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MalnUtrisyon

COCU klarln * Norolojik islev kaybi

* Immunolojik bozukluk
* Kalici bliyume geriligi

Eriskinlerden Farki ‘
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MalnUtrisyon

SEKONDER:

PRIMER: e Akut Hastaliklar

(alim eksikligi)

e Kronik Hastaliklar

Kalp Hastaliklari

/PRiMER MALNUTRiISYONU Kronik akciger Hastaliklari

olan bir cocukta akut veya Kronik Bobrek Hastaliklari
kronik hastalik da eklenirse Kistik fibroz
mortalite ve morbiditesi artar

\ % Kronik karaciger hastaliklari

Kronik barsak Hastaliklari
N Norolojik Hastaliklar
Onkolojik Hastaliklar

/SEKONDER MALNUTRISYONU

olan kronik bir hastada

enfeksiyon riski artar tedaviye Metabolik Hast

cevap azalir, mortalite artar
\evap J




UNICEF & WHO 2019 Raporu

In three regions, stunting affects one in every
three children
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Percentage of children under 5 who are stunted (%), by country, 2018

Note: Country Data are the most recent available estimate between 2012 and 2018; exceptions where older data (2000-2011) are shown ars denoted
with an asterisk (*) and where only data prior to 2000 are available the dark grey color denoting no recent dats is used.
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Percentage of children under 5 who are stunted (%), by UNICEF region, 2018

Note: *Eastern Europe and Central Asia sub-region doss not include Russian Federation dus to missing data; consecutive low population coverage for
the 2018 estimate (intzrpret with caution). **The North Amenca average is based on United States data only.

Source: UNICEF, WHO, World Bank Joint Child Malnutrition dataset, March 2019 edition

The prevalence of wasting in South Asia is
very high, at 15.2 per cent
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Percentage of children under 5 who are wasted (%), by country, 2018
Notes: Data are the most recent available estimate between 2012 and 2018; exceptions where older dats (2000-2011) are shown are denoted with an
asterisk(*) and where only data prior to 2000 are available, the dark grey color denoting no recent dats is used.
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Percentage of children under 5 who are wasted (%), by region, 2018

Notes: “The Eastern Europe and Central Asia sub-region estimate does not include Russian Federation due to missing data: consecutive low
population coverage for the 2018 estimate (interprat with caution). **The North America average is based on United States data only. The total number
of wasted children under 5 is 48.42 million; this becomes 48 million when rounded %o the naarest integer, and 49.5 million when rounded to the nearest
tenth.

Source: UNICEF, WHO, World Bank Joint Child Malnutrition dataset, March 2019 edition




TURKIYE

Sekil 11.1 Cocuklarda beslenme durumunun zaman
icinde degisimi
5 yasg alti cocuklarin malndtrisyon yuzde dagilimi
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Sekil 11.2 Bodurlugun zaman icinde degisimi
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TURKIYE

Tablo 11.3 Yasa gore emzirilme durumu

Yasa gore, annesiyle birlikte yasayan 2 yas alti en kii¢ik cocuklarin emzirilme durumuna ve yasa gore yizde dagiimi ve
halen emzirilenler ile biberon kullanan 2 yas alti tim cocuklann yasa gére yiizdesi, 2018 TNSA

Emziriime durumu
Anne  Anne Annesiyle

sutlive suta ve yasayan 2 2yas
Sadece  sut anne Anne Halen yasaltien Biberon alti

Sadece anne olmaya sutu suti ve emzirilen-  kicuk  kullanan- toplam

Yas Emziril- anne sutive ndiger disindaki ek lerin cocuk larin cocuk

(ay) _meyenler  sutu su___swilar' _ sutler _gidalar __ Toplam _ yuzdesi sayisl yuzdesi _ sayisl
0-1 47 59,2 12,8 0,0 216 17 100,0 95,3 88 30,7 92
2-3 64 451 16,6 26 27,0 23 100,0 93,6 82 45,0 82
45 11,9 144 16,9 3,0 20,0 339 100,0 88,1 76 494 76
6-8 15,7 3,8 41 38 25 70,1 100,0 84,3 131 59,4 137
9-11 30,3 04 1,6 1.7 22 63,7 100,0 69,7 119 59,9 120
1217 376 0,0 1.1 0.8 0.1 604 100,0 62,4 242 58,7 254
1823 615 0,0 0,0 0,0 05 38,0 100,0 38,5 165 50,9 197
0-3 55 52,4 14,6 1.3 242 20 100,0 94,5 170 374 174
0-5 75 40,7 15,3 1.8 229 11,8 100,0 92,5 246 41,1 250
6-9 171 3,0 34 3,0 2,0 716 100,0 829 168 55,8 175
12-15 344 0,0 0,8 06 0,2 64,0 100,0 65,6 173 56,3 181
1223 473 0.0 07 04 03 513 100,0 52,7 407 553 451
2023 665 0,0 0,0 0,0 0,8 327 100,0 335 112 48,2 137

Not: Emzime durumu son “24 saat”i kapsar (dun giinduz ve gece). Sadece anne siti ve su alan cocuklar bagka herhangi bir sivi veya kati
ek gida almamigtir. Emzirimeyenler, sadece anne siti, sadece anne sutu ve su, anne situ ile sut digindaki diger sivilar, anne sati ve diger
sutler ile anne sutl ve ek gida (kati ve yar kati) kategorileri birbirini diglayan kategoriler olup toplamiar 100'e esittir. Bu nedenle anne sutu
ve sit digindaki diger sivilan alan ve bagka sit ve bagka ek gida almayan ¢ocuklar normal su icseler bile sit digindaki sivilar kategorisinde
degerlendirilmigtir. Anne sutu ile birlikte ek gida alan cocuklarnin timu ek gida kategorisinde degerlendirilmistir.

' Sut digindaki sivilar meyve suyu, et suyu, corba suyu veya diger sivilar icerir.
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4-5. ayda AS yerine formiul stt degil ek gida
artiyor (neredeyse %80’lerde)

Sekil 11.3 Yasa gore emzirilme pratikleri
2 yasg alti cocuklarin ytizde dagilimi

sutu

Emzirilmeyen

<2

2-3 45

T |l

6-7 89 10-11 12-13 14-15 16-17 18-19 20-21 22-23

Yas (ay)

2018 TNSAda 6 aydan kiigiik
cocuklarin %41'1t sadece anne
siitityle beslenmistir (Tablo
11.3). Sadece anne siitii alan
cocuklarin orani yasla birlikte
hizla azalmakta; 0-1 aylik
cocuklar arasinda %359'dan, 2-3
aylik cocuklar arasinda %45'e
ve 4-5 aylik cocuklar arasinda
%]14'e diismektedir (Tablo 11.3
ve Sekil 11.3). Alt1 aydan kiicik
cocuklarin sadece anne siitii 1le
beslenmesi gerektigi 6nerisinin
aksine, ¢ocuklarin %23'ti anne
siitii olmayan diger siit almakta
ve ¢cocuklarin %12's1 anne
siitiine 1lave ek gidalar
almaktadir.



Hastanede Yatan Cocuklarda Malnitrisyon

Multifaceted intervention to enhance the
screening and care of hospitalised malnourished
children: study protocol for the PREDIRE cluster
randomized controlled trial

Sandrine Touzet'”, Antoine Duclos'”, Angélique Denis', Lioara Restier-Miron®, Pauline Occelli"?, MALN UTRiSYO N GE |.|$| RSE...

Stéphanie Polazzi', Daniel Betito®, Guillaume Gamba®, Fleur Cour-Andlauer’, Cyrille Colin'?, Alain Lachaux®®,
Noél Peretti** and The PREDIRE Study Group

Abstract

Background: Hospital malnutrition is an underestimated problem and as many as half of malnourished patients do
not receive appropriate treatment. In order to extend the management of malnutrition in health care facilities,
multidisciplinary teams focusing on dlinical nutrition were established in France. The establishment of such teams
within hospital facilities remains nonetheless difficult. We have consequently developed a multifaceted intervention
coordinated by a Nutritional Support Team (NST). Our study aims to evaluate the impact of this multifaceted
intervention coordinated by a NST, in adherence to recommended practices for the care of malnourished children,
among health care workers of a paediatric university hospital.

Methods/design: We carried out 1) a six-month observational phase focusing on the medical care procedures
relative to malnourished children followed by 2) a cluster randomised controlled trial phase to evaluate the impact
of a multidisciplinary nutrition team over an 18 month time frame.

Based on power analyses and assuming a conservative intracluster correlation coefficient, 1289 children were POStO pe rat'f kO m pl | ka SyO n |a r

needed to detect a 25% difference in rates between the two groups of the cluster trial.

The implementation of our intervention was coordinated by the NST and had three major components: a) access G e Cl km |§ ya ra |y| | e§ m eS|

to a computerised malnutrition screening system associated with an automatic alert system, b) an awareness
. o . v
Basi Ulserlerinin siklig

Enfeksiyon sikhgi

campaign directed toward the health care workers and ¢) a leadership based strategy.
Main outcomes included the number of daily weighings during hospitalisation, the investigation of malnutrition
etiology and the management of malnutrition by a dietician and/or the NST.

Due to the clustered nature of the data with children nested in departments, a generalized estimated equations Yat |§ S u re5|
approach will be used to analyse the impact of the multifaceted intervention on primary and secondary outcomes. a g
Discussion: Our results will provide an overall response regarding the effectiveness of our multifaceted intervention M (0] rb | d |te

and we should be able to suggest an organization and mode of operation of NST.
Trial registration: ClinicalTrials.gov: NCTO1081587.

Mortalite

Keywords: Malnourished children, Nutritional support team, Computerized clinical decision support system,
Multifaceted intervention, Cluster randomized trial




Turkiye'de Hastanede Yatan Cocuklarda Malnutrisyon
Calismasi
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Applied nutritional investigation

Evaluation of malnutrition development risk in hospitalized children CoesMak
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ARTICLE INFO ABSTRACT

63 Arastirmaci Doktor

Artide hizary: Objecves: Many screening methods, such as the Screening Tool Risk on Nutritional Starus and Growth

Received 20 july 2017 (STRONGKids) and the Pediarric Yorkhill Malnurrition Score (PYMS), have been developed to detect mak

Received in revised form nurrition in pediatric patients. We aimed to explore the prevalence of malnutrition risk in hospitalized

28 September 2017 children via symptoms and identification of contributing factors, and 1o examine the efficacy of malnu- 151 3 Yat Hast

Accepted 29 October 2017 ‘ urlcation ¢ atan Hasta
trition screening tools for hospitalized children.

Mexhoas: STRONGkids and PYMS were applied to 1513 inpatients at 37 hospitals in 26 cities from dil-

ﬁ?;ﬁi od children ferent regions of Turkey. Physical measurements were collected at hospital admission and at discharge.
Malnutrition z-Scores of height-for-age, weight-for-age, weight-for-height, and body mass index-for-age were calculated.
PYMS Results: Overall, 1513 patients were included in the study. A body mass index standard deviation score
STRONGkids of less than -2 was present in 9.5% of the study population at hospital admission, whereas 11.2% of the
Screening tools participants had a weight-for-length/height score of less than -2 at hospital admission. According

STRONGxkids results, the proportion of the patients with an underlying chronic disease was higher for
the parients at high risk of malnurrition than for the patients at medium or low risk (91% compared with
4TX or 45% respectively). PYMS results indicated thar patients at high risk of malnutrition have more
chronic diseases (75%) than the patients at medium or low risk of malnurrition (55% and 44% respectively).
Conclusions: Use of anthropometric measurements in addition to screening tools to identity hospital mal-
nurrition (such as PYMS, STRONGkids) will prevent some nutritional risk patients from being overlooked.
© 2017 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license ( hrrp://creativecommons.org/licenses/by-nc-nd/4.0).




TUHAMAR

Table 1
Comparison of patient characreristics with WFL/H, HFA, and WFA SDS values ar hospirtal admission I U H A M A R

WEFL/H SDS WEFA SDS HFA SDS
(n=805) (n=1116) (n=1513)
<2 >-2 <-2 >2 P <2 >2 P

Female 9.50 0.782 1730 8270 0.82
r;el.emean (y) : 12(7) ! 1 g: ’ 813&20 0.108
LZSZ! d (%) 10.50 890.50 0.002
>3d (%‘S) e . . . 18.10 81.90
o Disiik gelir seviyes '

HFA, height-for-age; LOS
*. Mann-Whitey U Artan kardes sayisi

Uzun yatis suresi
<2 yas altinda olma

Altta yatan kronik hastalik
>5 Yo

<5 yas olanlarda basvuruda z skor <-1 (eski hafif
malniitrisyon) %23,4 (boya gore agirhkla)

Tum yas gruplarinda kronik malnttrisyon orani



Malnutrisyonu Nasil Taniyacagiz?

ANTROPOMETRIK OLCUMLER

Agirlik
Boy
Bas cevresi
Kol cevresi
Deri kalinliklari . Norolaii host
* Triseps
e Subskapular
Bel cevresi § o P
Kalca cevresi [ K.




14 WHO Anthro —

& Anthropometric calculator

Malnutrisyonu Nasil Taniyacagiz?

0-5 Yas Arasi (Persentil ve Z Skor)

© Boya gore agirhk
© Yasa gore boy
O Yasa gore agirlik

O Vicut kitle indeksi

Application  Help

0 n Mondale S
World Health Organization

AnthrolPlus

—
#| Anthropometric calculator

@ Individual assessment
@ Nutritional survey

. Help
Application  Help
Date of visit 27.01.2018 ([N g
L 1 Sex @ Female O Male Weight (kg)
)rganisation Mondidigdela Sante - Length/height (cm)
Organizacion Muddial do )& S8lud ¥ SaILe
1 A i 26.01.2013 v
World Health Qrganization Dot of b, L]
An thro L1} Aoproximate date Measured
[ Unknown date
Age: Syr Omo (60mo) )
v322
Results
o Percentile z-score
«: Anthropometric calculator
2 P Weight-for-height 614 2}
Weightfor-age
@ Individual assessment
Heightfor-age
3 » BMI{or-age
m Nutritional survey
0 25 50 75 100
155 WHO AnthroPlus - X =] Anthropometric calculator

Help

Date of visit [27.01.2018 2~ |
Sex @ Female () Male
Date of birth [27.01.2012 B2~ |

[] Approximate date

Age: 6yr Omo (72mo)

Results

Weightfor-age

Heightfor-age

BMIifor-age

25

© Bas cevresi
O Ust kol cevresi
O Triceps deri kivrim kalinhgi

O Subskapular deri kivrim kalinligi

5-18 Yas Arasi (Persentil ve Z Skor)

O Viicut kitle indeksi
O Yaga gore boy

O Yasa gore agirlik

0 Ust kol cevresi
O Subskapular deri kivrim kalinhgi

O Triceps deri kivrim kalinhgi




Malnutrisyonu Nasil Taniyacagiz?
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Malnutrisyonu Nasil Taniyacagiz?
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SD Skoru — Z Skoru

Bireyin 6l¢llen parametresinin toplumun normal

medyan dederinden sapma derecesi.
(Ortadan sapma, standart deviasyon skoru)

Olgulen deger — Yas ve cins igin medyan deger

Yas ve cins icin standart sapma

f(+z SDS) = 97p )
(+1SDS) = 85p
(0 SDS) 50p
((1SDS) = 15p
\(-2 SDS) = 3p j Standard Deviations -3 -2 -1 0 1 2 3




Malnutrisyon Siniflamasi

Boya gore agirlik: Ik 2-5 yasta akut malnitrisyonu gosterir

Vicut kitle indeksi: >2-5 yas akut malnitrisyonu gosterir
Yasa gore boy: Kronik malnutrisyonu gosterir

Yasa gore agirlik: Akut ve kronik malnttrisyon gostergesidir
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AKUT MALNUTRISYON .

VKI [kg/m’]

BMI persentili veya Z skorunu
gormeden Akut Malniitrisyon §
tanisi koyamayiz! -

6-18 yas

Sekil 6. 2-18 yas erkek ve kiz ocuklarinda VKIi persantil egrileri.



Ornek

*9 yas kiz

*Boy: 122 cm (3-10p)

*Agirlik: 24 kg (10-25p)

*BMI: KILO/BOY2 (24/1,48=16,2) 25-50 |
*Anne boyu: 165cm Baba boyu: 178 cm

*165 + 178 — 13 =165 (HEDEF) (50-75)p

KRONIK MALNUTRISYON?
BOY KISALIGI?

Cilt 51

VKI (kg/m’)

VKI [kg/m’]

Say 1

27

Tiirk Gocuklaninda Viicut Agrhg, Boy Uzunlugu, Bas Cevresi ve Viicut Kitlesi indeksi

26
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20

Graphs
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Turk Gocuklarinin Persentil Blyume Egrileri* (2-18 yas)
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Vucut Tartisi Ve Tarti Artma Hizi

- - -
\) ]

5. ayda dogum tartisinin iki kati
12. ayda uc¢ kati
24. ayda dort kati

B oBx2 X 3 ~(3) X4

Dogum 5. ay 12. ay 24. ay



Boy Uzama Hizi

e 1vyasinda; dogum boyunun 1,5 katina (ortalama 75 cm)
* 4 yasinda; dogum boyunun 2 katina (ortalama 100 cm)
e 12 yasinda ise dogum boyunun 3 katina erismis olur

Dogum 1yas 4yas 12 yas



NORMAL AKUT KRONIK

e Akut Malniitrisyon (1-2 aydir beslenemeyen ¢ocuk diisiin)

* Kilo: (boya gore kilo, viicut kitle indeksi ve yasa gore kilo etkilenir)
* Boy: (yasa gore boy etkilenmez)

* Kronik Malnitrisyon (1-2 yildir beslenemeyen ¢ocuk diisiin)
* Boy: (yasa gore boy etkilenir)
* Kilo: (yasa gore kilo etkilenir) (hem boy hem kilo etkileneceginden; boya gore kilo
ve VKi etkilenir veya etkilenmez???)




Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

DURUM-1

e 2 yasin ustundeki cocuklarda anne-babaya gore
hedef boy hesaplayalim

* Boyu hedef boydan 2 persentil asagidaysa
 Kilosu boya uygun kilodan 2 persentil asagidaysa : g |
* ORNEK ARRBrZ 5 |
* 3 yas, erkek cocugu, boy: 94 cm (25p) kilo: 13 kg © /x
(25p) | o=
* Anne boyu: 167 cm Baba boyu: 180 cm _
Hedef boy: (167 + 180 + 13) / 2 =180 cm (hedef . AL

\
|
|
boy) /iff;ifis
|
l

Tiirk Gocuklarinin Persentil Buyiime Egrileri* (2-18 yas)

,,,,,

Hedefe uyan boy: 100 cm (75p) |
Hastaninki 25p’de (yani 2 per asagida) (TETKIK ET) = A




Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

DURUM-2

2 vyasin altindaki cocuklarda dogum agirlik-boyuna gore biyime egrien (0.3 ) bl

biiyiime egrileri** (0-36 ay)

hesaplama yap e EREER ‘
222 WARNEEEERRE"
* Boy / kilo hedefin altindaysa izle/tetkik et 5 SRR P
- RRR%yseganes
£ AT
e LA L
o ORNEK R emEee | AERRRRR
1 yas, erkek, boy: 73 cm kilo: 8 kg - | L T T
* Dogum boyu 49 cm, dogum agirlik 3000 g B //)‘* o f SRS
e 8+8+4+4cm = 1. yilda 24 cm uzamali, yani 49424 =73 cm S el Lf
olmali (uygun) = i
* Kilo 3 kata %(kmall yani 3*3000g = 9000 g olmali (ama L o |
8000 g) (-1 | . i
* [ZLE-TETKIK ET...  E— T TR

= mm”lt_\-w&.-m"“’mmwu Darprdolior F Bay F 10k “* Gokgay Q. Furman A, Neyz) O Growlh references for Turkish
S TS VW bay vk ctiidien agec 0 10 & years Chikl. Care. Health and Development
2008, (2008) © 2010 Gocuk Sugiy Demed! Tim haklan sakhdr




Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

* Aslinda hicbir zaman tek bir 6lcimle hastalari degerlendirmeyelim,
mumbkunse takip olcimlerini izleyip karar verelim...

DURUM-3

* |zlemde persentil kaymasi olan hastalari
mutlaka tetkik edelim.

cm




Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

DURUM-4
* Yasa gore boy persentili 3’tn altinda (Z skoru <-2)
(KRONIK MALNUTRISYON)
(ve/veya)
* Boya gore agirlik (BMI) persentili 3’iin altinda (Z skoru <-2)
(AKUT MALNUTRISYON)

Peki anne-babaya gore hedef persentili zaten 3 veya 3 civarindaysa?

4

Hekim karar verir:

* Anamnez/FM tamamen normal olsa da tetkik edebilir
e Beslenme duizenleyip, belirli bir sire izleyip (persentilini izliyor mu? diye) ona gore karar



Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

DURUM-5
* Yasa gore boy persentili 3-15p (yani Z skoru -1/-2 araliginda)
(eski tanimda HAFiF KRONiK MALNUTSIYON)
(ve/veya)
 Boya gore agirlik (BMI) persentili 3-15p (yani Z skoru -1/-2 araliginda)
(eski tanimda HAFiF AKUT MALNUTSIYON)

NE YAPALIM ???

* Anne-babaya gore hedeften 2 per sapma varsa zaten tetkik edelim
* Anne-babaya gore hedef ayni seviyedeyse izleyebiliriz

* Ancak cok dikkatli olmaliyiz (ctinkd bu grup hastalarin -2'nin asagisina
disme riskleri yliksek!)



Poliklinige Basvuran Hangi Hastalari Tetkik Edelim?

DURUM-6

* Persentil degerleri ne olursa olsun hastanin doktoru (anamnez ve FM ile)
cocukta malnutrisyona veya olusacagina dair bir bulgu saptadiysa tetkik
edebilir...



Hangi Tetkikleri Yapalim?

BUNLARIN HiCBIiRiSI OLMASA DA;

v' Kan sayimi

v TIT, idrar kilturd

v" Biyokimya (KS, serum elektrolitleri, lipid profili, t. protein, alb..)
v’ Colyak antikorlari

v" Ferritin, D vit, B12 diizeyleri

v Diski mikroskobi, parazit




Hangi Hastalar1 Tedavi Edelim?

e WHO <-2 Z skoru (<3. persentil) altini malnutrisyon olarak tanimliyor
ve tedavi 6neriyor

Z skoru -2 ile -3 araligi (yani) 3. persentilin alti ORTA MALNUTRISYON

Z -3’Uin de alti (yani) 3. persentilin cok alti AGIR MALNUTRiISYON




Hangi Hastalar1 Tedavi Edelim?

Z -1 ile -2 araligi (yani) 3-15 persentil araligini ne yapalim ???

¥

Tedavi karari hekim verir! (+ siki takip)

Bu grup hastalarin -2’nin asagisina diisme riskleri yiiksek!




S6z konusu AGIR MALNUTRISYON ise. (narr

Marasmus Kwashiorkor
 Esas olarak kalori eksikligi s6z konusu * Esas olarak proteinsiz diyetle
« Marasmik bebekler 6demsiz yiizleri beslenme so6z konusu
ihtiyar gorinimiinde * En 6nemli belirti 6dem (albimin
* Kasektik (zayif) goriinimde (cilt alti yag disuk)
azalmis) * Apatik goriinimde, deri kuru, sac ince

* Sik enfeksiyon-ishal var * Norolojik bulgular sik




Agir MalnUtrisyon Tedavisi

e Cocuklarda malnutrisyon tedavisi 3 asamadir:
* 'baslangic donemi‘ (2-7 giin)
* 'iyilesme donemi' (2-4 hafta)
* 'izlem donemi’

* Baglangi¢ tedavisi: Hipoglisemi, hipotermi, dehidratasyon, enfeksiyonlar,
elektrolit dengesizlikleri, mikrobesin eksikliklerinin duzeltiimesi.

* Rehabilitasyon: Elektrolit dengesizlikleri ve mikrobesin eksiklikleri
dizeltiimeye devam edilir ve tedaviye demir eklenir. Buyimenin geri

kalmamasi icin beslenme artirilir ve cocuklar taburcu edilmek Gzere
hazirlanir.

* izleme: Kilo kaybini diizeltmek icin beslemeye artarak devam edilir.



Hafif-Orta Malnutrisyon — Tedavi

Boya gore ideal vicut agirhgi
* Almasi gereken enerji: RDA (kcal/kg) x

Cocugun agirligi

[ Normalde almasi gereken enerjinin %50-100’G kadar artirilir ]

* Anne sutl devam
* Ek gidanin zenginlestirilmesi
* Dogru beslenme — beslenme onerileri

* Enteral Griin eklenmesi (izokalorik / hiperkalorik)



* GUnlik enerji gereksinimi (kkal/kg/glin) =
« Agirlik yasiicin dnerilen enerji X Boya gore ideal agirlik / Olctilen Agirhk .

o Agirhk yasi : Olctilen agirhgin cinse gore 50 persentile karsilik geldigi yas.

Enerji (kkal/kg) Protein (gm/kg)

Preterm 110-120 1,5-4
Yenidogan | 90-100 | 1,5-3
0-1 yas 90-100 1,5-2,5
1-2 yas 90-100 1-2
3-6 yas 70-90 1-2
7-12 yas 60-75 1-2

13-18 yas 45-60 1-2



Hasta cocukta ortalama enerji ve protein gereksinimi

* Koletzko B. Nutritional needs of children and adolescents. In: Sobotka
L, ed. Basics in Clinical Nutrition, Prague: galen;2004

Klinik Tani Enerji (%) Protein (%)
Saghklh ¢cocuk Normal population 100 100
Orta derece stres | Anemi, ates, klicuk cerrahi, hafif enfeksiyon | 100-120 | 150-180
Orta stres | iskeket travmasi, kronik hastalik (Kistik fibroz) | 120-140 | 200-250
Belirgin stress Sepsis, ciddi iskelet travmasi, Gnemli cerrahi girisim 140-170 250-300

Kritik agir stres Agir yanik, agir enfeksiyon, 170-200 300-400



Olgu

* 4 yas kiz, istahsizlik, kilo alamama nedeniyle
basvurdu

* Boy: 100cm (25p) Agirhik: 12 kg (<3p)
* Yasa gore boy Z skor: -0,8

* Boya gore kilo persentil: <3p Z skoru: -2,59

Akut Malnutrisyon

Ayrintil anamnez ve FM ile tek beslenme oyklisinde istahsizlik var, ayrica
yogun abur cubur tiketiyor...

Tetkiklerini yaptik: Tam kan, biyokimya, TiT, TSH-T4, Colyak antikorlari,
D vit, B12 ve Ferritin normal

Beslenme diizenlemesi yapip aylik takiplere aldik

(abur cubur cikartildi, 6glinler anlatildi, beslenme egitimi verildi)

Graphs

Length/height {cm)

Graphs

Graph Length/height-for-age

15 B

T =

"7 Age: 4yr Omo (48mo), z-score: -0,

Age (months)

Weight (ka)
- - - ~nN ~n n nN
£ o w0 (=} n S o

Graph Weight-for-height v | z-score

] X
-EdBeE
WHO standards
T T T T

"7 Age: 4yr 0Omo (48mo), z-score:

2,59

Height (cm)




Takip ettik...

2 ay sonra boy: 100 cm, agirlik: 12,1 kg
4 ay sonra boy: 100 cm, agirhk: 11,8 kg

Beslenme diizenlememize ragmen 4 aydaki beslenme gilinliigiinde:
Gunde aldigi kalori 800-900 kcal (hedefin altinda)

Boya gore agirlik persentili hala diisuk

J Pediatr Gastroenterol Nutr. 2010 Jul;:51(1):110-22. doi- 10.1097/MPG.0b013e3151d336d2

Practical approach to paediatric enteral nutrition: a comment by the ESPGHAN committee on
nutrition.

Braegger C', Decsi T, Dias JA, Hariman C, Kolacek S, Koleizko B, Koleizko S, Mihatsch W, Moreno L, Puntis J, Shamir R, Szajewska H, Turck D, van
Goudoever J; ESPGHAN Committee on Nutrition:.

‘2 yas ustiinde 3 aydan uzun siire kilo kaybi veya boy uzamasinin durmasr’ ENTERAL destek icin endikasyon

Glinde 2 kutu (400 cc = 600kcal) oral yoldan nutrisyonel destek ile...
e 1 aysonraboy: 100 cm, agirlik: 12,8 kg
e 2aysonraboy: 101 cm, agirlik 13,1 kg
e 3aysonraboy: 102 cm, agirlik: 13,4 kg




Kistik Fibrozda Malnltrisyon

KF’de Malniitrisvon Nedenleri

> KAYBIN ARTMASI

> IHTIYACIN ARTMASI

> ALIMIN AZALMASI :>

IHTIYACIN ARTMASI

-

N

*Enfeksiyonlar ve akciger hastaliklarinin gereksinimi artirmasi

*Tedavide kullanilan ilaglarin eneriji tiiketimini artirmasi

*Ener;ji tliketiminin normalden %10-30 yiiksek olur

(8

J




Kistik Fibrozda Malnltrisyon

Original Article

The effects of nutritional status and intervention on pulmonary
functions in pediatric cystic fibrosis patients

Ayse Ayzit Kilinc,' () Omer Faruk Beser,” () Ebru Pelin Ugur,3 Fugen Cullu Cokugras2 and Haluk Cokugras'

Abstract  Background: Cystic fibrosis (CF) causes malabsorption of nutrients that exacerbate pulmonary problems. Nutri-
tional interventions can improve pulmonary functions. We aimed to evaluate the effects of nutritional intervention
in CF natients with malnutrition. and to determine if there is a correlation hetween nutritional status and nulmonarv

Table 3 Z-score improvement and respiratory function test.

7 score (1) Z score (=)

n Mean £ SD Median (Distribution width) — n Mean £ SD  Median (Distribution width)

FEVI first 53 89.28 £ 33.08 94 (127) 5 704 £ 3389 63 (115)
FEV 1 last 53 10343 £ 43.58 [14 (143) 25 T35 £ 3855 67.5 (122)
P (FEVT first- last) - <0.001 0.358

FEVI, forced expiratory volume in the first second; n, number of patients; SD, standard deviation; z-score (+) represents who
improved their BMI z-scores. z-score (=) represents who decreased their BMI z-scores.



KF’li hastalarin beslenme tedavisi diger olgulardan farkhidir!!!

ideal viicut Boya gore agirhk BMI (>2 yas) Tutum
agirhg (0-2 yas)

Normal >%90 >25 >25-50 izle

Riskli 5-50 p arasi >%90 ama 10-25 25-50 Diyet dnerisi
kilo alamiyor Destek
Yetersiz <5p <%90 <10 <25 invazit destek

ORAL DESTEK URUNLERi MALNUTRiISYON GELISMEDEN BASLANABILIR !!!




KF'de Beslenme Tedavisinde Prensipler

Kalorisi yuksek beslenme

Orta zincirli yag asitlerinin (MCT) yliksek oldugu yag icerigi ile beslenme
Protein icerigi yuksek beslenme

Yagda eriyen vitaminlerin desteklenmesi

Pankreas enzim tedavisi



Hematolojik Hastada Malnitrisyon

o Besin aliminda azalma

o Enflamasyon

o Tedavilere ikincil gelisen mukozit
o Bulanti-kusma-ishal

o Enerji kaynaklarinin asirt kullanimi
o Hormonal degisiklikler

o Kontrol edilemeyen agri

o Stres, istah, tat bozukluklari

TABLO 1: Cocukluk ¢cagi kanserlerinde beslenme tarama
araci (SCAN).°

Yiiksek riskli bir kanser mi?* 1
Hastaya yogun bir tedavi mi baglaniyor? 1
Hastanin gastrointestinal sistemi

ilgilendiren bir semptomu var mi? 2
Son 1 haftadir agizdan alimi yetersiz mi? 2
Son 1 ayda kilo kaybi oldu mu? 2
Yetersiz beslenme bulgulari var mi? 2

Skorlama = 3 ise malnutrisyon riski var, ileri degerlendirme gereklidir.

* Yiiksek riskli kanserler Tablo 2'de verilmigtir.5'!

TABLO 2: Cocukluk ¢agi beslenme durumunu etkileyen
yuksek riskli kanserler ya da iligkili durumlar.

ileri evre solid timérler (néroblastom, Wilms tiiméri,
rabdomyosarkom, Ewing sarkomu, osteosarkom)

Yksek riskli akut [dsemiler, relaps [6semi

Lenfoma

Beyin timdrleri (kraniyofarengiyom, medulloblastom,
epandimom, astrositom)

Nazofarenks kanseri

Hematopoetik kok hticre nakli




KANSERLI COCUKTA MALNUTRISYON TANISINI NASIL KOYALIM?

TABLE 4 SIOP PODC recommendations for nutritional status

cutoffs?-1?

Age group

6 months to five
years

> 5 years without
tumor mass

> Syearswitha
tumor mass

Acute
malnutrition
MUAC < 125cm
W/H < -2 Z-score

MUAC < 135cm

SAM
MUAC <110cm

W/H < -3 Z-score _

MUAC <115cm

Abbreviations: MUAC, mid-upper arm circumference; W/H, weight for
height; SAM, severe acute malnutrition.

o Boya gore agirlik (BMI): AKUT

o Yasa gore boy: KRONIK




Hematolojik Hastada Malnitrisyon

Tedavinin Amaci:

O

O

Besin depolarini korumak

Kayiplar yerine koymak

Yeterli buyume ve gelisme icin gerekli eneriji, protein, yag, mineral ve vitamin destegini saglamak
Kilo kaybini dnlemek

Morbiditeyi azaltmak

Yasam kalitesini artirmak




Hematolojik Hastada Malnitrisyon

BIREYSEL TEDAVI

o Cocukluk ¢ag: kanserlerinin tipleri farkh

o Tedaviler farkh

o Kanserlerin etkileri degisken

o Beslenme aligkanlig1 kisiden kisiye degisiyor

o Beslenme Onerilerine kisisel uyum ve devamhlik zor




O

O

O

O

O

Hematolojik Hastada Malniltrisyon

Aile ve cocuklara gorsel ve basil kaynaklarla saglikh ve yeterli beslenme anlatiimali
Alinmasi gereken besin dgelerinin ve bunlarin viicuttaki 6neminin vurgulandigi beslenme egitimi verilmeli

Diyetisyenler cocuklarin damak tadi, yemek yeme aliskanhklari, semptomlari, olasi ilac¢ toksisiteleri g6z 6niinde
bulundurarak uygun beslenme planlamali

Hastane mutfaginda ¢ocuklar tarafindan hazirlanmis bir yemek listesinin pisirilmesi

Yemek saatlerine esneklik getirilmesi



Hematolojik Hastada Malnitrisyon

Siire¢ dinamik yonetilmeli

v Proteinin %100-140"1 verilmeli (doku yikimini dnlemek icin protein >2g/kg/gtlin)

v' >%80 oral alabilen ¢cocukta sadece beslenme diizenlenmesi

v <%80 ise oral ve/veya enteral beslenme urinu destegi

v' Sut Urdnleri ile kalsiyum ve D vitamini alimi desteklenmels

v' Meyve ve ¢ig sebzeler, vitamin-mineraller i¢cin dnemli, ancak ndtropenik diyet nedeniyle ahimlari kisitlandiriliyor

v Calismalarda kisith nétropenik diyetin normal beslenmeye ustunligi gosterilememis (enfeksiyon endojen)

» Tedavi sirasinda bulanti-kusma nedeniyle tuzlu atistirmaliklar ve

karbonhidrat tuketimi artip meyve ve sebze tiuketimi azaliyor
‘ Uzun donemde obezite

» Tedavi doneminde yemenin 6dullendirilmesi sonradan
emosyonel yeme bozuklugu



Kanserli ¢gocuklarin giinliik gereksinimi, besinlerin zenginlestirilmesi ve/veya oral beslenme destek
urunleri ile karsilanamyorsa, tiiple EB’ye gecilmeli

TABLO 4: Kanserli cocuklarda enteral beslenme
endikasyonlari.

W Agir malnutrisyonu olan ¢ocuklar

W Bes ardisik ginden uzun slre beslenme gereksinimlerinin %60’'indan
azini agizdan alabilenler

™ Tanidan itibaren %5 kilo kaybi ya da yasa gore agirlik persentilinde iki
persentilden daha fazla diisme olanlar, boya gére agirligin <%90 olmasi

W Tanidan itibaren st orta kol ¢evresinde %10'dan fazla kayip olanlar

ya da triseps deri kivrim kalinhidinin <%5 olmasi

v Nazogastrik

v Nazoduodenal-jejunal
v PEG

v’ Gastrostomi

v’ Gastrojejunal




Hematolojik Hastada Malnitrisyon

TABLO 5: Kanserli cocuklarda risk degerlendiriimesine gore

izlem Onerisi.

Risk degerlendirilmesi lzlem 6nerisi
Risk yok Ik yil, her 3-6 ayda bir izlem

> 1 yil sonra yillik izlem
Beslenme durumunu etkileyen Ik yil 1-3 ayda bir izlem
herhangi bir risk varliginda 2-5 yil arasinda 6 ayda bir izlem
altta yatan risk faktorine gore > 5 yil sonra yillik izlem
Yetersiz beslenme durumu Normale gelene kadar aylik izlem

Obezite Her 3 ayda bir




O

O

O

O

Noérolojik Hastada Malnttrisyon

Gastrodzofageal reflii hastahgr

Aspirasyon
Osteoporoz

Sik enfeksiyon

SocieTy PAPER

European Society for Paediatric Gastroenterology,
Hepatology and Nutrition Guidelines for the Evaluation
and Treatment of Gastrointestinal and Nutritional
Complications in Children With Neurological Impairment

*Claudio Romano, "Myriam van Wynckel, *Jessie Hulst, Sllse Broekaert, | Jiri Bronsky,
YLuigi Dall’Oglio, *NataSa F. Mis, **Iva Hojsak, "'Rok Orel, *Alexandra Papadopoulou,
S Michela Schaeppi, W Niknil T hapar, Y Michael Wilschanski, ™ Peter Sullivan, and *** Frédéric Gottrand

ABSTRACT

Objectives: Feeding difficulties are frequent in children with neurological What Is Known
impairments and can be associated with undemnutrition, growth failure, micro-
nutrients deficiencies, osteopenia, and nutritional comorbidities. Gastrointestinal
problems including gastroesophageal reflux dlsease constipation, and dysphagia

alan funnrnwt ln thin mnanlating and AL ...Ih..,‘l.‘life and nut

¢ Children with neurological impairment have feeding
and swallowing problems.




ESPGHAN Enteral Beslenme Destegi Tanimi

JPGN * Volume 51, Number 1, July 2010

DEFINITION OF ENTERAL NUTRITION SUPPORT
ENS traditionally has been regarded as delivery of food .. . . . .
beyond the oesophagus via tube, cither to the stomach or post- Beslenme desteginin 6zel sivi formulasyonlarla hem tip,

pylorically (6); however, in recent guidelines from the European v
Society for Parenteral and Enteral Nutrition (ESPEN) (7), the term hem de oral y0|da n Sagla NMasi
EN encompasses the use of dietary foods for special medical
purposes as defined in the European legal regulation of the Com-
mission Directive 1999/21/EC (8), irrespective of the route
of delivery.

Recommendation The ESPGHAN CoN supports the
definition of ENS embracing both delivery of liquid formulations
via tube and provision of specialised oral nutritional supple-
ments.

TABLE 1. Suggested criteria for nutritional support (4,11)

Insufficient oral intake
Inability to meet >60% to 80% of individual requirements for =10 days
In children older than 1 y, nutrition support should be initiated within 5 days, and in a child younger than 1 y within 3 days of the
anticipated lack of oral intake
Total feeding time in a disabled child >4 to 6 h/day
Wasting and stunting
Inadequate growth or weight gain for >1 mo in a child younger than 2 years of age
Weight loss or no weight gain for a period of >3 mo in a child older than 2 years of age
Change i weight for age over 2 growth channels on the growth charts
Triceps skinfolds consistently <5th percentile for age
Fall in height velocity >0.3 SD/y
Decrease in height velocity >2 em/y from the preceding year during early/mid-puberty



Kimlere Beslenme destegi?

ESPGHAN Committee on Nutrition:Braegger C, Decsi T, Dias JA, et al.JPGN 2010;,51:110-22

2 yas altinda 1 aydan uzun suredir yetersiz uzama veya kilo alimi

2 yas ustunde 3 aydan uzun sure kilo kaybi veya boy uzamasinin durmasi

Yasa gore agirhgin buylime egrisi Uzerinde en az 2 basamak asagl inmesi

Triseps deri kalinhgi yasa gore 5. persantilin altinda olmasi

Bliyume hizinin yilda 0.3 SD dan fazla azalmasi

Erken/orta ergenlik doneminde bliyliime hizinin yilda 2 cm. den fazla diismesi



Peki Hangi Yolla Besleyelim?

1. Agiz yoluyla beslenme (ilk tercih)

10 glin boyunca oral yoldan gereksinimlerin %60-80'i karsilanamazsa

1 yasindan kiictk cocuklarda, 3 glinden fazla oral alim olamayacaksa

1 yasindan biyuk cocuklarda, 5 glinden fazla oral alim olamayacaksa
Toplam beslenme siresi > 4-6 saat / glin (norolojik hastalarda)

Beslenme sirasinda sik aspirasyonlar varsa

ORAL DISI ENTERAL

~

©)

©)

©)

Emme-cigneme-yutma bozuklugu
Prematurite

Serebral palsi

Bas-boyun timorleri

Yuzde cidde yanik, travma

Ozafagus anomalileri

Ciddi GORH

isteksiz, istahsiz, yetersiz beslenme

/

Anoreksia nervosa




JPGN * Volume 51, Number 1, July 2010 Practical Approach to Paediatric Enteral Nutnition

Hospital admission Follow-up and
L ‘ ;
Nutritional assessment No .| periodic nutritional
Does the patient need nutritional support? assessment

Yes l

Functional gastrointestinal tract

No |  PARENTERAL
" NUTRITION

Yes

\J
| ENTERAL NUTRITION SUPPORT |

2. Tuple Enteral Beslenme 3. Gastrostomik Enteral Beslenme

* Nazogastrik <4 weeks * Operatif gastrostomi
* Nazoduodenal ‘ e Perkitan endoskopik
* Nazojejunal Asprilr::ion gastrostomi (PEG)
No No
Nasogastric Gastrostomy
tube feeding
Yes Yes
Transpyloric — Ly Jejunostomy
tube feeding

FIGURE 1. Enteral nutrition support decision tree.



* Nazojejunal tip (<4 hafta)

e Antirefli op + Gastrostomi

* PEG’den Gastrojejunal tip

Stabil ve GIS saglam hastada tercih edilir
Fizyolojik beslenme seklidir

Dongulisel enzim salinimi

Bagirsak perflizyonu-bariyer islevi iyi

Safra kesesi bosalmasi diizglin

Kritik ve GIS intoleransi olanda tercih edilir
Mevcut GIS yiizeyi daha efektif kullanilir
Kronik ishal, kisa bagirsakta tercih edilir

Gros refli-aspirasyonda tercih edilir

Gece-glindiiz uygulanabilir



Enteral Beslenme Destegini Hangi Urtinle Yapalim?

Practical Approach to Paediatric Enteral Nutrition:
A Comment by the ESPGHAN Committee on Nutrition

ESPGHAN Committee on Nutrition: *Christian Braegger, 'Tamas Decsi,
HJOrge Amil Dias, ¥ Corina Hartman, ”Sanja Kolacek, "Berthold Koletzko, 'I4Sibylle Koletzko,
"Walter Mihatsch, **Luis Moreno, "'John Puntis, ¥' Raanan Shamir, *Hania Szajewska,
S2Dominique Turck, and " Johannes van Goudoever

Hastanin yasina, hastaligina, o anki klinik durumuna, alim

miktarina, elimizde bulunan Urinlere bakarak verecegimiz
enteral beslenme Grintnu se¢cmeliyiz!

research needs highlighted, with a particular emphasis placed on a practical
approach to ENS. Among the wide array of enteral formulations, standard
polymeric feeds based on cow’s-milk protein with fibre and age adapted
for energy and nutrient content are suitable for most paediatric patients.|
Whenever possible, intragastric is preferred to postpyloric delivery of
nutrients, and intermittent feeding is preferred to continuous feeding
because it is more physiological. An anticipated duration of enteral

aediatric patients represent a particularly vulnerable popu-
lation that has specific nutritional requirements, as high-
lighted in the position paper by the European Society of Paediatric
Gastroenterology, Hepatology and Nutrition (ESPGHAN) Com-
mittee on Nutrition (CoN) (1). The disease-related consequences of
malnutrition, their causal mechanisms, and recommendations for



Practical Approach to Paediatric Enteral Nutrition:
A Comment by the ESPGHAN Committee on Nutrition
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* Ozmolaritesi (350-400 mOsmol/L) ve laktoz orani diisiik olmali
* Kalori icerigi hastaya gore (0,7-1,5 kcal/ml araliginda)

* Protein, KH ve yag icerigi alt ve Ust limitlere uymak sartiyla hastaliga
gore degisebilir

* Elektrolit icerigi cocuk yas grubuna uygun olmal
* Vitamin, mineral ve eser elementleri yeteri kadar icermeli
e Bazi irunler hastaliklara 6zel iceriklerde olabilmeli



Formulalar

e Standart Polimerik

 Hidrolize (Peptid bazli / Oligomerik)
* Amino asit bazli

* Modduler

* Immin modulatuar

* Hastaliklara 6zel



e Kaloriicerigine gore
Dusuk kalorili (<0,9 kcal/mL)
Normal (0,9-1,2 kcal/mL)

Yuksek kalorili (>1,2 kcal/mL)

* Protein igerigine gore
<%20 ise standart

>%20 ise yuksek proteinlidir



* Yag icerigine gore

0,15 g/L dusuk yagh

>%40 ise yuksek yaghdir

e Osmolalite

<350 ise izotonik

350-550 orta hipertonik

>550 ise belirgin hipertonik



Formulalar

Standart Polimerik F

* Tam protein, kompleks KH, LCT icerirler
* Icerik cocuk beslenmesi icin uygundur
* Osmolariteleri dengelidir

e Gluten icermezler

* Cogu hasta icin uygundur Hiperkalorik (1,5-2 kcal / ml)

e Besin t')geleri aglsmdan eksiksizdir * Swvi kisitlanacagi durumlarda (KKH, Bobrek yet)

* Enerji ihtiyaci arttigi donemlerde




Formulalar

Fiberli
e Diski sikhgi-kivamini dizenler

° ° KI - -I-
* Glisemik yanit hoa 2 e
C ey . uretiminde azalma*
(insulin, kolestrol dengelenir) artig? 3

Konstipasyonda/

Bifidobakteri Laksatif
kullaniminda

amrit|k§tzar|nda 2 azalma*? 5

- 1 Tolerabilitede
Bag_lrsa“k 3 artu;.;ISi?:inlikte
gecis suresinde azalma
normalizasyon' 6




100 cc

Pediasure

Pediasure Fibre

Pediasure Plus

Pediasure Plus
Fiber

Nutrini
std

Nutrini
Energy

Fortini multifibre

Resource Junior

Resource Junior
Fibre

Isosource Junior

Isosource Junior
Mix

Uretici

A
A

A
A

NU

NU

NU

NE
NE

NE

NE

Enerji
(kcal)

100
100

151
152

100
150
150

150
100

122

117

Protein

(9)
2,8
2,5

4,2
4,2
2,5
4,0
3,4

3,0
3,0

2,7

3,6

Kh
(9)

11
10,6

16,7

16,3
9
12,5
18,5

18,8

20,6
19,8

17,0

14

Yag
(9)

5
5

74
7,47
4,4
6,7
6,8

6,2
6,2

4,8

50

MCT
%

20
20

20
20

0,7

Lif

%)

0,7
3

%
11

%)
%)

15

10

BSY
(mosmol/I)

259
259

354
389

200

300

440

346
392-410

289

298



Formulalar

Hidrolize (Peptid bazli / Oligomerik) F

« Besin alerjisi < 1 yas > 1 yas
* Malabsorbsiyon

e GIS mukoza hasari

o

e Kisa bagirsak
e GVHD

e Safra kanal obstriksiyonu

AL,
/

A

=
3 il
i e

* Pankreatik yetersizlik

- ¥
i s
e i %
] g 1
ia | &
i~ ] H o~
pgE i e i

* intrahepatik kolestaz



Formulalar

Amino Asit Bazli Formulalar

* Proteini amino asit formundadir

* Besin alerjisi varliginda

(NUTRICIA \\\ %M @ é/
‘ S . =z
Neocate - comidagen :
Sittaches Lbormielfieberzed® 2

WS ™uhche e che (bianmerte 90




Formulalar

Immunmodulatuar F
olmmiin sistemi desteklemek icin
oAnti-enflamatuar etkili

oGlutamin, arjinin, nukleotid, antioksidan vb icerir



Immiinoniitrisyon

B RESOURCE
- Glutamin

- Glitamin

&

a

.
.

* Arginin N
« Omega-3 yag asitleri
* Niikleotidler

» Vitamin ve mineraller

= NI

= )
LN

.\

C

-




Formulalar

Modiiler F

o Tek basina KH, protein ya da yag iceren Urunlerdir.

o Tek baslarina tim besin gereksinimini karsilayamazlar



Modiiler formiilalar

1 6lgek= 5 g= 19 kcal

N ——

Glc (1,5 g)*+ maltoz (4,5 g) + Maltodekstrin (90 g)

4Fantomalt
N a=2 mg/100 g
Osmol= 97 mOsmol/L
16lcek=25g=2,2 g frotifar

protein - rd :t_%

. 1 6lgek=1,1 g protein '}F Y )

KH<%2 (laktoz) STy Ant >:m|

Yag=2g(1,59=DY), “ - KH=%2,7 (laktoz) g
wé/w3= 3,31 \ j
Bb. soliit yiikii= 104 B oo PP

Osmol= 30 mOsmol/L y e

mOsmol/L ST



Formulalar

Hastaliklara Ozel F
oDiabetik F

oRenal F

oHepatik F

oPulmoner F

oMetabolik hastaliklar icin F



Akciger problemi olan hasta (CO2 yiksek)

RQ = COZ lretilen / 02 tiiketilen

KH=1
Protein= 0,8-0,9
Yag= 0,7

Yagdan yuksek, karbonhidrattan dusuk mama segilir




KARACIGER YETMEZLIGINDE

thriHep'

o Dalli zincirli aminoasitler yiuksek, aromatik aminoasitler diistuk




MCT iceren lriinler
<1lyas >1yas

N %
£ pEPTAMErIz!;
. Juniol 1§ 7

- Y
S o
o Pankreatik yetmezlik & ‘o o

o Kolestatik hastalik

o Kisa bagirsak e



BOBREK YETMEZLIGINDE

~—
o Duslik protein, kalorisi yiiksek, fosfat, K ve Mg diisiik olmali - :

:, \'ulu-n.ll‘_v;

IGV-'" g RN
!
s

Uriin Kalori KH Protein Yag Osmol Na

Kcal/ml g/L g/L g/L mosmol/m mg/L mg/L mg/L
Nutrena 222 845 1060 690
(folik a. + (%42,8) °/o14) °/o43 ,2)

D vit)



DIYABET-GLUKOZ INTOLERANSI

o Laktozsuz
o %17-20 protein
o %30-50 yag

o Osmolarite: 300-400




100 cc

Infatrini

Similac
high energy

Enteral beslenme igin
Sut Cocugu Uriinleri

Enerji | Protein Kh ' Yag MCT GOS Lif Osmolarite @ RSY

(keal) | (g) (9) (9) % (mosmol/I)
101 2,6 103 54 + 08 06 295 210
o (60s
%60
Whey /FOS)
740
Kazein
100 2,6 103 54 %) 0.4 %) 284 211
60S



MalnUtrisyonla Beraber Gorulen Diger Sorunlar

 Mineral eksiklikleri: bemir ve bakir eksikligine bagli anemiler, magnezyum, ¢inko eksikligi

ve diger eser element eksikligi tablolari, vicudumuzdaki kan elektrolitlerin yeterince
saglanamamasi, kalsiyum azligi gibi bircok sorun sayilabilir.

* Vitamin eksiklikleri: b vitamininden yeterince yararlanmayan ve kemik gelisimi yeterince

tamamlanmamis cocuklarda ortaya c¢ikan rasitizm, A, B, C vitamini ve folik asit eksiklikleri sonucu
gelisen hastaliklar.

¢ Esansiyel Iipit alinamamasi: Lipit eksikligine bagl vitamin eksiklikleri ve cilt sorunlari
gozlenecektir.

* Dis curiikleri



Sonuc

* Malnutrisyon sosyoekonomik nedenlerle primer veya altta yatan hastaliga bagli sekonder olabilir

Malnutrisyon 3 aydan kisa ise akut; 3 aydan uzun ise kroniktir

Malnutrisyonlu cocuklarin bagisikligl kotl, enfeksiyona egilimi fazla, norolojik gelisimleri yetersizdir

Malnutrisyonlu bir hastada buatidn hastaliklar daha agir seyreder mortalite ve morbidite artar

Ilk 2 yas OLDUKCA ONEMLIDIR!

Tim hastalarda beslenme durumu degerlendirilmeli,

hastaya uygun beslenme iiriinii secilerek eksik yerine konulmalidir.




