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INTRODUCTION:
Faltering growth (previously failure to thrive) is the terminology used to defined a child who is not reaching their growth potential over a period of time. Management is most easily split into weight loss in the early days of life and subsequent faltering growth during in infancy and early childhood.  
It is often multifactorial and one underlying cause may not always be easily identified.

CLASSIFICATIONS:
Faltering Growth in the early days of life
	Percentage weight loss = (Birth weight — Current weight) x 100
                          Birth weight


Some weight loss is expected in the first days after birth. This is normal and often is due to fluid adjustments. This weight loss usually stops by day 3 -4 of life. Most babies will have regained and passed their birth weight by week 3 of life. However concerns should be raised if:
· 10 % weight loss at by day 7 of life.       
· Signs of clinical dehydration
· Signs of sepsis 
· Jaundice

Faltering growth in infancy and early childhood
Birth weight < 9th centile  = a fall across 1 or more centiles
Birth weight < 9th -91st centile  = a fall across 2 or more centiles
Birth weight > 91st centile  = a fall across 3 or more centiles
Weight below 2nd centile regardless of birth weight



Risk Factors: 
· Prematurity/SGA
· Postnatal depression, anxiety, learning difficulties 
· Family composition/limited carer support networks
· Socio-economic deprivation
· Neurodevelopmental conditions
· Underlying Medical conditions 

APPROACH TO MANAGEMENT
Causes may be very varied. A thorough history and clinical examination is therefore imperative 

History:
Take a detailed medical and clear feeding history including feeding times, pattern, types of feed and quantity taken should be obtained. Ensure that information is also collected regarding the settings of meals times and the child’s interactions and behavior around food and meal times. For infants who are mostly breastfed discussion should be held regarding, mothers milk production, baby’s ability to latch and suck
Ensure to enquire regarding developmental, social and other medical complaints which may identify and underlying factor/condition contributing to sub optimal growth.


Examination:
Undertake a full general and systemic examinations. Ensure to note their general appearance and look for any dysmorphic features. Ensure to clearly check for signs of dehydration in younger patients.  
Particular review should be undertaken to ascertain if the patient has any cardiac murmurs, abdominal distension or buttocks wasting as these may indicate underlying congenital heart defects or coeliac disease respectively

Measurements:
Remember to plot all values on age and gender appropriate charts. Remember to use special charts for ex pre-term children up to 2 years, patients with Trisomy 21. Ensure to plot the patient’s:

· Weight
· Length (if < 2yrs), Height (if > 2yrs)
· BMI: use for over 2years (if < 2nd centile possible under nutrition/ small stature.
   If < 0.4th centile possible under nutrition -> further investigation)

If there is concern about a child’s length/height: Consider calculating mid parental height.  If the child's length or height centile is below the range predicted from parental heights (more than 2 centile spaces below the mid-parental centile) this could suggest undernutrition or a primary growth disorder.

Investigations :
Investigations may not always be warranted but should be undertaken should the history or examination point towards a specific underlying pathology. If there Are no red flags biochemical investigations may not be required. If red flags are present a systematic approach according to the factors identified should be taken.
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ONGOING MANAGEMENT :
Treat any underlying causes identified. If there are no red flags or indicators of other underlying pathology a feeding plan should be formulated with parental (and as possible) the child’s involvement. In the early days of life ensure, sepsis, jaundice and hypernatraemic dehydration have all been considered prior to commencing the following plan

Management in the Early days of life:

Babies under 7 days of life should be seen by the Neonatal team. Consider Admission to Larch ward if > 10% weight loss

Ensure identification of any physical disorders affecting feeding are assessed and managed including tongue tie/ cleft palate.

If red flags are excluded some babies may be assessed to be fit for discharge home from A&E with a strict feeding plan. However If admitted to Larch ward observation of feeding should occur including   of the Parent/carer interactions with the baby and in regard to their response to feeding cues. The breastfeeding support specialists should be involved so that assistance can be given in regard to correcting ineffective latching is given and advice and support for scheduling of feeds/ top-ups is given where indicated.

Ensure that where possible that mothers who choose to breastfeed facilitated to express breast milk which can be used to top-up feeds. Ensure any expressed breast milk is used first prior to formula in order to facilitate mum’s choice if this is to continue breastfeeding in the long term. 


Neonatal Fluid volume requirements: 
	
	Term

	Day1
	60 ml/kg/d

	Day2
	90 ml/kg/d

	Day3
	120 ml/kg/d

	Day 4
	150 ml/kg/d

	Day5 onwards
	Continue 150ml/kg/d
 (increase to maximum 180ml/kg/d in preterm infants)



Enteral feeds should be encouraged. If IV fluids or NGT feeds needed babies must be admitted to the Neonatal unit. Ensure a minimum of feeds in 24 hours. If top ups are required these should be at 6-10ml/kg 3 hourly after breast feeds of 10 minutes on each breast.  

Monitoring:
Undertake daily weights in babies admitted to Larch ward/ the Neonatal unit
Babies can be discharged when their weight is following an upward trend and both parents and health professionals are happy with the feeding regimen.
Ensure on discharge that the community midwife/ health visitor follows-up the baby and their family post discharge from hospital. A review should occur within 48hours of discharge from either A&E or Larch ward.




Infants and Young Children:

Treat any underlying medical cause identified. Where there are concerns Social (such as suspected neglect) and environmental factors must also be addressed and early consultant input is required. 

Admission is generally not indicated unless the child appears acutely clinically unwell. However  admission for observation of feeding may still be beneficial especially in the neonatal period. For older children where admission is not indicated families should be encouraged to keep a food diary documenting not only foods eaten (and also those rejected) but also the meal timings and environmental settings. Information should ideally also be gathered in relation to the child’s behaviour around food and their interactions with their care-giver.

A referral to Dieticians should be made in all infants and young children with faltering growth where an alternative medical cause has not been identified. 

Consideration for calorie enhanced formula/high nutrient density foods should only be made in conjunction with the Dietitian team.
Consideration for nasogastric (NG) feeding should only be undertaken under MDT guidance when there are severe concerns regarding an infant/child’s weight and other interventions have been tried without subsequent weight gain. A clear plan of target weight gain and a long term plan for reduction of NG feeds or escalation to more permanent tube feeding should be made and reviewed at regular intervals.

Monitoring:

Every child will gain weight at a different rate. The following values outline approximate healthy weight increasing during infancy:

	0 - 3 Months
	150-200 grams/weeks

	3-6 Months
	100-150 grams/week

	6-12 Months
	70-90 grams/week



Growth velocity continues to tail after the first year of life but an upward trend should be noted in children when monitoring post intervention for faltering growth. Weights should continue to be plotted in the red book and also RCPCH-WHO growth charts at the following intervals:

< 1 month old =  Daily 
1–6 months old = weekly
6–12 months = fortnightly
from 1 year of age = monthly

If there are concerns about faltering growth monitor length or height may also be useful. This however should be done no more than every 3 months.
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Current Recommendations for additions:

More information to cover overlap areas – Neonates over 7 days

Neonatal information: cut off over 10% or > 12% weight loss should warrant Neonatal review with blood gas and lab electrolytes/ SBR 

[image: ]

Information on Hypernatraemic dehydration:
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Integrate if breast feeding/ bottle feeding assessment tools on Larch
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Discussion should be held with a Consultant prior to undertaking further Investigations and a dietician referral should be made. These tests may include:

CXR, ECHO, complement levels, immunoglobulins, HIV testing, Hepat
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