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FOREWORD

The Zambian population has not been spared from the effects of the HIV
and AIDS pandemic. A lot of efforts have been made by the Government with
its cooperating partners, local and international organisations and other
groups to come up with a number of interventions to reduce the spread of
HIV, and indeed to lessen its burden on the household livelihoods and national
economy.

It is a known fact that good nutrition plays an important role in keeping the
health of individuals. Individuals with poor nutrition often experience fast
progression of HIV infection to AIDS. Good nutrition plays a greater role in
tissue repair and improving the immune system. Because of this, there is
an increasing demand for including nutrition concerns in HIV and AIDS
prevention and management to improve survival rates of those affected.

As a result, a number of recommendations on nutrition in the HIV and AIDS
control, have been recorded by a number of individuals, researchers, and
agencies such as the Food and Nutrition Technical Assistance (FANTA),
SARA/AED, and the UN agencies, including WHO, FAO, UNAIDS, just to
name a few. Globally, one of the recommendations called for individual
countries to develop or adapt guidelines on the nutritional care and support
for People Living with HIV and AIDS (PLWHA), to which Zambia committed
herself. Knowing how important the nutritional care and support for PLWHA
was, the Government initiated the development of these guidelines.

A team, led by the National Food and Nutrition Commission (NFNC), took
up the challenge and came up with these guidelines that have been adopted
to the Zambian situation. The guidelines will provide first hand information
to individuals and organizations that give nutritional care and support to
PLWHA. Itis my sincere hope that these guidelines will be put into practice
by the service providers at all levels, PLWHA and their families, in order for
the country to get better health outcomes for all those directly or indirectly
affected with HIV and AIDS. Furthermore, once the effects of HIV and AIDS
are reduced, the country will be able to devote more resources to economic
development.

Honourable Dr. Brian Chituwo, MP.
Minister of Health.
November, 2004.
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DEFINITIONS

Advocacy:

AIDS:

Antioxidant:
Anti-retrovirals:
Balanced Diet:

Beri-beri:

CD4:

Chronic infection:

Diet:
Digestion:

Enzymes:

Speaking or writing in support of someone or
something

A group of illnesses caused by the human
immunodeficiency virus that weakens the
immune system.

Something added to a product to prevent or
delay its deterioration by oxygen or air.

Drugs used for HIV prophylaxis or treatment;
however they are not a cure for HIV disease.

Consumption of a variety of foods which
provide all nutrients in the correct proportions.

A condition caused by vitamin B1 deficiency
that affects the nerves, causes heart disease
as well as body swelling (oedema).

CD4 cells are white blood cells which
organize the immune systems’ response to
some micro organisms including bacteria,
fungal infection and viruses.The CD4 count
is the measurement of the number of CD4
cells, in a cubic millimetre of blood.

An infection that is long standing.

The customary amount and kind of food and
drink taken by a person from day to day

The process of breaking down food and
releasing nutrients in the body.

Biological catalysts that enhance or inhibit
chemical reactions.



DEFINITIONS

Exclusive breast
feeding:

Immune-
compromised:

Indigenous food:

Lean Body Mass:

Legumes:

Malabsorption:

Malnutrition:

Marinate:

Meal:

Metabolic
disturbances:

Metabolism:

When an infant receives only breast milk and
no other liquids or solids, not even water,
unless medically indicated.

Weakened body defence system leading to
easy attack by viruses and bacteria.

Available foods native to the country/
community.

Weight of the body without the fat.

Plant sources of protein e.g beans, peas,
groundnuts, cowpeas.

Failure of the digestive tract to absorb
nutrients into the body.

A condition caused by inadequate or
excess intake of nutrients. In these
guidelines it refers to undernutrition
(inadequate intake).

Steeping or soaking food, e.g. meat, in a
mixture of vinegar, oil and spices before
cooking.

The food served or eaten at a given time
during the day e.g. Breakfast, lunch, supper.

Disruptions in the process of breaking down
nutrients and elimination of end products of
food.

The continuous chemical processes taking
place in living cells including the release of
energy for the body.



DEFINITIONS

Mixed feeding:
Morbidity:
Mortality:

Nutrient:

Nutrition:

Nutritional status:

Nutritious diet:

Opportunistic
infections:

Pellagra:

Replacement
feeding:

Feeding both breastmilk and other foods or liquids.

Sickness in an individual or community.
Deaths in the community.

A substance or component of food. Food
contains carbohydrates, different nutrients that
include water, proteins (amino acids), fats (lipids),
vitamins and minerals.

The processes involved in taking in nutrients
and assimilating and utilizing them.

A measurement of the extent to which the
individual’'s physiological needs for nutrients are
being met.

The kind of food or drink that has a mixture of
a variety of foods to provide all essential nutrients
for the body.

Denotes an infection by a micro-organism which

does not ordinarily cause disease but becomes
infectious under certain conditions, such as
when the immune system is impaired.

A syndrome due to vitamin B3 (Niacin) deficiency
in the diet marked by cracking of the skin,
diarrhoea, mental disturbances and eventually
death.

Feeding infants who are not getting breast milk
with a diet that provides the nutrients infants
need until the age they can be fully
fed on family foods.



DEFINITIONS
Snack:

Viral load:

A guantity of food that is readily available and can
be eaten without much preparation, and is usually
taken between main meals.

The amount of HIV in the blood of an HIV-
positive person. The higher the viral load the
higher the risk of disease progression to AIDS.



1.1 Background
HIV and AIDS Statistics

Zambia is hard hit by HIV and AIDS. Based on the 2001-2002 population
based survey, the national HIV prevalence was estimated at 16%. The
prevalence rate is higher in urban areas than in rural areas, 23% and 11%
respectively. Women (18%) have a higher prevalence than men (13 %).
About 25% of pregnant women are HIV positive and approximately 39% of
babies born to HIV positive mothers are infected with the virus. The number
of orphans from HIV/AIDS is currently estimated at 630,000 (0-17 years).

The effects of HIV and AIDS have been drastic at national, community, family
and individual levels. HIV and AIDS have contributed to poverty and have
reduced the numbers of the productive members of the society that is the
15-45 age groups. HIV and AIDS have had a negative impact on some health
indicators: the life expectancy at birth has dropped from 52 years in the
1980s, to 47 years in 1990s and 50 years in 2000. (CSO, 2003). HIV and
AIDS have also increased the disease burden and increased pressure on
the health care systems.

Nutritional Status

Malnutrition levels have continued to be high in recent years in Zambia,
giving a challenge to the health care providers and policy makers. Data from
the Zambia Demographic Health Survey (ZDHS) of 2001/02, show that 47%
of Zambian children aged 0-59 months are stunted, 5 % are wasted and 28%
are underweight. Malnutrition rates amongst women of childbearing age are
also quite high with low body mass index rate of 13% (BMI lower than 18.5)
and low birth weights of 11%.

Although there has been a reduction in vitamin A and iron deficiencies, there
are still high numbers affected by these micronutrient deficiencies.



According to the National Vitamin A impact study, vitamin A deficiency, rates
among children below under-five years are at 54% (2003) as compared to
65.7% (1999). In the same period, anaemia rates were found to be at 50%
as compared to 65% in 1997 in the same age group.

There has been an increase in food production in the recent years. However,
there are some geographical spots in the country that are still food insecure.
These include those affected by floods and droughts. Eighty percent of the
population is below the poverty datum line, and therefore, most of it is at risk
of food insecurity.

1.2 Government's Response to the HIV Epidemic

The Zambian Government's commitment in the fight against HIV/AIDS is
noted through the following important events:

[ ) 1984: First confirmed case of HIV and AIDS in Zambia
(retrospective diagnosis).

[ 1986: National Aids Prevention and Control Programme
(NAPCP) set up.

[ 1987: Emergency short-term plan developed to ensure safe
blood and blood product supplies.

[ 1988-1992: First MTP which prioritised eight operational areas:
TB and leprosy, IEC, counselling, lab support, epidemiology
and research, STD and clinical care (including Nutritional care),
programme management and home-based care.

[ 1994-1998: Second MTP that involved a multi-sectoral approach
in design and incorporated a mechanism for inter-co-ordination
and collaboration.

[ ) 1999-2003: Creation of a semi autonomous, multi-sectoral
National AIDS Council (NAC).

L 2000-2002: PMTCT secretariat set up.

[ 2000-2002: Ndola Demonstration Project to integrate infant
feeding counselling in the context of HIV/AIDS.



L 2003-2004: Scaling up ARV treatment.

L Ongoing: Capacity building and scaling up of interventions in
the area of HIV/AIDS.

1.3 Policy and Institutional Framework

Zambia has a draft national policy on HIV/AIDS. Currently there is a strategic
framework that outlines the interventions on prevention, treatment and care.
The policy places emphasis on multi-sectoral responses involving Government
ministries, the private sector, religious groups and civil society.In line with
this strategic framework, a national plan for care and treatment of PLWHA
has been developed.

The National HIV/AIDS Council Strategic Framework addresses eight specific
objectives, one of which relates to nutrition as part of the care and treatment
of PLWHA. It states: “To improve the quality of life of PLWHA by encouraging
positive living, good nutrition, prevention of opportunistic infections and
avoiding high risk behaviour”. Lately, the scaling up of ARVs has also become
a major part of the strategy.

1.4 Rationale for the guidelines

Nutrition is considered as a very important part in the treatment and care
of HIV/AIDS. To fulfil the mandate of NAC, nutrition guidelines are needed
to give information on the nutritional care and support for the people living
with HIV/AIDS.

15 Target for the guidelines

The guidelines give useful and practical information for those that give care
and support to PLWHA. Some of these are the health care providers,
nutritionists, social welfare development workers, interest groups, FBOs,
CBOs, politicians, NGOs, extension workers, teachers and the affected
families. They are well intended for the practical applications, policy formulation
and implementation, and review of the impact on overall health outcomes,
especially those related to the HIV and AIDS progression and case
management.



1.6 Layout of the guidelines

The guidelines are given in 11 chapters. Chapters 2 and 3, give information
on basic nutrition for an active and healthy life, and technical information that
link nutrition and HIV. Chapters 4 to 9 give advice on the diet, treatment,
herbal remedies, positive living and other types of care. Nutritional counselling
and education,monitoring and evaluation for the implementation of the
guidelines are covered in Chapters 10 and 11.

1.7 How to Use the guidelines

The guidelines give a general approach to different types of conditions in
Zambia. Each service provider will need to adapt the recommendations
according to given situations or to the needs of the individual client to whom
the services are being offered. The guidelines can be used to:

o Create messages that promote good nutrition for all, especially
people living with HIV/AIDS.

o Develop more detailed and specific operational guidelines and materials
to communicate to caregivers and PLWHA.

[ provide nutritional and dietary counselling to people living with
or affected by HIV/AIDS.

[ Design monitoring and evaluation systems for the nutritional parts of
HIV/AIDS programmes and interventions.

These guidelines can be used together with the following reference materials:

Food for people living with HIV/AIDS, second edition, Network of Zambian
people living with HIV/AIDS, 2002.

Linkages 2003. Infant feeding options in the context of HIV/AIDS, LINKAGES,
Lusaka, Zambia.

LIVING WELL WITH HIV/AIDS: A manual on nutrition care and support for
people living with HIV/AIDS, WHO/FAO, 2002.



2.1 HIV and Its Progression

Acquired Immune Deficiency Syndrome (AIDS) is a disease caused by a
retrovirus known as Human Immunodeficiency Virus (HIV). The virus attacks
the immune system, and weakens the body’s natural defence system to fight
against infection. The virus may take years to make the infected personill.
This is called the asymptomatic stage.During this stage, the immune system
of a person infected with HIV would be getting weaker and other viruses and
bacteria could take “opportunity” of the weakened immune system leading
to illnesses. When the HIV infected person starts getting opportunistic
infections such as Pneumonia and/or Tuberculosis, it shows that the immune
system has been weakened, and the person is said to have AIDS, the last
stage of the HIV infection.

The time it takes for a person to progress from HIV to AIDS depends on the
individual's general health and nutritional status. If HIV infected persons take
care of their health, including good nutrition, the progression from HIV to
AIDS-related diseases is delayed, thus improving the quality of life. It is,
therefore, very important to give nutritional care and support as part of the
comprehensive care and treatment of persons infected with HIV/AIDS.

2.2 Basics of Nutrition
Nutrition is the process of taking and using food in the body. Food has the
different nutrients that the body needs for:
The development, growth, maintenance, replacement and repair
of cells and tissues;
[ ] Resisting and fighting infections and;
[ The production of energy-warmth, movement and work.

When the body does not get enough quality food, it becomes weak and
cannot function properly.



The nutrients that the body needs to function include, carbohydrates, proteins,
fats, vitamins, minerals and water. Some of these nutrients such as
carbohydrates, proteins and fats are needed in large amounts and are called
macronutrients.

Other nutrients such as vitamins and minerals are needed in smaller amounts
and are called micronutrients. Both the macro and micronutrients are essential
and are required in the right amounts and combinations for the body to
function properly (Annex 1).

Good nutrition is when you eat a variety of safe and right foods and in the
right quantities to meet the body’s needs.

A balanced diet is one that has a variety of foods and all the nutrients in the
right amounts and combinations daily to meet the body’s functional needs.
No single food, except breast milk for the first 6 months of life, gives all the
nutrients that the body needs to function well . Eating a variety of foods is
a key factor for good health for everyone, especially for people with special
needs, such as infants and young children, adolescents, pregnant and
lactating women, elderly and the sick.

2.3 Link between Nutrition and HIV/AIDS

Malnutrition is a prominent feature of HIV/AIDS. The relation between
malnutrition and HIV creates a vicious cycle that weakens the immune system
(as shown in the figure below).

FIGURE 1: Relation between HIV and Nutrition

Weakened
Immune System

Malnutrition leading to wasting, underweight
and various signs of micronutrient deficiency




Malnutrition leads to immune impairment that worsens the effect of HIV/AIDS.
Malnutrition, therefore, can contribute to and at the same time come from
the progression of HIV/AIDS. Persons with HIV are at increased risk of
developing malnutrition through various mechanisms, some of which are not
related to food intake. Poor nutrition increases the chances of getting
opportunistic infections. This may speed up the progression of HIV to AIDS.

HIV infection is more complicated than other infections because the virus
attacks and destroys the cells of the immune system, which later affects other
body organs, as they are easily attacked by other various infections. These
infections affect the nutritional status by reducing dietary intake and nutrient
absorption. At the same time they increase the utilization and excretion of
other nutrients. This leads to malnutrition, including certain micronutrient
deficiencies as the body tries to fight the HIV attack on its immune system.
This usually contributes to the weight loss and the wasting syndrome, mostly
noted in adult AIDS patients. Decreased food intake is the most prominent
factor leading to the development of malnutrition and subsequent wasting.
Other major causes include malabsorption and alterations in metabolism.

The effect of HIV on the body’s nutritional status begins early in the course
of the HIV infection, even before symptoms are seen. It is important to address
and quickly treat malnutrition early as it negatively affects the immune function
and is associated with HIV disease progression.

Good nutrition can play an important role in the care and management of
HIV/AIDS.

Impact of good nutrition for PLWHA

@ Helps prevent malnutrition and wasting

Enhances the body’s ability to fight opportunistic infections
Helps to achieve and maintain optimal body weight
Improves the effectiveness of medications

Helps to prolong good health

Improves the quality of life



The figure below illustrates the relationship between good nutrition and
HIV/AIDS.

FIGURE 2: The relationship between good nutrition and HIV/AIDS

Good nutrition
C Maintain body weight 3

Stronger immunity

Eating well .
) Resistance to
Good appetite . .
infection
Slower HIV/AIDS Disease
progression
Reduced
sickness

Source. WHO/FAO manual on nutritional support and care for PLWHA, 2002

Malnutrition in PLWHA may include the following clinical signs and symptoms
such as: (see also Annex 1)

® Weight loss, @ Increased susceptibility to infection,

@ Loss of muscle tissue @ Diarrhoea and poor absorption,
and subcutaneous fat,

@ Sores at the corners of | @ Poor response to medication
the mouth.

@ Hair changes and hair loss



Poor nutrition status may result from a number of causes such
as:

@ Increased need of nutrients.

@ Diarrhoea which causes poor absorption resulting in poor
utilization of ingested foods and nutrients.

® Reduced food intake due to:
- Reduced appetite due to infection,
- Mouth infection (including candida) which makes it painful to eat or
suckle,
- Depression,
- Side effects of drugs,
- Poverty,
- Poor quality of food,
- Poor variety of foods,
- Nausea,
- Weakness

2.4 Nutritional Needs for Adults Living with HIV/AIDS

Most people living with HIV/AIDS will experience weight loss at some point
in time. There is a relationship between loss of weight or lean body mass
and mortality in HIV patients. In order to prevent weight loss or maintain
weight, fight infection, build and maintain muscle mass, it is important to have
enough nutrient intake at all times. This is crucial as the energy needs of the
PLWHA are increased due to the HIV infection itself, opportunistic infections
and changes in the body’s metabolism. PLWHA therefore, need a diet that
provides all the essential nutrients (carbohydrates, protein, fat, minerals and
vitamins) to meet the increased nutritional needs.

Energy Needs

The increased energy needs will depend on whether the PLWHA do or do
not have symptoms. The HIV infected person who has no symptoms, i.e. is
asymptomatic, requires 10% more energy above the level recommended for
a healthy non-HIV infected person of the same age, sex and physical activity
level. If the HIV infected person has symptoms, i.e. symptomatic, he or she
requires 20%-30% more energy above the level recommended for a healthy
non-HIV infected adult of the same age, sex and physical activity level.



Protein Needs

WHO does not recommend increased protein intake by HIV-infected persons.
The protein needs for the HIV infected adult are the same as those
recommended for a healthy non-HIV infected adult. The recommended protein
intake for a healthy non-HIV infected adult is 12-15% of the total energy
needs or 0.8g/kg for females and 0.85g/kg for males.

There are, however, other factors that increase protein needs. Some of these
are illness, surgery, infection, trauma, and pressure ulcers. It is, therefore,
important to consider pre-existing or concurrent protein deficiencies.

If energy intake is insufficient, protein will be used to provide the body with
energy. This means that there will be less protein available for maintaining
muscle tissue and strengthening the immune system and in children less
protein for growth and development. It is, therefore, important to have
adequate energy intake at all times, especially during infections. In this
way, protein may be used for building or maintaining lean muscle and
strengthening the immune system.

Fat Needs

WHO does not recommend increased fat intake over what is recommended
for a healthy non-HIV infected individual. Dietary fat is a good source of
essential fatty acids, vitamins and concentrated energy. Fat can be used to
help meeting increased energy needs if the patient does not have fat
malabsorption or diarrhoea. However, the WHO Technical Advisory Group
on nutrition and HIV/AIDS, recognized that individualized advice regarding
fat intake might be required in individuals on anti-retroviral therapy and among
those with persistent diarrhoea. The recommended intake for fat for a healthy
adult is 30-35% of the total energy needs.

Micronutrient Needs
Many vitamins and minerals are important for the HIV-infected individual due
to their role in immune system function.



Micronutrient deficiencies of Vitamins A, C, E, B, B12, folate and minerals
such as zinc, iron and selenium are common among HIV infected individuals
due to excessive losses in the urine. Correcting these deficiencies when they
exist may help to slow down the disease progression.

WHO does not recommend additional intake of micronutrients above and
over the recommended dietary allowance (RDA).The recommendation is not
to exceed two times the RDA.

Caution should be exercised as excessive amounts of some micronutrients
(Vitamin A, Vitamin E, zinc and iron) have been shown to impair or speed
up disease progression rather than improve the immune system.

Table 1. Recommended Dietary Allowance for a healthy non-HIV infected
adult (19-50 years of age) and the upper levels (UL):

Vit A VitC VitE VitB6 VitB12 Folate Zinc Iron Selenium
Ug/d mg/d  mg/d mg/d  Ug/d Ug/d mg/d mg/d  ug/d

Men 900 90 15 13 2.4 400 11 8 55
Women 700 75 15 13 2.4 400 11 18 55
Men 3000 2000 1000 100 - 1000 40 45 400
Women 3000 2000 1000 100 - 1000 40 45 4

Source: Institute of Medicine, Washington, DC. Food and Nutrition Board. Dietary
Reference Intakes, 2000, 2001

RDA = Recommended Dietary Allowance

UL = maximum level of daily nutrient intake that is likely to pose no risk of adverse effects.
It represents total intake from food, water and supplements. There is no established UL
for vitamin B12, extra caution is warranted in consuming levels above the recommended
intake.



2.5 Use of Local and/or Indigenous Foods to Meet Energy and
Nutrient Needs for PLWHA

In order for the PLWHA to meet their increased energy needs, they need to
be encouraged to:

] Increase the amount and variety of food they eat, that is eat
more than their usual amounts;

] Eat more frequently throughout the day, by having small, frequent
meals. This helps to maximize energy intake especially if
appetite is a problem;

() Eat more nutrient dense foods with each meal as much as
possible and;

() Consume foods fortified with essential nutrients such as iron,
B-vitamins.

Locally available and/or indigenous foods can provide a healthy diet for the
PLWHA. These foods are often easy to prepare and provide a number of
essential nutrients. Locally available and indigenous foods are generally
wholesome, affordable, accessible, unrefined or less processed and often
have a lot of nutrients. Such foods should be part of the balanced diet.

A list of locally available foods and their use in the body is provided in
Annex 2

Energy-Giving Foods:
Carbohydrates:

Staples are the main source of carbohydrates in the diet and usually make
up the biggest part of a meal. They provide the body with energy and some
protein. In addition, some staples also contain some vitamins and minerals
that help the body to make use of the food. Staples are usually produced
locally and are therefore, usually more affordable, readily available, and
accessible. They may vary from province to province in the country.



However, eating only staple foods is not enough to provide all the essential
nutrients the body needs. Other foods should be eaten in combination with
the staples to make up a nutritious diet.

Staples include foods such as rice, maize, millet, sorghum, potatoes, sweet
potatoes, bread, pasta, cassava and green bananas.

Fats and oils:

Fats and oils are a great source of energy in the diet, especially when one
needs extra energy to help weight gain. Fats and oils provide more than
twice the energy of an equivalent amount of carbohydrates. They add flavour
and taste to food that helps stimulate appetite and are a good source of
essential fat-soluble vitamins A, D, E and K. Excess consumption of fat,
however, can lead to obesity or heart disease. PLWHA, who have fat
malabsorption or diarrhoea, should limit intake of fats and oils depending on
individual tolerance.

Good diets should contain fats/oils but in moderation

Fibre:

Fibre, also known as roughage, is important for the movement of the bowels.
Dietary fibres are carbohydrates that the body cannot break down and use
to produce energy. Fibre, however, helps the food to move through the
digestive tract and, therefore, help to prevent constipation.



It also causes a sense of fullness that may lead to eating less and reduce
the likelihood of obesity. If a person has diarrhoea it is best to avoid whole
grains and cereals. In this case suitable foods include banana, rice water,
rice porridge and well-cooked carrots. However, fibre reduces the absorption
of some nutrients like iron, zinc and other minerals. It is recommended that
people at risk of anaemia take foods rich in fibre with caution. The best source
of fibre in the Zambian diet is from whole grains, fruits and vegetables.

Good diets should contain whole grains, cereals,

fruits and vegetables

Body building foods:

Protein:

Proteins are also known as body building foods because the body uses them
to grow, build and repair body tissues and muscles. Proteins are essential
for cell growth. There are two main types of protein in the diet: animal protein
and plant protein.

Animal proteins include meat,
poultry, fish, offals, cheese, eggs,
fresh milk and sour milk. Animal
protein provides a higher quality of
protein including many vitamins
and minerals that are essential for
the proper functioning of the body.

Every meal should contain at least one body
building food.

Plant proteins include legumes (beans, peas, soya beans, peanuts, and other
nuts). If plant proteins are properly combined, they can provide good quality
protein (Refer to NzP* recipe book and Zambian Traditional Food, FAO/Ministry
of Agriculture Food and Fisheries, 2000.



Whenever possible, a diet should contain some meat, fish or other foods
from animals as often as you can afford them. These provide high quality
protein, vitamins and minerals that help to build muscle and strengthen the
immune system.

Protective food:

Vitamins and Minerals:

Fruits and vegetables make up what are referred to as the protective foods.
They contain essential vitamins and minerals that keep the body functioning
and strengthen the immune system. Eating a variety of fruits and vegetables
every day is one way of ensuring a healthy and nutritious diet.

Fruits and vegetables are also good sources of fibre (roughage) in the diet.
They help to prevent constipation. Food based sources of vitamins and minerals
are the best choice.

Food based sources of vitamins and minerals are the best choice. The use
of multivitamins is recommended over the use of taking an individual
micronutrient, because excesses of some single micronutrients can be
harmful. Multivitamins are not a “magic bullet”, in that they should not replace
healthful food choices. Fortified/enriched foods, cereals and grains, where
available and affordable, are also a good source of some essential vitamins
and minerals and can be incorporated as part of a nutritious diet.

A variety of vegetables and fruits should be eaten every day



Water:

Though water! is vital in nutrient utilization in the body it is not in itself a
nutrient but a carrier is an important component of the body and its functions.
Water is lost from the body through sweat, urine, breath, and faeces and
should, therefore, be replaced. Water is also lost when a person has fever
or diarrhoea. It is recommended for an adult to drink at least two litres or
about 8 cups (250 mls a cup) of water daily. The water should be safe, clean,
boiled or chlorinated. Water is also found in teas, soups, milk, juices and
fruits. PLWHA need to drink plenty of water or fluids, especially when they
have diarrhoea, vomiting and/or fever. Excessive amounts of tea and coffee,
however, are dehydrating because of the caffeine and should be drunk in
moderation. They also contain substances that bind essential nutrients, for
example, iron, making them unavailable for the body to use.

Safe clean water is necessary for PLWHA

No single food provides all the
nutrients that the body needs in
the right amounts and
combinations. A balanced diet is
one that includes a variety of
foods in adequate quantities and
combinations to meet the daily
needs of the body.

Every meal should be a balanced meal

1Though water is vital in nutrient utilization in the body it is not in itself a nutrient but a carrier



Nutritional care and support of the person living with HIV/AIDS promotes a
sense of well-being, self-esteem and a positive attitude to living with a chronic
disease like HIV/AIDS. Nutrition care and support should be part of a
comprehensive package for the care and support for HIV positive persons.
Overall, improving nutrition helps strengthen the immune system and delays
disease progression making it possible for the person living with HIV/AIDS
to remain productive.

Goals of nutrition care and support:
The goals of providing nutrition care and support should include:

[ ) Improved nutritional status by maintaining weight, preventing
weight loss and loss of muscle mass;

] Ensure adequate nutrient intake by improving eating habits,
and building stores of essential nutrients that are necessary
for the functioning of the immune system;

] Prevent food borne and water borne ilinesses;
enhance the quality of life by encouraging quick treatment of
infections and managing the symptoms that affect food intake,
in order to reduce the nutritional effects of secondary infections
when they occur and,;

] Provide palliative care during the advanced stages of the disease.
In order to achieve the goals of nutritional care and support; the following

parts of nutritional care and support should be included in any programme
serving PLWHA.



3.1

Periodic Nutrition Screening and Assessment of People
Living with HIV/AIDS

Nutritional screening and assessment helps to:

Gather information on the current nutritional status, adequacy
of the diet, and food habits and identify any risky behaviour or factors
that could contribute to the development of future nutritional difficulties;

Identify possible ways of how the diet can be improved and;

Serve as a foundation for providing the correct and appropriate
counselling and intervention.

Nutritional screening and assessment should include:

Anthropometrics; i.e. measurement of body size like weight,
height, mid-upper arm circumference and calculation of the body
mass index 2. These should be done regularly to assess and monitor
body weight. PLWHA with loss in body weight of more than 10 %
should be encouraged to seek nutritional or medical care.
Symptomatic PLWHA should be encouraged to check their weight
at least every 2 months. Asymptomatic PLWHA should check their
weight every 4-6 months.

Laboratory tests where available, Check blood status
(haemoglobin, hematocrit), protein (serum albumin), micronutrient
(vitamin B12, iron, zinc, folate) and lipid (cholesterol, triglycerides
and blood glucose). The laboratory tests help to identify nutrient
deficiencies and metabolic disorders so that appropriate
interventions can be carried out. PLWHA on Zidovudine (ZDV)
should have their haemoglobin checked every 3 to 6 months
(see chapter 7).

2Body Mass index = weight in kilogram/(Height in metres)2 @



3.2

Review of living environment and functional status, as a

clean environment is essential to the well being of PLWHA. At every
contact,the service provider should assess the cleanliness and
sanitation of the environment of PLWHA; the availability and use of
safe and clean water and food hygiene; and the support they have
from family, friends and support groups. Fatigue is a common problem
with PLWHA and can affect food preparation and, hence, the intake.

Life style practices such as smoking, alcohol and drug abuse,
may affect food and nutrient intake, and can also decrease the
efficiency of some medications.

Annex 3 provides a summary guide to nutritional assessment
of adults with HIV infection.

Ensuring Adequate Nutrient and Energy Intake

As noted in Chapter 2, asymptomatic PLWHA requires 10% additional energy
above the level recommended for healthy non-HIV-infected persons.
Symptomatic PLWHA need 20-30% additional energy. Service providers
should ensure that PLWHA have enough energy and nutrients for their stage
of illness.This can be done by:

Eating a variety of foods at every meal to ensure the body gets the
necessary nutrients such as carbohydrates, protein, fats and
micronutrients. For example, a meal can contain a staple food such
as nshima, potatoes, rice, cassava, sweet potatoes, and relish like
meat, fish, beans, kapenta, groundnuts and vegetables such as
bondwe , sweet potato leaves and cassava leaves. Fruits,
particularly thoSe that are in season,such as mangoes, guavas, paw-
paws, masuku , apples and oranges, should be an essential part of
the diet. Trying out new recipes and experimenting various ways of
cooking should be encouraged;

Eating high-energy foods such as avocados, groundnuts, sugars, jam,
honey, margarine, and adding fats and oils to foods is good practice.

However, all these foods should be taken in the right amounts;
Eating regularly and not missing main meals;

Snacking on foods such as fruits, cooked or roasted groundnuts,
porridge, throughout the day to increase energy and nutrient intake;

3 Amarathus
4Masuku is a wild fruit



o Taking fermented foods such as maheu®/chibwantu/munkoyo, sour
milk, yoghurt and germinated foods and;

[ Taking fortified foods such as Vitamin A fortified household sugar,
iodated salt so as to increase consumption of micronutrients.

3.3 Nutrition Education and Counselling:

This should be an integral component of all care and support programmes
of PLWHA. Nutrition education and counselling should emphasize:

 J The need for PLWHA to increase their energy intake (10-30%) and
attain protein and micronutrient recommended intakes. Counselling
should be on how to increase intake of energy, protein and
micronutrients, and eating nutritious snacks between meals, using
locally available foods.

 J Management of digestive tract problems in HIV condition as

they affect a person’s food intake and, hence, can speed up disease
progression. (see Annex 4).

 J Hygiene as an important part t in ensuring quality of life for PLWHA
and those affected by HIV. They should learn about food and water
safety and personal hygiene, e.g. washing hands before food
handling and preparation. This can help prevent infections that
cause diarrhoea, a common cause of HIV disease progression and
morbidity. Proper hygiene is especially important as the immune
system of the HIV infected person

 J Issues of lifestyles, such as smoking, alcohol and drug abuse
how they affect food intake, absorption and use .

5Maheu/chibwantu/munkoyo are non-alcohol beverages (sweet beer) @



3.4 Encourage and Promote Physical Activity among PLWHA:
Maintaining physical activity improves body composition and quality of life.
In particular, weight bearing exercises help to enhance and maintain muscle
mass. Exercise also helps to stimulate appetite. Examples of exercises/physical
activity include walking, jogging and light physical exercises in the home.
Massage therapy, especially for bed bound clients, can help to relieve aching
muscles and prevent loss of muscle.

3.5 Promote Safer Sex Practices among PLWHA:

Adults living with HIV/AIDS should be counselled and educated on the
prevention methods such as the use of condoms. This is important to avoid
re-infection that increases the viral load and, hence, increases damage to
the immune system leading to faster progression of HIV to AIDS.

3.6 Provide Psychosocial Support to all PLWHA:

Psychosocial support is an important part of nutritional care and support
because depression, stress and stigma have a great impact on self-esteem,
which can affect appetite and ultimately nutrition intake. Providing emotional,
spiritual and social support in an environment that is supportive is important.
PLWHA can be referred to support groups and networks in their area for
support. Encouraging a positive attitude towards the illness and exploring
feelings of guilt, fear and denial, can help make a difference in the health of
the HIV infected persons and improve their quality of life.

3.7 Prompt Treatment of llinesses and Symptoms that Might Affect
Food Intake:

PLWHA are easily attacked by many illnesses that can affect their food intake
and their nutritional status. Any iliness should be taken seriously and quickly
treated.

The common HIV symptoms that affect food intake include: thrush, mouth
and throat sores, fever, fatigue/lethargy, diarrhoea, nausea/vomiting, taste
alterations, loss of appetite (anorexia), and fat malabsorption. It is important
to treat the immediate source of the problem. A detailed table of the more
common symptoms and dietary suggestions on how to alleviate them is
provided in Annex 4.



The common HIV symptoms that affect food intake include: thrush, mouth
and throat sores, fever, fatigue/lethargy, diarrhoea, nausea/vomiting, taste
alterations, loss of appetite (anorexia), and fat malabsorption. It is important
to treat the immediate source of the problem. A detailed table of the more
common symptoms and dietary suggestions on how to alleviate them is
provided in Annex 4.

3.8 Provide Nutrition Supplementation for PLWHA where
Appropriate:

An oral nutritional supplement may be needed to help meet the nutrient
needs of PLWHA who do not feel hungry or who are not tolerating their usual
diet. This can help prevent malnutrition including micronutrient deficiencies.

There are two types of supplementation:

Food supplementation: PLWHA who do not have sufficient food intake and
are food insecure should be supplemented with High Energy and Protein
Supplement (H.E.P.S) which can also be made at home using other different
types of legumes (see recipes from Zambian Protocol on the Treatment of
Severe Malnutrition: unpublished, CBoH/NFNC).

Micronutrient supplementation: Where possible, vitamin and mineral needs

of PLWHA should be obtained from eating a variety of foods, fruits and
vegetables. Where the individual may not be able to get enough micronutrients
from the diets and/or where deficiencies (e.g. anaemia, Vitamin A deficiency)
are present, daily multiple-micronutrient supplement is recommended. The
following should be considered for micronutrient supplementation:

[ PLWHA should be encouraged to take the recommended
micronutrient supplements according to government protocol,
for example, the biannual Vitamin A supplementation for children
(See Chapter 5) Vitamin A for women within 8 weeks of delivery
(See Chapter 4) and iron/folic acid supplementation during
pregnancy.

[ Use of multiple-micronutrients is better than use of individual
micronutrients taken separately because they work better

together than individually.



[ Excessive doses of some micronutrients (like Vitamin A and D) can
be quite toxic. Some people who take high doses of Vitamin C get
intestinal upset or kidney stones. The general recommendation is
to follow the prescription.

L If one has to buy supplements, one should get advice from a health
expert so as to get the best out of ones money.

[ ] Oral or intravenous supplementation may be recommended by a
doctor if the person with HIV/AIDS is severely deficient and has
had problems such as diarrhoea, specific intolerances or severe
malnutrition. In such cases the patient needs to be monitored on
tolerance.

3.9 Enteral and Parenteral Nutrition Support in the Care and Support
of PLWHA:
Rapid and unintentional weight loss, malabsorption, recurring
infections and nutritional deficiencies are all common problems for
PLWHA. In order to help prevent malnutrition associated with these
problems, in situations where the patient is unable to take food
orally, options for specialized nutrition support should be considered.

Enteral and parenteral nutrition should always be carried out in a
hospital setting, as they require close monitoring and evaluation by
trained staff.

Enteral Feeding:

Enteral feeding is a means of feeding an individual when oral intake is
inadequate. It can be used for a patient with problems related to chewing
and swallowing due to painful sores in the mouth. A qualified health worker
should ensure that the gut is working before using enteral feeding and
should calculate the enteral formula on the basis of the individual’s dietary
needs.



Parenteral Nutrition:

Parenteral nutrition is the provision of nutrients administered directly into
the blood intravenously. Parenteral nutrition should only be administered
if the patient has a non-functional or extremely compromised gastrointestinal
tract. Parenteral nutrition maybe given if the PLWHA has the following
conditions: AIDS,

AIDS, major intestinal disorders, intractable vomiting, acute pancreatitis with
pain, infection with cytomegalovirus (CMV) of the bowel, or Myobacterium
avium-intracellular (MAI) of the gastrointestinal tract and large amounts of
persistent diarrhoea, severe malnutrition, and/or intolerance to enteral nutrition.
As with enteral nutrition, nutrient needs should be calculated on an individual
basis.

Important Notes:

[ A good and thorough nutrition assessment should be done prior to
beginning enteral or parenteral feeding. Fluid, energy, protein and
micronutrient needs should be assessed as the HIV infected patient
may be dehydrated and/or have malnutrition.

[ ) For enteral and parentaral forms of nutrition support, management and
monitoring of the therapy should be ongoing to reduce complications and
undesirable side effects.

[ Where hospital guidelines for enteral or parenteral nutrition

support exist, they should be followed.



Chapter 4

NUTRITIONAL CARE FOR HIV POSITIVE PREGNANT AND LACTATING

WOMEN

Good maternal nutrition before and during pregnancy and lactation is vital
for the survival and well being of the developing infant. The nutritional status
of an HIV infected woman before, during and after pregnancy, may influence
her own health and the risk of transmitting HIV to her infant. The HIV positive
pregnant and lactating woman is at higher risk of malnutrition and mortality.

During pregnancy and lactation, the needs for energy, protein and various
micronutrients are increased to meet the demands for enough gestational
weight gain, growth and development of the foetus, and milk production. HIV
causes excess nutrient loss and malabsorption, further increasing the nutritional
needs of HIV infected pregnant or lactating women. In addition, HIV infection
puts an extra demand on the body. In order to maintain good health, the HIV
infected pregnant or lactating woman needs additional food to meet the extra
energy demands.

Table 2. Recommended energy and protein requirements for healthy
women during pregnancy and lactation:

Energy requirements Protein

requirements

+ 0.7 g/da
1St + 150 Kcal/day gieay
Healthy trimester
Pregnant
Woman +3.3 glday
ond + 300 Kcal/day '
trimester
3rd + 5.8 g/day

trimester + 300 Kcal/day



Energy requirements Protein
requirements

Healthy  + 500 kcal /day + 16g/day for the
Lactating (first 6 months of lactation, then first 6 months of
Woman decrease gradually) lactation
For women who are underweight ;éggr/%ag for the
or whose weight gain during months. and

pregnancy is low during the first 1
. g/day
6 months of lactation: thereafter

+ 650 Kcal/day + 21g/day

4.1 Nutritional Needs for HIV positive Pregnant or Lactating
Women:

Energy:

The current recommended increase in energy intake for HIV infected pregnant
and lactating women is the same as for the non-pregnant, non-lactating HIV
infected women. That is 10% more energy during the asymptomatic PLWHA,
and 20-30% more energy during the symptomatic PLWHA. The additional
10% is added to the basic energy needs for a non-pregnant, non-lactating
woman of the same age and physical activity level.

For example: A 25 year-old moderately active 55kg woman requires 2,700
kcal/day.

Table 3. The approximate amount energy that an asymptomatic HIV
infected pregnant woman of the same age, weight and activity level will
require:

Total energy 2,140 kcal

10% more energy due to HIV 200 kcal

Extra energy due to pregnancy 300 kcal
(2nd, 3rd trgi’mesters)

Total daily energy intake 2,700 kcal
recommended




A symptomatic woman require 20 to 30% extra energy due to HIV (440 kcal-
660 kcal) the total daily intake recommended is therefore 2940 to 3160 Kcal
per day.

Protein:

There is no current recommendation for HIV infected pregnant or lactating
women to increase protein intake as a result of HIV infection. The recommended
protein needs for a HIV negative healthy pregnant or lactating woman should
be followed (see table on previous page).

Micronutrients:

Pregnant women are vulnerable to iron deficiency. Anaemia during pregnancy
is a risk factor for infant and maternal morbidity and mortality. Because
anaemia is so prevalent in Zambia, iron and folic acid supplementation are
recommended for all women during pregnancy and lactation irrespective of
their HIV status. In HIV infection, anaemia is common but not always associated
with low intake of iron. Excessive amounts of iron may contribute to HIV
disease progression. However, all pregnant women including HIV positive
pregnant women should receive iron supplementation to prevent anaemia
as per the national protocols for anaemia prevention and control.

It is beneficial to provide a daily multivitamin supplement to HIV infected
women as part of their care.

Any other nutrients, apart from iron, should be provided based on
individual assessment.

4.2 Nutritional Actions for Care and Support for HIV positive Pregnant
or Lactating Women:

Nutritional care for HIV positive women should be started as early as possible
before and during pregnancy to minimize the impact of HIV on the woman'’s
nutritional status. Improved nutrition for HIV infected women during pregnancy,
prevention and treatment of parasitic infections such as malaria and worm
infestation is also important to enhance adequate gestational weight gain.



HIV positive pregnant or lactating women should be:

1.

10.

monitored from time to time for their weight gain during
pregnancy. If the weight gain is below the recommended range
(9- 12 kg at end of pregnancy), nutrition assessment should be
carried out as this may indicate a possible problem, e.g. an
opportunistic infection, inappropriate energy intake and/or food
insecurity. Nutritionassessments should be individualized and
interventions based on the assessment;

encouraged to eat a balanced diet and consume foods rich
in energy, and get additional rest, particularly in the third trimester
of pregnancy;

counselled on cultural foods, traditional therapies and practices that
are beneficial during pregnancy and lactation;

advised on the dietary management and appropriate interventions of
diarrhoea, nausea, vomiting, malabsorption, loss of appetite, and
oral thrush as these conditions may prevent weight gain, as well as
have a profound impact on nutritional status;

counselled on foods to avoid foods with little nutritional value;

counselled on cultural foods, traditional therapies and practices that
are harmful during pregnancy and lactation;

advised and supported to practice food safety and hygiene in
order to avoid food borne illnesses;

provided with iron, folic acid for pregnant women and vitamin A
for lactating women according to national guidelines. The use of
iodated salt to prevent iodine deficiency disorders should be
discussed as well and;

advised to promptly get treatment for malaria, including presumptive
treatment and prevention by using insecticide treated mosquito nets,
where available and;

advised on hookworm infestations and de-worming. Mothers who
are breastfeeding have extra energy and nutrient needs (see table3).
Families and communities should be sensitised on the importance
of good feeding practices for lactating women.



Chapter 5

NUTRITIONAL CARE FOR INFANTS BORN TO HIV POSITIVE MOTHERS

5.1 Feeding Infants Born to HIV-positive Mothers:

If there is no intervention to prevent mother-to-child transmission of HIV,
24%-45% of HIV infected women will pass on the virus to their child. About
10-20% of these will be through breastfeeding. It is, therefore, important to
ensure that the mother knows her HIV status. If she is HIV positive she
should be provided with the correct information for her to make an informed
choice on the most appropriate feeding option for her child in order to reduce
the risk of mother-to-child transmission of HIV.

For the HIV positive mother, the two recommended feeding alternatives are
exclusive breast feeding or exclusive replacement feeding. Exclusive
breastfeeding is when the baby is fed breast milk ONLY without giving water
or any other liquids, foods and medicines unless medically indicated for a
period of 6 months. Exclusive replacement feeding means that the baby is
given alternative feeds only such as formula and no breast milk. The stopping
of breastfeeding can be immediately after birth or at 6 months of the baby’s
age.

The World Health Organization recommends that:

“When replacement feeding is acceptable, feasible, affordable, sustainable
and safe, avoidance of all breastfeeding by HIV-infected mothers is
recommended. Otherwise, exclusive breastfeeding is recommended during
the first six months of life. To minimize HIV transmission risk, breastfeeding
should be discontinued as soon as feasible, taking into account local
circumstances, the individual woman'’s situation and their risks of replacement
feeding (including infections other than HIV and malnutrition)”

Mixed feeding, or giving breast-milk and other feeds, is not recommended
as it increases the risk of HIV transmission through breastfeeding. Exclusively
breastfed babies have a lower risk of becoming infected compared to those
who are given other liquids, foods or milks in addition to breast-milk during

the first months of life.



Given that majority of pregnant women do not know their HIV status, and
that using infant formula may lead to diarrhoea and malnutrition if incorrectly
used, policies that support exclusive breastfeeding in the country, for example,
the Baby Friendly Hospital Initiative and International Code of Marketing of
Breast-milk Substitutes should be implemented or enforced.

All HIV positive pregnant women should be counselled on the feeding options
available with the risks and benefits clearly explained so that the women can
make informed choices. Whatever choice they make, appropriate support
must be provided to assist in their maintaining that choice.

For pregnant and lactating women who do not know their status, VCT should
be discussed and encouraged, stressing the importance and benefits of
knowing their status.

5.1.1 Feeding Options for Children of HIV positive Mothers:
I. For Mothers who Choose to Exclusively Breastfeed:

If the mother chooses to exclusively breast feed, she should be supported
and helped to apply exclusive breastfeeding (EBF):

[ The mother should be counselled on the importance of continuing
EBF without fluids or foods for about 6 months and how to solve
common difficulties including “insufficient milk”, sore/cracked nipples,
engorgement, manual expression and storage.

[ Mothers with cracked nipples and infants with mouth lesions or thrush
should be treated immediately or referred for treatment.

o The mother should be supported to make breastfeeding safer. This
can be done through ensuring proper positioning and attachment
of the baby to the breast. Good breastfeeding techniques help to
reduce the risk of transmission of HIV to the baby as they reduce the
risk of cracked nipples and mastitis that are associated with
transmission of the virus to the baby during breastfeeding.
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Good positioning and attachment:

® Baby’s body should be turned
completely towards mother.

® Baby'’s chin should be touching
the mother’s breast.

® Baby’s mouth should be wide
open.

@ Both lips should be turned
outward.

® More areola visible above than
below the baby’s mouth.

® Baby should be taking slow,
deep sucks, sometimes
pausing.

® Swallows should be audible.

Mothers should be encouraged to have regular weighing and to seek medical
attention immediately for any breastfeeding problems or ilinesses. They should
be told where they could get help with breastfeeding and its problems in their

communities.

All mothers should be shown how to express and discard milk
from cracked nipples and from breast(s) affected by sores, nipple
trauma, engorgement and mastitis. Service providers should stress
the necessity of seeking medical attention immediately.

During each contact, the service provider should ascertain
whether a mother intends to continue breastfeeding exclusively. A
mother’s wish to start giving other feeds besides breast milk should
be explored. For mothers who want to start feeding something else
besides breast milk, they should be counselled on the importance of
exclusively breastfeeding or exclusive replacement feeding for the
first 6 months and avoid mixing the two.

Il. For Mothers who Choose Exclusive Replacement Feeding:
The criteria for starting exclusive replacement feeding by HIV positive

mothers/caregiver include:



Acceptability: The mother does not see any barrier to choosing replacement
feeding for cultural or social reasons, or for fear of stigma or discrimination.

Feasibility: The mother or caregiver has adequate time, knowledge, skills,
resources and support to correctly prepare breast-milk substitutes and
feed the infant 8-12 times in 24 hours.

Affordability: The mother or caregiver, with available community and /or

health system support, can pay for the costs associated with the procurement,
preparation, storage, and use of replacement feeds without compromising
the health and nutrition for the family. Costs include those for acquiring
ingredients/commodities, fuel, clean water, and medical expenses that
may result from unsafe preparation and feeding practices.

Sustainability: Availability of a continuous, uninterrupted supply and a
dependable system of distribution of all ingredients and products needed
to safely practice replacement feeding for at least one year.

Safety: Replacement foods are correctly and hygienically stored, prepared
and fed with clean hands, clean cups and other utensils but not bottles or
teats.

Adapted from WHO guidelines on Infant Feeding in the context of HIV/AIDS (2003)

For children 0-6 months the following replacement feeding options are
recommended:

Commercial infant formula — that requires water, fuel, utensils and skills
and time to prepare it accurately and hygienically. An infant will require a
total of approximately 20 kg of formula (44 tins containing 4509 each) to feed
for 6 months.

Home-prepared formulas — made from animal milk (cow, goat, or sheep),
powdered milk or evaporated milk.

Skimmed milk, cereal feeds, juices and teas are not suitable for
replacement feeds before the infant is 6 months of age.



All mothers or caregivers, who opt for exclusive replacement feeding, should
be shown how to prepare the feed of their choice. In addition the following
should be done:

P Assess and address any difficulties that the mother/caregiver may have with
exclusive replacement feeding in the best way possible to support them with
their choice.

(] Provide the mother/caregiver with information on the risks of

mixed feeding (breastfeeding and replacement feeding).

° Counsel the mother/caregiver on appropriate feeding after the
child is about 6 months of age (i.e. adding complementary

) Support the mother/caregiver with the necessary skills and
knowledge to properly feed the infant with appropriate
replacement foods. The mother/caregiver should be able to
demonstrate how to prepare the infant’s replacement feeds.

o Support and encourage the mother/caregiver on the need for regular
weighing and attendance to all well baby visits for monitoring of the
infant’s growth and development.

Advise the mother/caregiver to seek immediate medical attention for any

[ . : . ,
breastfeeding problem or illnesses or any feeding problem the child may
have.

Provide all mothers/caregivers using replacement feeding with
[ multivitamins for the baby.

HIV positive mothers, who are exclusively breastfeeding are recommended
to shift to exclusively replacement feeding and should be supported on safe
transition at 6 months. Cessation of breastfeeding should be done over
a period of a few days to a maximum of three weeks. When a mother
decides to shift from exclusive breastfeeding to exclusive replacement
feeding, she should be assessed on an individual basis.Mixed feeding
should be avoided once transition period is completed.

The mother who develops symptoms of full-blown AIDS should consider
stopping breastfeeding immediately.



5.2 Nutritional Interventions for HIV Infected Children:
HIV infection in children also affects their nutritional status just as it does in
adults. Stunted growth and failure to thrive are common among HIV infected
children.

HIV infection in children also affects their nutritional status just as it does in
adults. Stunted growth and failure to thrive are common among HIV infected
children. HIV infected children also have an increased frequency of common
childhood infections such as diarrhoea, ear infections, pneumonia, chronic
gastroenteritis and TB, all of which can affect nutrient intake leading to
malnutrition and which puts them at greater risk for mortality.

Poor appetite, inability to suck, swallowing difficulties, nausea, frequent infections
with fever all increase the risk of malnutrition in the HIV infected child. It is
important to ensure that the child consumes adequate amounts of macro and
micronutrients to meet the increased metabolic demands and the demands
for growth and development. With appropriate management, HIV positive
children can improve their nutritional status. Nutrition care of the HIV positive
child should however be part of a comprehensive programme. The following
interventions are suggested:

1. All children born to HIV infected mothers or suffering from AIDS should
be periodically assessed for nutritional problems. This is important to
help improve nutritional status and prevent further complications.
Severe growth failure among HIV positive children is associated with
reduced survival. Early monitoring and nutrition intervention is critical
as growth maybe impaired prior to the presence of symptomatic
diseases. As soon as growth becomes sub-optimal nutritional, interventions
should start. In addition, every child should be screened for feeding
problems and signs of malnutrition as part of an overall integrated
assessment for illness and nutrition.

2. All HIV positive children should be supported to ensure adequate
energy and nutrient intake.

Energy needs in children vary depending on the type and duration of the HIV
related infections such as weight loss with acute infection. An increase of 10%
energy in asymptomatic HIV infected children to help maintain growth is
recommended, similar to adult recommendation. Energy intake needs to be
increased by 50-100 % over normal needs in children experiencing weight
loss. (WHO Technical Advisory Group on Nutrition and HIV/AIDS, 2003).



WHO recommends a protein intake equal to normal needs for a non-HIV
child of same sex and age.However, there is some consensus that some
increase is warranted especially when the child is symptomatic i.e. has fever
or diarrhoea. The increase should be individualized based on the symptoms
and ability to meet needs.

Micronutrient intakes are also recommended at the same level as of a child
not infected with HIV. Children should have the biannual supplementation
with vitamin A.

Feeding infants 0-6 months:

[ Mothers/caregivers should be counselled and educated on the infant
feeding choices they make and supported to either exclusively

Feeding children who are 6-36 months:

The child’s diet should be reviewed at every well and/or every sick-baby clinic
visit to ensure appropriate feeding and adequate nutrient intake. This helps
to recognize any early growth faltering and other nutritional problems and
initiate interventions. Though breastfeeding is stopped at 6 months, babies
will need milk from other sources.
Conditions that are affecting
appetite and food intake should
be discussed and treated as
appropriate. Mothers/caregivers
should be advised on how to

Some questions to ask include:
Who is looking after the child?
What does the child eat?
What is the family economic

. . . . i ion?

improve the diet, taking into situation -
consideration the child’s age, Is there food shortage :
local resources and the family Is clean drinking water readily

circumstances. available?

What is the parents (mother’s)
state of health?

Are the parents physically able to
care for the child?

 J Mothers/caregivers should be
encouraged to feed the child
foods rich in energy and other
nutrients, i.e.

L Mothers should be encouraged to stop breastfeeding at 6 months.
Babies from 6-24 months will need milk from other sources other

than breast milk. @



Porridge enriched with milk, sugar, pounded groundnuts, bean
powder or soya-bean and oil

For asymptomatic children (with no diarrhoea, nausea or fat
malabsorption) a small amount of margarine/oil can be added to
their food to increase energy intake.

Babies will be given mashed fruits and vegetables such as ripe
bananas, avocados, pumpkin as frequently as possible to increase
energy and nutrient intake.

Encourage parents to feed the child small frequent meals with
nutritious snacks between main meals such as banana, avocado,
mashed pumpkins, boiled sweet potato.

Mothers/caregivers should be counselled on how to practice active
and responsive feeding.

All mothers/caregivers should be educated and counselled on
good hygiene, and on food and water safety. De-worming of
children should be done every 4-6 months.

All secondary infections should be treated quickly. The nutritional
effect of these infections should be reduced through maintaining
food and fluid intake.

Severely malnourished children should be managed or referred to
a hospital for nutrition rehabilitation. National draft guidelines or
the new WHO guidelines for the management of severe malnutrition
should be followed.

All HIV infected children should be provided a daily multivitamin
supplement, if available to prevent micronutrient deficiencies.

HIV infected children should continue with all other child health
survival interventions like immunizations
(if symptomatic they should be referred to a health facility).

Serve and feed the child separately in its own plate.



Chapter 6

NUTRITIONAL SUPPORT DURING HOME BASED CARE OF PLWHA

6.1 Nutrition Components of Home-Based Care:

Many families provide care and support for their beloved ones suffering from
HIV and AIDS. Care for the PLWHA in the home may be provided by a family
member (mother, father, brother, sister, young adult), a relative, a neighbour,
or friend(s). The care for a PLWHA is not an easy task. Whoever is providing
the care needs support as well. The task involves meeting the needs of the
sick person and balancing these with the needs of other members of the
family. The care provided should not be overbearing. The dignity and self-
respect of the PLWHA should be maintained and as much independence as
possible should be respected in order to boost self-esteem.
Nutrition care and support of the PLWHA at home is important and involves:

[ Supporting the family or caregiver to ensure the patient has
adequate intake of balanced diet;

[ Providing nutrient dense meals and snacks that are appetizing
to prevent weight loss or replenish lost nutrients;

[ Managing the HIV symptoms related to diet so as to minimize
their impact on the patient’s nutritional status and

[ Practicing food safety and hygiene to avoid food-borne ilinesses.

6.2 Nutrition During Palliative Care in the Home:

Palliative care may also be provided in the home to maintain the dignity and
self-respect of the PLWHA. Usually with palliative care, nutrition interventions
become less paramount and the focus is on addressing the physical,
psychological and spiritual needs of the patient. The main goal is to help
relieve pain and other symptoms and allow the patient to live in comfort and
with dignity during the final stages of life.

The following hints will assist the caregiver in providing good home-based

care:






