pap ka bouc he twou dan tout
moun sa Yo, sitou si pa gen anpil It travay nou ka fe pandan nap okipe té a. Poutét sa fok nou gen
valé pitit té a ka bay manje byen. Se wre, Ié nou gen anpil tiaun, nou gen anpil bra pou travay. Men
sa pa Ve di paske nou gen anpil timoun ti moso té nou an ap vin pi gwo.

Timoun ki grangou pa travay byen epi anpil ladan yo mouiri.

Anpil fwa nou we yon papa ak manman ki pa gen anpil pitit pi fa sil jwenn kont manje pou ba yo.
Kalkile sa m di nou an byen. Fe plan pou fanmi nou dapre sa nou genyen.

Le pa gen anpil lajan lakay, fok nou pa gaspiye I. Sa Ve di sepou mesyedam yo mete tet ansanm pou
we sa yap fe. Gen anpil papa pitit kap depanse ti fras lajan yo genyen nan kleren, gwog, sigaret,
tabak jwet aza (bolet). Kob sa a ta ka achte bon manje, yon pdikap bay ze, osinon yon ti bagay an
plis pou lasante moun lakay yo. Gason kap chita ansanm pou bweé yo, fok yon jou yo ta chita
ansanm pou Yo diskite pwoblem sa yo, pou yo ka cheche yon solisyon pou yo.

Yon ot bagay anko, gen manman ki pito achte bonbon, dous, kola pou timoun yo pase yo achte ze,
let ak lot manje ki ta pi bon pou yo. Konsa, manman yo ta depanse menm kob la, men timoun yo ta
grandi pi an sante.

SI NOU GEN TI MWAYEN, EPI NOU VLE EDE PITIT NOU GRANDI AN SANTE:
PASE NOU ACHTE SIRET, BONBON, OSINON BOUTEY KOLA POU LI, PITO NOU
ACHTE YON LO ZE BALLI.

Bon manje ki bon mache:

Pifd moun sou late beni manje anpil manje ki gen lanmidon ladan yo epi yo pa manje kont manje ki
gen pwoteyin, vitamin ak mineral ladan yo. Se paske pifd bo n manje sa yo koute ché anpil. Bét yo
menm bezwen plis te patiraj si pou yo bay kantite pwotein nou b ezwen.

Pifd moun pa ka achte wann, et ak ze pou yo manje. Si nou gade lgen, nap we moun ki pa gen
anpil lajan ka jwenn plis pwotein ak bon kalite manje si yo plante osinon si yo achte plant ki gen
anpil pwotein tankou pwa tout kalite, pistach, nwa, leign vet, pase pou yo depanse gwo
lajan nan achte vyann ak pwason.



Moun ki jwenn pifdo pwoteyin yo nan manje plant,
yo kapab gwo neg, yo kapab an sante.

Tanselman, fok nou pa bliye, se yon bon bagay pou nou manje tigout nan kalite pwoteyin nou
jwenn nan bét tou chak fwa nap manje. Paske menm lé manje plantyo chaje ak pwoteyin yo pa gen
tout pwoteyin kd nou bezwen an.

Li pi bon pou nou manje dives kalite manje planpase pou nhou rete nan yon grenn osinon de

grenn kalite manje. Chak kalite plant bay ko nou yon kalite p woteyin, vitamin ak mineral. Si de (2)
jou nou manje mayi ak pwa, li pi bon pase si nou manje mayi pou k ont li yon jou ak pwa pou kont li
yon [0t jou. Epi si nou mete yon ti legim osinon yon ti fwi ak li m enm, sa pi bon toujou.

Men sa nou ta konseye nou manje pou nou ka gen plis pwoteyin, plis vitamin ak plis mineral san nou
pa depanse twop.

1. Let Manman. Sa se manje pi bon mache nou ka jwenn pou ti bebe, se pi bon manjeou ka ba
li, paske li gen tousa ko timoun lan bezwen. Manman an gen dwa manje anpil manje plant ki gen
pwoteyin ladan |, li fé | tounen pi bon manje pou pitit [—Iet ma nman. Lét manman non sélman
i bon pou timoun yo li fé nou fe ekonomi!

2. Ze ak poul. Anpil kote ze se manje nou jwenn nan bét ki koute mwens kob epi ki gen pi bon
kalite pwoteyin. Nou ka mete | ansanm ak I6t manje nou bay tib ebe ki pa sa jwenn lét manman.
Nou ka bay timoun ki nan tete ze Ié yo koumanse pi gran.

Fanm ansent ki gen maleng leve sou yo, ki soufri dan souke ak bkranp, se kalsydom yo manke.
Yo gen dwa pile po ze melanje nan manje yo.

Poul gen bon kou pwoteyin epi yo pa two ché, sitou le yon fanm i gen poul pal lap gade.

3. Fwadi, ke, wonyon ak sanBagay sa yo gen apil pwoteyin, vitamin ak fé (ki bon pou mou n ki
soufri feblés). Pi souvan yo pi bon mache pase [0t kalite wann yo. Anpil kote, pwason vann pi
bon mache paselot wann, men yo gen valé nan koze nitrisyon an

4. Tout kalite pwa ak |0t legimtankou benzoliv bay pwoteyin, lefini yo bon mache. Sinou kite
grenn pwa Yo jemen anvan nou kwit yo pou nou manje, yo gen plis v itamin toujou. Pou timoun
piti, li pi bon pou nou kale pwa a le li fin byen kwit epi pouno  u kraze | fé pire ave |.

Pwa ak 0t legim yo, se pa selman bon manje ak pwoteyin yo ye. Men le nou plante yo, yo refeé té

a. Lot plant nou plante apre nan té sa a ap pi bél, yap donnen pls. Sa fé nouwe se yon bagay
konsekan pou nou pa plante yon sel kalite plan toutan nan jaden nou.



5. Legim vet ak fey vépa gen anpil pwoteyin, men yo gen ti gout fe ak anpil vitamin A . Fey
patat, fey tout kalite pwa, boujon militon, boujon joumou, koupye, zepina, lanmanye, tousa gen
anpil vale nan koze manje. Nou ka cheche yo, fé poud ak yo, epi nelanje yo ak labouyi nap bay
tibebe yo pou mete sou pwoteyin ak vitamin ki nan manje a.

Legim tankou leti ak chou gen yon ti kras pwoteyin ak vitam in. Nan koze manje a, yo pa gen
anpil vale.

6. Féy manyokdous gen plis pwoteyin ak vitamin pase manyok la menm. Si nou m anje fey
manyok la, ansanm ak manyok la, sa ap ban nou yon pi bon manje &n nou pa bezwen peye anpil
pou sa. Boujon yo pi bon anko.

7. Mayi chech. Lé nou moulen de (2) mezi mayi chéch osinon ot grenn chéch ak yn mezi pna
chéch nenpot kalite sa ban nou yon manje nou rele AKAMIL. Man je sa a gen vitamin ak
pwoteyin ladan . AKAMIL bon pou evite epi trete malnitrisyo  n.

8. Diri, ble ak l6t grennmenm fanmi an gen plis valé nan koze bon manje a si hou pa wete @y ki
sou yo a le nap moulen yo. Diri ak ble ki pa two moulen gen plis v itamin pase diri glase osinon
diri machinen.

9. Kwit legim, diri, ak |6t manje nan yon ti kragdlo. Pa kwit yo twop. Konsa, nap pedi nmens
vitamin ak pwoteyin. Dlo ki kwit yo a bon tou. Nou ka bwe | osino  n nou ka fé soup avé |.

10. Anpil grenn bwa chaje ak vitamin C. Gen sik ladan yo totap ban nou anpil vitamin epi
yap mete yon ti diplis sou sa nou manje. (Fé atansyon pou nou pamanje sa ki pa bon, sa ki ge
pwazon.)

11.Nan kék peyi, nou ka jwenn manje timoun ki tou pare ki pa two che.Yo ka fé yo ak grenn
koton, farin bannann, aranout, et san gres, osinon pwason chech. Genyen ki gen pi bon gou
pase Iot. Men yo tout pare yon jan pou bay timoun yo bon doz pwo teyin yo bezwen (Banalakta,
Farin Kiskeya, Banana, AKAMIL). Lé nou mete yo nan labouwyi 0 sinon nan nenpdt manje nap
bay timoun yo, yo fé maje a vin gen plis nanm atout sa pa koute two che.

F. KI KOTE POU NOU JWENN VITAMIN: NAN GRENN RENMED,
NAN PIKI, NAN SIWO OSINON NAN MANJE?

Depi yon moun manje byen, lap jwenn tout vitamin ko | bezwen. S a toujou pi bon pou nou manje
byen pase pou nap achte grenn vitamin, piki, smo osinon foti fyan.



Si kd nou bezwen vitamin, achte ze
ak 16t manje ki pou bay fos
pase pou nou achte grenn renmed ak piki.

Gen de le sa pa fasil pou nou jwenn manje ki bay fos. Le yon mounsoufri malnitrisyon, se pou |
byen manje mezi li kapab, epi se pou | pran vitamin tou.

Pou pifd moun, vitamin yo ka vale fé menm travay ak piki, yo pi  bon mache, I&fini yo gen mwens
danje. Pa pran piki vitamin! Pito nou pran grenn k siwo vitamin Men li pi bon toujou |é
nou pran vitamin yo nan manje.

Si nap achte konpoze vitamiman fanmasi, fok nou séten yo gen tout vitamin ak tout mineral nou
pa jwenn nan manje ki gen sik ak lanmidon.

Men vitamin ak mineral ko a bezwen:

Nyasin (asin nikotinik)

Vitamin B1 (tiyamin)

Vitamin B2 (riboflavin)

Fe (silfat fé) sitou pou fanm ansent ak moun ki soufri anemi
Gen kék moun ki bezwen an plis:

Asid folik (folisin) pou fanm ansent

Attamin A

Vitamin C (asid askobik) pou timoun piti

Vitamin D
Vitamin B6 (piridoksin) pou timoun piti ak moun kap pran ren  med pou maladi pwatrin.
Kalsyom, pou timoun ak fanm nouris ki pa jwenn kont kalsyom na n manje yo. Nou jwenn
kalsydom nan lét, nan fwonmaj.

G. BAGAY POU NOU EGZANTE NAN MANJE NOU

Gen anpil moun ki kwé gen anpil kalite manje kap deranje yo, ge n lot yo kwe se pa pou yo manje yo
lé yo malad. Yo di gen manje ki cho, gen manje ki frét. Yo di moun ki gen maladi cho pa dwe
manje manje ki cho, ni moun ki gen maladi fret pa dwe manje manje ki frét! Gen ot ki kwe gen
kalite manje ki pa bon pou nouris. Gen Iot anko ki kwe lé jennmo un ap fome gen kalite anje yo pa
dwe manje pou yo pa siprime. Gen anpil nan koze sa yo ki we. Men gen ladan yo ki pa wre, paske le
nou gade byen, nou jwenn manje yo di ki pa bon pou tél maladi, se yo ki pi bon pou kraze malad a.

Yon moun malad bezwen plis kalite manje kap ede ko li grandi pase yon moun ki gaya. Lé yon

moun malad, se pa sitelman manje ki pa bon pou li pou nou veye pou yo pa ba li, men se pou nou
kalkile ki manje li pi bezwen pou | refe, pou | gaya pi vit, tank ou fwi, legim, lét, wann, za ak pwason.



Nan pifo ka maladi, menm manje
ki bon pou nou le nou gaya a, se menm manje sa a
ki bon pou nou Ié nou malad.

Konsa tou, bagay ki pa bon pou nou lé nou gaya, yo kat fwa pi pa bon lé hou malad.

Men bagay pou hou egzante:
- Alkol
- Tabak
- Manje ki gen twop gres
- Twop piman, osinon epis
- Twop manje dous
- Twop kafe

Alkol bay moun maladi fwa, maladi lestonmak ak maladi ne. Si nou gen maladi sa yo, alkol la ap fé
yo vin pi mal. Léfini lap ban nou pwoblém ak moun, met sou |i.

Fimen ka ban nou we touse sek ki pa Vie geri. Lé nou gen lontan aepi nap fimen li ka bann kansé
nan poumon ak Iot pwoblém. Fimen pa bon menm pou moun ki malad n an poumon yo, tankou
maladi touse, opresyon ak bwonchit (souf anle).

Manje ki gen twop fres, ki gen twop epis cho ladan yo, ak twop k afe ka ban nou asid ak lot pwoblem
dijesyon.

Twop sik ak twop bagay dous ka koupe apeti nou, sa ka gate dan nou tou, sa ka ban nou pwoblem
ak ké nou. Lika antre nan koz ki bay kanse nan trip. Men tout jan, sik bon paske li bay moun
malad ak timoun kap soufri malnitrisyon fos yo bezwen an.

Gen kek maladi ki mande pou pa manje tél osinon tél kalite manje. Konsa, moun ki soufri tansyon,

moun ki gen pwoblem ak ke yo, moun ki gen pye anfle, fet pou r alanti sou sél yo. Si maladi a grav,
fok yo pa pran sél menm. Tout jan, twop sel pa bon pou pesonn. Moun ki soufri asid ak moun kap
fe dyabet pa ka manje tout bagay.

H. Pl BON KALITE MANJE POU TIMOUN PITI

DEPI YO FET RIVE 4 A 6 MWA:

Pa gen I6t manje pase lét manman selman
ki pi bon pou timoun anvan yo gen 4 mwa.




Let manman pi bon, li pi pwop pase tout 10t manje pou ti bebe. Li pi bon pase tout manje tibebe
nou ka achte. Si nou ba | let manman ase pandan 4 a 6 mwa yo, sap ede pitit la pou | pa gen dyare
ak anpil lot kalite enfeskyon.

Si manman pa gen kont lét:

- Se pou manman an bwe anpil do ak Iot likid. Plis li bwe, plis la p gen lét.
- Se pou manman an manje pi byen. Manje ki gen pwoteyin ak vitamin tankou pwa, fey vet ak
legm, wann, lét, fwonmaj ak ze. Bagay sa yo ap ede | gen plislét pou | bay pitit |i.

Si manman an pa gen léet menm:

- Fé li bweé anpil likid, fe | manje pi byen. Kite pitit la tete t anzantan. Gen defwa sa kont pou fé
lét la moute.

- Si sa pa mache,bay pitit la It kalite lét tankou let bef, let kabrit, Iet evapore osinon let an poud.
Men pa ba | leét kondanse. Nou ka mete yo ti sik nan let nap bay pitit la.

Atansyon: Nenpot ki kalite lét nou sevi se pou nou mete yon ti do bouyi la dan |. Men de (2) jan
nou ka fé I

1) 2 mezilet bef, 1 mezi dio bouyi, 1 ti kiye sik

2) 2 mezilét evapore, 3 mezi dio bouyi, 1 ti kiye sik

Si nou sevi ak let an poud ki san gres, se pou nou mete yon gwo ke wil ladan |.

- Toujou bouyi ni do, ni let nap bay timoun yo.  Li pi bon & nou bay timoun yo manje nan
gode ak kiye pase pou nou sevi ak bibworlLave bibwon ak tetin, lefini kenbe yo pwop, se
pa bagay fasil. Sa lakoz anpil enfeksyon ak dyare. Si nou blig sevi ak bibwon, se pou nou bouyi
ni etin lan, ni bibwon an chak wa anvan nou bay pitit la manje ladan yo.

- Si pa gen kont kob pou achte let pou pitit la, fé labouyi ak fari n diri, darin mayi osinon ak pitimi,
farin bannann ak tout lot grenn. Fok nou toujou mete yon ti pwa  kraze, ze, wann, poul ak lot
pwoteyin.  Se pou nou kraze yo byen kraze pou timoun yo ka vale yo byen.

- ATANSYON: Garin mayi ak dlo diri pa gen kont vitamin pou nou ta bayirhoun sa ase
pou yo manje. Lé konsa yo pap grandi byen, yap mache y&, pap pale le pou yo ta pale
a. Yap malad fasil epi yo ka menm rive mouri. TIBEBE FET POUMANJE MANJE KI
GEN PWOTEYIN LADAN L.

SOTI 4 MWA RIVE 1 AN:
- Toujou bay tibebe a tete. Si nou kapab, ba | tete jouk li gen ézan (2).
- Lé pitit la gen 4 mwa, 6 mwa, koumanse ba | 1ot manje tou. Se poumanje a byen kwit epi fok i

byen kraze. Pou nou bay timoun yo manje ki bon pou yo epi ki pa t wo ché, fok nou pran yonn
nan chak gnoup sa yo, epi mete yo ansanm.



Pwoteyin nou jwenn Pwoteyin nou jwenn Lanmidon (Idrat Grés
nan bet nan plant kabon)
- Lét bouyi osinon - Pwatout kalite - Farin mayji, diri, ble - Nenpot il kwizin
poud let - Pistach osinon awvan nou jwenn nan
- Ze - Nwa - Ponmte kwit peyi a
- Vyann, poul - Legim véet - Vemisel
- Fwonmayj - Feyvet - Makawoni
- Pwason - Joumou
- Chewréet

Men de (2) jan nou ka pare yon bon manje balanse pou timoun
1) 4 kiye farin mayi, 1 kiye pwa kwit kraze, 1 kiye poud let, ¥z kiye il kwizin
2) 4 kiye diri kwit, 2 kiye pwatann kwit, 1 ze bouyi, ¥2 kiye il kwizin

Timoun ki depase 4 mwa, 6 mwale bwe ki, manje fwi ki gen vitamin tankou zorank, tomat,
papay, melon, fig mi, mango kwit. Féy vet bay anpil vitamin.  Se pou yo byen kwit epi kraze yo byen
kraze.

Timoun ki poko gen ennanfét pou yo manje 5 fwa chak jou epi se pou tanzantan yo pran yon ti
goute.

Atansyon: se lé timoun lan gen 6 mwa pou rive 1 an, i pi vit soufri malnitr isyon. Si nou we yo
blenm blenm, meg, ak yon gwo vant, pye anfle ak figi anfle, si yo gen bouton kap pete sou ko yo, si
yo mnje te, si yo pa grandi ni yo pa pran pez yo dwe, se pou yo manje pi byen:

Pou timoun laj sa a ka gen lasante se pou nou:
TOUJOUBAYO TETE,
BAYO LOT MANJE BALANSE TOU,
BOUYI DLO NOU BAYO BWE A,
EPI KENBE TIMOUN YO
AK KOTE YO RETE APWOP.

DEPI TIMOUN YO GEN ENNAN:

Apre yon timoun gen ennan, li ka manje menm manje ak granmoun, men se pou yo bwe lét toutotan

yo kapab.

Eseye bay timoun yo manje ki gen anpil pwoteyin, vitamin, fé ak mineral chak jou, pou yo ka grandi
anfom ak an sante.

Timoun ak sirét: Pa bay timoun piti abitid manje sirét ak dous, osinon bwe anpi | kola. Lé yo manje
twop siret, yo pa anvi manje lot manje ki pi bon pou yo. Léfini s irét ak dous gate dan yo tou.



Tanselman, le pa gen anpil bon kalite manje pou bay timoun yo, sa bon pou nou mete yon ti sik ak
yon ti il ki fét ak grenn bwa nan let osinon nan 1ot manje no ubayo. Sa ka ede yo pwofite pi plis
pwoteyin yo jwenn nan sa yap manje a.

PI BON KALITE MANJE POU TIMOUN PITI

POU PREMYE 4 MWA YO OSINON 6 DEPI 6 MWA RIVE 2 ZAN
MWA YO
- Lét manman ase - Lét manman

- Lét béf, let kabrit, poud let
- Ak ot bon kalite manje byen kwit

|. MOVE LI SOU KOZE MANJE A

1. Sa pou manman pitit manje lé yo ti nouris.

Anpil kote yo di gen kalite manje yon fanm ki ti nouris pa dwe ma nje. Lé konsa yo defann ti
nouris Yo manje manje yo pi bezwen, epi sa yo kite pou yo manje, se mayi moulen, makawoni,
soup diri, bagay kap fé fanm sa yo vin feb, tonbe anemi Sa ka memn lakdz yo mouri, paske ko
yo pap gen fos pou goumen ak emoraji ak enfeksyon.

Apre li fin akouche, yon ti nouris bewen manje
pi bon kalite manje li ka jwenn.

Pou ko li ka goumen ak emoraji ak enfeksyon, pou li ka gen kont lét pou pitit li &, yon ti nouris
de manje anpil manje ki bati ko tankou pwa, ze, poul, let ak tou sali ka fe avek let, wann, pwason,
fwi, ak legim. Nanpwen yonn ladan yo ki pa bon pou i, yo tout a p ba | plis lasante.

2. Se pa vre lé yo di moun ki gen grip, kap touse epi ki gaen yo bouche pa dwe manje
zoranj, gwayav ak lot fwi, pase sa pa bon pou y&é nou gade byen, fwi tankou zoranj ak
tomat chaje ak vitamin C epi se vitamin sa a ki ka ede ko a gouman ak grip osinon ak Iot
enfeksyon.

3. Se pavre le yo di nou pa ka manje kek manje tankou vgdtochon, epis, gwayav |é nap
pran medikaman. Se Ié yon moun malad nan lestonmak li, anba ké |, ak 16t kote nankannal
dijesyon li pou li pa anje grés ak epis. Si yo manje bagay sa ypyap vin pi mal. Yo te met ap
pran medikaman, yo te met pap pran, se menm bagay.
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