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Standard Treatment Guidelines (STGs) for Paediatric Nutrition are essential to ensure evidence-
based, ethical, and standardized nutritional care for infants, children, and adolescents across Nepal. 
Given the persistent burden of undernutrition, micronutrient deficiencies, growth disorders, 
and the emerging challenge of childhood overweight and obesity, uniform clinical guidance is 
necessary to improve nutritional outcomes and reduce variations in practice. These guidelines 
support paediatricians, medical officers, residents, nutritionists, nurses, and other healthcare 
professionals in the assessment, prevention, and management of nutrition-related conditions, 
particularly in resource-limited settings. STGs promote rational, safe, and timely nutritional 
interventions while reinforcing professional competence, patient safety, informed decision-
making, appropriate documentation, and accountability in accordance with the Nepal Medical 
Council’s Code of Ethics and Professional Conduct. They also help establish nationally accepted 
standards of care, reduce preventable errors, strengthen multidisciplinary collaboration, and 
support quality improvement initiatives, clinical audit, and continuing professional development. 
The adoption and implementation of national paediatric nutrition STGs will contribute to 
improved growth, development, disease prevention, and overall child health, while promoting 
equitable access to quality nutrition services throughout Nepal.
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Introduction and Definition

Severe Acute Malnutrition (SAM) continues to be a major cause of preventable illness and 
mortality among children under five in Nepal, strongly linked with poverty, suboptimal 
complementary feeding, recurrent infections, poor sanitation, and micronutrient 
deficiencies. SAM must be recognised and treated as a medical emergency — managed 
either at a health facility (children with medical complications) or in the community 
(uncomplicated SAM).
Nepal ranks 68th of 127 countries on the Global Hunger Index (score 14.7, ‘Moderate 
Hunger’); approximately 5.5% of the population is undernourished (2022 estimate). Among 
children under five years, 25% are stunted and 8% are wasted (2022 national survey).
The World Health Organization (WHO) issued revised guidelines for the management of 
wasting and nutritional oedema in 2023, reflecting updated global evidence. This revision 
of the Nepal guideline integrates the new WHO recommendations, addresses persistent 
gaps in malnutrition management, and aims to keep the country on track to meet its 
national and international nutrition commitments.
This guideline provides comprehensive guidance on the management of (A) infants under 
6 months at risk of poor growth and development, and (B) children aged 6–59 months with 
acute malnutrition, at both facility and community level, including post-exit follow-up and 
the governance of the Integrated Management of Acute Malnutrition (IMAM) programme.

WHO Classification of Acute Malnutrition (6–59 months)
Category Definition
Severe Acute 
Malnutrition (SAM)

Weight-for-height Z-score (WHZ) < −3 SD, OR mid-upper arm 
circumference (MUAC) < 11.5 cm, OR bilateral pitting (pedal) oedema

Moderate Acute 
Malnutrition (MAM) WHZ −2 to −3 SD, OR MUAC 11.5–12.4 cm

Definition: Infants < 6 Months At Risk of Poor Growth and Development
Infants less than 6 months are classified as at risk of poor growth and development if they 
meet any criterion in any one of the following four categories:
a) 	 Poor growth based on sequential measures

•	 No weight gain, or weight loss, from one measurement to the next; or
•	 Insufficient weight gain: velocity < 2 SD below the median on the WHO growth-

velocity standards from one measurement to the next; approximately < 500 g/
month; or, if measured weekly, birth–3 months approximately < 150–200 g/week 
and 3–6 months approximately < 100–150 g/week.
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b) 	 Poor anthropometry on a single measure (if sequential measures unavailable)
•	 Weight-for-age Z-score (WAZ) < −2 SD; or
•	 Weight-for-length Z-score (WLZ) < −2 SD; or
•	 Nutritional oedema; or
•	 MUAC < 110 mm, for infants aged 6 weeks to < 6 months.

c) 	 Known risk factors for poor growth and development
•	 Neurodevelopmental concerns; or
•	 Infant feeding concerns; or
•	 Infant needing medium- or long-term follow-up; or
•	 Maternal risk (physical or mental health problem affecting caring practices); or
•	 History of hospitalisation.

d) 	 Poor birth outcome
•	 Preterm birth — born alive before 37 completed weeks of gestation; or
•	 Low birth weight — birth weight < 2500 g; or
•	 Small for gestational age — birth weight below the 10th centile for gestational age on 

a gender-specific reference.

Figure 1. Identification criteria for the four categories of infants at risk of poor growth and 
development
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CLINICAL FEATURES

A. 	 Infants < 6 months
	 Clinical features correspond to the four risk categories above: faltering weight 

gain or weight loss, low WAZ/WLZ, nutritional oedema, low MUAC (< 110 mm), 
neurodevelopmental or feeding difficulties, a history of maternal illness affecting care, 
and a history of preterm birth, low birth weight, or being small for gestational age.

B.	 Children 6–59 months
	 SAM in this age group is defined clinically by any one of: WHZ < −3 SD, MUAC < 11.5 

cm, or bilateral pitting (pedal) oedema. Associated clinical features include visible severe 
wasting, poor appetite, irritability or lethargy, hair and skin changes, and, in complicated 
cases, signs of infection, dehydration, or shock.

Danger signs / medical complications requiring inpatient (ITC) care
A child with SAM and any of the following must NOT be managed in outpatient therapeutic 
care (OTC) and should be referred immediately to Inpatient Therapeutic Care (ITC), i.e. the 
Stabilisation Centre:
•	 Severe bilateral pitting oedema (+++)
•	 Persistent vomiting
•	 Convulsions
•	 Lethargy or unconsciousness
•	 Severe dehydration
•	 Severe anaemia

•	 Hypoglycaemia
•	 Hypothermia
•	 Severe pneumonia
•	 Extensive skin infection
•	 Sepsis
•	 Failed appetite test

A child is eligible for OTC only if all of the following are true: SAM by MUAC/WHZ/oedema 
criteria, oedema absent or grade + / ++ only, no medical complication from the list above, 
passes the appetite test, and is clinically alert and able to drink or breastfeed.

DIAGNOSTIC APPROACH / INVESTIGATION

A. 	 Comprehensive assessment of infants < 6 months and mother/caregiver
	 Every infant identified as at risk should undergo a comprehensive assessment of the 

mother/caregiver–infant pair, comprising:
1.	 Medical assessment, including problems needing medium- or long-term follow-up 

with a known association with nutritional status (e.g. congenital heart disease, HIV, 
tuberculosis, cerebral palsy, or other physical disabilities);

2.	 History of fever, vomiting, stool pattern, urine output, cough, swelling, and oedema;
3.	 Identification of the primary caregiver, and whether the mother is absent or 

deceased;
4.	 Feeding assessment — breastfeeding or replacement-feeding practice, infant and 

caregiver health status (including disability), maternal responsiveness to infant cues, 
positioning, latching, sucking, and swallowing;
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5.	 Physical examination (including MUAC) and a psychosocial/mental-health 
assessment of the mother/caregiver;

6.	 Assessment of maternal/caregiver autonomy and capacity, with discussion and 
consent for outpatient or inpatient admission as needed;

7.	 Review of any referral documentation; and
8.	 A decision on the most appropriate care pathway (outpatient vs. inpatient), with 

clear attention to continuity of care and referral mechanisms.

Figure 2: Care pathway for infants less than 6 months at risk of poor growth and development

B. 	 Assessment of children 6–59 months
	 A medical, nutritional/feeding, and psychosocial assessment of the child and caregiver is 

carried out by a trained clinician or qualified health worker to determine the appropriate 
care pathway. Clinical assessment at the point of OTC admission focuses on identifying 
danger signs and medical complications (see Clinical Features, above).

The appetite test
The appetite test is a key determinant of OTC eligibility. It assesses whether the child can 
consume Ready-to-Use Therapeutic Food (RUTF): the child is offered the prescribed amount 
of RUTF in a calm environment, and intake is observed directly. Failure to consume an 
adequate amount suggests underlying infection, a metabolic disturbance, severe illness, or a 
poor prognosis, and mandates referral for inpatient (ITC) care.
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Figure 3. Overview of the care pathway and assessment for SAM/MAM in children aged 
6–59 months

Anthropometric and clinical parameters to record at every assessment: weight, height/
length, MUAC, presence and grade of bilateral pitting oedema, appetite, and screening for 
the medical complications listed above.

MANAGEMENT AND FOLLOW-UP

A. 	 Management of infants < 6 months enrolled in OTC
	 Infants at risk of poor growth and development, and their mother/caregiver, who are 

assessed as suitable for outpatient care are enrolled on the basis of the risk factor(s) 
identified. Management combines general supportive care with treatment targeted at 
the specific risk factor(s) identified.

Medical management
•	 Manage any minor illness identified on assessment according to CB-IMNCI protocols.
•	 For newly enrolled at-risk infants who also meet SAM criteria and are eligible for 

OTC, give routine antibiotic treatment (Amoxicillin) in a weight-adjusted dose. (Do 
NOT give routine antibiotics to at-risk infants who do not have SAM.)

Counselling, support, and nutritional management
•	 Provide counselling on core topics to all enrolled mother/caregiver–infant pairs.
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•	 Provide tailored counselling/action for the specific risk factor(s) identified:
◦	 Breastfed infants — tailored support for optimal breastfeeding practice.
◦	 Non-breastfed infants — support for safe replacement feeding.

•	 Any decision to add supplementary milk alongside breastfeeding must be based on 
the comprehensive assessment, not given routinely.

•	 Ensure effective communication and linkage between the outpatient facility and the 
community; Female Community Health Volunteers (FCHVs) should be involved in 
monitoring, follow-up, and counselling.

•	 Attend to the mother/caregiver’s mental health and psychosocial support needs at 
every contact.

B. Management of children 6–59 months with acute malnutrition

B1.	 Management in OTC (uncomplicated SAM)

	 The objectives of outpatient management are nutritional rehabilitation, treatment 
of infection, correction of micronutrient deficiencies, monitoring of recovery, and 
caregiver counselling. RUTF is the cornerstone of outpatient treatment; breastfeeding 
should continue alongside RUTF. Routine medicines and deworming (as per the national 
schedule) are given at enrolment.

	 Follow-up is conducted weekly in OTC. At each visit, reassess weight, MUAC, oedema, 
appetite, medical complications, and adherence to treatment. Adequate weight gain 
indicates good response; failure to gain weight, weight loss, new/worsening oedema, or 
clinical deterioration require re-evaluation and consideration of referral to ITC. Screen for 
diarrhoea, vomiting, fever, and cough at every visit, and repeat the appetite test if there 
is any concern.

	 Caregiver counselling is reinforced at every visit and should cover the causes of 
malnutrition, the importance of continued (RUTF and breastfeeding) feeding, hygiene 
(handwashing, safe food preparation, clean drinking water), immunisation, early care-
seeking for illness, and age-appropriate dietary diversity after recovery. Emotional 
support for the caregiver is an integral part of counselling.

B2.	 Management of children admitted to ITC (Inpatient Therapeutic Care / Stabilisation 
Centre)

	 Inpatient Therapeutic Care (ITC) — the Stabilisation Centre — is the facility-based arm 
of the IMAM programme for children with complicated SAM. Unlike uncomplicated 
SAM managed in OTC, children admitted to ITC are clinically unstable and require close 
monitoring. The goals of inpatient care are to stabilise life-threatening conditions, restore 
metabolic balance, initiate cautious feeding, promote catch-up growth, and prepare the 
child for transition to OTC once stabilised.
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The WHO 10-step protocol for children managed in ITC (contextualised for Nepal)
Step 1 — Treat/prevent hypoglycaemia (random blood sugar < 54 mg/dL): if unconscious/

lethargic, give 5 mL/kg of 10% dextrose IV, followed by 50 mL of 10% dextrose via NG 
tube; if conscious, give an immediate feed (breast milk or F-75). Continue 2-hourly feeds, 
including through the night.

Step 2 — Treat/prevent hypothermia: maintain room temperature near 25°C; skin-to-skin/
Kangaroo care; keep the head and extremities covered; avoid wet clothing/bedding; 
start feeding early.

Step 3 — Dehydration management:
•	 No shock: low-osmolarity ORS for malnutrition (ReSoMal-type) — 5 mL/kg every 30 

minutes for 2 hours, then 5–10 mL/kg hourly for 8–10 hours, alternating hourly with 
F-75. Avoid IV fluids unless shock is present.

•	 Shock (cold extremities plus a weak/fast pulse or capillary refill time > 3 seconds): 
10 mL/kg Ringer’s Lactate or Normal Saline IV over 1 hour, reassessing after every 
bolus.

Step 4 — Correct electrolyte imbalance:
•	 Potassium 3–4 mEq/kg/day for 2 weeks.
•	 Magnesium — intramuscular on day 1, then oral for 14 days.
•	 Avoid extra dietary sodium (no added salt); never give diuretics for oedema.

Step 5 — Treat/prevent infection (all children with complicated SAM receive antibiotics on 
admission, even in the absence of overt signs of infection):
•	 Complicated SAM (inpatient): Ampicillin 50 mg/kg IV/IM every 6 hours PLUS 

Gentamicin 7.5 mg/kg once daily; if no improvement, or septic shock, change to 
Cefotaxime 50 mg/kg every 6 hours or Ceftriaxone 100 mg/kg/day.

•	 Dysentery: Ciprofloxacin 15 mg/kg twice daily for 3 days.
•	 Suspected meningitis: Cefotaxime 50 mg/kg every 6 hours or Ceftriaxone 100 mg/

kg/day, PLUS Amikacin.
Step 6 — Correct micronutrient deficiencies (from day 1, except iron):

•	 Vitamin A — as per age, only if clinical signs of deficiency are present (e.g. 
xerophthalmia, or recent measles). Routine high-dose vitamin A should be avoided 
in children on therapeutic milk/RUTF, as these feeds already contain vitamin A.

•	 Multivitamin syrup (twice the recommended daily allowance).
•	 Folic acid 5 mg as a single stat dose, then 1 mg daily.
•	 Zinc 2 mg/kg/day.
•	 Copper supplementation (as part of the combined mineral mix).
•	 Iron 3 mg/kg/day, started only after day 7, once the child is clinically stable and 

gaining weight on therapeutic feeds — early iron in the acute phase may worsen 
infection and oxidative stress.

Step 7 — Cautious feeding (stabilisation phase): F-75 (75 kcal/100 mL) given every 2–3 
hours, started slowly, with any leftover feed recorded. For infants < 6 months WITHOUT 
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oedema, diluted (2/3-strength) F-100 may be used as the therapeutic milk alongside 
continued breastfeeding, once past the acute stabilisation phase; infants WITH oedema, 
and all infants during initial stabilisation, should instead receive F-75, exactly as for older 
children, because full-strength or diluted F-100 carries a higher renal solute and osmotic 
load that these infants may not tolerate safely. 

Step 8 — Achieve catch-up growth (rehabilitation phase): switch to F-100 or RUTF (for 
children > 6 months), providing approximately 100 kcal and 2.9 g protein per 100 mL, 
given every 3–4 hours, aiming for weight gain > 10 g/kg/day.

Step 9 — Sensory stimulation and emotional support: structured play therapy for 15–30 
minutes/day; encourage talking and singing to the child; active involvement of the 
mother/caregiver is essential.

Step 10 — Prepare for discharge and follow-up: continue treatment and monitoring until the 
child meets transfer/discharge criteria (below). After exit from treatment, follow up at 1 
week post-discharge, then every 2 weeks for the first month, then monthly, monitoring 
weight, MUAC, feeding, developmental progress, and immunisation status until complete 
nutritional recovery (WHZ ≥ −1 SD).

Transfer criteria: ITC → OTC
A child may be transferred from inpatient (ITC) to outpatient (OTC) care once ALL of the 
following are met:
•	 Any medical complication has resolved and the child is clinically stable and alert;
•	 Oedema, if present, has reduced to mild (grade + or absent);
•	 The child passes the appetite test on RUTF; and
•	 The child is able to drink/breastfeed and there is a caregiver able to continue OTC follow-

up.

Discharge / exit criteria from SAM treatment (OTC)
A child is discharged from (“exits”) the SAM treatment programme once ALL of the following 
are met, sustained over at least two consecutive visits:
•	 Weight gain > 5 g/kg/day for at least 3 consecutive days (achieved during the rehabilitation 

phase);
•	 Oedema fully resolved;
•	 WHZ ≥ −2 SD or MUAC ≥ 12.5 cm (i.e. no longer meeting SAM or MAM criteria);
•	 Child feeding adequately at home;
•	 All acute infections treated and micronutrient supplementation completed; and
•	 Caregiver trained and confident in home-based nutritional care.

Criteria for complete nutritional recovery (long-term follow-up target)
Exit from the SAM treatment programme is not the same as complete nutritional recovery. 
Following discharge, the child remains in structured follow-up (as per Step 10) until complete 
catch-up growth is achieved, defined as WHZ ≥ −1 SD, together with age-appropriate 
developmental progress and sustained adequate feeding — at which point the child can be 
released from follow-up.
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Failure-to-respond criteria
Re-evaluate the child if: appetite remains poor beyond day 4, oedema persists beyond day 
10, weight gain remains < 5 g/kg/day during the rehabilitation phase, or new complications 
develop. Look specifically for feeding errors (the most common cause), undiagnosed TB 
or HIV, unaddressed micronutrient deficiencies, incorrect formula/RUTF preparation, or 
psychosocial neglect.

Community nutrition and prevention
•	 Promote exclusive breastfeeding for the first 6 months of life.
•	 Ensure timely initiation and adequate diversity of complementary feeding from 6 months.
•	 Promote handwashing with soap at key times.
•	 Provide deworming per the national schedule.
•	 Distribute locally available micronutrient powders (MNPs).
•	 Support early identification of wasting in the community via FCHVs using MUAC tapes.
•	 Strengthen Nutrition Rehabilitation Home (NRH) centres with standardised protocols.

SUMMARY FLOW CHART OF DIAGNOSIS AND MANAGEMENT (6–59 MONTHS)
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