
a               ikfjxfHkZd  
 
कौमारभृÂय कì िनŁिĉ :- 

कौमारभÂृय शÊद दो शÊदŌ से िमलकर बना ह ै– कुमार और भÂृय | 
 
कुमार शÊद कì िनŁिĉ:- 
 “कुमार”=कु + मार शÊद स ेकुमार शÊद कì िनÕपि° हòई ह ै। 

 कुमार अथाªत बालक । 

 िजस आय ुम¤ िकंिचत Óयािध / ÿमाद स ेबालक कì मÂृय ुहोने कì सÌभवना अिधक हो 
जाती ह।ै 

 सामाÆयता कुमार का ÓयÓहार बालक, युवराज,राजकुमार, पांचवषªतक के बालक 
या अिववािहत के िलए िकया जाता है। 

 पर कौमार भÂृय के अतंगªत इस शÊद का ÿयोग बालक के अथª म¤ िकया गया ह।ै 
आयवु¥द म¤ सामाÆयतः बाÐयावÖथा कì अविध बालक के गभª म¤ आने के समय से 
लेकर 16 - वषª कì अवÖथा तक मानी गई ह।ै 

 “कुमारोमारोÖयित।” (अमरकोष) 
िजसकì बुिĦ िनमªल होती ह,ै उसे कुमार कहत ेह§। 
 “कुमारøìडितकुमारøìडायाम।्” (अमरकोष) 

िजसका ºयादा से ºयादा समयखेलने म¤ Óयतीत होता ह ैउसे कुमार/   
बालक कहते ह§। 
 

भÂृयशÊदकìिनŁिĉ :- 
 भृञ धात ुस ेभÂृय शÊद बना ह ै।िजसका अथª भरण होताह ै। 
 भÂृय शÊद का ÿयोग सामाÆयता सेवक, अमाÂय या भरण पोषण करने वाले के 

िलए िकया जाता ह।ै 



ÿÖततु संदभª म¤ इस शÊद का ÿयोग भरण पोषण या सेवा के अथª म¤ ही िकया गया ह।ै इस 
Óयापक अथª को Åयान म¤ रखते हòए भÂृयशÊद का ÿयोग बालक के माता के गभª म¤ आने 

के समय (from the time of conception) से लेकर पåरप³व अवÖथा (age of 

maturity) तककì देखभाल के िलए िकया गया है।इस दखे- भाल म¤ दोनŌ प± 

सिÌमिलत ह§- बालक का समुिचत भरण- पोषण और इस अवÖथा िवशेष म¤ होने 

वाले रोगŌ का उपचार। 

अतः हम यह कह सकते ह§ िक कौमारभÂृय आयवु¥द कì वह शाखा ह ैिजसके अंतगªत गभª 

म¤ ÿाणी के अिÖतÂव म¤ आने के समय स ेलेकर 16 वषª कì  आय ुपय«त उसकì पåरचयाª, 

भरण –पोषण, ÖवाÖÃय - संवधªन ÖवाÖÃय तथा इस अविध िवशषे म¤ उÂपÆन होने वाले रोगŌ 

के Öवłप, िनदान और िचिकÂसा काशाľीयया वै²ािनक ढंग से अÅययन िकया जाता ह।ै 

 

कौमारभृÂय कì Óया´या:- 
 “कुमारÖयभरणमिधकृÂयकृतंकौमारभृÂयम”्।।(चøपािण) 

अथाªत कुमारŌ के भरण(पोषण) के िलए जो तंý ह ैवही कौमारभÂृय ह।ै 
   “कौमारभृÂयमनामकुमारभरणधाýी±ीरदोषसंशोधनाथªमदुĶ 

ÖतÆयúहसमÂुथाना¼चÓयािधनामुपशमनाथªम।।”  (सु.स.ू1:7(5)) 

िजस तंý म¤ कुमार का भरण– पोषण, धाýी के±ीरदोषŌ का संशोधन कमª, दिूषत ÖतÆय से 

उÂपÆन ÓयािधयŌ, úहŌ से उÂपÆन ÓयािधयŌ एव ंअÆय ÓयािधयŌ के संशमनका िववेचन हो, उस े

कौमारभÂृय कह¤गे। 
1.  “गभōपøम िव²ानं सिुतकोपøमÖतथा। 

बालानां रोग शमनी िøया बाल िचिकिÂसतम।्।”          

                                                   (हा.सं.ÿथमÖथानअ.2:17) 

गभª के िलए उपøम अथवा गभªकालीन उपøम, सिूतका कालीन ÓयवÖथा एवं बालकŌ के 

रोगŌ का संशमनइन सब का अंतभाªव कौमारभÂृय म¤ िकया गया ह।ै 



According To Modern :- कौमारभृÂय= Paediatrics  

Paediatrics is the branch of medicine that involves the medical care of infants, 

children and adolscents. 
OR 
 It is the study of the child from very first conception through childhood, upto 

adolescence. 

Paediatrics =  Paedia + iatrics + ics 

>>Paedia meaning a child or pertaining to a child : िशशुयािशशु िवषयक 

>>iatrics meaning treatment : िचिकÂसा 

>>ics meaning a branch of science: िव²ान कì शाखा 
 

कौमारभृÂय का आयुव¥द म¤ महÂव एवं उपयोिगता – 
“कौमारभृÂयमĶानां तÆýाणामाīमु¸यते | 

आयुव¥दÖय महतो देवािमव हÓयपः|| 

अनेन िह सवंिधªतिमतरे िचिकÂसिÆत | 

बालÖय ŃīमौषधमÆयत ्ÿमाणमÆय उपøमोऽÆये च िवशेषा ||”(का.सं.िव. १)  

िजस ÿकार सभी दवेताओ ंम¤ अिµन को  ®ेķ माना गया ह ैउसी ÿकार इस महान आयवु¥द के 

आठ तÆýŌ म¤ कौमारभÂृय ®ेķ माना गया ह ैिजस ÿकार अÆय दवेतओ ंके होते हòए भी अिµन के 

िबना िकसी भी य² कì पतूê संभव नही ह,ै उसी ÿकार कौमारभÂृयके िबना आयवु¥द के अÆय 

अंगŌ का आधार िह नहé तैयार होता ह ै|  



इसी कौमार भÂृय के Ĭारा पोिषत विृĦ को ÿाĮ हòए अÆय लोग भी  िचिकÂसा करते ह§ |बालकŌ 

कì वयÖकŌ से िभÆनता दशाªते हòए कहा गया है– बालकŌ को दी जानेवाली औषिध कì 

माýा िभÆन होती ह ैतथा रोगŌ के िनदान एवं िचिकÂसा म¤ ÿयĉु होनेवाल ेउपøम िभÆन होते ह§ | 

 

काÔयप संिहता कì िविशĶता :- 
1. वĦृ जीवक तÆý ही काÔयप संिहता ह ै| 

2.  कौमारभÂृय के िलए काÔयप संिहता को ÿधान úÆथ माना गया ह ै³यŌिक उसम¤ जो मु́ य िवषय 

बालकŌ को केÆþ म¤ रखकर ही काÔयप संिहता कì रचना कì गई ह ै| 

3. इसम¤ बालकŌ कì पåरचयाª , उßपि° , विृĦ , िवकास , रोगिनदान व úहबाधा तथा उनकì 

िचिकÂसा सभी का िवÖतार से वणªन िकया ह ै| 

4. गिभªणी पåरचयाª का िवÖततृ वणªन ह ै| 

5. दÕुÿजाता , दोषŌ के िनराकरण / उपचार / उपøम गभाªवÖथा के दौरान या ÿसव के बाद मÂृय ुहो 

जाती ह ै| 

6. धाýी का वणªन िकया गया ह ै| 

7. ÖवेदाÅयाय म¤ ब¸चŌ म¤ हÖत Öवेद करने को कहा गया ह ै| 

8. ल±ण अÅयाय म¤ सामिुþक ल±णŌ का वणªन िकया गया ह ै| 

9. ÿसव काल म¤ कुछ आचायŎ के मूसल चलान ेके मत का काÔयप न ेखÁडन िकया ह ै| 

10. ६ मास म¤ फलरस ÿाशन कराने का मत काÔयप ने िदया ह ै| 

11.  कुमारागार , øìड़ाभिूम और øìडानक का िवÖततृ वणªन काÔयप संिहता म¤ िमलता ह ै| 

12. वय िवभाजन का वणªन काÔयप संिहता म¤ िकया गया ह ै| 

13. काÔयप ने २० बालúह म¤ रेवती úह को ®ेķ माना ह ै| 

14. वेदना अÅयाय का वणªन काÔयप संिहता म¤ िकया गया ह ै|उसम¤ रोगी बालकŌ के , जो वाणी Ĭारा 

अपनी वेदना को Óयĉ नहé कर सकते , ÓयÓहार , हावभाव और अÆय शारीåरक ल±णŌ Ĭारा 

रोगŌ के िनदान का िवÖततृ वणªन िकया गया ह ै|  

15. लेहाÅयाय का वणªन िकया गया ह ैतथा इसम¤ संवधªन घतृ को ®ेķ माना गया ह ै| 
 



                ikfjxfHkZd  

dqiks’k.k dh ifjHkk’kk & dqiks’k.k dk vFkZ vf/kd ,oa vYi iks’k.k nksuks vFkkZs esa 
xzg.k fd;k tkrk gSA ijUrq Hkkjr es eq[; :Ik ls vYikgkj ;k Hkkstu dh de 
ek=k ;k i;kZIr ek=k ls lUrqfyr vkgkj ds vHkko ls xzg.k fd;k tkrk gSA  

dqiks’k.k iks’k.k dh og fLFkfr gS ftlesa HkksT; inkFkZ ds xq.k vkSj ifj.kke es 
vi;kZIr gksrh gSA 

vk;qosZn lafgrkvks es CkkY;dky gksus okyh dqiks’k.k voLFkkvks dk foospuk gS 
;Fkk^& 

dqiks’k.k tfur 4 voLFkk,W@O;kf/k;kW crkbZ xbZ gSA 

1- d`”rk  
2- QDdjksx  
3- cky”kks’k 
4- ikfjxfHkZd 

ikfjxfHkZd “kCn nks “kCnks ls feydj cuk gS ikfj$ xfHkZd vFkkZr ikfjxfHkZd dh 
fu’ifr bu nksuks “kCnks ls gqbZ gSA  

vFkkZr tks ckyd vFkok xHkZ dks tks O;kf/k gksrh gS mls ikfjxfHkZd dgrs gS A  

ikfjxfHkZd dk o.kZu dkSekjHk̀U; ds varxZr dqiks’k.ktU; O;kf/k ds varxZr fd;k 
x;k gS A  

ikfjxfHkZd ds i;kZ; 

1- ifjHkok[; 
2- ifjHko  
3- nq/kdêk  
4- vfg.Mh  



ikfjxfHkZd dh ifjHkk’kk & ;g ,d dqiks’k.k tU; O;kf/k gStks fo”ks’k dj 

xHkZ/ckyd dks gksus okyh O;kf/k gS A 

 

ekrq% dqekjksxfHkZ.;k% LrU;a izk;% ficUufiA 

dk;kfXulknoeFkqrUnªkdk”;kZ:fpHkzeS% AA 

;qT;rs dks’Bò/n;k p rekgq% ikfjxfHkZde~A 

jksxa ifjHkok[;a p ;q¥T;kRRk=kfXunhiue~AA   

                                   ¼v.la.m 2/64½ 

;g ,d dqiks’k.k tfur jksx gS] tks xfHkZ.kh dk nw/k ihus ls izk;% f”k”kqvks dks gksrk 
gSA 

xHkkZoLFkk es vf/kdka”k iks’kd rRo xHkZ ds iks’k.k es yx tkrs gS blfy, nw/k dh 
iks’kdrk de gks tkrh gSA ckyd dh òf/n ,oa fodkl ds fy, vko”;d lHkh 
iks’kd rRo blesa mfpr ek=k es ugh Ikk, tkrs A blfy, ek= blh nw/k ij 
vkfJr jgus okys cPps dqiks’k.k dk f”kdkj gks tkrs gS A nw/k ds lkFk & LkkFk 
vUu [kkus okys cPps ¼{khjkUukn½ Hkh de ls de nw/k ls feyus okys vko”;d 
rRoks ls oafpr jg tkrs gSA vr% os Hkh ;fn bl nw/k dks ihrs gS rks muij Hkh 
dqiks’k.k dk dqN u dqN vlj gksrk gh gSA blfy, {khji vkSj {khjkUukn nksuks gh 
ikfjxfHkZd jksx dk f”kdkj gks ldrs gSA  

ikfjxfHkZd dh lEizkfIr :-  

ikBHksn ls bl O;kf/k dh 2 lEizkfIr curh gS & 

1- izk;% ficUufi & izk;% xfHkZ.kh ekrk dk nw/k ihus ls A 
2- izk;ks∙ficUufi & izk;% ekrk ds xkfHkZ.kh gksus ij nw/k u fiykus ls A 

xq.koRrk dh deh ;k ek=k dh deh gh bl O;kf/k dk dkj.k gksrk gSA  



vkpk;Z dk”;Ik us bUgh y{k.kks ,oa funku ls ;qDr xHkZt QDd dk o.kZu fd;k 
gSA 

  xkfHkZ.kh ekr`d% f{kiza LrU;L; fofuorZukr~A 

  {kfj;rs fez;rs ok∙fi l QDdks xHkZihfMr% AA  ¼dk-fp QDd fp.½ 

xHkZorh ekrk ds LrU; ds “kh?kz de gks tuks ls ;k lekIRk gksus ls ckyd {kh.k gks 
tkrk gS vFkok mldh eR̀;q gks tkrh gSA 

ikfjxfHkZd ds y{k.k :- 

 dkl  

 vfXulkn  

 oeu  

 rUnªk 

 dk”;Z  

 v:fp  

 Hkze  

 mnjo`f) 

 vfLFk&laf/k LFkwy ,oa cM+h fn[kkbZ nsrh gSA 

 f”kj dk Hkkx ¼ekFkk½ cM+k fn[kkbZ nsrk gSA 

 

ikfjxfHkZd dh fpfdRlk :- 

jksx ifjHkok[;a p ;q¥T;kRr=kfXunhiue~A   ¼v-la-m- 2/64½ 

vfXunhiu fpfdRlk djuh pkfg,A 

ikfjxfHkZd dh fpfdRlk cky”kks‘k ds leku gksrh gSA 



fiIiY;kfn ?k̀r %& 

 fiIiyhfiIiyhew~ydVqdknsonk:fHk%A 

 {kkj};foMktkthfcYoe/;kfXUknhI;dS%AA 

 nf/klkSohjdlqjkx.MSPk foipsr~ ?k̀re~ A 

 gfUr iz;qDra rr~ dkys jksxku~ ifjHkokJ;ku~A A  

                                          ¼v-la- m- 2/65½ 

fiIiyh] fiIiyhewy] dVqdh] nsonk: ]{kkj};] foMued] thjk] csy dk xwnk ,oa  
fp=d dk dYd rFkk ngh] dkath ,oa lqjke.M ds lkFk ?k̀rikd djasA ;g 
ikfjxfHkZd jksxuk”kd gSA  

ikfjxfHkZd ds minªoLo:Ik ;fn cPps dh {kq/kk vU;f/kd c<- tk;s rks mls fuEu 
;ksx nsuk pkfg, &  

vR;qfnªd{kq/ak ckya ifjHkwra rq ysg;sr~A 

fonkjh;oxks/wked.kkpw.kZa ?k̀rkIyqre~AA 

ik;;snuq p {khja Jr̀a le/kq”kdZje~AA    ¼v-la- m- 2/67½ 

fonkjhdUn ];o] xks/kwe rFkk fiIiyh pw.kZ ?k̀r es feyk dj ns RkFkk mij  ls e/kq 
,oa “kdZjk fefJr xeZ nw/k nsuk pkfg,A  

 

v{keTtkf}dkdksyh;’Vhe/kqdeksjVS%A 

Ji;sr~ {khjekT;a ok chtSfj{kqjdL; pAA  ¼v-la- m- 2/67½ 

 

foHkhrdeTtk] dkdksyh] {khjdkdksyh] e/kqd ,oa eksjB dks vtknqX/k es idkdj nsA 



 
rr~ iz;ksT;a xq: fLuX/ka ;PpkR;xukS iqjsfjre~A 
xq: ,oa fLux/k Hkkstu ns A 
 

- daaWVsjh ] v”oxa/kk ] rqylh vkSj fiIiyh ds dyd lks fl) ?k̀rA 
 
“kks’kuk”kdRkSy & opk ] vkeydh ]rxj ] gfjrdh vkSj pksjd ds dyd 
cdjs ds ew= vkSj lwjk ls fLk) fd;k gqvk rSy ekfy”k ds fy, mRre gS A 
 
vU; egRoiw.kZ vkS’kf/k;akW & 
 

 JàxHkLe  

 Ikzokyfif’V  

 e.MqjHkLe 
 dqDdqVk.MRoEHkLe 

 dqekjdY;k.kHkLe 

 oLkUrekyrhHkLe 

 lokZaxlqUnjHkLe  

 xa/kd jlk;u                 

 lq/kkiVd ;ksx  

 eqDrkfn oVh  
 vjfoanklo 

 

 

 

 



अßयंग के िलए – 

o ला¢ाǑद तैल 

o बला तैल 

o चंदनबलाला¢ाǑद तैल 

o बालर¢क तैल 

o शोषाÛत तैल 

o संजीवनलाल तलै 

o शंखपुçपी तैल 

 

        

 

 

 

 

 

 

 

 

 



       Protein Energy Malnutrition (PEM) 

It is also called Protein Energy Undernutrition (PEU) and Protein Calorie 
Malnutrition (PCM) 

It is an energy deficit due to deficiency of all macronutrients. It 
commonly includes deficiencies of many micronutrients. 

PEM refers to an imbalance between the supply of protein and energy 
and the body’s demand for them to ensure optimal growth and 
functions. 

It is a major public  health problem in India. This affects the child at the 
most crucial period of time of development. 

PEM is measured in terms of underweight (low weight for age),Stunting 
(low height for age) and wasting (low weight for height) 

Types include : 

 Kwashiorkor (protein malnutrition predominant) 
 Marasmus (deficiency in calorie intake ) 
 Marasmic kwashiorkor 

 
           
 

 

 

 

                                           



                            Kwashiorkor 

Kwashiorkor is another severe form of protein-energy malnutrition 
where the main deficiency is protein. 

Kwashiorkor also known as “edematous malnutrition” because of its 
association with oedema (fluid retention) 

It usually affects children aged 1-4 year. The main sign is pitting 
edema,usually starting in the legs and feet and spreading in more 
advanced causes to the hands and face. 

Severe causes of malnutrition can lead to Kwashiorkor. 

Symptoms :-  

 Loss of appetite 
 Fatigue 
 Lack of energy 
 Diarrhoea 
 Irritability 
 Loss of muscle mass 
 Changes in hair colour to yellow or orange 

Skin problems are a complication of Kwashiorkar. These can include : 

 Patches of skin turning unusually light or dark 
 Skin shedding 
 Skin ulcers developing 

Liver problems can occur with kwashiorkor but they are rare with 
marasmus. 

 



 General appearance - Child may have a fat sugar baby appearance. 
 Edema - It ranges from mild to gross and may represent up to 5-

20% of the body weight. 
 Muscle wasting - It is always present. The child is often weak, 

hypotonic and unable to stand or walk. 
 Skin changes - The skin lesions consist of increased pigmentation, 

desquamation and dyspigmentation. Outer layers of skin may peel 
off and ulceration may occur. The lesions may sometimes 
resemble burns. 

 Hair - Changes include dyspigmentation. Hairs also lose their 
lustre and are easily pluckable. A flag sign which is the alternate 
bands of hypopigmented and normally pigmented hair pattern is 
seen when the growth of child occurs in spurts. 

 Mental changes - Includes unhappiness, apathy or irritability with 
sad, intermittent cry. They show no signs of hunger and it is 
difficult to feed them. 

 Gastrointestinal system - Anorexia, sometimes with vomiting. 
Abdominal distension is characteristic. Stools may be watery or 
semisolid, bulky with a low pH and may contain unabsorbed 
sugars. 

 Anemia - It may also be seen, as in mild PEM, but with greater 
severity. 

 Cardiovascular system - The findings include cold, pale extremities 
due to circulatory insufficiency and are associated with prolonged 
circulation time, bradycardia, diminished cardiac output and 
hypotension. 
 

 



Causes -  Kwashiorkor is caused by lack of protein in the diet. 

As every cell in the body contains protein and protein is required in diet 
for formation of new cells. 

Protein is also especially important for growth during childhood and 
pregnancy. If the body lacks protein then it will affect the growth and 
normal body functions and Kwashiorkor may develop. 

Examination - Anthropometry provides the main assessment of the 

severity of malnutrition. Clinical features of prognostic significance 
include: 

i. Signs of dehydration 

ii. Shock (cold hands, slow capillary refill, weak and rapid pulse) 

iii. Severe palmar pallor 

iv. Eye signs of vitamin A deficiency 

v. Localizing signs of infections 

vi. Skin infection or pneumonia, signs of HIV infection, fever  

vii. Hypothermia, mouth ulcers, skin changes of kwashiorkor. 

Balanced diet – A balanced diet contains 55-60% calories from 
carbohydrates, 10-12% proteins and 25-30% fat. 

 

 

 



                    Approximate anthropometric values by age

            Age        Weight (kg)  Length or height (cm) 
          Birth               3              50 
       6 months               6              65 
         1 year               9              75 
         2 year              12              90 
         3 year              15              95 
         4 year              16             100 
  

Treatment – Kwashiorkor can be treated by eating more protein and                      

more calories overall, especially if treatment is started early. 

Calories may be given in form of carbohydrates,sugars and fats. 

Kwashiorkor can be life threatening if it is left untreared. It can cause 
major organ failure and eventually death. 

Protein can be found in foods like : 

 Seafood 
 Eggs  
 Lean meat 
 Beans 
 Peans 
 Nuts 

Treatment should start with a gradual introduction of carbohydrates 
foods such as fruits, starchy vegetables, breads and cereals to provide 
calories. Then the person should consume foods containing proteins 
such as meat, fish, eggs, soybeans and legumes. 



Milk and milk products are also rich in protein. However,children 
suffering from Kwashiorkor may be lactose - intolerant and may need 
lactose enzyme supplements to digest milk, yogurt and cheese. 

Management of Malnutrition – The management of 

malnutrition depends on its severity . 

 Grade of malnutrition  Weight for age of the standard (%) 
       Normal  >80 
       Grade I  71 - 80 (mild malnutrition) 
       Grade II  61 - 70 (moderate malnutrition) 
       Grade III  51 - 60 (severe malnutrition) 
       Grade IV  <50 (very severe malnutrition) 
 

Mild and Moderate Malnutrition - The mainstay of treatment is 
provision of adequate amounts of protein and energy; at least 150 
kcal/kg/ day should be given. In order to achieve these high energy 
intakes, frequent feeding (up to seven times a day) is often necessary. 
Because energy is so important and because carbohydrate energy 
sources are bulky, oil is usually used to increase the energy in 
therapeutic diets.  

A protein intake of 3 g/kg/ day is sufficient. Milk is the most frequent 
source of the protein used in therapeutic diets, though other sources, 
including vegetable protein mixtures, have been used successfully. 
Adequate minerals and vitamins should be provided for the appropriate 
duration. The best measure of the efficacy of treatment of mild and 
moderate malnutrition is weight gain. 



Severe Malnutrition - Children with severe malnutrition undergo 
physiologic changes to preserve essential processes, which include 
reductions in the functional capacity of organs and slowing of cellular 
activities. These alterations and coexisting infections put severely 
malnourished children at particular risk of death from hypoglycemia, 
hypothermia, electrolyte imbalance,heart failure and untreated 
infection. 

 Hypoglycemia – Blood glucose level <54 mg/dl or 3 mmol/1 
If blood glucose cannot be measured, assume hypoglycemia 
Hypoglycemia, hypothermia and infection generally occur as a 
triad 

Treatment :- 

 Asymptomatic hypoglycemia - Give 50 ml of 10% glucose or 
sucrose solution orally or by nasogastric tube followed by first 
feed.  

Feed with starter F-75 every 2 hourly day and night. 

 Symptomatic hypoglycemia - Give 10% dextrose IV 5 ml/kg 
Follow with 50 ml of 10% dextrose or sucrose solution by 
nasogastric tube. 
Feed with starter F-75 every 2 hourly day and night.  
Start appropriate antibiotics. 

Prevention :- 

 Feed 2 hourly starting immediately  
 Prevent hypothermia 

 



 Hypothermia -Rectal temperature less than <35.5°C or 95.5° 
Always measure blood glucose and screen for infections in the 
presence of hypothermia. 

Treatment :- 

 Clothe the child with warm clothes; ensure that the head is also 
covered with a scarf or cap. 

 Provide heat using overhead warmer, skin contact or heat 
convector. 

 Avoid rapid rewarming as this may lead to disequilibrium. 
 Feed the child immediately 
 Give appropriate antibiotics 

Prevention :- 

 Place the child's bed in a draught free area 
 Always keep the child well covered; ensure that head is also 

covered well 
 May place the child in contact with the mother's bare chest or 

abdomen (skin-to-skin) 
 Feed the child 2 hourly starting immediately after admission 

 
 Dehydration - Difficult to estimate dehydration status accurately 

in the severely malnourished child 
Assume that all severely malnourished children with watery 
diarrhea have some dehydration 
Low blood volume (hypovolemia) can coexist with edema 

 



Treatment :- 

 Use reduced osmolarity ORS with potassium supplements for 
rehydration and maintenance. 

 Amount depends upon how much the child wants, volume of 
stool loss, and whether the child is vomiting. 

 Initiate feeding within two to three hours of starting rehydration; 
use F-75 formula on alternate hours along with reduced 
osmolarity ORS. 

Prevention :- 

 Give reduced osmolarity ORS at 5-10 ml/kg after each watery 
stool, to replace stool losses 

 If breastfed, continue breastfeeding 
 Initiate refeeding with starter F-75 formula 

 
 Electrolytes - Give supplemental potassium at 3-4 mEq/kg/ day for 

at least 2 weeks. 

On day l, give 50% magnesium sulphate (equivalent to 4 mEq/ml) IM 
once (0.3 ml/kg; maximum of 2ml). Thereafter, give extra magnesium 
(0.8-1.2 mEq/kg daily) 

Excess body sodium exists even though the plasma sodium may be low; 
decrease salt in diet. 

 Infection - Multiple infections are common  
Usual signs of infection such as fever are often absent 
Majority of bloodstream infections are due to gram-negative 
bacteria 



Treatment :- 

 Parenteral ampicillin 50 mg/kg/ dose 6 hourly for at least 2 days 
followed by oral. 

 Amoxicillin 15 mg/kg 8 hourly for 5 days and gentamicin 7.5 
mg/kg or arnikacin 15-20 mg/kg. 

 IM or IV once daily for 7 days. 
 If no improvement occurs within 48 hr, change to IV cefotaxime 

(100-150 mg/kg/day 6-8 hourly) or ceftriaxone (50-75 mg/kg/day 
12 hourly) 

 If other specific infections are identified, give appropriate 
antibiotics 

Prevention :- 

 Follow standard precautions like hand hygiene. 
 Give measles vaccine if the child is >6 mo and not immunized, or if 

the child is >9 mo and had been vaccinated before the age of 9 
months. 
 

 Micronutrients - Use up to twice the recommended daily 
allowance of various vitamins and minerals. 
On day 1, give vitamin A orally (if age >1 yr give 2 lakh IU; age 6-12 
mo give 1 lakh IU; age 0-5 mo give 50,000 IU) 
Folic acid 1 mg/ day (give 5 mg on day 1) 
Zinc 2 mg/kg/ day 
Copper 0.2-0.3 mg/kg/day 
Iron 3 mg/ kg/ day, once child starts gaining weight; after the 
stabilization phase 



 

 Initiate feeding - Start feeding as soon as possible as frequent 
small feeds 
If unable to take orally, initiate nasogastric feeds 
Total fluid recommended is 130 ml/kg/ day; reduce to 100 ml/kg/ 
day if there is severe edema. 
If persistent diarrhea, give a cereal based low lactose F-75 diet as 
starter diet. 
If diarrhea continues on low lactose diets give, F-75 lactose free 
diets (rarely needed) 
 

 Catch-up growth - Once appetite returns in 2-3 days, encourage 
higher intakes. 
Increase volume offered at each feed and decrease the frequency 
of feeds to 6 feeds per day. 
Increase calories to 150-200 kcal/kg/ day, and proteins to 4-6 
g/kg/ day 
Add complementary foods as soon as possible to prepare the 
child for home foods at discharge. 
 

 Sensory stimulation - A cheerful, stimulating environment 
Age appropriate structured play therapy for at least 15-30 min/ 
day. 
Age appropriate physical activity as soon as the child is well 
enough. 
Tender loving care 

 



 Prepare for followup – 

Primary failure to respond is indicated by: 

 Failure to regain appetite by day 4 
 Failure to start losing edema by day 4 
 Presence of edema on day 10 
 Failure to gain at least 5 g/kg/day-by-day 10 

Secondary failure to respond is indicated by: 

Failure to gain at least 5 g/kg/day for consecutive days during the 

rehabilitation phase. 

पाǐरगिभ[क के सकंलन का उƧेæय – 

पाǐरगािभ[क [dqiks’k.ktU; O;kf/k] भारत मɅ मÉुय Ǿप स ेपोषण 

तǂव आǑद के अभाव एवं मानिसक धारणाए के कारण गभ[, 

बालक एवं माता मɅ पाई जाती है | इसके पǐरणाम èवǽप बालक 

¢ीण हɉ जाता है अथवा उसकȧ म×ृयु हɉ जाती है | 

पाǐरगािभ[क का £ान होना आवæयक है | आयुवȶद मɅ इसकȧ 

िचǑक×सा का भी वण[न है | आयुवȶद मɅ मह×वपूण[ औषिधया का 

वण[न है जो अ×यंत Ǒहतकारȣ, शुलभ एवं शीÄz लाभकारȣ है | 
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