N392: Care Plan

Sunday, June 30, 2013

3:47 PM

Long Island University College of Nursing !
N392 NURSING CARE PLAN WORKSHEET

Student's Name: __ Sara Levy Client's Imitials: _ M.S.

Instructor: Professor Mullen Client’s Dx: __ Anorexia/Failure to thrive

Date: 06/02/13 Chent's Age: 2 mo | wk Client’s Weight: 3.389%kg Chient’s Vital Signs: B/P: 106/54; HR: 142,

RR: 36; Temp: 98.4 F; 02 Sat: 98% (on room air)

|. ASSESSMENT: DATA COLLECTION
A. HISTORY

a. Socio-Cultural Economic: Arabic-Muslim family from Yemen. Father currently works as a handyman. & children
total in family (10,9,8,5,3,2mo). The 10 year old and 3 year old suffer from Angleman Syndrome. Mother stays at home
to watch children. The family is currently moving and the parents find it difficult to visit. The mother can visit for no more
than 30 minutes at a time. Due to the limited nature of her visits most of the staff nurses have not me the parents.

b.  Nutritional: Started as a breastfed infant but switched to bottle-feeding and then NG feeding due to
hospitalization. Feeding always tock a long time to feed orally though parents did not realize that their child was not
eating well. The doctor sent them to the hospital at the two month check-up due to S&S of failure to thrive (FTT).

c. Rest/Sleep Pattern: Abnormal sleep awake patterns with less time spent sleeping than usual for an infant. This
is a normal finding in a child with Angleman Syndrome.

d. Client Hygiene: Clean and well kempt for a baby.

e. Elimination: Regular urination and bowel movements despite FTT and poor eating habits.

f. Exercise: Baby is active, alert, and enjoys interaction/play with adults. Does not get much tummy time.

g. Hobbies: N/A.

h. MNeed for assistance with ADL: Yes. Completely dependent. (Expected finding in infant.)

i. Allergies: NK drug, food, or environmental allergies.
j- Medications and Treatments prior to hospitalization: None.

k. Immunization history (up-to-date):

Hep B (2 doses) | Dtap (1 dose) | PCV 13 (ldose)

RV1 (1 dose) Hib (1 dose) IPV (1 dose)

B. REASON FOR HOSPITALIZATION (Chief complaint): "My son is not gaining weight, the doctor sent us to the
ER for admissions for failure to thrive.”

C. COURSE OF CURRENT MEDICAL PROBLEM SINCE ADMISSION:
(Admission Date: (05/23/13)

(5K mrs
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Child has lost weight since admissions. (The patient weighed 3.486kg on admissions and now weighs 3.389kg.) Also,
the patient has developed aspiration pneumonia while in the hospital.
D. OTHER CONCURRENT HEALTH PROBLEMS: Laringomalaysia, FTT, GERD, and Angleman Syndrome.
E. PSYCHOSOCIAL ASSESSMENT

1. SUPPORT SYSTEMS/SIGNIFICANT OTHERS: Mother's sister helps part-time.

2. RESPONSE TO CURRENT HOSPITALIZATION (Include coping mechanisms): Father shrugged when
asked how he was coping. Seems to indicate denial as a coping mechanism which is perhaps connected to the fact that
the family has two additional disabled children at home.

3. CLIENT'S PERCEPTIONS AND EXPECTATIONS:

a. How does child/family define the problem and its cause? The family defines the problem as the child
not gaining weight. Mo emphasis or understanding is indicated regarding the fact that the child is not feeding nor
tolerating feeding well.

b. What are the child's/family’s expectations of treatment? This was not discussed.

c. What are the child's/family’s discharge plans? This was not discussed and is particularly difficult to
manage since the parents are rarely in the hospital.

F. PHYSICAL ASSESSMENT
1. GENERAL INSPECTION:
Age: 2mo 1wk old Sex: M Ht: 53cm Wt 3.389%g

General Appearance: Alert, happy, responsive, petite, very thin, light mocha skin, wet onesie from spit up,
smiling affect, waiving arms, recumbent with HOB raised to 30 degrees.

Therapies in progress: None.
Intravenous fluids: None. IV site: Right antecubital
Dressings: Tegaderm

2. SYSTEMIC ASSESSMENT:

a. Neurological:
LOC: Alert/Responsive/Happy affect Orientation: N/A due to developmental stage

Coordination: N/A due to developmental age. Speech: None yet.

Abnormalities: Gag reflex impaired AEB KUB studies.

Other: Pupils round and reactive to light. Mo strabismus. Patient is able to track objects in direct line of
vision. Hearing intact/responsive to sound. Facial expressions symmetrical. Patient can vocalize by crying when
unhappy.

b. Intequmentary:

Incision: N/A

IV Location: Right antecubital. Blood around the IV site under the tegaderm. However on palpation there
is no edema or erythema.

Turgor: Elastic Mucous membranes: Pink and moist.

(5K mrs
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Color: Light mocha skin. Other: Warm bilateral UE and core, cool bilateral LE.
Abnormalities: Rash on buttocks/ 1" x 1"/red/slightly raised/oval shaped/looks painful.

c. Respiratory:

Breath sounds: rhonchi, expiratory wheezing. Rate: 36 Depth: Shallow to deep.

Abnormalities: Lower right lobe congestion, expiratory wheezing, frequent sneezing and coughing,
irregular rhythm (typical finding in infants).

d. Cardiovascular:

Apical pulse: 142 Radial pulse: 142 B/P: 106/54 Edema: MNone.

Peripheral pulses: 3+
e. Gastrointestinal:

Abnormalities: The blood pressure is high.

Bowel sounds: Present Abdomen: soft, flat, non-tender, frequent loose bowel movements.
Other: NG tube placement verified. Last NG tube feeding was well tolerated — no vomiting or diarrhea.

Abnormalities: None.

f. Endocrine / Reproductive:
Diabetes: None.
Hair distribution: Regular across scalp.  Sexual organs: Male genitalia

Breasts: N/A LMP: N/A Gravida/Para: N/A

Abnormalities: None.

G. Recent RELATED evaluation studies appropriate to client diagnosis and treatment.
(Most recent and current lab tests and diagnostic studies)

Test Name Normal Value Client’s Results Interpretation of Results
Aspiration of The client is aspirating oral feedings which led to aspiration
X-ray Gl upper KUB swallowed contents| pneumonia.
Cardiac anomalies indicated in EKG results. (No further
FEKG 12 Lead Cardiac anomalies | details available in chart.)
CBC w/Dift
WBC count 15.4 cful
RBC count 4.17 maul
Hemoglobin 12.6 gm/dl
Hematocrt 37.3%
MCV 893 FL
MCH 303 PG
MCHC 33.9%
RDW 11.4-16.4 % 16.7% | High
MPV 8.6FL
Neutrophil 30-45% 15% | Low
Lymphocyte 45-65% 65% | High

(5K mrs
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Monocyte 6%
Eosinophil 0-4.8% 13% | High
Basophil 1%
Spherocytes 1+%%
Gieneral Labs
Sodium 13.8
Potassium =N
Chloride 106
o2 25
Glucose, randodme 85
BUN 6
Creatinine 0.4
Caleium 10
Anion Gap 7.0
Phosphorus 57
Albumin, serum 3.8-54 3.0 | Low
AST, serum 27
Biliruban 0.1
Alkaline phosphatase 157
ALT, serum 14
Total Protein, serum 5.4
H. Current Physician's Orders/Therapeutic Plan
Date Order/Mosage/ Frequency Indication
Current as of | Augmentin/ 50mh/q 12 hrs Aspiration pneumonia
06/02/13
Lantac/10mg/q 8 hrs GERD
Cholestyramine omtment Ihaper rash
2.6%/topical as needed/q 4 hrs
Progestimil 24/ 75 mL/ q 3 hrs | NG tube feeding to prevent aspiration during oral feeding.
Treatments / Therapy
Diet  Formula — Progestiml 24 q 3 hr —rate: 75ml/hr
0549 mrs
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5
Activity Age appropriate. Enjoys holding toys in hands, such as rattles, plays with own fingers. Prefers visual stimuli such as new
rooms, mobiles with black and white patterns, mirrors, and can follow toys in line of vision. Enjoys soft verbal stimuli and music.
Responds to rocking and cuddling and enjoys varying stimuli such as new rooms, sounds, and images.

Other
+ Monitor
o 1&0
o Pangq4 hrs

o Weight — daily

o Vital signs q 4 hrs
*  Notify provider:

a  HR below 100; above 195
RR below 20; above 60
SBP below 70; above 110
DBP below 40; above 70
BGM below 6l); above 120
02% below 93% on room air

Q0000

(5K mrs
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I. DEVELOPMENTAL ASSESSMENT:

THEORIST
(AGE GROUP) EXPECTED BEHAVIOR OF STAGE CHILD'S BEHAVIOR THAT REFLECTS STAGE
Trust vs. mistrust. Significant mother /parent — baby | Child cries when in need, but because the parents are
ERIKSON relationship is developed in infancy which builds the | rarely at the bedside, the child's need for comfort is not
foundation for healthy relationship and future intimacy. | always met. The health care team try to offer stimulation
Expected findings include parental comfort of crying | and comfort but are unable to do so as frequently as is
child. necessary.
Sensorimotor. Child learns from sensory input and | Enjoyment of mobil
PIAGET movement. Primary circular reactions dictate child's play
and behavior.
Oral. Child experiences the world through oral sucking | Child sucks vigorously on pacifier constantly.
FREUD satisfaction such as feeding, the goal of which is to

establish a symbioctic relationship with mother.

CHILD DEVELOPMENTAL

ASSESSMENT EXPECTED BEHAVIOR FOR CHILD CHILD'S BEHAVIOR
PsycholSocial Attachment to/and comfort from the child's mother. MN/A. Observed to parent child interaction.
Fine Motor/Adaptive Holds rattle when placed in hand. Looks at and plays | Child held my fingers in his hands tightly but | did not have
with own fingers. Brings hands midline. a chance to observe the fine motor adaptive skills through
play.
Language Coos, babbles, cries Cries when unhappy or has an unmet need.

Gross Motor

Moro reflex fading in strength, can turn from side to side,
decrease in head lag when pulled to a sitting position,
sits with head midline with some bobbing, when prone,
holds head and supports weight on forearms.

N392 Clinical Assignments Page 6

Child can track objects in line of sight and turn head to
follow objects. Child's head sags when in sitting position.
Was not able to observe child in prone position.




J. Analysis: List all needs and data supporting the nursing diagnoses in priority order

Assessed Data
Hierarchy of Needs

Title of Nursing Diagnoses (in priority order)

Rationale for the Nursing Diagnoses

Congestion, expiratory wheezing,
sneezing, coughing.

Ineffective breathing pattern RT infection of the
lungs AEB congestion, expiratory wheezing,
sneezing and coughing.

Maintaining a patent airway and breathing is the number 1
priority.

Low weight, poor weight gain, slow
feedings.

Imbalanced Nutrition: less than body
requirements RT inadequate food intake AEB low
weight.

The patient’s nutrition needs are not being met and are
directly resulting in FTT. This problem needs to be
addressed second.

Weight is below the 3™ percentile.

Delayed growth and development RT nutritional
deficit (e.g., lack of stimulation) AEB weight
below third percentile.

The patient’s low weight and FTT will result in delayed
growth and development if not addressed early.

K. Identify three (3) priority nursing diagnoses and complete a nursing care plan.

(50 mrs
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#1.

Client Data/Assessment
Analysis

congestion, expiratory
wheezing, sneezing and coughing.

expiratory

coughing.

Nursing Diagnosis/

Risk for ineffective breathing
pattern RT infection of the
lungs AEB congestion,

wheezing, sneezing and

Scientific Rationale for Nsg. Dx.

Maintaining a patent airway and
breathing is the number 1 priority.

Short Term Goal/Behavioral
Objective/Expected Outcomes

Patient will have an effective breathing
pattern AEB absence of retractions,
cyanosis, and a oxygen saturation
between 94-100%.

Nursing Actions/Orders

Scientific Rationale for Actions/Orders
(Use evidence-based practice information, cite
references)

Evaluation of Behavioral Responses
to Nursing Actions/Orders

SIS of respiratory distress q 4 hrs.

3. Administer antibiotics on schedule and record any
side effects (ex. diarrhea). 3.

(50 mrs
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1. Assess and record RR, HR, T, breath sounds, and | 1.

2. Check pulse oximeter reading q 1-2 hrs pmn. 2.

If child experiences impaired gas exchange the RR
and HR will change, and the child will work harder
to breathe.

Pulse oxymetry detects the oxygen saturation in
the blood stream. It is important to detect small
changes in oxygen saturation before the child
exhibits overt characteristics of impaired gas
exchange.

The antibiotics fight the infection which causes the
signs and symptoms of respiratory distress. The
timely administration of antibiotics can therefore
prevent hypoxic episodes.

1. Assessed vitals at 1000 hrs and
found no change or adverse s/s were
observed. (See vitals on pg 1)

2. Patient's pulse oximetetry was
normal. (98%)

3. Antibiotics were administered at on-
time at 0800 hrs and at 1000hrs no
adverse effects were observed




#2.

Client Data/Assessment

Nursing Diagnosis/
Analysis

Scientific Rationale for Nsg. Dx.

Short Term Goall Behavioral
Objective/ Expected Outcomes

Low weight, poor weight gain, slow
feedings, weight below the 3" percentile.

Imbalanced Nutrition: less
than body requirements RT
inadequate food intake AEB
low weight.

The patient’s nutrition needs are
not being met and are directly
resulting in FTT. This problem
needs to be addressed second.

Patient will be adequately nourished
AEB no vomiting or diarrhea after
feeding.

Nursing Actions/Orders

Scientific Rationale for Actions/Orders
(Use evidence-based practice information, cite
references)

Evaluation of Behavioral Responses
to Nursing Actions/Orders

1. Keep accurate record of intake and output.

2. Assess for signs and symptoms of vomiting,
diarrhea, & lethargy.

3. Weigh patient daily on the same scale at the same

time of day. Document results and compare to
previous weight.

1.

2.

Provides information on child’s hydration status.

Provides information on child’s hydration and
nutritional status.

Provides information on child's hydration and
nutritional status.

1. All food intake and diaper weights
noted and documented in chart.

2. Patient is spitting up frequently, but
not exhibiting signs of vomiting,
diarrhea, or lethargy.

3. Patient did not gain or lose weight
since yesterday.

(50 mrs
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#3.

growth and development if not

deficit (e.g., lack of stimulation) addressed early.

AEB weight below third

Client Data/Assessment Nursing Diagnosis Scientific Rationale for Nsg Short term Goall Behavioral
Dx Objective/Expected Outcome
Weight is below the 3¢ percentile. Delayed growth and The patient’s low weight and Patient will demonstrate adequate growth
development RT nutritional FTT will result in delayed and developmental progression AEB

adequate caloric intake of progestimil 24.

3. Record amount fed to patient accurately and
record patient's response to feeding. 3. Accurately record child's response to feeding can
provide clues to feeding difficulties.

percentile.
MNursing Actions/Orders Scientific Rationale for Nursing Actions Evaluation of Behavioral Responses to
(Use evidence-based practice information, cite Nursing Actions/Orders
references)
1. Check NG tube placement. 1. Ensures that formula is deposited in stomach. 1. NG tube is in place.
2. Feed the patient on schedule q 3 hrs. 2. Feeding child on schedule allows for adequate 2. Feeding was administered on time at
nutrition. 1000hrs.

3. Patient tolerated feeding well with no
vomiting, diarrhea, or agitation.

Evidence based practice: State one intervention you used while caring for this client and identify if it considered evidence based practice. Must provide

summary and reference for the site (eg. printout from internet).

(50 mrs
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CLINICAL REVIEW

Weight faltering and failure to thrive in infancy and

early childhood

Brian Shields paediatric specialty registrar', lan Wacogne consultant paediatrician’, Charlotte M
Wright professor of community child health/consultant paediatrician®

'Depal of General i ing
Unit, School of Medicine, College of Medical, Veterinary, and Life

Children's Hospital, Birmingham B4 6NH, UK; *Paediatric Epidemiology and Community Health

University of Glasgow, Glasgow, UK

Weight faltering, or failure to thrive, is a childhood condition
that provokes concern about possible neglect, deprivation, and
organic illness. However, research over the past 20 years has
brought the validity of this concern into question, leading to the
proposal that management should be less aggressive." W
summarise the evidence base, discuss new developments, and
provide a practical approach to management. Failure to thrive
has been defined in a range of ways, with no overall accepted
definition” but an essential element is subnormal growth or
weight gain, hence the increasing use in recent years of the term
weight faltering.

What is normal growth?

Growth charts rank a child’s measurements against children of
the same age and sex. If a child gains weight more slowly than
their peers, their measurement moves to a lower centile (crosses
centiles). The World Health Organization has proposed that its
growth standards, based on healthy, relatively affluent, breastfed
infants from six countries, should be used to represent healthy
growth for babies i Ily." These along with
UK birth and preterm growth data, have been incorporated into
the UK-WHO growth charts® as well as being adopted in other
countries worldwide. Studies that assessed the growth pattern
of rep ive ples of Europ children 1 with
these new charts found that these children tended to gain weight
more rapidly.’ As a result, for example, only around 0.5% of
UK children will be below the 2nd centile at 12 months.®
Previous epidemiological studies have shown that while healthy
children will usually roughly progress along the same centile,
moderate movements up and down the chart are common.” The
weights of larger babies tend to fall towards the average over
time, while those of smaller babies move upwards: the
phenomenon of regression to the mean."

What is weight faltering?

Weight faltering describes a weight gain pattern rather than a
diagnosis. It represents a spectrum from what may simply be a
normal variant to children with serious problems. In clinical

Cs to:1 gne lan. nhs.uk
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practice, a weight that crosses more than two major centile
spaces di ards is often the rec ded threshold for
concern' (a centile space is the distance between two major
centile lines). On UK growth charts from 1990 this pattern
would be seen in around 5% children, but on the new UK-WHO
charts, centile crossing is much less common; a recent analysis
of UK population based data suggest that after the first four
months as few as 0.5% average children will cross two centile
spaces.” Regression to the mean describes how smaller babies
will grow faster than larger babies and both will move towards
the mean weight. Research assessment of weight gain uses a
calculation of “conditional weight gain™ to allow for regression
to the mean automatically, but it is not feasible to use this
approach in clinical practice.

What causes weight faltering?

Itis plausible that weight faltering will occur as a consequence
of inadequate nutrition, since energy requirements in infancy
are very high." Observational studies of children with weight
faltering have found that they eat less at test meals." * There
is also evidence that children with weight faltering show growth
patterns suggesting chronic undernutrition. A study of children
with weight faltering identified by population screening found
that on average they had low body mass index and showed
subsequent catch up weight gain," ' while a more recent cohort
study found that children with both slow conditional weight
gain and low body mass index went on to be relatively stunted
in later childhood.”

Explaining why these children become undernourished is
complex and the cause is usually multifactorial. Here we review
the evidence for and against the roles of several factors that
have been associated with weight faltering.

Organic disease

The traditional model of classifying causes of weight faltering
as organic or non-organic is overly simplistic and places too
much emphasis on organic causes. Major organic causes of

N392 Clinical Assignments Page 11
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Summary

= Weight faltering is not a disaase, but rather a description of a redatively common growth patharn

= It s moet commonty caused by undemutrition relatve 1o a child’s specific enengy requirements.

+ Causes tend 1o be mullitactorial and ahen invalve problems with diet and leeding behaviour that usually respond 1o simple targeted
advice

= Mare rarely, weight Ealtering may be associated with neglect or maternal mental health problems or addiction
= The health visitor [public health nurse] is often best placed to assess and advise in the first instance

= Drganic disi is rare i
interventions are unsuccessful

Sources and selection criteria

butitis

o rule out organic dis if diatary

‘We searched Pubmed, Medine, Embase, and the Cochrane Database of Systemic Raviews with key refarence terms “failure to thrive,”
“growth faltering.” and “waight faltering.” Wa raviewed citations from key aricles. Wa also used our parsonal archive of refarencas.

weight faltering are rare, while weight faltering itself is common.
Two UK population based studies found substantial organic
disease in only 5-10% of children with slow weight gain,"” "
Thec found were h but all f d clear
symploms or signs suggesting underlying disease. Two earlier
hospital based studies in the United States™ " found that
investigation in asymptomatic children with failure to thrive
vielded no substantial new diagnoses of organic disease. This
evidence suggests that organic disease is unlikely in children
who are asymptomatic and well on examination, so that

stigations should be planned to rule out rare major
conditions {table| ) rather than 1o identily a cause of the weight
faltering,

Socioeconomic and educational status

Weight faltering has traditionally been seen as a manifestation
of poverty. While this is still likely 1o be true in poorer societies,
there is good evidence from three large, population based studies
that in the United Kingdom there is no significant association
between low socioeconomic status, poor educational attainment,
and weight faltering.” ™ * All three studies identified children
with slow conditional weight gain in infancy. One study ™™ found
no association with either social class or educational status,
while the other two found weak U shaped associat
slightly higher prevalence in the most and least deprived
groups.” ™ This lack of iation probably reflects the safety
net of modern welfare systems, which prioritise support to
families with young children,

15, with

Neglect

A cohort study of 97 children with weight faltering identified
by population screening found evidence of neglect in only 5%."
However, another population based study found that the risk of
being placed on the child protection register was four times
higher in weight faltering children than in controls.” Thus, as
neglect and abuse are rare and weight faltering common, so
neglect may be seen more commaonly in association with weight
faltering, but most children with weight faltering are not
neglected.

Feeding and eating difficulties

Several observational studies have shown that feeding
difficulties such as low appetite, weak suck, and weaning
difficulties are associated with weight faltering.” ™ ** * Two
observational case-control studies found associated differences
in maternal feeding behaviour,” ™ For example, infants with
weight faltering had significantly fewer positive interactions
(where parents anticipate and support a child’s needs) during

[ For personal use only: Ses rights and regrints bt b

meals than controls. It is not clear whether this association is
causal or simply a maternal adaptive response to their child's
cating behaviour.™

Maternal depression

One case-control study found an association between weight
faltering and maternal depression; significantly more mothers
in the weight faltering group scored above the threshold for
depression on the Edinburgh Postnatal Depression Scale.™
However, in three medium to large cohort studies one found no
link,™ another found an association that had disappeared by 12
and a third it was only seen in later onset weight

Variation with age

The population study of children with weight faltering described
above found that although children were identified at a mean
age of 15.5 months, the slowing of their weight gain began in
the early weeks and 50% had already crossed the screening
threshold by age 6 months." A large whole population study
found that weight faltering seen in the first 2 weeks of life was
associated with perinatal factors such as preterm birth and
maternal smoking, while later onset was associated with organic
disease and feeding problems.”

What are the potential consequences of
weight faltering?

A number of conse have been postulated, including
impaired growth, cognition, and behaviour. Early studies
suggested major long term cognitive effects.™ A sy ic
review and a meta-analysis both found only small effects (3-5
1Q points)™ * and a similar result was found in a more recent
cohort study.”

Weight faltering children in two population based studies
followed up at age 6-9 years were found to be significantly
shorter and lighter and to have smaller heads than controls,
A randomised control trial found that children receiving a
primary care based intervention for weight faltering were heavier
and taller at age 4 years than untreated controls," suggesting
that growth outcomes are potentially reversible. One systematic
review, which included studies from developing countries,
concluded that immune, gastrointestinal, and cardiac dysfunction
recovered with correction of malnutrition, but other effects,
such as impairment in cognition, attention, and behaviour, were
permanent.”

1532
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In summary, current evidence suggests that weight faltering in
infancy does have an effect on long term growth and may have
a small effect on cognition,

How can a child with weight faltering be
identified?

Concerns about weight faltering tend to arise as a result of
routine weighing. All babies should be weighed during the first
week as part of the assessment of feeding (usually around the
time of immunisations) and at eight weeks, 12 weeks, 16 weeks,
one year, and whenever concerns are raised.” The study
described above suggested that a useful threshold for closer
assessment is a fall through two centile spaces on the UK-WHO
charts——although for infants with birth weights below the ninth
centile, a fall through one centile space should trigger concern,
while infants above the 91st centile could be allowed to cross
three centile spaces.” Weighing alone does not distinguish slow
growth from thinness, so where there is concern length should
also be 1. The UK dep of health guidance on
the UK-WHO growth charts also suggests that children below
the 0.4th centile for weight or with a body mass index below
the second centile should be carefully assessed.” but children
with low weight, length, or body mass index along with weight
faltering are probably most at risk.”

What history and examination are
required?

The first necessity is to confirm that weight faltering is truly
persistent and substantial: weight may dip sharply after minor
illnesses, or a plotting error may have occurred. Measure and
plot current weight and length, with re-plotting of previous
measurements on an appropriate centile chart. Adjust for
prematurity in infants born before 37 completed weeks, up to
age 2 years. If both the weight and length centiles are low this
suggests slow growth, rather than weight faltering, so measuring
parental heights may also be informative.
If weight faltering is confirmed, exclude underlying medical
problems by history and medical examination, including
auscultation of the chest and assessment of whether
neurodelopment is appropriate for age. Assuming this is normal,
4 thorough dietary history should then be taken by the member
of the primary care team with most access to the family. In the
United Kingdom this would be the health visitor, a public health
nurse with responsibility to monitor all pre-school children, as
they have good contextual family knowledge and can offer
non-stigmatising advice. Some key areas that should be covered
are:

* history of milk feeding

* age of weaning

= range and types of food now taken

« mealtime routine and eating and feeding behaviour

« ask the family to complete a three day food diary for a
fuller and more accurate picture

« if possible observe a meal being taken
It is also important to probe for evidence of psychosocial factors
such as maternal depression.
What investigations are required?

Investigations should not usually be undertaken in primary care,
but should be deferred until paediatric assessment has taken

place. Undertake investigations only if signs or symptoms of
disease are present, or where weight faltering is persistent or
severe. There is no formal evidence to suggest an ideal routine
set of investigations, but the table shows a suggested schedule
of tests to rule out possible pathology, which should usually be
undertaken all at once to avoid multiple blood tests.

What management options are available
for children with weight faltering?

The figure|. shows a graded response to weight faltering.

Community-based management

Early studies of failure to thrive were hospital based, but in
recent years structured ambulatory management has been
recognised as more cost-effective.” It may also benefit

Jevelop *is more le to patients and their families,
and is more likely to succeed.” With appropriate training in
mealtime observations and food diaries, health visitors can make
wide ranging and effective assessments, and can support families
1o improve feeding and increase calorie intake (see box).

A trial in the United Kingdom of structured health visitor
intervention, including basic dietetics training and regular
follow-up, showed better growth in the trial group." A US
intervention trial of weekly home visits by trained lay home
visitors versus follow-up in a multidisciplinary nutrition clinic
showed similar improvements in weight and height for age in
both groups, but the intervention group also showed better
receptive language and cognitive development.” Another UK
study comparing specialist health visitor intervention with
conventional care showed no difference in weight outcomes,
but the intervention group had 50% less hospital admissions
and defaulted fewer hospital and health visitor appointments.™
If such programmes are to succeed it is important for health
visitors to be able to access specialist support, particularly for
more complex or severe cases. Dietetic input is likely to be most
commonly accessed.

Monitoring progress

The key measure of improvement should be recovery in the
weight gain pattern—a rise up through the centiles (catch-up)
that usually begins within four to eight weeks of a successful
intervention such as dietary advice. Plotting on the neonatal and
infant close monitoring chart allows detailed assessment of
change over time and allows for gestation if the child was
preterm.” It is still i not to too frequently.
Optimal intervals and timings for measurement have not been
formally established, but the Royal College of Paediatrics and
Child Health suggest weighing no more than monthly before
age 6 months, every two months aged 6-12 months, and every
three months after that.” A child can be said to have recovered
once their current centile is within 1-2 centile spaces of their
carlier position, which may take several months. Some children
may show only partial recovery while others may remain within
the same low centile. If such children are not markedly
underweight for their height and their growth in length is steady
and proportionate to their parental heights, it may have to be
accepted that they are showing a variant pattern of normal
growth,”

The role of specialist input
Dietician assessment

For confirmed weight faltering without medical features, refer
initially to a paediatric trained dictician in most cases. Referral
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for energy intake in children aged over 9 months®

Dietary
Three meals and two snacks each day
Increase number and variety of foods offered

Increase energy densly of usual feods (for example, add cheese, margarine, cream)

Limit milk intake to 500 mL. per day
Avoid excessive intake of fruit juice and squash

Behavioural
Offer meals at reguiar times with other family members
Pralse when food s eaten, ignore when nat
Limit meal time to 30 minutes.
Eat at same lime as child
Avoid meal time confict
Naver force feed

can usually only be done by the primary care doctor. but some
pathways allow direct access through specialist health visitors.
The primary role of the dietician is to optimise the existing diet
and advise on meal time management, rather than to identify
deficiencies. For this purpose a single home visit may be more
effective than clinic review.' The dietician can assess the
adequacy of the current diet to supply essential nutrients and
offer targeted advice about enhancing the diet. Paediatric
dieticians can also advise effectively on the management of
basic feeding behavioural problems, Although high energy
supplement drinks are often suggested for weight faltering,
evidence from older children suggests that they do not imp
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Tips for non-specialists
= Look at the weight gain pattern over time rather than single measurements
+ Measure length in addtion 1o weight whenever weight falieving is suspected
+ Weight faltering is common in infancy and mostly cccurs in otherwise healthy children living in non-neglecting environments.

+ Weight faltering can cause long term stunting and developmental delay if not reversed

» Involve the health visitor (public health nurse) bedore considering specialist referral

« A dietary assessment often reveals problems that respond well to simple advica

« High energy milks or supplement drinks are not likely to be helptul and shoudd not be stared in primary care

Additional educational resources
For clinicians
UK-WHO 0-4 years orowth rerch.ac:uk/chil T e,

¥y

0-4-years-growth-chans-initi—guidance from the Royal Coliege of Paediatrics and Chid Health

Maternal and child nutrition (www.nice.org.ukPHO11)—NICE

care services to improve the nutrition of pregnant and breastfeeding mothers and children in low income

for midwives, heakth visitors, ists, and other primary
households

Faltering growth (www.gp-
primary care

htm)-—guidance on managing weight faltering in

For patients
Healthy eating (www.eatwoll gov.uk)—NHS guidance on healthy eating and nurition for children, parents and families
Your baby (wwwatn " d-baby FRSOG J—NHS gui 0

Box: Questions for future research:
Do any g for

by mothers and avoidant eating behaviours in the child?

Are chitdren with weight faltering more or less likely 10 go on to be obese as adults or to have long term health effects?
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Table

| to be In y care
Investigation Indication Condition being sought
Full blood count Any persistent weight faltering Anaemva, leukaemia
Ferritin Any persistent weight faltering Iron deficiency
Urea and electrolytes  Any persistent weight faltering Renal failure, electrolyte abnormalities
Thyroid function tests  Any persistent weight faltering Thyroid disorders
Cosliac blood tests  Any persistent weight faltering Coeliac disease
Midstream urine Any persistent weight faltering Urinary tract infection
Cvomosome anaysis Gs __ Tumersondome
Chest Infants under 3 months; history of respiratory infection Cardiac cystic fibrosis
Sweat test History of respiratory infection Cystic fibrosis
Vitamin D levels Solid diet is Smited, dark skin colour Rickets
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Figure

Weight gain below screening threshald
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Fig 1 Graded response to weight faltering
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