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Anthropometric assessment parameters in children with disease-related malnutrition
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ABSTRACT
Background: Disease-related malnutrition (DRM) in children is frequently found in clinical practice. Nutritional status assessment
and monitoring in pediatric disease-related malnutrition, especially congenital heart disease (CHD) and cancer, have certain
challenges. Until now, there is no consensus regarding standard nutritional assessment parameters and monitoring for pediatric
DRM.
Objectives: To outline the appropriate anthropometric assessment for children with DRM, specifically children with CHD and
cancer.
Review Result: The use of weight measurement to determine nutritional status must be applied cautiously to children with CHD
and cancer because it may not reflect the true body composition, considering that children with CHD may present with fluid
overload and children with cancer may have organomegaly or large tumor mass. In developing nations, arm anthropometry is
considered as a feasible approach for determining nutritional status of children with CHD and cancer, because it is simple,
inexpensive, uniformly available and not affected by body fluid retention, organomegaly or tumor mass. The frequency and interval
of nutritional status monitoring in children with CHD and cancer is adjusted according to the child’s conditions.
Conclusions: Pediatric patients with CHD and cancer frequently suffers from malnutrition. and it is associated with poor outcomes.
Weight measurement to determine nutritional status of children with CHD and cancer must be applied carefully. Arm
anthropometric assessment is considered more appropriate in determining nutritional status of pediatric CHD and cancer.
Clinical significance: Anthropometric measurements of the arm are recommended to determine nutritional status in pediatric patients
suffering from DRM, particularly in the cases of CHD and cancer.
Keywords: disease-related malnutrition; children with CHD and cancer; anthropometric assessment parameters

INTRODUCTION
Malnutrition (undernutrition) in children is still a problem in developing nations. Based on the data from
Indonesian Basic Health Research 2018, there were 6.7% moderate malnutrition and 3.5% severe acute
malnutrition in under five children .1 These numbers are higher compared with the overall malnutrition
prevalence in developed nations (In 2020, 0.2% moderate malnutrition and 0% severe malnutrition were
reported in under five children at the United States).2 Prevalence of disease-related malnutrition varies according
to the underlying disease, ranging from 23.6% in patients with gastrointestinal diseases, 27.3% in oncology
patients, 28.6% in patients with cardiovascular disease, to 40% in patients with neurologic diseases.3 In
developing nations, the prevalence of pediatric disease-related malnutrition (undernutrition) in regard to
congenital heart disease (CHD) and cancer/malignancies keep increasing.4,5
Asia Pac J Paediatr Child Health

-------------------------------------------

Volume 5, Jan - Mar 2022

5

www.apjpch.com

Nutritional status assessment, monitoring and intervention are important in managing children with CHD and
cancer. Malnutrition at diagnosis has been shown to be related with poor outcome and survival in these
populations. However, nutritional status assessment and monitoring in children with CHD and cancer impose
certain challenges. First of all, parameters for determining the child’s nutritional status should not rely on weight
as the only anthropometric assessment, because it could mask undernutrition and may not reflect the real weight
of the child. Children with CHD may present with edema and fluid retention, and children with cancer may have
organomegaly or tumor mass. In order for appropriate monitoring and management to be conducted,
appropriate nutritional parameters are needed to establish correct diagnosis of the child’s nutritional status.
Secondly, children’s nutritional status with CHD and cancer is greatly influenced by the course of their illness.
Their nutritional status may change during the course of their illness and/or treatment. That is why routine
nutritional assessment performed at several times in the course of illness/therapy becomes an important part of
follow-up in these children. But up to date, there has been no consensus regarding the standard of nutritional
monitoring frequency and interval for these children.
This systematic review aims to outline the appropriate anthropometric assessment parameters for pediatric
disease-related malnutrition, specifically in the cases of CHD and cancer.
MALNUTRITION AND DISEASE-RELATED MALNUTRITION
According to definition from the ASPEN (American Society for Parenteral and Enteral Nutrition) workgroup,
malnutrition or undernutrition in children is defined as a discrepancy of necessity and consumption of nutrient,
which leads to shortages of micronutrients, protein, or energy. This situation will disrupt the children’s
development, growth, and other significant aspects.3 In the past, overnutrition and undernutrition fell into the
definition of malnutrition, but the new definition as well as this review, addresses only undernutrition.6
According to its etiopathogenesis, malnutrition is classified into the following two categories: (1) disease-related
(one or additional diseases/injuries directly gives rise to nutrient discrepancy) or (2) environmental/behavioral
aspects leading to diminished nutrient consumption/provision (or both).3 Diminished consumption, disrupted
nutrient use, rising loss of nutrient, or hypermetabolism (rising nutrient necessity more than consumption) are
among the mechanisms thought to lead to nutrient imbalance, which in turn lead to disease-related malnutrition.
Those factors are also often seen in acute conditions (e.g., burn, trauma, infection) and chronic illnesses (such as
congenital heart disease, malignancies, chronic kidney disease, cystic fibrosis, gastrointestinal diseases, and
neuromuscular diseases).3
In this review, the discussion is limited to disease-related malnutrition (undernutrition) in children with CHD
and cancer/malignancies. Disease-related malnutrition in these populations imposes particular challenges in
nutritional status assessment and monitoring due to their unique conditions.
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PEDIATRIC CONGENITAL HEART DISEASE (CHD)-RELATED MALNUTRITION
CHD is the most prevalent congenital abnormalities. Globally, this condition affects 8–11 newborns of 1000
livebirths. CHD-related malnutrition are particularly common in developing nations.7 Table 1 summarizes the
prevalence of pediatric CHD-related malnutrition based on 6 studies conducted in 5 different countries. All
studies used the same anthropometric parameters (weight-for-age, weight-for-length, and length-for-age zscores). All studies used 2006 WHO child growth standards.

Wasting is described as a WHO growth chart weight-for-length z-score of < -2, and stunting is described as
length-for-age z-score of < -2.13
Growth patterns of children with certain cases of CHD may be impaired as reported in several previous
researches. Zhang et al.12 reported that acyanotic CHD had been associated with underweight (WHO weightfor-age z-score of < -2), pulmonary hypertension had been associated with wasting, whereas cyanotic cardiac
disease as well as single ventricle disease have been linked to stunting. In addition, wasting was more prevalent
in acyanotic CHD and stunting was higher in cyanotic CHD.8
Genetic factors, chronic cyanosis, pulmonary hypertension, inability to feed properly resulting in decreased
consumption, gastrointestinal malabsorption due to disrupted cardiac output, increase work of respiratory
muscles resulting in rising energy expenditure contributes to the development of pediatric CHD-related
malnutrition.7,12,14 Abdelmoneim et al.10 showed that poor dietary history, heart failure, anemia, and
pulmonary hypertension were all significant contributors to malnutrition. Arodiwe et al.8 identified the following
predictors for malnutrition: age, poor diet, presence of pulmonary hypertension. The associated risk factors of
pediatric CHD-related malnutrition are outlined in Table 2 below.
MALNUTRITION IN CHILDREN WITH CANCER
Low and middle income countries (LMICs) are the biggest contributors of pediatric patients with cancer in
which more cases of malnutrition are reported and access to treatment is limited.1920 Survival of pediatric
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patients with cancer is approximately 25%, lower than high income countries (HICs) (approximately 80). 20
Coexisting malnutrition is one of the factors that contribute to poor survival rate of pediatric cancer.21
Herintya et al.5 in Yogyakarta, Indonesia, reported prevalence of undernutrition in children with acute
lymphoblastic leukemia (ALL) was 45.5%. Pribnow et al.20 in Nicaragua reported malnutrition in 67% of
recently diagnosed acute myeloid leukemia (AML), ALL, Hodgkin lymphoma, Wilms tumor, or Burkitt
lymphoma. Malnutrition was associated with the rising incidence of treatment abandonment, morbidity related
to treatment, as well as poor event-free survival (EFS).

PEDIATRIC CHD AND CANCER’S NUTRITIONAL STATUS AND PROGNOSIS
Nutritional status greatly influences outcome and prognosis of children with CHD and cancer. According to the
literature, well-nourished children have higher prevalence of survival in pediatric cancer20,22 and lower
complication rates in children with CHD that underwent surgical intervention therapy.14,23
Poor critical care outcomes were linked to small weight-for-height and weight-for-age ratio. Mitting et al.14
reported that small weight-for-age z-score (WAZ) at admission had been significantly associated with protracted
respiratory failure as well as increasing mortality outcomes of surgery in neonates with CHD neonates. Radman
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et al.23 reported that acute-and-chronic malnourishment and lower total body fat mass tend to be associated with
worse clinical outcomes and worse myocardial performance in children undergoing surgery for CHD.
Pediatric cancer patients with malnutrition have been linked to poor prognosis, specifically increasing morbidity
rate in addition to decreased survival.20 The effect of impaired nutritional status on patient’s prognosis and
outcome is linked to poor tolerance to the therapy due to diminished nutrient and disruption of immune system.
In addition, a correlation between undernutrition during treatment and a greater number of complications,
increasing treatment-related morbidity, as well as decreasing EFS has also been reported. 22 A prospective cohort
study by Iniesta et al.24 showed that riskier therapy influenced the incidence undernutrition during the initial
three months and malnutrition at diagnosis had been significantly linked to recurrence, becoming palliative or
mortality. In addition, malnourished patients had fourteen times more risk to develop an event.
ANTHROPOMETRIC ASSESSMENT PARAMETERS IN CHILDREN WITH CHD AND
CANCER
Growth becomes the principal measurement of nutritional status in children. It has to be measured regularly
throughout childhood and adolescence. In children aged less than 36 months, growth measurements include
head circumference-for-age, length-for-age, weight-for length, and weight-for-age. In children ages 2–20 years,
the recommended growth measurement includes standing weight-for-age, body mass index (BMI)-for-age, as
well as height-for-age.25 Nutritional status is commonly classified based on weight for length/height.13
To assess pediatric malnutrition, Mehta et al.3 advised 2006 WHO growth reference26 for children aged under 2
years old and 2000 CDC growth charts27 for age 2-20 years. The definition of malnutrition is recommended to
rely on the declining z-score as well as negative z-score over the use of percentiles because z-score can better
describe how far off a child’s anthropometric value is compared to children of the same age. On the other hand,
this cannot be use as the only diagnostic tool. Other clinical signs suggesting malnutrition should also be taken
into account in diagnosing pediatric malnutrition, such as the presence of edema, condition of the hair and nails,
etc.25
Nutritional status assessment in certain children with CHD and cancer cannot rely only on weight measurement
because it may not reflect the true body composition. The typically used anthropometric measurements to
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determine nutritional status cannot assess the major composition of human’s body: water content, fat, as well as
lean body mass.23,28 Children with cancer sometimes present late with large tumor mass or organomegaly, which
makes weight measurement inaccurate to assess nutritional status in these children.28,29 Body weight may increase
in the cases of severe CHD in which there is excessive fluid, thereby covering the decreasing fat mass and
occurring cachexia.23 Other nutritional assessment parameters are needed to determine nutritional status in
certain cases of children with CHD (e.g. children presenting with edema and fluid retention) and children with
cancer that have organomegaly or tumor mass.
At the moment, no “gold standard” is established to assess nutritional status of pediatric patients.
Misclassification of nutritional status can occur should the BMI, body weight, and length/height are utilized in
isolation.21,30 Several methods are available for the clinical assessment of nutritional status. Among these, dualenergy X-ray absorptiometry (DXA) is considered the gold standard for determining human body constituents.
However, DXA is not widely available in LMICs and even in many HICs, it is not readily available enough to be
used in routine clinical settings.19
Mehta et al.3 recommended the use of clinical parameters along with anthropometric measurement to assess
pediatric nutritional status. Iniesta et al.24 highly recommended measurement of body constituents and growth
with arm anthropometry or bioelectrical impedance (BIA) in children with cancer. Comprehensive assessment
can be achieved through this combined measurements.31 In clinical practice, combination of arm anthropometry,
such as triceps skinfold thickness (TSFT) and mid-upper arm circumference (MUAC) with BIA can evaluate
body composition changes more efficiently as well as diagnose pediatric cancer related malnutrition, in which
the patients’ weight can be compromised by the metabolic disruption, presence of tumor, and stunting.21,22,30
When there is an inadequate energy supply, the first constituents used are the reserves in the muscle fat and
protein, represented by the declining MUAC and TSFT. Previous studies agreed that MUAC represents lean
body mass and TSFT represents fat mass because these parameters are not influenced by race, tumor’s weight,
also associated with body constituents.20 Furthermore, using TSFT is superior since it represents peripheral fat
mass, thereby reducing the confounding factor, e.g. fluid buildup.23
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In developing nations where body composition assessment methods, such as DXA and BIA, are not easily
available, arm anthropometry measurements are considered as more appropriate and feasible measures for
determining nutritional status in pediatric CHD and cancer. Arm anthropometry measurements are simple,
inexpensive, uniformly available, and not influenced by organomegaly or large tumor mass as sometimes seen in
children with cancer, and also not affected by body fluid retention that may be seen in certain cases of CHD.
Malnutrition stratification based on MUAC has been recommended for children aged 3 to 60 months using the
standards developed by WHO.25 Meanwhile, determination of MUAC z-score for children over the age of 5
years may use the 2006 WHO MUAC-for-age z-score.32 Abdel-Rahman et al.33 generated the MUAC Lambda,
Mu, Sigma (LMS) values for age 2 months to 18 years which were based on the CDC National Health and
Nutrition Examination Survey.
Limitations of the use of MUAC and TSFT measurements to assess pediatric disease-related malnutrition are the
WHO’s MUAC and TSFT reference charts are only available for children from the age of 3 months, and the
MUAC LMS values are only provided for children from 2 months old. 26 Aside from that, MUAC has shown a
known bias towards identifying stunted children and also younger and smaller infants as malnourished in
children aged 6 to 60 months. To date, MUAC is not advised to be used in infants aged younger than 6 months
due to scarce evidence for the interpretation.34 However, a more recent study by Mwangome et al.35 in 2017
concluded that MUAC was superior than weight-for-length z-score in predicting mortality of hospitalized
infants under 6 months old, suggesting that MUAC measurement may have a role in nutritional status
assessment for this particular population. Further researches are encouraged in order to establish a standardized
approach for determining nutritional status in pediatric disease-related malnutrition, especially for younger
infants under 6 months old.
MONITORING OF NUTRITIONAL STATUS IN PEDIATRIC CHD AND CANCER
Due to the highly prevalent pediatric CHD and cancer-related malnutrition, and as nutritional status represents
an adjustable risk, determination of nutritional status is a must since the patient was diagnosed to getting therapy
and beyond.22 During the course of illness, Mehta et al.3 suggested that serial anthropometric measurements be
performed to assess optimal growth. Improvement of outcomes and reducing readmission rate are expected
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from this nutritional monitoring. However, determining ideal frequency and interval for nutritional monitoring
is difficult because of the wide range of nutritional behaviors, degree of failure to thrive, chronic illnesses,
concomitant morbidities, socioeconomic conditions, and so on. Like any other medical condition, the interval of
follow-up visit in this population, should be individualized.25
In children with disease-related malnutrition, whose chronic illnesses should be monitored, optimizing
nourishment to alleviate the malnutrition will lead to better prognosis.6 The nutritional goal for children with
CHD is to maintain their weight throughout the critical conditions as well as to gain adequate weight throughout
recovery stage.36 The primary nutritional goals in pediatric cancer comprise the maintenance of ideal body stores,
reduction of wasting, promotion of proper growth and development, as well as provision of a better quality of
life.29
CONCLUSION
Pediatric patients with CHD and cancer commonly present with malnutrition. Malnutrition at diagnosis is
associated with unfavorable outcome. Nutritional assessment and monitoring are important for the management
of diseases. To date, no “gold standard” of nutritional assessment exist for pediatric disease-related malnutrition.
Measurement of weight as representation of nutritional status of children with CHD and cancer must be done
with caution. In certain cases of children with CHD and cancer, arm anthropometric assessment is deemed
appropriate and feasible in determining nutritional status. The frequency and interval of nutritional status
monitoring in children with chronic illnesses, such as CHD and cancer, should be tailored according to the
conditions of the child. Further research is needed to establish a more suitable standard of nutritional
assessment parameters in pediatric disease-related malnutrition.
ACKNOWLEDGEMENT: None.
REFERENCES
1.
2.
3.
4.

Badan Penelitian dan Pengembangan Kesehatan, editor. Laporan Nasional Riskesdas 2018. Jakarta: Lembaga Penerbit Badan
Penelitian dan Pengembangan Kesehatan; 2019.
UNICEF/WHO/World Bank Group Joint Malnutrition Estimates, April 2021 Edition [Internet]. 2021 [cited 2021 Oct 5].
Available from: https://data.unicef.org/resources/dataset/malnutrition-data/
Mehta NM, Corkins MR, Lyman B, Malone A, Goday PS, Carney L, et al. Defining pediatric malnutrition: A paradigm shift
toward etiology-related definitions. J Parenter Enter Nutr. 2013;37(4):460–81.
Amelia P, Adriansyah R, Lubis B, Akil M. The association between cyanotic and acyanotic congenital heart disease with
nutritional status. Open Access Maced J Med Sci. 2020;8(B):245-48

Asia Pac J Paediatr Child Health

-------------------------------------------

Volume 5, Jan - Mar 2022

12

5.
6.
7.

8.

9.

10.
11.
12.
13.

14.
15.
16.

17.
18.
19.
20.
21.

22.
23.

24.

25.

26.
27.

www.apjpch.com

Khaira F, Andayani DE, Witjaksono F. The Cutoff Point of Mid–Upper Arm Circumference in the Supine Position to Detect
Malnutrition in Patients with Cancer. Topics in Clinical Nutrition. 2022;37(1):24-32.
Bouma S. Diagnosing Pediatric Malnutrition: Paradigm Shifts of Etiology-Related Definitions and Appraisal of the Indicators.
Nutr Clin Pract. 2017;32(1):52–67.
Fitria L, Caesa P, Joe J, Marwali EM. Did Malnutrition Affect Post-Operative Somatic Growth in Pediatric Patients
Undergoing Surgical Procedures for Congenital Heart Disease? Pediatr Cardiol [Internet]. 2019;40(2):431–6. Available from:
http://dx.doi.org/10.1007/s00246-018-2022-5
Arodiwe I, Chinawa J, Ujunwa F, Adiele D, Ukoha M, Obidike E. Nutritional status of congenital heart disease (CHD)
patients: Burden and determinant of malnutrition at university of Nigeria teaching hospital Ituku - Ozalla, Enugu. Pak J Med
Sci. 2015;31(5):1140-5. .
Batte A, Lwabi P, Lubega S, Kiguli S, Otwombe K, Chimoyi L, et al. Wasting, underweight and stunting among children with
congenital heart disease presenting at Mulago hospital, Uganda. BMC Pediatr [Internet]. 2017;17(1):1–7. Available from:
http://dx.doi.org/10.1186/s12887-017-0779-y
Abdelmoneim HM, Hawary BE, Soliman AME. Assessment of Nutrition State in Children with Heart Diseases. Egypt J
Hosp Med. 2019;77(2):5049–55.
Hassan BA, Albanna EA, Morsy SM, Siam AG, Al Shafie MM, Elsaadany HF, et al. Nutritional Status in Children with UnOperated Congenital Heart Disease: An Egyptian Center Experience. Front Pediatr. 2015;3(3).
Zhang M, Wang L, Huang R, Sun C, Bao N, Xu Z. Risk factors of malnutrition in Chinese children with congenital heart
defect. BMC Pediatr. 2020;20(1):1–7.
Guideline: assessing and managing children at primary health-care facilities to prevent overweight and obesity in the context
of the double burden of malnutrition. Updates for the Integrated Management of Childhood Illness (IMC). Geneva: World
Health Organization; 2017.
Mitting R, Marino L, Macrae D, Shastri N, Meyer R, Pathan N. Nutritional Status and Clinical Outcome in Postterm
Neonates Undergoing Surgery for Congenital Heart Disease. Pediatr Crit Care Med. 2015;16(5):448–52.
Blasquez A, Clouzeau H, Fayon M, Mouton JB, Thambo JB, Enaud R, et al. Evaluation of nutritional status and support in
children with congenital heart disease. Eur J Clin Nutr. 2016;70(4):528–31.
Marino L V., Johnson MJ, Davies NJ, Kidd CS, Fienberg J, Richens T, et al. Improving growth of infants with congenital
heart disease using a consensus-based nutritional pathway. Clin Nutr [Internet]. 2020;39(8):2455–62. Available from:
https://doi.org/10.1016/j.clnu.2019.10.031
Argent AC, Balachandran R, Vaidyanathan B, Khan A, Kumar RK. Management of undernutrition and failure to thrive in
children with congenital heart disease in low- and middle-income countries. Cardiol Young. 2017;27(S6):S22–30.
Tabib A, Aryafar M, Ghadrdoost B. Prevalence of malnutrition in children with congenital heart disease. J Compr Ped.
2019l10(4):e84274.
Barr RD, Stevens MCG. The influence of nutrition on clinical outcomes in children with cancer. Pediatr Blood Cancer.
2020;67(S3):1–11.
Pribnow AK, Ortiz R, Báez LF, Mendieta L, Luna-Fineman S. Effects of malnutrition on treatment-related morbidity and
survival of children with cancer in Nicaragua. Pediatr Blood Cancer. 2017;64(11).
Murphy-Alford AJ, Prasad M, Slone J, Stein K, Mosby TT. Perspective: Creating the Evidence Base for Nutritional Support
in Childhood Cancer in Low- and Middle-Income Countries: Priorities for Body Composition Research. Adv Nutr.
2020;11(2):216–23.
Diakatou V, Vassilakou T. Nutritional Status of Pediatric Cancer Patients at Diagnosis and Correlations with Treatment,
Clinical Outcome and the Long-Term Growth and Health of Survivors. Children. 2020;7(11):218.
Radman M, Mack R, Barnoya J, Castañeda A, Rosales M, Azakie A, et al. The effect of preoperative nutritional status on
postoperative outcomes in children undergoing surgery for congenital heart defects in San Francisco (UCSF) and Guatemala
City (UNICAR). J Thorac Cardiovasc Surg. 2014;147(1):442–50.
Iniesta RR, Paciarotti I, Davidson I, McKenzie JM, Brougham MFH, Wilson DC. Nutritional status of children and
adolescents with cancer in Scotland: A prospective cohort study. Clin Nutr ESPEN [Internet]. 2019;32:96–106. Available
from: https://doi.org/10.1016/j.clnesp.2019.04.006
Becker P, Carney LN, Corkins MR, Monczka J, Smith E, Smith SE, et al. Consensus statement of the Academy of Nutrition
and Dietetics/American Society for Parenteral and Enteral Nutrition: Indicators recommended for the identification and
documentation of pediatric malnutrition (undernutrition). Nutr Clin Pract. 2015;30(1):147–61.
Child Growth Standards [Internet]. World Health Organization. 2006 [cited 2021 Aug 1]. Available from:
https://www.who.int/tools/child-growth-standards/standards
CDC Growth Charts [Internet]. Centers for Disease Control and Prevention. 2000 [cited 2021 Aug 1]. Available from:
https://www.cdc.gov/growthcharts/cdc_charts.htm

Asia Pac J Paediatr Child Health

-------------------------------------------

Volume 5, Jan - Mar 2022

13

www.apjpch.com

28.

Barr RD, Mosby TT. Nutritional status in children and adolescents with leukemia: An emphasis on clinical outcomes in low
and middle income countries. Hematology. 2016;21(4):199–205.
Bélanger V, Delorme J, Napartuk M, Bouchard I, Meloche C, Curnier D, Sultan S, Laverdière C, Sinnett D, Marcil V. Early
nutritional intervention to promote healthy eating habits in pediatric oncology: A feasibility study. Nutrients. 2022;14(5):1024.
Lemos P dos SM, De Oliveira FLC, Caran EMM. Nutritional status of children and adolescents at diagnosis of hematological
and solid malignancies. Rev Bras Hematol Hemoter [Internet]. 2014;36(6):420–3. Available from:
http://dx.doi.org/10.1016/j.bjhh.2014.06.001
Iniesta RR, Paciarotti I, Brougham MFH, McKenzie JM, Wilson DC. Effects of pediatric cancer and its treatment on
nutritional status: A systematic review. Nutr Rev. 2015;73(5):276–95.
Mramba L, Ngari M, Mwangome M, Muchai L, Bauni E, Walker AS, et al. A growth reference for mid upper arm
circumference for age among school age children and adolescents, and validation for mortality: Growth curve construction
and longitudinal cohort study. BMJ. 2017;358:1–8.
Abdel-Rahman SM, Bi C, Thaete K. Construction of Lambda, Mu, Sigma Values for Determining Mid-Upper Arm
Circumference z-scores in U.S. Children Aged 2 Months Through 18 Years. Nutr Clin Pract [Internet]. 2017 Feb 19;32(1):68–
76. Available from: http://doi.wiley.com/10.1177/0884533616676597
Grellety E, Golden MH. Weight-for-height and mid-upper-arm circumference should be used independently to diagnose
acute malnutrition: policy implications. BMC Nutr. 2016;10(2).
Mwangome M, Ngari M, Fegan G, Mturi N, Shebe M, Bauni E, et al. Diagnostic criteria for severe acute malnutrition among
infants aged under 6 mo. Am J Clin Nutr. 2017;105(6):1415–23.
Li M, Campa A, Huffman FG, Rossi AF. Understanding the Impact of Fluid Restriction on Growth Outcomes in Infants
Following Cardiac Surgery. Pediatr Crit Care Med. 2018;19(2):131–6.

29.

30.
31.

32.

33.
34.
35.

Asia Pac J Paediatr Child Health

-------------------------------------------

Volume 5, Jan - Mar 2022

