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Introduction : 

Protein energy malnutrition (PEM), is a major global health issue in developing nations but exists in the impoverished segment of the world population. 

This is due to the absence of macronutrients—protein, carbohydrates, and fat—that play a crucial role in development, the immune system, and overall 

well-being. PEM is prevalent in children, elderly individuals, and those with chronic illnesses. PEM presents as mild nutritional deficiencies, or more 

severe variants like kwashiorkor or marasmus which can become lethal without rapid intervention. 

Such multidisciplinary approach is needed for variable clinical practises and balanced nutrition and society interventions as PEM - R evidences. 

Conclusion: The etiology, clinical features, clinical approach, and medical treatment are discussed to increase awareness of this potentially life-

threatening entity. 

Causes of Protein-Energy Malnutrition : 

PEM causes inability of proper nutrients utilisation due to insufficient diet or organism disability. The evolution of PEM in a multifactorial condition, 

supported by these items: 

Hunger and malnutrition: Lack of access and availability to healthy or wholesome food is still a major factor of PEM in many areas. 

Infections and diseases: subjects with chronic diseases such as tuberculosis, HIV/AIDS, and intestinal disorders can affect the absorption of nutrients 

and increase metabolic needs. 

“Poor maternal nutrition: Where are the maternal malnutrition before and is low birth weight, infant malnutrition. 

Feeding practise: PEMs in toddlers; Death Diet and bad Venting 

Social factor: Gender discrimination or gender disparities in (1) cultural eating norms, (2) food taboos or food taboos, or (3) effects on food distribution. 

Age and Chronicity: Elderly patients are usually malnourished due to low appetite, chewing/difficulty in swallowing and metabolic alterations. 

Clinical Manifestations of PEM : 

The manifestations of PEM vary based on the extent and length of time in which nutrients are lacking. The two main clinical forms are Marasmus and 

Kwashiorkor. 

Marasmus 

• Atrophy of muscle and fat tissues. 

• Growth failure and developmental impairment. 

• Loss of subcutaneous fat with the old man’s high-waisted appearance. 

• Body aches, fatigue, reoccurring infections. 

 

Thin, dry, inelastic skin. 

Kwashiorkor 

• ・ Swelling from fluid retention (edema), especially in the legs and face 

• Swollen abdomen due to hepatomegaly (enlarged liver) and fluid accumulation. 

• Skin problems of flaking and hyperpigmentation. 

• A unilateral flag sign of hair changes (thin, brittle, and depigmented) 

• Inactivity, low energy and susceptibility to infections. 

Marasmic Kwashiorkor is a mixed type and has features of both Marasmus and Kwashiorkor. 

 

http://www.ijrpr.com/
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Diagnosis of PEM 

Clinical assessment, anthropometric measurements and laboratory investigations are used to diagnose PEM. Key methods of diagnosis include: 

 

Anthropometric Measurements: 

o Weight-for-age, height-for-age, and weight-for-height evaluations 

o mid-upper arm circumference (MUAC) for quick screening. 

 Body Mass Index (BMI) of adults. 

 

Laboratory Tests: 

o Triglycerides (increased in Kwashiorkor). 

o Levels of total protein and prealbumin 

 

Hemoglobin and hematocrit to check for anemia. 

o Electrolytes for dehydration and deficiencies. 

Organ damage : Liver and renal function tests 

 

Clinical Examination: 

o oIdentifying signs of muscle wasting, edema, skin changes, and mental status. 

o Evaluation of co-infection and disease at baseline. 

Medical Management of PEM 

The management of PEM requires a holistic approach that addresses immediate nutritional needs, underlying infections, and long-term rehabilitation. 

The treatment follows these key phases: 

1. Stabilization Phase (First 7 Days) 

• Immediate Nutritional Support: Oral rehydration therapy (ORT) or intravenous fluids to manage dehydration and electrolyte imbalances. 

• Correction of Hypoglycemia and Hypothermia: Providing small, frequent feeds and keeping the patient warm. 

• Treatment of Infections: Broad-spectrum antibiotics are often administered empirically due to impaired immunity. 

• Micronutrient Supplementation: 

o Vitamin A to prevent blindness and immune dysfunction. 

o Zinc for wound healing and immunity. 

o Potassium and magnesium to correct electrolyte imbalances. 

o Iron supplementation after stabilization to treat anemia. 

2. Rehabilitation Phase (2–6 Weeks) 

• • Nutrition rehabilitation: gradual introduction of energy-desert foods, starting with F-75 formula (a low-protein, low calorie therapeutic milk) 

and infection in F-100 formula (a high-protein, high-calorie milk). 

• • Serial refined: To prevent refined syndrome, energy intake is increased. 

• • Dietary variety: Locally available, introduction of nutrient -rich foods such as legumes, grains and animal protein. 

• • Monitoring increase: Regular weight and height tracking to assess recovery. 

3. Long-Term Recovery and Prevention 

• Nutrition education: Teaching families about balanced diet, proper baby feeding practices and food hygiene. 

• Promotion of breastfeeding: Encouraging exclusive breastfeeding for the first six months and continued breastfeeding for two years. 

• Food Safety Program: To implement community-based interventions to improve food access and quality. 

• Vaccination and healthcare access: regular vaccination and timely ensuring medical intervention. 

Community-Based Management of Acute Malnutrition (CMAM) : 

For mass intervention, CMAM programs are applied to treat malnourished persons in their communities instead of hospitals. The approach includes: 

• Ready-to-use therapeutic foods (Rutf) such as Plumpy 'Use Out Petric Medical Feeding Programs (OTP) for moderate cases. 

• Complementary feeding programs for risk children and pregnant women (SFP). 

• In -intensive treatment is obtained in stabilization centers with serious cases required in -prescriptive care. 
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Challenges in Managing PEM : 

Despite the progress in treatment, many challenges obstruct PEM management: 

1. Limited access to healthcare: Many affected individuals live in remote or struggle-affected areas with insufficient medical facilities. 

2. Cultural barriers: dietary changes and resistance to traditional beliefs about following food effect treatment. 

3. Economic Obstacles: Poverty limits the ability to bear nutritious foods and health services. 

4. Comoridities: Concurrent infections such as tuberculosis and HIV spoiled the nutritional state and complicated treatment. 

5. Refeding syndrome: A potentially fatal condition that arises when severely malnourished individuals are fed very quickly. 

Conclusion : 

Protein-energy malnutrition remains an important public health challenge that requires immediate intervention. Preliminary identity, timely medical 

management and permanent nutrition programs are necessary to combat PEM. Governments, healthcare professionals and international organizations 

should cooperate to ensure adequate food supply, improve health care and educate communities about proper nutrition. 

By addressing the root causes and implementing effective medical and nutritional strategies, PEM's burden can be significantly reduced, ensuring that 

every person, especially children, can grow without the destructive effects of malnutrition, especially children, malnutrition And can grow. 
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