Failure to Thrive

I. Failure to Thrive (FTT)

a. FTT describes a problem, rather than a diagnosis
i. Most often applied to children less than 2 years old
ii. Failure to gain weight in childhood
iii. A child less than 2 years old whose weight falls below the 5th percentile or weight less than 80% of ideal weight
iv. Can have both organic and non-organic causes
II. Etiology

a. Inadequate caloric intake, inadequate calorie absorption or increase in caloric requirements
b. Psychosocial problems are the number one cause of insufficient absorption/intake
c. Organic causes
i. Cystic fibrosis, gastroesophageal reflux, milk protein intolerance, inborn error of metabolism, HIV, renal tubular acidosis, congenital heart disease
III. Growth

a. Growth failure is described as a failure to maintain an established pattern of growth and development that responds to provision of adequate nutritional/emotional needs
b. Shortly after birth, most infants lose weight, but after that, they should gain weight at a steady and predictable pace
c. Largely determined by inheritance, but can also be affected by malnutrition
d. Malnutrition
i. In utero, can cause permanent growth retardation
ii. In childhood, may cause reversible or permanent mental/physical retardation
iii. Reasons for parents not to feed their children
iv. Economics
v. Ignorance
vi. Psychiatric problems
IV. Evaluation

a. Requires a thorough history and physical examination
b. Observations of interaction between the child and the caregiver
c. Examination of the support system
d. Laboratory testing as needed
V. Birth History

a. Birth weight in relation to gestational age
b. History of intrauterine growth retardation
c. APGAR scores
d. Birth weight, length, and head circumference
e. Newborn screen results
VI. History

a. Family history 
i. Weight/height of parents, grandparents, and siblings
b. Medical history
i. Chronic diseases
ii. Previous infections

c. Feeding history
i. Breast vs. formula feeding
ii. Estimate caloric intake
iii. Are parents restricting calories to prevent obesity
iv. Formula preparation/amounts provided
d. Social history- very important 
i. Family interest, time spent with child

ii. Frustrated parents

iii. Depression

iv. Financial status
e. Review of systems

i. Excessive stooling

ii. Spitting up/vomiting

iii. Elicitation of symptoms suggestive of organic disease

VII. Observation
a. Watch caregiver feed infant

b. Does he/she prop the bottle

c. Is enough time allotted for feeding

d. Is parent nervous while feeding

e. Is infant responsive to cuddling

f. Does infant make eye contact with parent

VIII. Physical Exam
a. Accurate weight/height and head circumference measurements

i. Should be plotted on growth chart

b. Dysmorphic features

c. Hypotonicity/spasticity- hypothyroidism/down syndrome
d. Developments assessment- milestones (crawling, smiling)
e. Signs of neglect

i. Bruises, poor hygiene, diaper rash

IX. Lab Tests
a. CBC and peripheral smear- anemia
b. TB test

c. UA

d. Acetone/glucose- dehydration, diabetes
e. Reducing substances

f. Sweat test- cystic fibrosis
g. Stool for ova and parasites

h. Skull, chest, and long bone films to determine bony age

i. Chromosome analysis

X. Management
a. Hospitalization may or may not be helpful unless a child is seriously ill

i. Separation from caregiver may cause anxiety, anorexia and delay in feeding

ii. Therefore child may be admitted to hospital or evaluated as an outpatient unless there is an immediate danger for the child to remain in the home

b. Multidisciplinary approach with doctors, mid-level providers, nurses, social worker, and nutritionist

c. Organic causes should be treated

d. Goal is to have child catch up by refeeding

i. Infants require 110kcal/kg/day

ii. 1 year old requires 100kcal/kg/day

iii. When refeeding, goal is to give patient 50% more calories per day than they require
iv. If child is very malnourished, may have malabsorption during refeeding process

e. Feeding should be fed ad lib, not forced

f. Patients may need MVI supplementation with iron and zinc

g. If there is no weight gain in 4-6 weeks, nasogastric supplementation should be implemented

h. May need occupational therapy to improve sucking/swallowing

i. Limit fruit juice

XI. Follow-up
a. Patients need close follow-up

b. Prognosis is good, but 25-60% of patients will remain below average height and weight

c. Most will catch up with their developmental milestones, but those who were severely malnourished may have permanent damage (behavioral problems, developmental delays, short stature)
